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Abstract

Informal learning is a major factor influencing the professional development and practices of health professionals (Eraut, 1994). This thesis is an in-depth exploration of how this process occurs in pharmacy and involves a detailed study of practising pharmacists. The learning approach of these individuals is explored in relation to the variety of working situations in which they practise and the prevailing climate in relation to professional learning and development within the National Health Service (NHS). This study therefore adds to an understanding of the way in which informal learning shapes the practice of pharmacists and as such it has considerable implications for both future policy and practice.  

In the past there has been very little detailed research investigation into informal learning in pharmacy, although studies by Wilson, Schlapp & Davidson (2003) and Swallow et al (2006) have demonstrated the importance of this aspect of professional development. This study addresses that deficit, utilising semi structured interviews and focus groups to explore in some depth the nature of pharmacists’ informal learning and their perceptions of the effectiveness of current CPD practices in supporting such learning. 

The study reveals that pharmacists use a range of informal learning methods to develop in their careers post-qualification, including experiential learning and reflective practice. Many also continue to take further formal courses and qualifications. Practitioners perceive knowledge to be of particularly high value, and place less emphasis and value on the learning of skills, attitudes and behaviours, despite their comprising a vital part of practice. 

The role of helpful others (Eraut et al., 2004) plays a critical part in the professional learning and development of many pharmacists. They appear to value this support highly and in some cases rely on it due to the isolated nature of their practice situation.

Paradoxically, whilst pharmacists acknowledge the need to provide evidence of their ongoing professional development, they often do not complete CPD records in practice. One of the main criticisms offered, in relation to the CPD system, was the perceived limitations of the RPSGB Plan & Record forms, and this was also used as a justification for not completing their records. Greater flexibility in the system was seen as vital for the full benefits and strengths of the CPD system to be realised. 

The change management process through which the RPSGB introduced CPD is critically examined and the literature on educational change processes utilised, to suggest ways in which the implementation process of CPD may have created the resistance evident in the pharmacists’ narratives.

This thesis raises questions about the value that pharmacists and the pharmacy profession place on various types of learning. The importance of informal learning in the development of pharmacists is emphasised. The thesis also explores the apparent need for pharmacists to have access to appropriate helpful others and the need to ensure that the method used to record CPD is flexible and fit for purpose.
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Glossary of terms
Adult learning: the learning processes that adults adopt that help them to build on their existing knowledge and skills.
Continuing professional development (CPD): a structured way of undertaking and recording learning, usually applied to areas of professional practice.
Deep reflection: the process of reflecting on one’s underpinning knowledge, attitudes and skills to learn from a situation and to change the underpinning determinants of future behaviour.
Deep learning: an approach that the learner can adopt where they attempt to relate the new information to their existing knowledge, and one which produces long term change to the learner’s ways of thinking and doing. 
Experiential learning: Learning which occurs as a result of experiencing an event, and may occur as a tacit process.
Formal Learning: planned learning undertaken within a structured learning setting, with activities directed by others, often using learning objectives or a curriculum to define required outcomes.
Informal learning: Learning which is not planned and does not follow a curriculum. It usually occurs day-to-day as a result of life experiences, through a variety of ways of learning.
Reflection: the process of thinking through one’s actions and practice. 
Reflective Practice: the process of reflecting on the way in which one does something and then using the outcomes of this reflection to undertake relevant learning in order to change and improve oneself
Technical rationality: an approach to teaching and learning deriving from positivism, in which the solutions to practice problems are seen as coming from direct application of academically based theories and knowledge. (Schön 1983)
1 Introduction
In this first chapter, I will set out the reasons for undertaking research into informal learning in pharmacy and justify the need for the research in the current educational climate in pharmacy in the UK. This chapter will also offer an explanation for my interest in the research topic, and my experiences to date of reflection and informal learning in pharmacy. An overview of each chapter of the thesis is also provided to aid the reader in finding their way through the material.

This study is intended to add to the literature on informal learning within health care and in particular the profession of pharmacy, and uses the analytical techniques within the social sciences to increase the understanding and knowledge of the learning that shapes practice post qualification, and the role of other people, both in and outside the work place, in supporting informal learning.

In previous job roles, I had been involved in encouraging and facilitating the reflective process for pharmacists. It became very apparent that there was great variation in the ease with which some individuals adopted the idea of reflecting on their practice to enhance their learning. For some it came quite naturally and they quickly recognised its benefits to their practice, whilst to others it was a struggle and they felt it to be of little benefit. This led me to develop a particular interest in examining the use of reflective practice by pharmacists as part of their informal learning and in assessing the importance that is placed on such learning by pharmacists (see section 1.11 for further details). As it is now a requirement of all health care professionals to undertake Continuing Professional Development (CPD) to provide a record of their ongoing learning and development (DH, 1998, 1999), my interest in informal learning links to CPD and the ability of the current system of CPD introduced by the RPSGB to capture the learning that takes place. 

Using social science methods to explore educational issues is a difficult task and debate continues over the success that a researcher may have in accessing informal learning accounts (Eraut, 2000). Whilst this debate merits further discussion within the following chapter, there are a number of issues that need to be dealt with in the early part of the thesis to inform the reader as to the necessity of studying these educational issues in pharmacy.

1.1 Setting the Scene – Pharmacy in the UK
1.1.1 Pharmacist registration 

For all pharmacists within the UK, registration with the RPSGB is a requirement to practice and requires an annual membership renewal. However, the UK Government has recently made the decision that the regulatory and professional functions of the RPSGB must be split by 2010 (DH, 2007). The regulatory function will be fulfilled by a new body, to be called the General Pharmaceutical Council (GPhC), with which registration will be mandatory to practise as a pharmacist. The professional function will be carried out by a second body, the identity of which is not yet decided, but may remain the RPSGB. This organisation will represent the profession at Government and local levels and provide professional leadership and support and if the independent Clarke inquiry recommendations are accepted, will derive from the current RPSGB (Clarke, 2008).

Whilst this thesis refers to the RPSGB throughout, as this is the current single representative organisation for pharmacy in the UK, it must be borne in mind that the split of functions may alter the current structures for pharmacy in the UK.

1.1.2 Qualifying as a pharmacist

Qualification as a pharmacist in the UK involves undertaking a degree course and then a period of one year training in practice, referred to as pre-registration training. Until 1997 the pharmacy degree was a 3 year course leading to a Bachelors degree. Due to the increasing needs of practice and the already overcrowded syllabus for the pharmacy course the decision was taken that from 1997 the pharmacy degree would become a four year degree course leading to a Masters degree in Pharmacy (MPharm). The requirement for the student to complete a year in practice remains and during the pre-registration year, the student must show that they meet a range of performance standards and be judged competent to register by a qualified pharmacist, referred to as the pre-registration tutor, as well as passing an examination at the end of the practice year; the registration exam. 

1.1.3 The Role of the Pre-registration tutor

Regardless of the area of practice within which the student undertakes their pre-registration placement, they are required to have a pre-registration tutor.

The pre-registration tutor has a vital role during an individual’s period of pre-registration training, in helping them “to develop the knowledge, skills, attitudes and values that they will need as a practising pharmacist” (RPSGB, 2008).

The tutor assesses the pre-registration student’s performance at 13 weekly intervals and then at the end of their year’s training, decides whether or not they are competent and ready to be registered as a pharmacist.

Tutors have to be registered as a practising pharmacist and have three years or more experience in the area of pharmacy within which they wish to be a tutor. They are also required to undertake compulsory CPD through the RPSGB’s scheme. If these three requirements are met, then a pharmacist may become a pre-registration tutor, with no other assessment of relevant skills or attitudes needed to fulfil the role. The RPSGB choose to leave it to the individual pharmacist, or their employers, to decide if they are a suitable person, using the competencies listed on the RPSGB’s website (RPSGB, 2008).

The tutor has to sign an agreement stating they meet these requirements and enter into a learning contract with each individual they tutor. Tutors are provided with two resources which contain details of the activities they should be prepared to undertake with their pre-registration trainee, or ensure the trainee has opportunity to undertake them elsewhere, during their year. No other controls are placed on the identity and role of the tutor, and no quality checks are undertaken, unless a formal complaint is made.
1.2 Working as a pharmacist in the UK
Qualified pharmacists in the UK are free to work in a number of areas of employment and they can move between these areas as they choose. Community and hospital pharmacy are the two largest areas of pharmacy practice, and they are discussed in more detail below.

There are currently 47,121 qualified pharmacists in the UK, of which 81.5% are on the practising register (RPSGB, 2008) i.e. they are actively employed in roles that utilise their pharmacy skills. Table 1 below is a reproduction of the figures released after the last census of pharmacists in 2005 (Hassell, Seston & Eden, 2006), and shows their primary area of work.

1.3 Community Pharmacy

As Table1 shows, the largest proportion of pharmacists, over 70%, works within community pharmacy. Their role includes fulfilling a variety of roles to meet the NHS dispensing contract, and also requiring the running of a private commercial business. 

Whilst pharmacy has not always had the high profile role of medicine and nursing, community pharmacists are arguably amongst the most accessible health care practitioners in the UK. Their presence on high streets throughout the UK results in 94% of the population visiting a pharmacy at least once a year. There are 1.8 million visits to pharmacies every day for prescriptions, buying medicines and health advice. Of these, 260,000 visits each day are specifically for health advice, making the pharmacists a vital resource for ensuring the health of the population as a whole (DH, 2007).

Table 1: The proportion of UK actively employed pharmacists in each sector in 2005

	Workplace
	Percentage of pharmacists employed (%)

	Community 
	70.1

	Hospital
	21.7

	Primary Care
	8.2

	Industry
	3.5

	Academia
	2.4

	Other
	5.3


(NB: Pharmacists may have positions in two sectors, or have two jobs in 
one sector hence the total percentage exceeds 100%)
In their paper about the sociological concept of a profession in relation to pharmacy, Traulsen and Bissell (2004) reviewed the work of those who have criticised pharmacy for its lack of a strong professional identity. However, the current changes in pharmacy and the growing inclusion of pharmacy in Government papers on access to health services has done much to change both the public’s image of the profession and the profession’s own identity. The old image of a pharmacist as a “shopkeeper” rather than as a professional  (Anonymous, 1993; Hughes & McCann, 2002) is becoming redundant as pharmacy gains new credence with the Government, public and other professions alike.  

The professional identity of community pharmacy has become more defined and continues to evolve with current changes in the NHS contracts; pharmacists are now able to become independent prescribers, conduct medicines use reviews (MURs) that are funded by the NHS, and offer other advanced services through community pharmacies. The introduction of electronic transfer of prescriptions and the current consultation on the need for remote supervision will continue to change the face of pharmacy over the coming years.

Indeed, the recent White Paper, entitled “Pharmacy in England: Building on strengths - delivering the future” has gone further, clearly laying out the Government’s plans to maximise the potential of pharmacy in all areas of practice (DH, 2008). From continuing to develop the services offered by community pharmacies, to developing the pharmacist’s role in promoting healthy life styles and self care and to commissioning practice research to underpin the development of such activities, the paper emphasises the importance of pharmacy and pharmacists in providing health care in the NHS.

1.4 Hospital Pharmacy

Hospital pharmacy offers the opportunity to work in the many areas of medical specialty and to work as part of a multi-disciplinary team, with hospital practice the pharmacist forming an integral part of the multi-disciplinary health care team. 

The increasing role of pharmacy at the forefront of care in the hospital setting has also resulted in a greater public knowledge of the skills and knowledge that pharmacists have to offer.

1.5 Other areas of pharmacist employment

Pharmacists can work in primary care organisations, offering support and advice on medicines and prescribing related matters to general practitioners and their staff.

Pharmacists also work in academia, on undergraduate and postgraduate pharmacy and technician courses, and may employed by the pharmacy industry, involved in many of the stages of drug and medicine development. 

1.6 Defining the “pharmacist”

The variety of roles in which pharmacists are employed provides challenges for the profession in defining a united approach to issues such as a practice philosophy. The Royal Pharmaceutical Society of Great Britain (RPSGB) describes a pharmacist thus:

“The pharmacist is an expert in medicines. A pharmacist can be involved in any aspect of the preparation and use of medicines, from the discovery of their active ingredients to their use by patients. Pharmacists also monitor the effects of medicines, both for patient care and for research purposes.”(RPSGB, 2007a) 
This broad definition covers a wide range of activities whilst placing the pharmacist as the “expert in medicines”, which is the uniting factor for all in the profession, regardless of their place of practice.

1.7 The influence of the National Health Service (NHS) on Pharmacy

The NHS is the major employer of pharmacists in the UK; hospital pharmacists are directly employed, whilst community pharmacies are independent businesses but can only dispense NHS prescriptions if they have a contract with the NHS to do so. In 2004, the NHS introduced a new contract structure for pharmacists which extends their roles and requires more services to be offered for a pharmacy to maintain their NHS contract (DH, 2004, 2005). Inherently then, the NHS and therefore the political agenda which drives policy making within the NHS, exerts a large influence over the profession of pharmacy in the UK. 

Pharmacy, as one of the health professions working within the NHS structure in the UK, has since 1999 been obliged to implement CPD for members of the profession (DH, 1999). 

1.7.1 Clinical Governance and CPD
Donald Schön as far back 1983 described the declining levels of faith that the general population had in the professions. Over the intervening 20 years since his writing was published the “professions” have not reacted in ways which have appeased these concerns. Indeed occurrences in the UK such as those of the Bristol Heart scandal (Kennedy, 2001) and the Alderhey retention of organs  (Redfern, Keeling & Powell, 2001) issues have continued to undermine the health care professions’ standing in society. 

In response to the increasing public concern over falling standards of care and the performance of the health professionals, there was a period of rapid organisational, legislative and policy change within the NHS (DH, 1998) This resulted in the concept of clinical governance being implemented (Postle et al, 2002). Clinical governance is defined as: “A framework through which NHS organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care by creating an environment in which excellence in clinical care will flourish.” (DH, 1998).
The key components of the clinical governance framework include:

· Clear lines of responsibility and accountability for the overall quality of clinical care.

· A comprehensive programme of quality improvement activities.

· Clear policies aimed at managing risks.

· Procedures for all professional groups to identify and remedy poor performance.
A number of key Government publications introduced the concept of life long learning and continuing professional development (CPD), as a component of clinical governance, for all health professionals; the first was  “A First Class Service: Quality in the new NHS” (DH, 1998) which dealt with the overarching issues of ensuring quality through the components of clinical governance, and the details were then developed in other publications(DH, 1999, 2000a, 2000b, 2000c, 2001).

CPD was introduced as a measure to improve quality, and to help in identifying those professionals who were underperforming and has resulted in CPD becoming a requirement for continued registration to help ensure the quality of practice and to re-build public trust in the standard of care they are offered in the NHS (Katona & Morgan, 1999; Wattis & McGinnis, 1999). 

Kennedy reaffirmed the importance of CPD in his report into the Bristol heart scandal;

“CPD must be part of the process of lifelong learning for all health care professionals- its purpose is to help professionals care for patients… it is crucial that CPD is supported by the NHS and by the professions.” (Kennedy, 2002).
1.8 Continuing Professional Development (CPD) 

The CPD cycle, that the NHS (DH, 1999) has adopted, provides a structure for undertaking professional life long learning. 


[image: image1]
Figure 1: Representation of the NHS CPD Cycle (re-produced with permission from London Pharmacy Education & Training)
Key to this CPD cycle, which is based on Kolb’s experiential learning cycle  (Kolb, 1984), is that the learner ensures that they pass through all stages of the cycle. The reflection part of the cycle involves identifying learning needs, for which learning activities are planned (planning), undertaken (action) and then the success or otherwise in meeting the identified learning needs is evaluated (evaluation).

Reflection as a learning concept was first discussed by Dewey (1933) and then Donald Schön (1983) related this idea specifically to professional practice, using the term reflective practice (see section 2.12.4). The process of reflecting on practice situations allows the individual to analyse their current practice and determine ways in which they could improve. The learning they then undertake is therefore derived from their practice needs and should lead to improved performance in their professional role.
1.9 CPD and the health professions

Since the implementation of compulsory CPD, all health professions’ governing bodies are grappling with the process of life long learning and its assessment. 

CPD is therefore now a key policy, practice and research issue for all professions, and has implications both for practising health professionals and those involved in their academic training. For policy makers within each of the health professions, steps must be taken to ensure the ongoing competence of members and the measures must meet the political and societal requirements for greater professional accountability. For both the professional bodies and the individual practitioners there are a multitude of issues associated with CPD, not least of which is how and what to assess, and how to ensure that adequate time and resources are available for ongoing development.

Within the literature, not all of the commentators on these changes view the implementation of CPD as a wholly positive move; Taylor, in his paper written for a psychiatry journal states that “CPD is a vehicle for the pressures on professional groups to adapt to the wishes and needs of society” (Taylor, 2001, p10), which suggests that Taylor feels that the implementation of CPD may simply be a method chosen to satisfy the populous, rather than as the best method to achieve the stated aims of the Government.  In some ways at least, I would have to concur with his implied criticism; the hasty implementation of the CPD concept appears to have left many practitioners floundering and the professional bodies unable to determine how they will ensure the quality of the learning being undertaken. However, the underpinning concepts of reflection and CPD to enhance practice learning have, I believe, significant benefits for practice. These ideas will be explored in more detail throughout this thesis. 

Whilst the nursing profession have made CPD as an integral part of their post qualification requirements for practitioners for some years, for pharmacy the CPD approach has been somewhat different from the continuing education (CE) requirement previously in place. Prior to the implementation of CPD, pharmacists were required to undertake a minimum of 30 hours of ongoing training per year to meet their CE requirements. Courses offered certificates that showed the number of hours of study involved and these were kept to provide evidence that the individual had fulfilled their requirements. The RPSGB did not check that each pharmacist had completed an annual total of 30 hours of CE.
After a consultation with the pharmacist members and wider audience, the Royal Pharmaceutical Society of Great Britain (RPSGB) has now implemented voluntary CPD for all pharmacists from January 2005, and this is likely to become mandatory from autumn 2008 (RPSGB, 2008a).

1.9.1 Requirements for CPD across professions
In discussing the implementation of CPD for pharmacists, it is appropriate to compare and contrast the approach taken by the RPSGB (2004) with those of other health professions’ registering bodies. Four other health profession registering bodies’ CPD requirements were reviewed: the General Medical Council (GMC), which registers all doctors (GMC, 2004), the Nursing and Midwifery Council (NMC), which registers all nurses and midwives (NMC, 2006a, 2006b), the General Dental Council (GDC), which registers all dentists (GDC 2006) and the Health Professions Council (HPC), which regulates 13 health professions including physiotherapists, speech therapists and biomedical scientists (HPC, 2006). In addition, the requirements for the teaching profession, who are regulated by the General Teaching Council (GTC) (TDA, 2007a, 2007b), and for social workers, regulated by the General Social Care Council (GSCC) were also reviewed (SFC/CWDC, 2006), as these professions also have profession wide systems for CPD in place.
Table 2 provides and overview of the CPD requirements of each of the regulating bodies. 

All the professions reviewed recommend that their members undertake some form of continuing professional development, although only in the health professions was this a mandatory requirement (or soon to be so for pharmacy). 

In structuring their approach to CPD, it was only the RPSGB and GSCC who make specific reference to a cyclical approach to undertaking CPD; in pharmacy the cycle is the four stage cycle as previously discussed, whilst the social workers use a seven stage cycle, although completing each cycle is a process. The seven stage cycle simply breaks down the stages in further detail than the four stage cycle. The other professions are encouraged to record their learning, but no theoretical structure is offered to support the process.

None of the professions have a compulsory method by which they must record their CPD; whilst the RPSGB produce forms for use on line or can be printed for paper use, the teachers, doctors and those regulated through the HPC have no recommended recording and the nurses, dentists and social workers are provided with templates or suggested ways of presenting their CPD as paper records only.  The doctors and the professions regulated by the HPC may however be offered some guidance on recording their CPD through either the Royal College system, in the case of the doctors, or by the bodies representing their separate professions. 
In pharmacy and other health professions, there is an apparent dichotomy between their stated support for life long learning and their CPD systems, which are focused on re-registration. Use of acronyms such as SMART (standing for Specific, Measurable, Achievable, Realistic and Timed) for the setting of objectives tend to lead to short term activities, which are discrete and quickly and easily measured. Lawton and Wimpenny (2003) argue that this approach takes a linear view of learning and does not encourage long term, life long learning projects.

There does seem to be a wider understanding of the potential learning opportunities that professionals may use to support their CPD. All the regulatory bodies make reference to the importance of informal learning in their documentation and four make specific reference to the development opportunities that arise through interaction with others. The GMC, GTC and GSCC also specifically link the concept of CPD to the appraisal process; both in using this as an opportunity for an individual to review their CPD records and as a valuable source of feedback on performance to enhance the planning of CPD activities.

Table 2: Comparison of the CPD requirements across health and other professions in the UK
	Profession
	Governing Body
	Refer-red to as:
	Mandatory

Require-ment
	Required for revalidation
	Structured around CPD Cycle?
	Recommended/compulsory recording method?
	Personal Development Planning as integral component
	Recognises informal learning?
	Take account of patient/others needs
	Encourages appraisal process
	Encourages development through interaction with others
	Role of employing organisation

	Pharmacists 
	Royal Pharmaceutical Society of Great Britain (RPSGB)


	CPD
	×

( likely to be from late 2008)
	Not yet
	√
	Yes, compulsory format
	√
	√
	√
	×


	√
	×



	Doctors
	General Medical Council (GMC)
	CPD
	√
	√


	No, left to each Royal College to determine own structure
	No, left to each Royal College to determine own method
	×


	√
	√
	√
	√
	Should provide resources such as time and access to internet

	Nursing


	Nursing and Midwifery Council (NMC)
	CPD

As a part  of PREP*


	√
	√

Requirement stated as hours of learning
	Not specifically, although suggested forms loosely follow cycle
	Template offered for Personal Professional Profile recording
	×


	√
	√
	×


	×

Not specifically mentioned
	×



	Profession
	Governing Body
	Refer-red to as:
	Mandatory Require-ment
	Required for revalidation
	Structured around CPD Cycle?
	Recommended/compulsory recording method?
	Personal Development Planning as integral component
	Recognises informal learning?
	Take account of patient/others needs
	Encourages appraisal process
	Encourages development through interaction with others
	Role of employing organisation

	Health Professions

(13 separate professions)**


	Health Professions

Council (HPC)
	CPD
	√
	√
	×
	×
	√
	√
	√
	×


	×

Not specifically mentioned
	×



	Teachers


	General Teaching Council (GTC)
	CPD
	×
	×
	×
	×
	×
	√
	√
	√
	√
	Organisation involved in provision of CPD

	Social Workers


	General Social Care Council (GSCC)
	CPD
	×
	√

Requirement is stated in days/hours of training
	7 stage CPD cycle used
	No, but there is suggested documentation available
	√
	√
	√
	√
	√
	Organisation involved in all aspects


	
Profession
	Governing Body
	Refer-red to as:
	Mandatory Require-ment
	Required for revalidation
	Structured around CPD Cycle?
	Recommended/compulsory recording method?
	Personal Development Planning as integral component
	Recognises informal learning?
	Take account of patient/others needs
	Encourages appraisal process
	Encourages development through interaction with others
	Role of employing organisation

	Dentists
	General Dental Council 

(GDC)
	CPD
	       x
	√

Requirement is stated in days/hours of training
	x
	No, but there is suggested documentation available
	No, but PDP recommended to identify how to meet CPD requirement
	√


	x
	x
	x
	x


     * PREP = Post Registration Education and Practice
     ** Professions governed by Health Professions Council are: Art therapists, Biomedical scientists, Chiropodists/Podiatrists, Clinical scientists, Dieticians, Occupational therapists, Operating department practitioners, Orthoptists, Paramedics, Physiotherapists, Prothetists/Orthotics, Radiographers, Speech and language therapists
1.9.2 Learning through CPD

Pharmacists are therefore being challenged to adopt a different way of learning from that which many will have previously encountered during their academic training and working lives. Reflection and reflective practice are new skills for practising pharmacists and there has been little research that looks at ways of encouraging pharmacists to adopt this technique and utilise it effectively.
“Learning is the transformation of experience into knowledge, skills and attitudes, and to recognise that this occurs through a variety of processes.” (Jarvis, 1987, p198).
Research about learning and the success of learning for individuals suggests that many  learners need to be challenged in order for them to progress and learn, (Vygotsky, 1978) and that they also benefit from understanding the structure of knowledge to help them engage with their learning in a meaningful way (Perry, 1970; Blenky, Clinchy & Tarule., 1986; Baxter Magdola, 1992, 1994, 1996; Kim, 1999). However, support for pharmacists in undertaking CPD and reflection for the first time has been extremely limited in nature and mostly related to the recording process rather than the theoretical concepts underlying this approach, although it should be noted that much more support was provided to those pharmacists undertaking CPD on the pilot scheme in advance of the launch for all members. Potentially therefore, pharmacists do not have the necessary underpinning knowledge to help them to conceptualise learning achieved through reflective practice. 

In order for reflection and reflective practice to benefit pharmacists and ultimately patients, in the way envisaged in the Government papers, there is a need for pharmacists to engage in deep learning, developing both an understanding of ideas that relate to their own practice and their confidence to use and apply the learning to other situations (Ferry & Ross Gordon, 1998; McAlpine & Weston, 2002a, 2002b). The concept of depth of reflection is important, in order to ensure that the maximum learning is achieved from the process of reflection (Kember et al., 1994; Mezirow, 1998; Kember et al., 1999; Kim, 1999; Kember, Leung, & al, 2000). Pharmacists need to undertake deep learning through reflective practice in order to achieve the benefits from compulsory CPD, and the methods used to support their CPD need to encourage this. 
Throughout this thesis, there is particular reference made to the nursing literature in relation to the use of reflection and reflective practice. The nursing profession has been utilising these learning methods far longer than pharmacy and therefore there is more research and scholarly debate relating to them. Bulman and Schutz (2004) comment that the nursing profession’s interest in reflection and reflective practice may be derived from an attempt to validate and legitimise the knowledge and theories derived from nursing practice prior to nursing becoming degree level academic qualification.
Western society values the “educational” model of learning which formalises the process and makes it knowledge driven. Practice derived knowledge is often considered to be of less value, and this poses problems for a health care system which is now encouraging such learning as part of its drive to ensure and improve standards of practitioners. There is a need for society and particularly the “health care society” in the UK to begin to value the learning that is derived from their practice, in order for the practitioners themselves to feel that they are undertaking a process with valid outcomes. Pharmacy within the UK has its own professional culture and the RPSGB needs to ensure that the socialisation effects of this culture support, encourage and value the output of reflective practice.

1.10  CPD and competence
Within the pharmacy profession, there is a growing interest in ensuring the quality of a pharmacist’s practice by measuring and assessing a pharmacist’s competence. This is achieved through the use of set of written competencies that state the minimum standard of performance that should be displayed to show a particular level of competence.
A competency is: “a quality or characteristic of a person which is related to effective or superior performance. Competencies can be described as a combination of knowledge, skills, and attitudes.” (NPC Plus, 2007).
 Numerous competency frameworks have now been developed for a variety of roles and areas of practice; for examples see those developed by the National Prescribing Centre (NPC Plus, 2007), the specialist clinical pharmacy training centre in London (Goldsmith et al, 2003), and the UK Medicines Information group (UKMi, 2001). Whilst CPD enables the pharmacist to use such competencies to inform their reflection, the aims of the two approaches are quite different. Competencies aim to measure a pharmacist’s performance objectively, and require external assessment of the required skills, whilst CPD aims to capture the learning that occurs in and through practice, and no minimum standards are set for CPD.
1.11  My Background

My own background as a pharmacist is important to the research, for it is through my own experiences as a pharmacist that I developed an interest in undertaking this research project. 

So what led to my interest in undertaking educational research into pharmacists’ use of reflection and CPD?

In 2000 I started work as a CPD regional facilitator in the London, Essex and Hertfordshire region; the role involved training facilitators in each hospital in the region to support the implementation of CPD in their departments, and to offer support and act as a facilitator for the pharmacists undertaking these roles. I held this post from 2000-2002, and this was in a period when interest in CPD and reflective practice was beginning to awaken within the NHS as a whole, and the plans had been announced by the Government for the gradual introduction of compulsory CPD for all health care professionals, via their existing governing bodies (DH, 1999). 

Although I had read about the principles of CPD before starting this job, it was whilst in this role that I read the literature around CPD for health professionals, starting with the work of Donald Schön (1983), and so began my interest in the concept of reflective practice.  As I helped to train pharmacists in the principles of CPD and support them in undertaking reflective practice, I realised that this was a concept that many struggled to adopt, or indeed in which they often fail to recognise any potential benefit.

Within the departments and amongst the individuals with whom I worked, there was much resistance to this “enforced” CPD, and in particular the reflective element of this. Many individuals felt that there was little evidence to support the idea that the implementation of compulsory CPD would improve their practice, and were reluctant to enter into written records of this process.

There were great differences in the way that individuals adopted and used reflective practice, and indeed how useful they found this process. As a result of this work, I developed an interest in the enhancement of learning for adults and more particularly the area of reflective practice and the ways in which people could be taught or encouraged to undertake it in order to enhance the outcomes for the individual, their organisation and the NHS as a whole. 

In 2003, I began a new career as an academic, working on distance learning postgraduate courses for pharmacists at De Montfort University. Here the challenge I was set was to try and integrate the principles of reflective practice into our distance learning courses, and provide the pharmacists with “learning to learn” skills that would help them throughout the rest of their careers. Working with a larger group of pharmacists, at a distance, made me realise that reflective practice was even harder to implement without the direct contact with the individuals that I had had as a CPD facilitator. The pharmacists with whom we worked seemed to give little value to the “artistry of practice” to which Schön (1983) refers, preferring instead to view an increase in their knowledge as providing effective change in their practice. I came to the realisation that pharmacists were, in general, truly grounded in “technical rationality” (Schön, 1983). 

At this time I had started to read further around the subject of reflective practice, accessing work by Jennifer Moon (1999; 2001; 2004), Chris Bulman (Bulman & Schutz, 2004) and Melanie Jasper (2006). It appeared that the nursing profession were ahead of the pharmacy profession in integrating reflective practice into their training and practice, and generally there was a greater interest in the reflective approach to learning than there was in the pharmacy literature. In the Pharmaceutical Journal, as the implementation of CPD loomed, the reaction of the profession expressed in the letters pages seemed to be far more negative. This led to my decision to embark on a PhD in order to try to answer some of the questions raised by my experiences, and those of others utilising reflective practice. 
Initially I was keen to investigate the emotional aspects of reflective practice; why did it invoke such negative feelings? What did these negative emotions do to the outcomes of reflective practice? However, as my reading progressed, I realised there was very little written about reflective practice in the pharmacy literature at all, and the mentions that reflection got were related solely to the implementation of CPD.  In a few other professions, such as nursing, the literature held more information and research on reflective practice, but given the differences in practice situation I was unsure how this related to pharmacy practice. My interest then began to widen, and I started to look at all aspects of informal learning and how these might impact on pharmacists’ learning in practice.

As a result of undertaking a taught module entitled “The Philosophy of Social Science”, I also began to recognise that in starting out on my PhD research, I came from an almost wholly quantitative, positivist background. Pharmacy is based on the scientific paradigm, where evidence of an external truth can be found, replicated and eventually accepted as proven. 

I had to question and re-evaluate my approach to research and determine how I could best investigate the phenomena I had chosen to study; pharmacists’ learning in practice. To investigate this in an appropriate manner, I needed to value the individual nature of pharmacists’ experience. 

Researching such facets of individuality, for example, how someone learns, why they choose to use some of their learning and not other parts, and their feelings about their own practice and development, did not lend themselves to the experimental approach. So I had to determine a method of studying these areas that fitted with my beliefs and values. For such highly personal and individual processes, the subjective views of the practitioner matter and I had to find a way to allow these to take precedence in my research.

Whilst the positivist, scientific paradigm may suit the development and use of the drugs that are the mainstay of a pharmacist’s practice, I became increasingly aware that for me this approach did not adequately deal with what I was experiencing in practice. It offered no means or opportunity for me to either explore or explain the phenomena encompassing learning in practice in a satisfactory manner. To me, today’s pharmacists require some elements of “artistry” to their practice (Schön, 1983) to function to the best of their ability. 

The literature around informal learning, and particularly the work of Eraut (1994; 2000; 2001; 2004), led me to decide to start my research with an investigation of pharmacists’ methods of learning post qualification, and as part of this, to explore their use of reflection to enhance ongoing practice. Whilst acknowledging that some of the learning that takes place in practice is tacit, I hoped that I could use the narratives of the individual pharmacists to reveal information about their learning processes.

I was also interested in exploring pharmacists’ use of CPD; this linked in with the use of reflection, as I felt for many pharmacists their first experience of really using reflection as a deliberate learning tool may have been when they began to adopt the principles of CPD. It was also important to explore whether they felt that the RPSGB’s system of recording CPD was enabling them to capture the informal learning they were undertaking. 

After the initial six pilot interviews, and on further reading, the idea of helpful others became a third focus in the research. These people obviously played such an important role in the pharmacists’ learning that it was vital to try to understand who they were, how they supported the pharmacists’ learning, and with which aspects of learning in practice they provided support.

In disseminating the research findings to a wider audience I hoped to widen the discussion of pharmacists learning in practice and to encourage the profession to critique it’s method of utilising CPD on an ongoing basis to ensure that it is and continues to remain fit for purpose. It was with these aims in mind that I undertook the research study described in this thesis.

I had two major aims that I wished to achieve with the research. The first was to achieve an account of pharmacists’ learning in practice and their use of CPD that was believable and would be intelligible and logical to those involved in the pharmacy profession. Producing a purely academic treatise that held no relevance to pharmacists in practice would, in my opinion, reduce the point of undertaking pharmacy practice research. In addition, any account needs to relate the pharmacists’ experiences to the existing literature, from both pharmacy and the other professions, to make clear the similarities and differences in their approach to practice learning.  

The second was to use the results produced from the study in a pragmatic way, to make suggestions for the support of informal learning in pharmacy and the use of CPD to capture such learning within the pharmacy profession on both a local and global scale.

1.12  Extant Literature

In the next chapter, the extant literature relating to learning in practice will be considered in more detail, but it is appropriate in this introductory chapter to frame this research in relation to the existing literature on pharmacists’ learning.

There has been little research conducted into pharmacists learning post qualification – the studies in the literature are usually centred on educational innovation on taught undergraduate and postgraduate courses. For instance, in 2007, of a total of 47 papers published in the journal Pharmacy Education, only 10 related to qualified pharmacists and of these 10 there was only one which was not describing an educational intervention (Gidman et al, 2007). The specialised journals dedicated to pharmacy educational issues, such as Pharmacy Education and The American Journal of Pharmacy Education also show a predominance of quantitative studies, utilising questionnaires and other such tools suited to studying phenomena within large populations. Little qualitative research exists in the field of pharmacy education, and therefore the richness of data that such studies provide about the experiences of individual pharmacists is not available to inform practice and academic developments.
Extended roles and changes to the working practices of pharmacists in the UK means that there is a need for research to understand pharmacists’ learning in relation to today’s health care environment. The implementation of CPD, which is soon to become mandatory, and changes to the undergraduate course render the situation at present quite different from that in the late 20th century.

1.13  Current Issues

The changes that are occurring in all areas of pharmacy practice and the requirements placed on pharmacists to document their ongoing learning provide the foundation for this study. The impending move for CPD to become compulsory, and ultimately for a pharmacist’s continuing registration to rest on their successful recording of CPD, emphasises the importance of ongoing learning in practice. Understanding the ways in which pharmacists learn through empirical research can help to ensure that the systems in place to monitor CPD, and to provide support for those found not to be reaching satisfactory standards, are appropriate.

Secondly, the RPSGB has recently undertaken a period of consultation around issues relating to undergraduate and postgraduate education and the provision of pre-registration training. The reports have yet to be published, but they may require significant changes to the provision of one or more areas of education and training in pharmacy to keep abreast of current developments and changes to practice.

It is hoped that this study can offer insights into pharmacists learning in practice that can help to inform the debate on the structure of undergraduate, pre-registration and postgraduate education.

Thirdly, for the CPD system to contribute to the Government’s aim of ensuring ongoing quality improvement in the NHS, there needs to be an acceptance by pharmacists that the CPD method is appropriate for them and that it supports all the learning they undertake. The use of reflection by pharmacists needs to become an inherent part of their practice, and understanding how and when pharmacists currently use reflection can help to target support and guidance in an appropriate manner.

This thesis therefore seeks to provide an understanding of pharmacists’ learning that will aid both the profession of pharmacy and, potentially, other professional groups in understanding how their own practitioners develop and acquire knowledge and skills after qualification. We will return to these issues in chapter 2.
1.14  Influencing policy and practice

The overarching aim in this thesis is to gain an understanding of the informal learning that forms an integral part of the development of any pharmacist during their career, the role of other people in their supporting their learning, and the ability of the CPD structure to capture such learning.

In addition, though, I recognise that this work may have implications other than that of adding to the literature about informal learning and CPD. This research may provide food for thought and influence policy through a number of other potential audiences; the policy makers for pharmacy and the other health professions and Government through the NHS. This research might help in shaping policy and practice relating to CPD at both a professional level and governmentally, helping the relevant parties to make informed decisions (Smith, 2002. pxiv).
Indeed, Cribb and Barber note that pharmacy research may exert an influence over policies including education. They note that:  

“Research is necessary if pharmacy values are to be understood and

developed. Ideally any new initiative in professional education or policy

would be underpinned by research because…. it is vital to understand how these issues are experienced, understood and acted upon on the ground.”

(Cribb & Barber, 2000, p27).
The final chapter of this thesis will return to the issue of the relevance of the research to a variety of audiences and will examine in more detail the implications for pharmacy education and practice, the RPSGB, and the health care professions as a whole.

1.15  Thesis Outline

This thesis describes an empirical research project and is structured to guide the reader through the research process. It starts with the identification of the research questions, then a consideration of the methodological issues involved in the study and the methods used, the presentation of the findings from the research and then a number of conclusions that can be drawn from data. Some suggestions are then made for utilising the research to inform policy and practice, and areas for further research are identified.

In chapter 2, Extant literature, the underpinning literature in several key areas is explored and related to pharmacists learning in practice. Firstly, the nature of professional learning is explored, with the intention of describing the factors that support and encourage learning. The social nature of learning and the process of developing expertise in a professional role are discussed to relate the adult learning theories to the professional pharmacy context.

Secondly, the principles of reflection and its use in reflective practice is considered in more detail, with particular reference to the nursing and teaching literature, where reflection has been a more integral part of their approach to practice development for some time. An attempt is made to compare the reflective approach to learning to the overarching evidence based medicine approach that governs much of pharmacy’s decision making processes. 

Thirdly, the extant literature on pharmacists’ learning in particular is explored, much of which relates to formalised learning, and this is then related to the informal learning processes that may occur in practice. 

The central research questions of this thesis are then set out, having been informed and developed by the existing literature in pharmacy, the theoretical ideas from other literature, and from my own experiences as a pharmacist and pharmacy educator.

The research questions are:

1. How do pharmacists learn in practice?

2. What is the role of other people in their learning?

3. Does the RPSGB’s method of recording CPD allow pharmacists to effectively capture their learning in practice? 

In Chapter 3, Methodology, the intention is to make the research development process as transparent as possible to the reader. Initially, some of the general methodological issues are discussed and then issues related more specifically to my research project are dealt with. These include the more specific question of why a qualitative approach, using semi-structured interviews and focus groups, was chosen as the most appropriate strategy to answer the research questions. There is then a consideration of the issues relating to the sampling, recruitment and conduction of the interviews and focus group with the participant pharmacists. Analysing the data through the application of the principles of constant comparison, deviant case analysis and theoretical saturation are discussed. 

The ethical issues relating to the conduction of the study are considered, as is the credibility of the study, through a discussion of the issues of validity and reliability.

The following three chapters take the reader through the results of the study, and the emergent themes from the data are discussed and related to the relevant literature reviewed in Chapter 2. Each of the chapters examines one of the three key research questions posed in the thesis, and the discussion of each theme is included in these three chapters rather than as a separate chapter in order to maintain continuity and keep the findings and discussion firmly grounded in the context of the research.

Chapter 4,  Pharmacists’ learning in practice, presents the data relating to how pharmacists learn in practice; the pharmacists identified a number of ways in which they learnt, from experiential and reflective learning to taught postgraduate and CPD courses. The perceived value of each as revealed in the pharmacists’ accounts is discussed and the perception that knowledge was of higher value than skills was a particular theme that emerged from the narratives. The tacit nature of much of pharmacists’ learning in practice became apparent and the implications that this has for practice are considered in this chapter.
In Chapter 5, Support for learning in practice: The role of helpful others, the role of others in helping and supporting the learning of pharmacists is considered. The work of Eraut et al (2005; 2004) and their concept of “helpful others” is related to the pharmacists’ narratives, and the identity of these helpful others, their role in supporting pharmacists’ learning, and the way in which pharmacists acquire knowledge and skills through these interactions is examined. In particular the role of the pre-registration tutor in inducting the pre-registration trainee into the profession of pharmacy is considered. There were also examples provided of “negative others” whose influence was potentially detrimental to the practice and ongoing learning of pharmacists. 

In Chapter 6, Utilising CPD to capture informal learning in practice , the focus moves onto CPD and the RPSGB’s method of recording CPD and the usefulness of such tools in capturing the ongoing learning that occurs in a pharmacist’s practice. Whilst CPD itself was accepted as a necessary process in the current climate of health care, the method of recording introduced by the RPSGB was seen in a very negative way. The forms were seen as constricting the nature of what could be recorded and many of the pharmacists confessed that they completed few or no CPD records at present.

In the final chapter, Conclusions, the findings of the research are considered in terms of the implications for those at all levels in the pharmacy profession and beyond, from the policy makers in Government and the RPSGB, and any other body that might succeed it, to the individual pharmacist in their workplace.

Issues relating to the education of pharmacists are considered with respect to the ensuring that reflective practice becomes an inherent part of a pharmacist’s learning skill set.

 Concerns are raised over the educational change process that implemented CPD, with the evident outcome of many practitioners maintaining a high level of resistance to implementing this into their practice, and suggestions made as to steps that might be taken to address this resistance.

Finally, the limitations of the thesis are considered in terms of the context and participants. Areas for further research are then identified, including further study of the accrual of knowledge and skills through experience, the impact of change processes on learning approaches, and altering the values and norms that govern the way in which the pharmacy profession approaches learning. It is hoped that these suggestions might contribute to the debate about CPD, informal learning and pharmacy, and in doing so help to improve the situation for all pharmacists in the UK.

2 Extant Literature

In my opinion, according to the views of the pharmacists involved in this research, most, if not all qualified and experienced pharmacists would acknowledge that the decisions that they take in practice are influenced by more than the knowledge they gained as an undergraduate, or even through formal learning throughout their careers. Research has identified this as being the case within the nursing profession too (Estabrooks,1998). The pharmacists’ professional practice has developed over time and been influenced by numerous factors. They have learned to use information gained from numerous sources and combine this into their decision making processes in a way which they often find difficult to express as it is a tacit process (Eraut, 2000). 

This chapter will review the literature relating to adult learning, the use of various methods of learning relevant to pharmacists in practice and the specific literature relating to informal learning in pharmacy. Due to the interdisciplinary nature of the research area, literature from the areas of pharmacy and the health professions, education and the social sciences is used to explore the issues relating to pharmacists’ learning. For details of the literature review strategy adopted, see Appendix 1.
2.1 Developing knowledge through practice

Understanding the learning processes that occur in adulthood provides an explanation of some of the ways in which professional learning in practice may occur. In addition, a discussion of the relevant theories of adult learning may help to elucidate the process of pharmacists learning from and through practice. It has been recognised that there are numerous ways in which adults learn, and the approach taken to a specific learning situation may differ in each case. Such models show the complexity of adult learning, and each may contribute to providing a full picture of adult, and pharmacists’ development. 

2.2 Adult Learning Theories

Adult learning tends to be self directed, and they relate their learning to the situation in which they work or practice to achieve their goals (Knowles, 1973; Tough, 1979; Knowles, Holton & Swanson, 1998) . Many adult learners reflect on their learning and then build on it to develop further – such processes are unique since they are grounded in each individual’s own experience. Adults may benefit from understanding the processes they use to learn; often referred to as “learning to learn”, and can enhance the outcomes of their learning in this manner. Smith (1983, 1990) stated that adults would gain from learning about their own cognitive learning processes so that they could then ensure that they put them into practice appropriately and effectively.

There are four main clusters of learning theories that have exerted an influence on training and education over the past 50 years (Tusting & Barton, 2003);

· Learning as behaviour

· Learning as understanding

· Learning as knowledge construction

· Learning as social practice

Each of these theoretical standpoints is explained further in the following section, and their possible application to the learning which a practising pharmacist might undertake is discussed.

2.2.1 Learning as behaviour 

Learning as behaviour is based on the work of behaviourist B.F. Skinner (see Tusting & Barton, 2003), and asserts that an individual’s actions change in response to an event and the consequences of the event. Rewarding a desired behaviour reinforces that change and leads to a new learnt pattern of behaviour.

Behaviourist approaches to learning do not prepare the learner with an adequate response if the stimulus, or event that occurs, is not one with which they are familiar. The power in learning in the behaviourist approach also lies with the instructor, who reinforces the required behaviour, and not the learner, who simply responds to the reinforcement with appropriate action. For pharmacists the situations in which they find themselves are hugely varied and very rarely appear identical to previous situations. Neither does the pharmacist have an instructor with them to reinforce desirable behaviour changes. This approach therefore has limited application to many areas of adult learning and also professional practice.

2.2.2 Learning as understanding

The cognitive approach sees learning as a process which changes the understanding and internal ways of processing the situation in the individual, and the development of internal “schemata” to represent the world around the individual (Bloom, 1956; Piaget, 1971; Gagne, 1977). 

If an individual experiences “cognitive dissonance” (Festinger, 1957) - a difference or gap between their new experience and their existing mental models, or schemata - changes to their mental models may occur. The changes may be made by integrating new ideas into existing mental structures (assimilation) or the alteration of mental models to account for the new material (accommodation) (Piaget, 1971).

Cognitive learning approaches often involve the facilitation of learning to assist understanding. Facilitation of the reflection and CPD of others might be an example of this approach to learning, with the opportunity to talk through experiences with a more experienced facilitator designed to guide and aid the learner through the learning process. 

2.2.3 Learning as knowledge construction

Constructivists view all knowledge as personal; it is therefore subjective, tacit and dependent on the context in which it has occurred, and the learner is an active agent in their own learning.  The learner assigns meaning to the knowledge they gain through experience and this becomes accessible to them in their work (Doolittle, 1999). 

As learning is a result of extracting meaning from personal experiences; the individual’s lifetime experiences, activities, memories and feelings also exert an effect on the learning which occurs. Therefore the previous practice experiences of a pharmacist or other health practitioner will contribute to the meaning the individual construes on new knowledge. Two pharmacists faced with the same learning experience or material may gain different understandings from the material.

2.2.4 Learning as social practice

The majority of adult learning takes place outside formal situations (Brookfield, 1986), and needs to be seen as a phenomenon which occurs through the inter-relationship of the individual, the situation and the societal context. 

Social learning theories argue that learning is more effective when it is learnt within and then applied in a social setting. Vygotsky (1978) first suggested that individuals learned through an essentially socio-cultural process, involving interaction with other people and the society around them.  Knowledge is created by and distributed between the people involved in the interaction and “mediational tools”, artefacts found in the social setting, are a vital component in learning. This social constructivist approach to learning suggests that professionals need to interact with others to ensure their ongoing learning. Given the relatively isolated nature of community pharmacy practice, seeking such interaction may take effort and require more commitment on behalf of the individual, but is vital for their ongoing learning.

Vygotsky’s research with children also suggested that they learnt more effectively when they had the chance to interact with someone older than themselves (Vygotsky, 1978). It might be argued that the same may occur with professionals; they may learn more effectively when interacting with more experienced peers; these ideas are discussed further in section 2.4.

A process of “scaffolding” to support development and learning was also postulated by Vygotsky; in group situations two or more people may remember a situation through talking and discussing it and, through the process of prompting or “scaffolding”, gradually recall the details in far more depth than either could manage alone. Such an idea underpins the principle of focus group research; groups of people forming and developing ideas in a group situation, and is discussed further in section 3.7. On an individual basis, the learner may break down the learning to be done into parts, each one demanding performance beyond their current ability. The gap between current performance and the required performance is referred to as the Zone of Proximal Development (ZPD) and must not be too great or learning fails to occur (Vygotsky, 1978). Peers may play an important part in determining the extent to which development of this type is pursued.

Also writing from a socio-cultural perspective, Rogoff (1995) suggested that there were three planes of description and analysis involved in learning and development; the personal, interpersonal and community. All three are interrelated and cannot be separated, although one may become the focus in a particular activity.  On the personal plane, the individual changes through their interactions with others; such “participatory appropriation” (Rogoff, 1995), is a dynamic and ongoing process through which the pharmacist changes their understanding and alters the way in which they deal with future problems as a result of interacting with others in culturally based activities.

Rogoff describes the learning which occurs in the interpersonal plane as “guided participation” which includes the involvement of individuals with others, use of artefacts, and collective activities to enable learning. Whilst in the community plane, Rogoff uses the word “apprenticeship” to describe the learning and development that occurs through involvement in the culture of their community and imbues them with the values and understandings connected to such a group.

Pharmacists would experience all three planes of learning in their working life, from being introduced to the profession and ideas of professionalism at an early stage in their career, to interacting with their colleagues in group situations and working in a social setting in practice.
2.2.5 Summary 

Jarvis states that  “learning is the transformation of experience into knowledge, skills and attitudes, and to recognise that this occurs through a variety of processes.” (Jarvis, 1987, p198). With reference to the four groups of learning theories above, it would seem likely that in differing situations and for different individuals, the cognitive, constructivist and social theories of learning may all play an important role in the learning which a practising pharmacist might undertake. The key to effective professional learning would be to provide the opportunity for learning to take place in a variety of ways to maximise the learning potential.

2.3 The location of learning

From research undertaken with students in academic settings and others out in places of work, it has become apparent that learning and development in real situations may be very different from that occurring in simulated situations; the situations and practice context play a vital role in the learning and its application to practice (Tennant & Pogson, 1994; Lave, 1996). Herrington and Herrington (2006) discuss the importance of authenticity in the academic learning environment to enhance students learning, particularly with relation to applying knowledge in practice situations. 

The findings of Lave (1996) and Tennant and Pogson (1994) have particular relevance to both academia and other providers of postgraduate education for pharmacists. Attempts to simulate practice situations to encourage the development of skills, may fail to exert an influence on the actual practice of the individual in real life. Potentially, these studies suggest that greater access to real life situations throughout the training of new pharmacists may encourage greater practical development of skills and enhance practice once registered. For those in practice, training in their work place, or access to work placed mentors and facilitators may offer a more effective method to improve and change practice than simulated situations in a training room.
2.4 Communities of Practice and Social Learning
More recent developments in psychology (Wenger 1998, Boud & Middleton 2003), described in detail below, have lead to learning being seen as a socially situated phenomena which is influenced by peoples’ involvement in their social situation; both in terms of context and their participation within such a social context.

In 1998 Wenger published his study into the ways in which workers at a factory learnt in their work place (Wenger, 1998). He suggested that contrary to the approach academic institutions take, where learners are encouraged to be independent, and are often punished for collaboration, people learning in their workplace did so as a direct result of their interaction with others. 

“What if…. we assumed that learning is, in its essence, a fundamentally social phenomenon, reflecting our own deeply social nature as human beings capable of knowing?” (Wenger, 1998).
He suggested that other learning theories were inclined to look at one aspect or facet of learning, when in fact learning was multi faceted, and that other theories to an extent reflected the differences in ideas about what constitutes learning, knowledge, knowing and knowledge holders between different groups rather than offering a true picture of the creation of knowledge.

In developing a more inclusive model for adult learning, Wenger used four assumptions to structure his work:

1. Humans are social beings and therefore such social processes should be central to learning

2. Knowledge is about achieving competence in relation to an activity or activities which are of value

3. In order to know, the individual must be actively engaged in what is going on in the world around them

4. Learning involves creating meaning about phenomenon and so to create such meaning we have as individuals to be meaningfully engaged with our world.

Our participation, in groups of people then, shapes what we do, and due to our interaction with the social situation and the people within it, we learn.  Wenger sees people as “active participants in the practices of social communities and constructing identities in relation to these communities.” 

Wenger called groups that come together to achieve a common aim, to learn and work together, “communities of practice”. Communities of practice give structure and meaning to what we do, either through explicit factors, such as language, documents, stated rules etc, or through tacit factors, such as perceptions, assumptions, shared world views etc. 

“ We all have our own theories and ways of understanding the world, and our communities of practice are places where we develop, negotiate and share them.” (Wenger, 1998).
Pharmacy as a profession may be argued to form a social community, or community of practice, as can the individual workplaces in which a pharmacist may practice.

Wenger (1998) represented the components that comprise his social theory of learning diagrammatically, shown here in figure 2.

Wenger sees the ideas of community - the groups in which we function socially to achieve our aims, our identity - the way we see ourselves in the context of the community, the meaning that we give to our situation to create a meaningful world, and the practice - our shared perspectives and frameworks, as interacting to produce learning.
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Figure 2: Components of a social theory of learning; an initial inventory (Wenger, 1998)
In the context of pharmacy, these four interacting areas can be described as follows:

I. Community refers to the social conditions that define the extent of a particular health care professionals’ practice and the expected levels of competence that would be expected. For pharmacy, the community aspect refers to an understanding of what the pharmacist’s role is and where this role is more appropriately turned over to another member of the health care team.

II. Meaning refers to the features of the health care situation that pharmacists would choose to give attention to. The features that those in the profession of pharmacy might concentrate on would be expected to differ from those that other health care professions might take as the focus of their practice. So within the context of pharmacy practice, such features would be likely to relate to drug treatments and issues around concordance.

III. Practice refers to the actions taken by the health care practitioners for the patients. As part of the health care team, the approach would usually be related to a common agreement on the treatment plan for a given patient, and may incorporate knowledge from both evidence based medicine and other forms of practice based learning.

IV. Identity refers to the person’s ideas about themselves, and their profession and these are derived from and related to the other three features. 

For Wenger, however, the communities of practice to which he refers were tightly situated in terms of geography, because they worked in the same office, and in terms of function within the organisation. Other writers, however, have expanded the idea of communities of practice to a wider meaning (Boud & Middleton, 2003; Dahlgren, Richardson & Sjostrom, 2004).

It would seem reasonable, therefore to argue that pharmacists are learning as a result of being a member of the community of pharmacists; pharmacy as a profession is a community of practice. As members of the profession of pharmacy, pharmacists have a shared understanding of the world in which they practice, which occurs due to their shared meanings and a common perspective, which then inherently gives them their professional identity. Pharmacists learn from the world around them and from each other, and certainly within workplaces such as hospital practice, where large departments employing a number of pharmacists exist, then communities of practice may exist between members of the department. In other areas such as community practice the pharmacists may not have a work based community of practice, but will still be influenced by the overall community of professional practice within which they are bound. Learning about being a professional encompasses not only gaining the cognitive knowledge that allows one to function as a pharmacist but also involves learning about the culture of the profession within which we work, and the professional culture exerts an influence over a pharmacists practice. The social practices of a profession shape and mould the nature of the practice knowledge the profession generates. Doolittle (1999) states that professional knowledge comprises “not only a certain body of cognitive knowledge, but also a set of shared values, beliefs, ways of reasoning and untold rules of thumb that characterise the field and that are constructed through the interaction and use of language between the professionals.” 
Issues occurring at the level of the professional bodies, that affect the values, beliefs and ways of knowing for pharmacy, may therefore exert a vital influence over the learning an individual pharmacist participates in.

2.5 Group socialization theory and “learnworthiness”

Group socialisation theory offers a further insight into the role of communities of practice (Wenger 1998) in professional learning. It suggests that peer groups may play a dominant role in the development of individual practitioners, as social processes, many of which are tacit, help to determine what is worthy of learning and the appropriate approach to take ( Eraut, 1994; Austin, 2002). Austin (2002) refers to the idea of something being worthy of learning as “learnworthiness”. For an individual pharmacist, then, fellow pharmacists and the profession of pharmacy may therefore exert an influence over what is considered learnworthy and what, as such, is valued, and how such learning is undertaken, in ways which are often not overtly expressed or open for critique. The professional context of practice and the behaviour of those around us exert an influence that is difficult to discern. Austin, also a pharmacist, comments that as professionals we are often “glancing over our shoulder” to discern what our fellow pharmacist is doing, and that in this way the tacit rules of what is learnworthy are created and maintained.

Having now considered the ways in which pharmacists’ learning may be conceived as part of their social practice, and how this may be influenced by the professional body and the values and beliefs embodied in the profession as a whole, what other factors at the level of the individual pharmacist may have an effect on their learning?

2.6 Factors affecting learning in practice

2.6.1 Learning Styles

Much has been written about learning styles, and how different individuals can have a propensity to prefer one style of learning over another.  Work by writers and researchers such as Honey and Mumford (1986) , building on the work of Kolb (1984), has suggested that individuals will tend to have a preference to one or more styles of learning. Although learning preferences may vary depending on the situation in which the individual finds themselves, it can be argued that for pharmacists who are all educated to a high level in the sciences, scientific, theoretical knowledge is valued more highly than other less easily tested and proved or disproved knowledge. If, as previously suggested, an individual develops a series of constructs that help them to understand the world and determine the value of various ideas and concepts to them, it would seem likely that pharmacists, due to their predominantly science based, early formal learning, and their continued studies in a science field, might develop an overall propensity to similar learning approaches: ones grounded in the rules of science and realism. These constructs about learning and knowledge and its validity might lead to an approach to knowledge and learnworthiness that would be “shared” and valued by all members of the profession. It would also form part of the tacit rules that govern what is justifiable knowledge to this professional group.
There are other factors which determine the extent to which learning exerts an influence over the practice of the individual who has undertaken the learning. It is important to understand these, to be able to determine what various methods of learning might offer to pharmacists. The first of these ideas is about the approach to learning relating to the extent to which the learning influences their thinking and practice. 

2.6.2 Approaches to learning.
In the late 1970’s Marton and Säljö (1976a; 1976b) researched students’ approaches to learning by asking the students to read through a text, and then discuss with them what they had learnt and how they had approached the task. From these accounts they then identified two categories of learning that were displayed in these students; deep and surface.

Deep learning involves the learner trying to read beyond the text and understand the underlying meaning of the new material, whilst surface learning involves the learner becoming embroiled in the detail of the writing and the surface features of the material, rather than understanding the meaning. Surface learning, Marton and Säljö (1976a; 1976b) concluded, was aimed very much at passing academic assessment.  

Much further work has built on the idea of deep and surface learning constructs, and Biggs (1987) provides a summary of the characteristics that a student would display for each learning type.

A learner adopting a deep approach:

· Is interested in academic tasks and enjoys completing these

· Searches for an inherent meaning

· Relates the learning to their own experience and the real world, which makes the learning task personal

· Integrates parts of the task into the whole, and sees that this new knowledge is related to their previous knowledge

· Tries to theorise about the task and form their own hypotheses.

A learner adopting a surface approach:

· Sees the task as something which must be met, possibly in order to meet some other goal such as a qualification

· Sees the parts of the task as discrete and does not relate them to each other or other tasks

· Has concern over the time taken to complete the task

· Ignores personal or other meanings in the task

· Relies on memorising information and the surface details, such as exact wording, in the text.

For the learning that a practising pharmacist might undertake to have a beneficial long term effect on their practice, it would appear that deep learning would be preferable. Such learning alters the constructs that the individual uses to determine their practice. It is learning that alters such constructs that will be long lasting and become automated with use, providing long term benefit to both the individual and the patients. 

It is interesting that when I compared the list of surface learner characteristics to the current requirements of study and examination for many undergraduate pharmacy programmes in the UK; many similarities exist at present. Possibly the move towards the inclusion of problem based learning and inter-professional learning into the undergraduate syllabus will encourage the development of deep learning characteristics in the new pharmacists, which may continue to benefit them in their practising professional life.

2.6.3 Emotions and Learning

Also exerting an influence on the individual’s learning are their emotions and emotional state. There are three ways in which an individual’s emotions can interact with the learning that they undertake. These are discussed in more detail below:

Firstly, as adult learners, our past experiences affect our learning and motivation to learn, and it is therefore reasonable to suggest that emotions and feelings about past experiences will affect the way in which we approach our learning. Our remembered emotions and current emotional response to memories, which may or may not be the same, can help to guide us through the new learning experience. Equally, negative emotions and feelings may block our learning and prevent us from making the most of the opportunities which are presented (Moon, 2004).

Secondly, feelings and emotions also form part of our internal schemata, through which we structure and understand our existing knowledge and accommodate new learning into our existing experiences (see section 2.2.2). Realising that we do not know how to behave or respond to a given situation is threatening, and this anxiety and fear, at controlled levels, may aid the individual to learn (Joyce 1984; Casement 1985; Freshwater 2000). If the level of fear increases too much it inhibits learning.

Thirdly, it is also possible for emotions that are external to us to interfere with or encourage our learning. For example, the atmosphere that exists in a learning situation needs to be positive in order for effective learning to take place (Moon, 2004).  Given that there have been many expressions of negative emotions and feelings about CPD and reflection in the letters to the Pharmaceutical Journal over the last few years, it is possible that the feelings many pharmacists have towards CPD and reflection many inhibit the learning, which could result from the CPD process. The individual may simply not be receptive to learning derived from these sources (see also section 2.12.11 on EBM and reflective practice).

The process of learning itself may generate new feelings and emotions, some of which may be at odds with our existing feelings about the subject matter; in such a situation a flux state emerges, whilst the two conflicting emotional states are reconciled and re-structured (Moon, 2004). 

Whilst Donaldson (1992) suggests that the process of learning itself may be a delight, it is also possible that when faced with learning material beyond our abilities and beyond what the individual feels they can achieve, then we may become despondent. Such negative feelings are then themselves a product of the process of learning, and may have an effect on future learning activities.

Boyd and Fales (1983) describe the inclusion of feelings and emotion into the learning process as being a specific characteristic of reflective learning, but there are many other authors, including Jarvis (1987), Marsick and Watkins (1990) and Moon (2004), who write about emotions and feelings being involved in all learning. Indeed, Lewis, (1990) sees that emotion and learning are inter-related like a “fugue”, and cannot be separated, whilst Moon (2004) disagrees, commenting that the relationship between the two can be better defined than this, particularly when looking at the different ways in which emotion and learning can interact together.

Practice based, informal learning may have an emotional outcome, which could either empower pharmacists by giving them the ability to change their practice for the better, or potentially undermine their confidence and possibly their practice, as they highlight areas of poor performance (Marton & Säljö, 1984). Understanding the effect of uncertainty in practice situations and their emotional responses to such situations, will allow each individual pharmacist to comprehend the influence of the emotions on their learning (King & Kitchener, 1994). 

Whilst many pharmacists would try to control their emotions from having an overt effect on their work related performance, the covert effect on their approach to learning and the practice situation in which they are based cannot be underestimated. A pharmacist who is not emotionally ready or willing to learn, or to value that learning, will not achieve an outcome that is positive and long lasting.

Having determined that there are a number of factors that can determine the outcome of the learning process, it is also important to distinguish between learning that relates to an individual’s professional life; professional development and that which is related to other areas of their life and social context, such as learning to swim, read, paint, or interact with friends and family.

Professional development is learning that occurs in a specific context and relates to our professional lives and practice. The concept of professional development is discussed in more detail in the following section and related to the career stage of the individual pharmacist.
2.7 Professional development and developing expertise

To stay up to date and current as a professional, there is a need to continuously advance our knowledge, keeping abreast of change in practice, not only in our own profession, but also in the other health care professions around us, for changes in one area of health can demand changes in other professions working in the same health system. As well as ensuring that their knowledge is continuously updated, the health care practitioner also needs to ensure that their skills, attitudes, beliefs and behaviours are still current and can be justified in the context of the changing world around them. 
Professional development assumes a continuing ongoing development that enables a practitioner to move from the novice practice they display when first qualified, to the proficient or expert practice that would be expected of them at a later stage in their career (Benner, 1984). 
The development of professionals throughout their career does not happen accidentally; although some of the knowledge and possibly skills they require may be achieved through attendance at or study through formal education and training, much occurs in a far less formal manner. Learning occurs as a product of the situations in which the professional finds themselves; practice provides problems and challenges that the individual has to overcome, and in doing so they create new knowledge, enhance their skills and challenge their established beliefs and attitudes (Jasper, 2006). The practitioner learns from their experience, which is affected by a number of factors, represented diagrammatically in Figure 3:
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Figure 3: Concepts informing professional development (Jasper, 2006)
The factors in the diagram above need to interact to help the individual develop and further their practice.

There will inherently be different drivers for the individual to undertake professional development, and ideally there needs to be a balance between drivers of an external nature, such as regulatory needs and changing of practice, and those that are internal and personal to the individual, such as wanting to gain increased confidence and competence and to be able to meet challenging roles that they are offered. The relationship between the internal and external drivers and the decisions that a pharmacist makes based on these is discussed in further detail in section 6.2.1: The Theory of Planned Behavior.

2.8 From Novice to Expert: the work of Benner

As a pharmacist moves through their career, it would be expected that their level of expertise would rise. In 1984, Benner (1984) published her work into the professional development and skills acquisition of nurses. “From Novice to Expert” suggested 5 stages of skill that nurses pass through. In the later work of Robinson et al (2003), these were refined to 4 stages, as the initial stages of novice and advanced beginner were found to be difficult to distinguish between in practice.

Benner stated that a defined period of time, usually a number of years, needed to be spent in roles at each stage in order for the learning to take place to allow the practitioner to move to the next. Such a time bound concept has since been much criticised, and it is generally now accepted that the educational development opportunities and processes used to support practitioner development can outweigh the need for a specific time period to be spent at a given level (Cash, 1995).

Benner also commented on the transferability of skills from one level to another, suggesting that an expert in one area of practice could not expect to enter another specialised area and still have expert knowledge and skills in the new area. Much of what makes them experts in their fields, she argued, is bound to that area of practice and does not transfer. Other writers  have however suggest that whilst the specific specialist knowledge and skills from one area of practice may not be of benefit in another area, there are a number of transferable underpinning skills, such as empathy, thought processes and approach to problem solving, which an expert can take from one area of expertise to another in which they are less experienced (Perkins & Saloman, 1989; Cash, 1995; Hargreaves & Lane, 2001) . 

2.9 The four stages of practice development

Benner’s work, which was based on the nursing profession, and the four revised levels of practice, provides an interesting framework to structure a discussion of pharmacists’ development and the changes that occur in their practice with increasing levels of expertise. 

2.9.1 Novice Practitioner

The first level is that of novice practitioner; the individual would be new to the profession, and as pharmacy has limited in-practice training in the undergraduate degree, this would most probably relate to the pre-registration year and possibly the first year or two in practice. For the nursing profession and from their work in the USA, Robinson et al suggest approximately 15% of the professional population are at this stage.  In the UK, as previously discussed, the undergraduate course provides the underpinning knowledge and some basic skills for the individual, and then the year post University, the pre-registration year, is when that knowledge is related to practice, and skill development takes place. 

At the end of the pre-registration year, the individual then becomes a registered pharmacist and is expected to be a competent practitioner. 

At this stage, according to Benner (1984), the individual is trying to learn the rules which govern practice, and build a body of knowledge that allows them to function as a pharmacist. They have to approach each problem slowly and deliberately, taking time to apply their knowledge and to follow the procedures set in the organisation. Few of their decisions are based on experience, as they have few examples to draw on and so the individual tends to follow established routines and the practice of those around them. They defer to those they see as more experienced than themselves.

The work of Jenny Spouse (2003) offers a further insight in to professionals at this stage of their career – once again this work was based on nurse development, but can be applied to pharmacy as well.  Spouse describes the initial process in this stage as primarily one of socialisation, in which the individual is acquiring the beliefs, values, knowledge, skills and attributes of being a member of their profession. 

The individual progresses through four stages in the “novice” part of their career: initially, in the first stage, they are learning the social aspects of being a pharmacist; the customs and practices that formulate the identity of the profession. In the second stage, they then begin to develop their own identity as a member of the profession, learning to adopt the behaviour, dress and thought modes of others in the same professional group.  In the third stage the individual is anxious to fit in and do well, and their efforts to fit in with the other pharmacists around them help them to discover more about the culture of their chosen profession. Finally, in the fourth stage, the individual begins to feel and act as a pharmacist, developing their own personal constructs that allow them to act, and be accepted, as one of the profession. 

In pharmacy, these stages of development and socialisation into the profession and their professional role will occur primarily in their pre-registration year. The role of the pre-registration tutor is therefore vital in supporting the pre-registration pharmacist through these phases. The quality of the pre-registration tutor is therefore paramount in ensuring such development in their tutee is appropriate. In hospital practice, where there are other pharmacists around the individual on a daily basis, the effects of a poor tutor would be diluted. Others will provide the necessary support and guidance, and the tutee may still achieve their progression through all the stages. An issue of poor pre-registration support in community practice may, however, be much more detrimental. The relationship between the tutee and the tutor is usually one-to-one, and there may be no other pharmacist around to provide the necessary role modelling and support. As Spouse found in her research, those who have not formed their own professional constructs by the end of the initial novice stage may struggle and choose to leave the profession.

At the end of the novice stage of their careers, the individual should have gained the professional attitudes and characteristics that will allow him or her to function within the pharmacy profession. 

“Professional development for a student is about learning to be a safe and competent practitioner who has sufficient knowledge and skills to be fit for the purpose for which they are employed.” (Jasper, 2006).
2.9.2 Competent Practitioner
In the second stage, the competent pharmacist has mastered sufficient technical skills to allow them to respond more easily to individual situations as they use both their experiences to date and the policies of their place of work to inform their practice decisions (Benner, 1984). At this stage the pharmacist should be very aware of their limitations and will consult others to determine their best way forward. 

Robinson et al estimated that approximately 60% of their workforce were at this level (Robinson et al., 2003). So this is the level that offers the greatest challenge; they require professional development inputs that encourage them to develop on to the next level, proficient practice. 

Competent pharmacists tend to consider themselves experts as their length of service increases, but this is often based more on their familiarity with the situation, than their expertise rising due to increased knowledge and skills and advanced ways of practising.  At this stage there is a risk that practice becomes routinised and stagnant, as the pharmacist does not question their practice but continues in their comfortable habits. The concept of personal development planning is intended to try and move these people, who form the bulk of the workforce, towards recognising and meeting their learning needs. 

If the competent pharmacists can begin to question their practice and develop further their knowledge, they can move on to become proficient pharmacists.
2.9.3 Proficient practitioner

Pharmacists at this third level have an in-depth knowledge of their area of practice, and use their previous range of experiences, described by Benner (1984) as the “repertoire of paradigm cases”, to analyse and deal with new situations. As a result they are less reliant on the rules and procedures, using instead their integrated knowledge and experience to provide answers to practice situations. They utilise evidence based practice in combination with their clinical leadership. Many at this stage will be involved in leadership roles and have the responsibility of being coaches and mentors for others. At this stage in their careers, they will have developed skills of critical analysis and seek alternative solutions, and are open minded.

Robinson et al (2003) placed around 20% of the nursing population in this category.

2.9.4 Expert Practitioner
At the fourth level of development, the expert pharmacist functions intuitively and has comprehensive knowledge based on experience and their own professional development activities. They are independent practitioners who think for themselves, research into their practice and reflect on their experiences. They are an integrated part of the multi-professional team, and help to advance the practice of pharmacy. The development activities they require are no longer about developing skills but are about maintaining their expertise in their area.

In Robinson’s estimation, only 5% of the pharmacy population ever achieve the status of expert (Robinson et al., 2003). These practitioners would be those that Schön would call reflective practitioners, who demonstrate true professional artistry. It is in the interest of the profession to try to optimise those who reach this level in their careers, to enhance the knowledge of pharmacy and provide leadership for practice.

2.10  Learning through practice

Learning through and from practice offers an explanation for the way in which pharmacists continue to develop practical knowledge throughout their working careers, and the following sections of the thesis look in some detail at two specific ways in which such learning may occur; both involve creating knowledge from and through practice.

The first looks at the ideas of experiential learning – or learning by doing. Working as a practising pharmacist involves solving problems on a daily basis; whilst some may be similar to situations the pharmacist has previously dealt with, others will be original and unique. Through dealing with such issues the pharmacist builds a “bank” of situations on which they can draw in future to help them deal more effectively with the “messy” nature of practice (Schön, 1983). The underpinning theories that relate to learning through experience are discussed and related to the practice of pharmacy in the UK in the 21st century.

The second section looks at the use of reflection and reflective practice for learning, and specifically at the issues associated with its use by health care practitioners, and pharmacists specifically. 

2.11 Experiential learning

Experiential learning “in adulthood, therefore is not merely learning how to apply techniques….. It is rather a matter of learning how to change our perspectives, shift our paradigms, and replace one way of interpreting the world with another.” (Brookfield, 1986, p19).
Key to the development of professionals throughout their working lives, experiential learning starts to dominate pharmacists’ developmental processes when they move into their pre-registration year, having completed their formal undergraduate training. At this stage, whilst there are still opportunities for attendance at courses, and to undertake further academic qualification, the informal learning that occurs as a result of experiencing practice becomes the primary source of development opportunities for the majority of practitioners. Fish and Coles (1998a) go so far as to suggest that knowledge and practice are “indivisible”; Wenger (1998) states that  experience and competence interact to allow the individual’s practice to evolve; whilst Higgs, Fish and Rothwell (2004) describe knowledge “as a dynamic phenomenon, changing with developments in practice.” Brookfield (1986) suggests that adults continue to learn throughout their lives due to an innate desire to develop and improve their skills. For pharmacists there are also external drivers to continue to learn, including the need to remain up to date with the rapidly changing health care environment, so as not to become obsolete, and the soon to be mandatory requirement for them to complete their CPD records.

As such a potentially important source of ongoing learning for pharmacists, experiential learning demands a more detailed examination. In the following sections, the literature pertaining to the nature of experiential learning, and the factors that determine its success or otherwise, are discussed in more detail to provide an insight into the role of experiential learning from practice.
2.11.1 What is experiential learning?

Debate continues in the literature about the nature of “an experience”. Cohn (1975) suggests that everything that happens is an experience, although the individual must then select those that carry meaning enough to provide learning. For Kolb, Rubin & McIntyre (1971) experience relates to educational experiences such as exercises and simulations, which are not as relevant to pharmacists in practice, although can be seen to be used in the Centre Pharmacy Postgraduate Education (CPPE)  workshops, available to all community and hospital pharmacists, and other postgraduate training approaches. Wexler (1974) describes an experience is an “insight gaining process”.

For the purposes of this thesis, the concept of experience as everything that happens, as suggested by Cohn, is adopted, for there is the potential to learn from all aspects of one’s practice as a pharmacist. Whilst the individual pharmacist would need to select those events they consider important enough to pay attention to and learn from, this does not have to always be an overt, deliberate process, and the tacit nature of much of the experiential learning that is undertaken is an important theme that will be discussed in more detail in section 2.11.3. 

In paying attention to an experience, the individual pharmacist may then begin to determine the beliefs and values that underpin their practice, and recognise the skills and knowledge they have already attained, and determine areas in which improvements may be made to enhance their practice.

Experiential learning leads to meaningful learning, and is achieved by the individual themselves, without need for an experienced teacher (Boydell, 1976).  The experience from which an individual learns can be a physical external experience, such as working through a problem at work in a very practical manner, or it can be an internal experience, involving thinking through a problem, at which point experiential learning begins to overlap with the concept of reflective practice. In relation to either type of experience, the individual then needs to assign their own meanings to the situation in order for learning to occur. The new ideas that are created need to be integrated into the individuals existing schemata in order to become a part of their ongoing approach to practice. 

Experiential learning is inherently tied to the specific practice situation in which the learning is undertaken, but the new knowledge skills and attitudes that are derived may be applied to other aspects of practice. Higgs, Fish and Rothwell (2004) suggest that the process of creating knowledge from our practice is “a way of making sense of your social and physical world that is embedded /situated in our social, cultural, historical and personal concepts.” (Higgs, Fish & Rothwell, 2004 p89). They go on to suggest a model that shows the various forms of knowledge that they feel constitute practice knowledge (see figure 4)

This model shows how non-propositional knowledge, from practice and home life, is combined with the more formal forms of knowledge referred to as propositional knowledge, to create the individual’s own practice knowledge base. In giving equal weighting in the diagram to the two sources of knowledge they make apparent their belief that experientially derived knowledge is as important a constituent as the propositional knowledge. When in practice, the individual health practitioner decides on what knowledge is appropriate to the situation in which they find themselves, and they determine the extent to which the knowledge they hold is applicable and the need for it to be modified, producing an ongoing process of adaptation of existing ways of knowing and practising (Higgs, Fish & Rothwell, 2004). In this way the knowledge that the practitioner uses represents their principles, beliefs and values. 
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Figure 4: Forms of knowledge used in practice and their transformation/relevance (Higgs, Fish & Rothwell, 2004)
There are a number of “interactive, spiralling, reflexive, cognitive and communicative processes and actions” (Higgs, Fish & Rothwell, 2004 p98) which contribute to the development of knowledge from practice, and help in making tacit knowledge overt, and these are:

· becoming aware of the possible learning situation – the individual has to decide to focus attention on the situation at hand

· making sense – the existing situation needs to be related to previous experiences 

· formulating ideas

· cross checking – referencing to other knowledge and situations

· Critiquing – being critical of the existing and new ideas they are dealing with 

· Verifying

· Articulating – developing their ideas and knowledge to the stage that it can be put into words and described, which then allows the final stage to take place
· Dissemination – the passing on of these ideas and new knowledge to others in the work place and profession.
When creating new knowledge and skills through experiential learning, it is vital that these new insights are open to scrutiny and challenge, to ensure that the learning has legitimacy to the practice of others; “Rigour is achieved by peer critique through validating knowledge by exposing it to the professional community.” (Higgs, Fish & Rothwell, 2004 p101) . The sharing of the outcomes of experiential learning, and the willingness of the individual to allow others to scrutinise such knowledge and skills is a vital part of ensuring the quality of new knowledge and maintaining the standards of practice. Opportunities to share knowledge and exchange ideas with others help to consolidate and validate these new ideas, and should be encouraged within places of work and by the profession as a whole. The benefits of social interaction to learning were discussed further in sections 2.4 and 2.5.

2.11.2 The value of experiential learning 

Qualified pharmacists will spend the majority of their time in practice, encountering potential learning situations in their work place, rather than in undertaking more formal learning activities. It might therefore be expected that they will place a high value on their knowledge and skills derived from practice. However, studies such as the one conducted by Tough (1979), have repeatedly found that adults look less favourably on learning which is informal and self directed, and place far higher value on the learning undertaken in formal settings. Whilst adults generally may not attribute a high value to their experiential knowledge, in being asked to assess the primary source of the knowledge they used in practice, the 1500 nurses in Estabrook’s survey ranked experiential knowledge first, whilst literature derived knowledge was ranked last (Estabrooks, 1998). 
It would appear that for many people, and professions, of which pharmacy is just one, there is a need to develop a broader concept of professional knowledge, that incorporates propositional and non propositional knowledge derived from all areas of practice and related experiences. 

The narrow definition of valued knowledge that it appears many hold, may limit the individual’s practice, and confine their approach to learning. In writing about the role of practitioners in developing their own knowledge base, derived from practice, Richardson, Dahlgren & Higgs (2004) comment that the individual’s concepts of knowledge pervades all areas of their practice:

 “The ways in which practitioners visualise the boundaries of professional knowledge are reflected in the way they reason clinically, make decisions, keep records and carry out their assessments and evaluations.” (Richardson, Dahlgren & Higgs, 2004 p203).
One issue that may exert an influence over the value allocated to experiential learning by pharmacists is the inherently tacit nature of much of the knowledge derived from experiential sources. In the next section, this issue is explored further, as it has significance not just for the learning of pharmacists in practice, but for the design and implementation of this research study.
2.11.3 The tacit nature of experientially derived knowledge

“If stopped in the middle of some action or procedure, professionals would be hard pressed to explain their knowledge base for practising in a particular way, or how they acquired the expertise to do so.” (Fish & Coles, 1998b, p8).
Much of the learning that professionals undertake is not knowingly recognised by the individual involved, either at the point of learning or at the point of usage in a future practice situation. Indeed, to function at a high level of practice requires that some aspects of practice become routinised, requiring little or any conscious thought, in order to allow the pharmacist to concentrate on the vital components of any particular practice situation.

It may be impossible to expect that such tacit, hidden learning and the resulting knowledge will ever be fully accessible and available for overt assessment (Eraut, 1994), but an individual should attempt to do so. Only in attempting to enable the articulation of such learning will the expert be able to share much of the underpinning knowledge that allows them to develop the full artistry that they display in practice. Furthermore, the boundaries of professional knowledge will be stretched as the strengths of such experiential knowledge is made clear and its value accepted. The routinised actions and habits that form part of any pharmacists’ practice must also be made available for critical appraisal to ensure that practice remains up to date and does not stagnate as routine begins to dominate (Eraut, 1994).

The credibility of new practice derived knowledge within the profession of pharmacy or any other profession is dependent on fellow pharmacists determining that it is in line with the traditions of the profession and can be applied to this practice in other contexts (Beeston & Higgs, 2001). Being able to make overt the knowledge derived through practice is vital to ensure that the members of the pharmacy profession can access such learning, challenge it and potentially adopt it into their own practice.

In addressing the need to try to make overt the tacit knowledge that an individual accrues through practice, whatever their profession, or indeed in their personal lives, the role of reflection becomes vital (Moon, 1999; Eraut, 2000; Higgs, Fish & Rothwell, 2004). Tough (1979) writes about reflection as a method of deliberate learning that requires both intent and awareness. The need for awareness allows the individual to choose which experiences to reflect on and learn from, whilst the intent is necessary to ensure learning ensues. It is therefore the reflective practice, undertaken as an integral part of effective experiential learning, that is a key determinant of the quality of the learning. 

2.12  Reflection and reflective practice 

“Time for reflection on practice, time for metacognition to monitor thinking in practice, lies at the heart of recognising the validity of new experiential knowledge and continuing to reappraise the validity of older accepted and given knowledge.” (Richardson, Dahlgren & Higgs, 2004, p205).
Having touched briefly on the concept of reflection under in the previous section on experiential learning, the concepts of reflection and reflective practice now require further investigation, for they have particular relevance to pharmacy, being one of the underpinning tenets of CPD and a way of deriving learning from practice.

2.12.1 The origins of reflection 

Dewey’s philosophical writing in the 1930’s provides the underlying principles from which much of the later work on reflection and experiential learning is drawn. He saw reflective thinking as being a pragmatic approach to solving everyday problems and issues that are encountered in the real world, which would lead to learning about how future situations might be better handled.

Dewey identified five key stages that move the individual from confusion to a resolved situation, although he did not suggest them as a linear model:

“(1)suggestions, in which the mind leaps forward to a possible solution; (2) and intellectualization of the difficulty or perplexity that has been felt (directly experienced) into a problem to be solved, a question for which the answer must be sought; (3) the use of one suggestion after another as a leading idea or hypothesis, to initiate and guide observation and other operations in the collection of factual material; (4) the mental elaboration of the idea or supposition (reasoning, in the sense in which reason is a part, not the whole of inference); and (5) testing the hypothesis by overt or imaginative action.“(Dewey, 1933).
Dewey advised that the only way to master this form of thinking and learning was to undertake it in real, practical situations where learning would occur as a result of the process of turning the messy situation into one with a clear outcome. 

2.12.2 Reflection from a philosophical standpoint

Reflection has been given recurring consideration by a number of other philosophers, each of whom have added to the concept of reflection and the way in which it contributes to the learning process.

Wittgenstein was a philosopher who believed that the mind and body were interconnected, he disagreed with the prevalent Cartesian dualist theory that mind and body operated separately and did not impact on each other (Wittgenstein, 1967).

He believed that knowledge is constructed through social interaction and is therefore socially situated in time and place, and is not an individual process. The construction of knowledge involves thinking, emotion and action being linked throughout. People use their imagination, judgement and self reflection to understand the world in which they live. The social context in which this knowledge is derived is therefore vital in order for others to understand and ascribe all facets of understanding in a coherent manner.

Gilbert Ryle (1949) also disagreed with the dualist ideas and he commented that the link between thought and knowledge could be seen in the way in which people acted.

These two philosophers linked the cognitive aspects of knowledge and knowledge production with the affective domain, seeing the two to be essentially entwined, and the use of reflection on practice allows the exploration of the influence of both the cognitive and affective on practice.

The eminent philosopher Foucault (1980) talked about knowledge, and the presence of what he refers to as “subjugated knowledge”, i.e. that which is specific, marginal and considered subordinate to the more objective ‘scientific’ knowledge. For many the knowledge that can be gained from reflective practice is still a subjugated knowledge, of less value and importance than intellectual knowledge, despite the strengths of bringing together both body and mind in holistic fashion as envisaged by Wittgenstein and Ryle.
2.12.3  Reflective Practice as transformation

Habermas (1971) saw reflection as a tool which could be used to help an individual to develop knowledge, or in his own terms, to develop “knowledge constitutive interests”, which is the knowledge of the type that humans adopt and generate. Habermas described three parts to his idea of critical thinking (the term he uses for reflection), the third of which was that it had an emancipatory outcome, encouraging change to both the individual and within society. In the case of health professionals, society might also mean the profession to which they belong, as this is one “society” with its own rules and ways of behaving. 

Mezirow (1981) was influenced by the work of Habermas and introduced the concept of transformative learning; describing it as a learning process which has critical reflection as a central component which then effects personal or social transformation. Learning which affects this kind of personal or social change involves perspective transformation where the assumptions that the individual makes about a situation or dilemma are challenged and then changed.

In Mezirow’s opinion (1981) reflection has three purposes:

· It should guide action

· Give coherence to unfamiliar situations, and 

· Help reassess the justification for the assumptions and assumed knowledge with which an individual operates

The third of these purposes is the central component of Habermas’ critical reflection, as it supports the evaluation and transformation of the frameworks that each person uses to make meaning from their experiences, and yet in Mezirow’s transformative learning model, the potential for the wide reaching social change that Habermas suggested does not seem to be as evident.

Mezirow’s approach to the process of perspective transformation has also been criticised for focussing on the individual as the central component of the process, and for not accounting for the social and cultural factors which affect the possibility and likelihood of perspective transformation (Clark & Wilson, 1991).  
Mezirow divides learning into reflective and non reflective types and from these he developed a four stage model of learning, with critical reflection being the highest ranking of the stages, and being the stage at which perspective transformation may occur.

Within the critical reflection stage, Mezirow (1981, p107-8) describes three parts to reflection, and any or all of these may occur:

1. Content reflection– “reflection on what we perceive, think, feel or act upon.”

2. Process reflection – “examination of how one performs the functions of perceiving thinking, feeling or acting and an assessment of efficacy in performing them.” 

3. Premise reflection - the highest level which can lead to the creation of new meaning frameworks through the process of perspective transformation. Premise reflection “involves us becoming aware of why we perceive, think, feel or act as we do.” 
These three levels of reflection cover both cognitive and affective domains, yet Mezirow places the highest importance on critical reflection leading to perspective transformation. Whilst perspective transformation may lead to the greatest change within an individual and therefore to their practice, Mezirow himself admits that perspective transformation is not common, and therefore although it may occur in a health professionals practice and may have far reaching effects, it would seem more important to encourage pharmacists to undertake any of the three parts of reflection, which are described by Mezirow, rather than over emphasising an idea which may be irrelevant to many situations. Mezirow’s work is not easy to read, and his concept does not fully describe how the individual should undertake the process of reflection to achieve any of the three levels of reflection and their associated outcomes.

Whilst Mezirow’s concept of perspective transformation is somewhat limited in it application to everyday professional practice, the work of Donald Schön (1983) relates the concept of reflection directly to the work of the practising professional and is discussed in more detail in the following section.
2.12.4 The Reflective Practitioner & the work of Donald Schön 

In 1983, Donald Schön published a book entitled “The Reflective Practitioner – How Professionals Think in Action”, in which he applied Dewey’s ideas about reflection (Dewey, 1938) (see section 2.12.1) specifically to professional’s practice and their associated learning. He critiqued the learning and application of learning to practice that he felt was prevalent amongst the professions at this time. 

Schön first discussed what he described as a crisis in public confidence in professional knowledge.  He felt that “the long-standing professional claim to monopoly of knowledge and social control is challenged – first, because professionals do not live up to the values and norms which they espouse and second because they are ineffective.”(1983, p11).
Schön felt that the many changes in the nature of professional practice and in the society in which they functioned had given rise to a “mismatch of traditional patterns of practice and knowledge to features of practice situation – complexity, uncertainty, instability, uniqueness and value conflict…” (Schön 1983, p18). The epistemology of practice that Schön felt dominated at the time of his writing, technical rationality (TR), described problem solving as the utilisation and application of scientific theory and techniques. There was an underlying belief that in order for problem solving to happen in this way, the accruing of underlying knowledge should occur prior to the development of the skills that allowed its application in practice. This approach was rigid and did not account for practice situations which did not conform to a model that could be solved in this fashion. The professional practitioner was effectively left unable to explain or describe the competences which were now being demanded of them. Practice situations were, and still remain, messy and ill defined, offering complexity, uniqueness and uncertainty in a way which the technical rationality model did not, in Schön’s opinion, encompass, being based on the idea of professional practice as a process of problem solving, where the means selected to provide a solution would be those aligned to achieving the desired outcome. There is therefore an assumption in the TR model that selecting the course of action/solution to a professional problem is simply a case of finding the “best fit” to the situation presented and available resources. TR needs agreement about the ends needed or required for a given situation before any action is undertaken and hence does not lend itself to confusing or conflicting outcomes.

However, Schön felt that for many professionals, the situations in which they practiced did not present problems in such an obvious way. A key part of a professional’s practice was to isolate and then describe the problems they wished to deal with (naming) and then relate the problem to the context in which it occurred (framing).

Schön referred to the work of three researchers; Schein, Glazer and Simon (cited in The Reflective Practitioner 1983), whose previous work had identified that there was a gap between the professional knowledge that an individual can acquire and the demands that professional practice places on that individual. These three writers all tried to alter the technical rationality model in order to maintain its fit in describing professional practice. Schön argued that this was simply not acceptable – the Technical Rationality model did not allow for the complexity and uncertainty encountered in professional practice, and therefore needed to be replaced as an epistemology, or concept relating to practice knowledge development. 

Schön described professional practice as unique to each individual and therefore it was not possible to apply rigid scientific solutions; he suggested two principles as an alternative, reflection in action and reflection on action.

The first principle of “reflection in action” he discussed in this way:

“When we go about the spontaneous, intuitive performance of the actions of everyday life, we show ourselves to be knowledgeable in a special way. Often we cannot say what it is that we know. When we try to describe it we find ourselves at a loss, or we produce descriptions that are obviously inappropriate. Our knowing is ordinarily tacit, implicit in our patterns of actions and in our feeling for the stuff with which we are dealing. It seems right to say that our knowing is in our action.”  (Schön 1983, p49).
This introduces the idea of an individual thinking through what they did, and how they practice, sometimes whilst even involved in practising. They need to be able to solve complex and messy practice problems quickly by applying their knowledge skilfully and often in a way which they could not describe, i.e. tacit knowledge is being utilised in professional practice. Schön described this application of knowledge to decisions in this fashion as “knowing in action” (1983, p50).  Problem solving occurs through a process of constant reframing of the problem based on feedback, which would then be used to continually evolve an approach in order to achieve a solution.

The second principle of “reflection on action” (1983, p276) involves thinking through and analysing practice in a situation removed from the actual event. 

Schön knew that there would be much criticism levelled at his new model, or epistemology, particularly relating to the apparent inability to undertake controlled experiments to investigate the principle of reflection in action.

Within professional practice, it is not possible to undertake controlled experiments in which only one part, or variable, of the situation is altered at one time in order to assess the contribution that this variable makes to the outcome, and this was the only method by which the TR model would accept new knowledge as valid. In order to counteract some of the criticism, Schön discussed ways in which he felt that reflection in action could be tested. When utilising reflection in action in problem solving, it was necessary to understand a problem and then seek to solve it. Due to the nature of the problem and the complex nature of professional practice, there could inherently be value in unintended changes that occurred due to the action an individual undertook. Schön suggested that practice builds up a repertoire of example situations that represent the individual’s experience to date. When faced with a new situation, the individual compares it with existing situations in their repertoire and then deals with the similarities and differences in these in order to make a decision on appropriate action. In many cases the practitioner would not be able to vocalise the differences or similarities that they had established, as this knowledge and many of their repertoire of situations were inherently tacit in nature.

The process of reflection in action would then be generalised to other practice situations because it would be added to the repertoire of situations from which the practitioner could subsequently compose new solutions.

Schön stated that an exploratory experiment is either an action undertaken to see what follows, with no expectations of outcome or predictions, or an action taken to produce an intended change. He asserted that “any deliberate action undertaken with an end in mind is, in this sense, an experiment” (1983, p146), and hence practice could be seen as a kind of research, with the researcher using their repertoire of similar situations to provide guidance and to help formulate new hypotheses based on the differences in situation, which are then tested by new action. 

With regards to reflection on action, Schön described the advantages of thinking through complex practice situations in a “virtual world”, where actions have no formal consequences and the individual can think through options and effectively test out hypotheses before they are involved in the situation for real. He acknowledged that there are limitations to this approach, given that there is no way of knowing how others involved in the situation would react in real life, but he felt that the process of reflection on action developed the capacity for an individual to undertake reflection in action. Within the process of reflection in action the individual practitioner is a part of the situation and has to understand that they may need to change their view in order to make sense of this new experience.

Undertaking reflection in and on action requires a number of skills, particularly those in the manipulation of media: “languages and repertoires are essential to a practitioner’s reflective conversation with his situation, just as skill in the manipulation of spoken language is essential to ordinary conversation.” (Schön 1983, p271).
As experience and practice builds up a practitioner’s knowledge and skills in these areas:

 “An experienced practitioner cannot convey the art of his practice to a novice merely by describing his procedures, rules and theories, nor can he enable a novice to think like a seasoned practitioner merely by describing or even demonstrating his ways of thinking.” (Schön 1983, p271).
An individual starting out in a profession can gain much from discussing their approach and testing out their framing of a situation with a more experienced practitioner, but to achieve equivalent professional practice and artistry, they need to gradually build their own repertoire of situations through reflection in and on practice, and develop the language and media skills that come with experience. There is no “magic” way in which the tacit knowledge and repertoire of the experienced practitioner can be handed over to a novice.

Schön used the term “Reflective Practitioner” to describe an individual who effectively uses reflection in and on action to enhance their professional practice.

To optimise the learning and development achieved by reflection in and on action Schön recommended the sharing of experiences and insights with peers in order to gain feedback and differing opinion which would add to an individuals framing of a given situation. Isolation works against the reflective processes, decreases learning and may lead to insular practice as the views of the individual remain unchallenged. 

“When practitioners reflect in action they describe their own intuitive understandings” (Schön 1983, p271) and these descriptions provide an insight into the intuitive or tacit knowledge reflective practitioners use. They can help less experienced individuals to undertake reflection that will change their understanding in a fundamental fashion.

The evaluation and comparison of reflective practice in one person or profession with another would be difficult, if not impossible, due to the differences in approach, background and methods of enquiry. 

“Because of the differences in feel for media, language and repertoire, the art of practice tends to be opaque to the practitioners of another.” (Schön 1983, p271).
These differences also negate any attempt to directly apply the approach taken to situations by one profession to another as there are no overarching theories that are not profession dependent, especially given that there is no common language used by all professions that would aid the interpretation of another’s experiences (Schön 1983).

Schön also warned that it is possible for the knowledge and ways of practising used by an individual or indeed a profession to become so engrained and established that they may limit the capacity for reflection in and on action, in both scope and depth.
2.12.5 Reflective research

Schön went on to describe four areas of reflective research which would enhance the capability of practitioners for reflection in action, and may help others in understanding the processes that a reflective practitioner utilises.

1.
Frame analysis

Within every profession certain ways of looking at and approaching an issue take precedence, largely as a result of the educational processes and social context of that profession. In order for a professional to be open to alternative views and approaches to their own, they need to be aware of the frames that they currently utilise. This requires reflection on the tacit frames within which they function and make decisions.

An individual should then adopt different frames, through new skills and knowledge, to extend his capacity for reflection in action, which can be used to provide solutions to unique practice situations.

2.
Repertoire building research

By using case studies that incorporate aspects of knowledge, structure and the process of enquiry, an individual can increase their repertoire of situations on which to draw when undertaking reflection in action. In undertaking these activities with other colleagues, they can also test out and examine the framing of the situation that their current repertoire of situations produced, and learn from the experience of others.

3.
Research on fundamental methods of inquiry and overarching theories
In this case, the individual attempts to elucidate the process of recognition of similarities between the practice situation and their repertoire and then the processes by which they restructure the problem to fit in with their existing experience. The research not only helps the individual to comprehend the processes they apply, but also enables others to understand them and use this knowledge to develop their own learning processes further.

4.
Research on the process of reflection in action

To enable more professionals to become reflective practitioners, there is a need to understand what encourages reflection in action and what prevents it. For many fear may play a significant role; fear of challenging their framing processes, fear of being perceived as less than perfect by peers and society as a whole, or fear of the process of change and the uncertainty that it can bring to their professional lives.

Schön suggests examining the effects of cognitive, affective and group dynamics on the practising of reflection in and on action. The effects of groups on learning processes are examined further in section 2.4 and 2.5.
In suggesting the four areas of research outlined above, Schön clarifies some of the issues that face many professions: there is a need to gain an inside view of the experience of practice in order to optimise the practice of any given professional and profession.

The following quote written by Schön about a town planner, seems to be equally applicable to all professionals, and provides some insight into the problems and challenges that face those who wish to utilise reflection in and on action for their own practice or, perhaps more pertinently, for those who wish to encourage others to utilise it.

“Whatever his starting point he is unlikely to get very far unless he wants to extend and deepen his reflection in action, and unless others help him to see what he has worked to avoid seeing.” (Schön 1983, p283).
Professionals operate in a system that is shaped by their professional governing bodies, along with political and social pressures, and these have an effect on both the behaviour of an individual and the “frames” within which they understand their own experience. In undertaking the research suggested by Schön on an individual level, a professional may question the influence of these structures on their practice. In determining whether these systems provide a best fit for their own practice and situation, an individual may challenge their profession and the views of the wider society. This may have significant implications for the structuring of professional practice, and pose a serious challenge to the status quo for any profession. 

“To the extent that an institution seeks to accommodate to the reflection in action of its professional members, it must meet several extraordinary conditions. In contrast to the normal bureaucratic emphasis on uniform procedures, objective measures of performance and centre/periphery systems of control, a reflective institution must place a higher priority on flexible procedures, differentiated responses, qualitative appreciation of complex processes, and decentralized responsibility for judgement and action. In contrast to normal bureaucratic emphasis on technical rationality, a reflective institution must make a place for attention to conflicting values and purposes. But these extraordinary conditions are also necessary for significant institutional learning.” (Schön 1983, p288).
2.12.6 Defining Reflection and Reflective Practice

Throughout the literature relating to reflection and reflective practice, in both the health professions and beyond, there are a multitude of definitions given for reflection. Each individual author tends to define their understanding of reflection to place their own work in context and to relate it to, and in some cases separate it from, existing work.

It is important therefore to be clear about the definitions which I feel most closely align to my own understanding and views on reflection and reflective practice. As a broad definition of reflection, the one offered by Boud, Keogh & Walker (1985) is one which incorporates the cognitive and affective aspects of the process:

“Reflection in the context of learning is a generic term for those intellectual and affective activities in which individuals engage to explore their experiences in order to lead to new understandings and appreciations.” (Boud, Keogh & Walker, 1985, p19).
Clarke and Graham (1996) offer more of a description of the process of reflection, rather than a definition of what it is, but I feel this adds to the definition above by detailing further the way in which the reflective process occurs:

“By engaging in reflection people are usually engaging in a period of thinking in order to examine often complex experiences or situations. The period of thinking (reflection) allows the individual to make sense of and experience, perhaps to liken the experience to other similar experiences and to place it in context. Faced with complex decisions thinking it through (reflecting) allows the individual to separate out the various influencing factors and come to a reasoned decision or course of action.” (Clarke & Graham, 1996, p26).
The following description of reflection and reflective practice by Johns (2004) provides a more spiritual understanding of reflection, and is one which I find both interesting and useful, as it embodies the possibility of changing one’s practice in a more fundamental manner:

“Reflection is being mindful of self, either within or after an experience, as if a window through which the practitioner can view and focus self within the context of a particular experience, in order to confront, understand and move toward resolving contradiction between one’s vision and actual practice. Through the conflict of contradiction, the commitment to realise one’s vision and understanding why things are as they are, the practitioner can gain new insights into self and be empowered to respond more congruently in future situations within a reflexive spiral towards developing practice wisdom and realising one’s vision as a lived reality. The practitioner may require guidance to overcome resistance or be empowered to act on understanding.” (Johns, 2004, p3).
It is also important to distinguish between reflection and reflective practice, as although in many writings these terms are used synonymously, I would use each to represent something slightly different. To me, and the way in which it is used through out this work, reflection is the process of thinking through one’s actions and practice to determine where changes and improvements might be made. It does not always involve acting on these, or necessarily result in, a change in practice. Reflective practice describes the process of reflecting on the way in which one does something and then using the outcomes of this reflection to change and improve oneself; although reflective practice may involve some way of recording this process, it is not an integral part. In the same way, CPD is a structured way of undertaking and recording reflective practice, although it is limited by its application to professional practice, when reflective practice might be applied to any area of an individual’s life.

Although these definitions and descriptions give an idea of what reflection and reflective practice are, and what might be achieved through their use, they do not offer any insight into how an individual might undertake reflection, and what occurs when they do, which enables them to learn.
2.12.7 Reflective practice

As discussed in the previous section, reflection has been conceptualised in a number of ways; from Schön who writes about two different types of reflection, reflection-in-action and reflection–on-action(1983) and as a problem solving process (Dewey, 1933; Schön, 1983) to those who see reflection as needing intent to become useful (Ghaye, 1996a), a way of developing knowledge and skills (Bloom, 1956; Steinaker & Bell, 1979; Benner, 1984) and those who see it as a process of change and transformation ( Mezirow, 1981; Giroux, 1988) .

“Reflection offers a way of paying attention, of opening the doors of perception. We may thus become mindful of each unfolding experience in such a way as to enable us to learn from that experience and move towards realising more desirable and satisfactory lives. In doing so, we can become more effective practitioners: wiser, more perceptive, more compassionate and more skilful.” (Johns, 2004, p7).
There has been a rapid growth in interest in reflection and reflective practice, as evidenced in the growing literature in this area, and Chris Bulman comments on the emergence of the concepts in the nursing literature as a means to provide “a vehicle through which they (nurses) can communicate and justify the importance of practice and practice knowledge, thus legitimising the knowledge that derives from the realities of practice rather than purely from more traditional forms of knowing.” (Bulman, 2004, p. 1).
Other writers perceive reflection and reflective practice as providing the means to an enhanced decision making process (Boud, Keogh & Walker,1985), more specifically an informed ethical decision making process (Johns, 1997) and also increasing comprehension of the influence of the social context and organisational factors on practice (Ghaye & Lillyman, 1997).
So what does reflective practice offer a pharmacist in practice? Why should we be encouraging pharmacists to undertake this learning process?

Increasingly in all areas of health care, decisions about patient care and practice have to be made with only limited information in an increasingly complex situation. A pharmacist in practice can no longer rely on their bank of prepositional knowledge to see them through the situations in which they may find themselves. The changing nature of pharmacy practice in the UK, with extended roles such as independent prescribing, medicines use review and others such as remote supervision a possibility in the not too distant future, demands a flexible approach to problem solving that adapts rapidly as the information and situation changes.
2.12.8 Reflection and reflective practice in higher education
Traditionally, higher education has valued intellectual knowledge above other forms of knowing, and this approach will have influenced the approach to learning of many graduates passing through these institutions. However, changes are occurring in higher education – there is increasingly an acknowledgement that practice can provide valuable learning and that practitioner’s self evaluation of knowledge, beliefs and attitudes can improve and strengthen practice. This has led to the incorporation of reflection into both undergraduate and postgraduate courses and is now a requirement placed on all higher education courses by the Quality Assurance Agency (QAA), who are responsible for ensuring the standard and quality of undergraduate and postgraduate training in the UK (QAA, 2006).

Whilst such changes are positive, it is vital to ensure that they result in an alteration in practice in the pharmacists of the future. Mackintosh (1998) states that there is no good empirical evidence that the development of reflection and reflective skills in an academic setting has any long term benefit to most of the learners involved. This raises the issue of ensuring that the skills for reflective practice are embedded into an individual health care practitioner’s practice to such an extent that they are not overlooked and discarded, but are an inherent part of their practice; skills which enable them to develop the “artistry” of their practice.
Whilst reflective practice could be argued to be a vital skill for any professional, within the health professions in the UK there is a particular need to ensure they are effective at utilising reflection to change their ongoing practice. This will allow them to meet the professional bodies’ requirements to demonstrate their competence through the use of reflective practice within the CPD framework instigated by central Government (DH, 1998), and will allow them to respond to the rapidly changing nature of practice in today’s health economy.

2.12.9 Written reflective practice 

As the requirement for pharmacists and other health care practitioners in the UK is to record their CPD in written format, issues relating to the writing down and potential sharing of reflective practice are important, and require consideration.
Research shows that reflective writing skills need to be learnt; they cannot be assumed to be present in all individuals (Kember et al., 1996; Jasper, 1999). Once comfortable with the principles of reflective writing, the students in Jasper’s study felt that the writing process itself supported their learning and helped them to develop analytical and critical skills that they then applied in practice. It also made the students more self aware and aided their development. 

In an academic setting, Salisbury (1994) suggests that the students he studied were writing reflective material which they felt would be favourably viewed, and marked by their tutors.  This has interesting implications for pharmacy, because asking pharmacists to reflect as part of their CPD cycle, and acknowledge their weaknesses in order to improve, but then using these records to judge competence, may well put the pharmacists in the same position as the students that Salisbury worked with – they may be less likely to admit to issues in their writings in case they are judged “incompetent” and “unfit to practice”. 

For the RPSGB there are also issues about the ability of others, who may not be qualified in pharmacy, judging the records and the competence or otherwise which is displayed as a result. Pharmacists may practice in many different fields, and even if qualified pharmacists were employed, they would not be familiar with each area of practice, and therefore to judge the quality and appropriateness of the reflective practice which may have taken place is almost impossible. 

It is vital that it is not assumed that simply undertaking the process of writing and recording reflective practice as part of the CPD cycle increases competence; the literature is clear about this issue: the depth of reflection undertaken is very important to the level of learning produced (Mezirow 1998; Kember et al 1999; 2000; Kim, 1999). A superficial level of reflection may not be effective for learning to take place, and so there is a necessity to ensure that the reflective practice is at an appropriate level to achieve the changes in practice and improvement in quality service provision.
Boud and Walker (1998) also write about the potential for the assessment, writing down and sharing with others of reflection to alter the outcomes of reflection evidenced by altered behaviour or learning. Once again, these are important issues to consider when adopting a model of reflective practice which health professionals have to follow for right to practice purposes.
Reflective practice allows an individual to make a more objective evaluation of the areas of uncertainty. Reflecting on all of one’s practice would be a pointless task, instead it is important that reflection occurs over the significant parts of our practice. Learning to recognise those significant aspects of practice, and paying due attention to them, are part of the process of learning to use reflective practice effectively.
Reflection should incorporate, and may be initiated as a result of, factors from the contextual, cognitive or affective domain, and should not be limited to one of these. Indeed to limit it in this way would remove many of the positives of reflective practice. It is important that all aspects of practice and knowledge are given equal importance in determining the way forward for any situation.
Ghaye and Lillyman (2000) put forward their three fundamental ideas about reflective practice:
Reflective practice should 

· have a purpose

· help to improve what we do

· be reassuring

Reflective practice should “establish, justify and reaffirm some generic principles and practices of care.”(Ghaye & Lillyman, 2000) 

Ideally, as Ghaye and Lillyman (2000) suggest, reflective practice should be reassuring to the practitioner, allowing them to analyse and continuously improve their practice. However, reflective practice done in an overly critical manner, in an unsupportive environment, might be expected to potentially raise more issues about the individual’s practice and the context of their practice, which may not allow for the whole experience to be reassuring to them.
2.12.10 Reflective Practice: a passing trend?
“It might even be claimed that the idea of reflective practice is a bandwagon, upon which professionals have jumped because it provides a rationale for their practice.” (Jarvis, 1992, p174).
The concepts of reflective practice are very new in health care generally, and particularly in pharmacy, so is it likely that reflective practice is just a passing trend or has a more fundamental change taken place in the approach to learning in professional contexts?

Whilst reflective practice has not clarified the nature of the relationship that exists between theory and practice (Jarvis, 1992), it does offer an opportunity to explore this further and other issues such as that of professionals choosing not to act in a given situation.
To explore professional actions or practice, or indeed non action, there is a need to examine the relationship that exists between thought and action for all individuals and professionals. Particular attention needs to be paid to the social context in which the action occurs, and the intended outcome of the action (Jarvis, 1992). Reflective practice offers the opportunity to make explicit that which is implicit, and allow the examination of habitualisation of practice (Berger & Luckmann, 1966); to allow the individual to understand the extent to which their practice and reactions are automated and allow them to reach new understandings of the assumptions, beliefs and values that underpin their practice. Endeavours such as these Jarvis (1992) sees as giving value to reflective practice, and he states:

 “reflective practice then is more than just thoughtful practice, it is the process of turning thoughtful practice into a potential learning situation and, significantly enough, it is the utilisation of good theory in practice in what must always be a situation of probability – but the professional reflective practitioner is always trying to ensure that the outcome of any action is close to what is anticipated by the theory and the previous experience combined.” (Jarvis, 1992 p180).  

It needs to be recognised that through the current culture within modern health care, reflective practice needs to be nurtured and encouraged. Jarvis suggests that the (nursing) profession needs to have structures in place to encourage reflective practice including:

· Trained and aware managers and mentors

· Educators who understand the relationship between theory and practice and who can assist in learning in practice

· Time and opportunity for practitioners to think

“If these are all in place, then reflective practice may become a frequent occurrence.” (Jarvis, 1992, p. 180).
So, in answer to the question posed at the start of this section, it does not appear that reflective practice is a passing trend, but is here to stay, helping to ensure that pharmacists and other health care professionals develop their practice, and challenge the status quo. However, ensuring that this takes place in an appropriate manner and in a realistic time frame may prove to be a greater challenge.
The nursing profession continue to find incorporating reflective practice into their working lives challenging, even when it has been an inherent part of nursing practice for much longer than it has for many other health care professionals. It would therefore be unrealistic to expect that pharmacy can adopt the principles of reflective practice, encourage all pharmacists to undertake it, and as a profession reap the benefits of the subsequent development by its members in a short time frame.
So as reflective practice gradually becomes a component part of the way in which professionals learn in practice, how does it fit in with the other dominant ideas in health care in the UK? The next section will discuss the relationship between reflective practice and evidence based medicine (EBM). EBM is one of the component parts of clinical governance and determines many of the decisions about clinical practice in health care as a whole and the practice of some individuals.
2.12.11 Evidence based medicine and Reflective Practice
In the present health care climate, one particular approach to practice dominates in both academic and practice settings, and that is evidence based medicine (EBM). EBM is incorporated into the concept of clinical governance and drive to maintain standards of practice (DH, 1998). The tenets of EBM pervade all areas of health care in the UK, from the National Institute from Clinical Excellence (NICE), who produce EBM guidance on new technologies, to the local prescribing guidelines used in primary care organisations and hospital country wide.

The drive behind evidence based medicine is for all decisions about health care to be made based on the scientific evidence, ideally available from clinical trials. Such decisions should therefore become as uniform as possible between practitioners, and should be unambiguous, leading to all practitioners utilising “best practice.”

EBM therefore sits comfortably within the Government’s agenda of removing inequalities in health care and ensuring that best practice is adopted, and also satisfies the public’s need for quality and consistency of treatment.

There are issues which arise from the use of EBM for decision making, and the NHS continues to grapple with these. One that is particularly problematic for the NHS, with its continuously strained resources, is how to fund treatments for which there is excellent evidence and high cost.  Using cost as one of the decision drivers may be controversial – should cost always be considered? If one treatment is much better than another, does the higher cost matter? These questions are raised constantly by the media, and the issues of the cost of health care are now a fact of modern day health care with rising costs and limited resources.

EBM has an approach which favours “decision trees” and flowcharts to structure the treatment process and the patient’s progression during care, yet it seems to me that we also need to recognise the individuality of both the patient and the disease.

So does the idea of EBM sit comfortably with that of reflective practice, which has also been included in the concept of clinical governance adopted by the current Government for the NHS and health care in this country? There is a suggestion within Government publications that the introduction of CPD will allow the principles of EBM to be applied to the development of health professionals, resulting in an inherent increase in standards of health care. The question remains as to whether CPD can provide the assurance that both the public and the Government require, that practitioners are developing and continuously improving their practice and proving their competence to practice in the process. 

There is very little evidence at present that shows that CPD and reflective practice should be used to continuously improve practice, and this means that the method by which the Government has chosen to develop health care practitioners in the UK cannot itself be shown to be based on conclusive evidence.

There are similarities between reflective practice and EBM; both ask questions such as why? how? what? about a treatment or practice situation. However the answers to these questions are found in very different ways; EBM is grounded in the scientific methodology, utilising clinical data produced from clinical trials and reflective practice uses the individuals’ practice and experience as the basis for the learning which takes place.

Reflective practice may involve evaluating the underpinning knowledge that is applied to practice, as in EBM, but it is also about evaluation underpinning beliefs and norms too.

In many other ways reflective practice is very different from EBM, because very often there is no evidence that one approach or style of practice is the right one in dealing with any given practice situation. Indeed, Schön (1983) and Dewey (1933) particularly refer to the use of reflective practice in situations where the way forward is unclear and “messy”. There are many practice dilemmas in which an EBM approach might be totally appropriate to solve the issue, for example, finding out the current evidence for a treatment decision. However, many more practice situations will not fit into the EBM decision making model easily, especially when dealing with the interpersonal aspects of health care, where there is not the scientific evidence on which to base one’s decisions. In such circumstances, EBM might provide a starting point for reflective practice as it may make the practitioner question why they practice in a given way.

For so many practice situations there is no right or wrong, no absolutes, as practice is dependent on each practitioner’s own values and beliefs, especially when considering that all such situations are culturally grounded, and what may make an appropriate decision in one practice situation in this country may be wholly inappropriate in another culture or social situation. It is also impossible to determine that a single style or approach to practice will be right and suitable in all situations, with all patients and for all practitioners. It is in this situation that reflective practice can help to challenge existing practice, and to value new knowledge created through practice in a way which EBM does not allow for.
For practitioners such as pharmacists, for whom much of their training has concentrated on the use of clinical evidence for decision making, in a positivist fashion, the different ontological and epistemological underpinnings of reflective practice are very hard to grasp and accept as valuable to practice. One of the challenges for the RPSGB, as the pharmacists’ professional body, is to convince the practitioners that reflective practice has a valid place in their repertoire of learning methods.
Having considered the relationship of reflective practice to other methods of knowledge creation in UK health care, and then discussed the strengths of reflective practice for pharmacists learning in practice, the literature pertaining to structuring of reflective practice is now considered.
2.13  Models of Reflection 

“Let us be clear. There is no virtue in being a slave to any model. They should be viewed as catalysts for learning.” (Ghaye & Lillyman, 1997, p18).
Whilst bearing in mind this comment of Ghaye and Lillyman, there is some merit to gained from a brief discussion of the models of reflective practice that are present in the literature, in order to gain an insight into the way in which reflective practice may relate to the practice learning of pharmacists.

For pharmacists in modern day health care, there is a need for reflective practice to provide a method of learning and of solving problems, to challenge existing practice and to question the taken for granted assumptions deriving from the context of modern pharmacy practice. Effective use of the principles of reflection by pharmacists will enhance the CPD process and improve the practice outcomes achieved through its use.
There are a number of models of reflection suggested in the literature, and broadly speaking such models fall into two categories - those which concentrate on the “micro” aspects of the individual’s work, such as looking after a specific patients medicines, and those that look at “macro” concerns, such as altering the way in which ethics are applied to practice. 

Ghaye and Lillyman (1997) state that they feel there are common features between all models of reflection. They all:

· Help us to learn from experience due to their focus on our individual practice

· Enable the development of knowledge by making the knowledge which is tacit more conscious and explicit

· Challenge routinisation of practice and examines atypical experiences in practice

· Enable the individual to develop a greater understanding of their practice 

· Are significant in both individual and group actions

· “celebrate the role of human agency” i.e. they allow the effects of the actions of the individual on their situation to be made explicit.
The models of reflective practice all deal with three interacting areas in health care and can be related to Habermas’s ideas of the three learning domains (Habermas, 1971)  (see section 2.12.3). The first domain is the practical world, which related to the social world in which the pharmacist operates; their department, teams and the profession. From these social contexts come a series of norms, attitudes and values that help underpin each person’s practice. The second is the behavioural world, which corresponds to the technical domain in Habermas’s writing, in which routinised behaviour and both the formal and informal rules allow competent practice in pharmacy. The third domain is that of emancipation, related to the structural world in which the pharmacist works- the professional and political structures which govern practice and determine the conditions in which the pharmacist practices. 

All three domains govern the nature of an individual’s professional practice and they are open to challenge as a result of the reflective process. Each of the three is represented to greater and lesser extents in the various models.  

Ghaye and Lillyman (1997) choose to categorise models of reflection into five categories, and for ease of discussion these are used here. The five types of model of reflection are:

· Structured

· Hierarchical

· Iterative

· Synthetic

· Holistic

Only four of these will be discussed further: the synthetic model (Louden 1991) derives from a particular philosophical viewpoint and in my opinion, the complexity of the model does not offer a useful structure that a health care practitioner could relate to their practice. It is therefore not discussed within this section.
2.13.1 Structured models of reflection 
Reflection may be given a specific structure using a list of appropriate questions that may be asked of oneself ( Smyth, 1991; Johns, 1994; 1995).

Smyth’s model is somewhat simplistic  but Johns’ structured model (Johns, 1993; 1994), based on the work of Carper (1978) is more comprehensive in its range of questions (see figure 5). In his writing, however, Johns (1994) suggests that facilitation of the reflective process, or “guided reflection” is the most appropriate approach, as reflection is “profoundly difficult to do without expert guidance and support”. 

Structured models suggest linearity to the process of reflection which may limit its usefulness for some individuals. They may, however, provide a starting point for those new to the use of reflection by providing a guide to help them through the complete process, increasing their confidence in the use of this learning approach. The CPD structure introduced by the RPSGB shares some of the properties of these linear models, and whilst it may support those new to recording their CPD, it may be constraining to those more familiar with CPD. 
At some stage in an individual pharmacist’s development, greater benefit might be achieved through the individual leaving behind a rigid set of questions to look more holistically at a given practice situation. 
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Figure 5: John's structured model of reflection (Johns, 1993; 1994)
2.13.2 Hierarchical models of reflection 
This second group of models represents reflection as a series of stages or levels; moving to each new level assumes greater complexity in the reflection occurring at each higher level, each step building on what has gone before and requiring the individual to master the process at each stage before progressing to the next.

One such model is that developed by Mezirow et al (1990), which has seven levels of reflection:

1. Reflectivity

The act of becoming aware of a specific perception, meaning or behaviour of your own or the habits you have of seeing, thinking or acting.

2. Affective

Becoming aware of how you feel about the way you are perceiving thinking or acting.

3. Discriminant

Assessing the efficacy of your perceptions, thoughts and actions. Recognising the reality of the contexts in which you work, and identifying your relationship to the situation.

4. Judgemental

Making and becoming aware of your value judgements, about your perceptions, thoughts and actions, in terms of being positive or negative.

5. Conceptual

Being conscious of your awareness and being critical of it (e.g. being critical of the concepts you use to evaluate a situation)

6. Psychic

Recognising in yourself the habit of making precipitant judgments about people based on limited information.

7. Theoretical

Becoming aware of the influence of underlying assumptions upon your judgement.

Van Manen (1977) and Goodman (1984) also produced hierarchical models that utilised three levels of reflection :

1. Activities needed to reach their stated objectives

2. Reflection on the links between their practice and the principles which underpin their actions

3. Reflection which incorporates the above and also looks at the political and ethical aspects that govern action in a given situation.

Each of these models suggests a linear progression through the stages, which may not be replicated in practice. They suggest that reflective practice is something that improves with time, and although initially the experiences they choose to reflect on may simply relate to the day to day practice of the individual, over time it may develop into a process with the capability of transforming the practice of an individual, and their working situation. This is very much in line with Habermas’s concept of emancipation through reflection (Habermas, 1971).

Whilst the stages may not be passed through in order by a practitioner, the hierarchical models of reflection make clear that reflective practice can have a powerful effect on the underpinning values and beliefs of the individual, and may then allow emancipatory changes to be brought about as the individual begins to recognise and challenge the environment and context of their practice. Emancipation of this sort may prove to be challenging for the profession of pharmacy as practitioners begin to question and challenge the profession’s underpinning philosophies and beliefs; there needs to be adequate ways of allowing such change to be progressed from the bottom up, in a manner which ensures that the profession as a whole is moved on to an improved future. The challenges faced when the underpinning values and structures of the profession are questioned can be seen at present in relation to the current changes from a single regulatory and representative body to the new General Pharmaceutical Council (GPhC) and possibly a reformed RPSGB. In encouraging reflective practice, the RPSGB has to be aware of the potential for continued challenge to those values and behaviours that the profession has long held as sacrosanct. Managing these issues is a matter for another thesis, but it is fair to say here that to not anticipate such outcomes may be narrow minded in the extreme.

Moving on from the idea of the linear models and then the staged models, the third group are the iterative models.
2.13.3 Iterative models of reflection 
This third group of models is based on representing reflection as an iterative process, and they suggest that increased understanding of practice occurs as a result of repeated cycles through the reflective process to build understanding and increase knowledge and skilfulness. 

Gibbs (1988) produced a six stage model, with each stage being associated with a key question to ask oneself (see fig. 6).
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Figure 6: Gibbs reflective cycle (Gibbs, 1988)
Gibbs reflective cycle (1988), and other iterative models such as that of Atkins and Murphy (1994), are useful because they begin to represent the idea of ongoing continuous learning, and attempt to incorporate knowledge, feelings and action into one learning cycle.

It is into this category that the CPD cycle as used by the NHS and pharmacy profession fits (DH, 1999). It also represents a continuous cycle with 4 points around each cycle to be completed (see section 1.8). However, the NHS CPD cycle does not explicitly incorporate aspects from the affective domain, or emotional responses, about a situation, although it does combine knowledge and action.

The iterative model of reflective learning (see fig 7) offered by Boud, Keogh & Walker (1985) is more complex, incorporating three interconnecting parts into one cycle, and perhaps better represents the “messiness” or complexity of such learning. This model also includes the affective domain as a source for generating reflective practice, an idea which other models do not include, however this is one which I can relate to practice through my own experience, as many of the reflective accounts I have facilitated have derived from situations that have invoked strong emotional responses in the pharmacists concerned. Although other models do not explicitly include the affective domain, it does not mean that situations identified through one’s emotional response cannot be reflected on using these models, they simply do not make overt reference to them.

Boud, Keogh & Walker (1985) also encourage the process of reflection to be both a retrospective and prospective activity; reflecting on changes to practice in advance, or a situation in which one is aware there may be challenges, is valuable in developing new coping mechanisms, and in recognising your own ability to change and learn proactively in advance of the changes occurring.
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Figure 7: Iterative model of reflective practice (Boud, Keogh & Walker, 1985)
2.13.4 Holistic model of reflection 
Lastly there is the holistic model produced by Ghaye (1996b) which specifically relates to health care (see figure 8). In this it differs from some of the other models mentioned above in that it has been specifically designed to describe reflective practice as it relates to the various components of nursing and the other health care professions.

Ghaye and Lillyman (2000) say that the model is underpinned by eight basic learning principles, which incorporate the ideas that learning needs to be holistic, allowing transfer of learning from other areas, challenging assumptions, interrogating our values from our profession and may be enhanced by the use of peer groups.
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Figure 8: The “practitioner-as-learner” model (Ghaye & Lillyman, 1997)
Such a model, although holistic and potentially encompassing all areas of practice for a health professional, may have limited value to those in practice, given its complexity. It is useful for those studying reflection in an academic sense in its wide applicability and inclusiveness, and brings together the idea of reflection not only for personal and professional improvement, but also as a means to challenge the professional and political constraints and values placed on practice. 

2.14 Challenges to the Pharmacy Profession
However, there are potentially some issues that are associated with encouraging health care practitioners to undertake reflective practice.  Firstly, there needs to be adequate support for those undertaking reflective practice and CPD. At the moment within health care in the UK such support varies greatly between organisations and the various professions. There is a need to determine the correct way to deal with those who decide not to undertake CPD/reflective practice and find this difficult.  There needs to be a method or process by which the effectiveness of reflective practice can be measured and also the appropriateness of this to each individual’s situation. It is also necessary to recognise that as professionals identify learning needs, there is a need for the NHS to have the resources to enable professionals to undertake learning opportunities to meet these needs, and more fundamentally, there is a resource implication in regards to the time required for all the health professionals within the NHS to undertake reflective practice.
Additionally, whilst the NHS has chosen to take a particular model of CPD (see section 1.8), to encourage and support health care professionals to reflect and continuously improve their practice, it is necessary to recognise the limitations of this model. It may tend to focus the individual on their own performance and not the situation and political influences on their practice, and one frequent criticism is that it tends to encourage reflection on negative events or critical incidents which may undermine confidence and not give a balanced view of the individual’s practice.

It is however, an easily used model, and once understood, can be remembered and applied easily to practice. What the CPD cycle does not explicitly encourage the individual to do is to consider their feelings and emotions in the situation. In this manner the cycle suggested by Gibbs (1988), whilst very similar does incorporate the concept of feelings in learning and practice.

There is however benefit to be seen in understanding two or more of these models in detail, which would offer the practising pharmacist the opportunity to develop a more individual approach to their reflective practice.  At this point however, I would return to the sentiments of Ghaye and Lillyman (2000) in the quote used at the start of this section: it is important not to get too reliant on any one model, but instead to ensure that, however it is undertaken, reflective practice is producing effective learning. All the models offered above have their limitations: they may present learning as a one-way, linear process, which misses the principle of ongoing reflection and improvement, they may focus on the personal and individual nature of reflection and not encourage its use to question and improve wider practice in the professions and health care, others may seem to focus on the negative occurrences in practice and not the positives.
2.15  Informal Learning in Pharmacy: the literature to date

There are few, if any studies, that have deliberately researched issues relating to informal learning in pharmacy. However, the studies discussed below, in researching other areas of learning some studies have offered some insights into the role of informal learning in pharmacy.

In their study into the use of distance learning methods by pharmacists, Wilson, Schlapp & Davidson (2003) found that there had been an increase in the use of informal learning methods by pharmacists since the original research in 1999 (Wilson & Bagley, 1999). They found that 92% of low users, and 99% of high users had engaged in informal CPD, which included activities such as reading journals and talking to colleagues. They concluded that informal learning, including learning through social interaction with others in the profession, is a “major source of continuing professional development” (Wilson, Schlapp & Davidson, 2003).
Swallow et al (2006) studied use of portfolios by pharmacists in practice. Although they did not intentionally investigate issues relating to informal learning, one of their key findings has particular relevance, as they found that the role of informal, socialised learning was vital to the development of those within the pharmacist population they studied. 

As pharmacy was one of the professions that participated in the large study conducted by Becher (1996) into all aspects professional learning, the findings of his study are relevant. He found that the individuals involved in the study commented that new developments within their professional fields were driving their need to continue learning. To meet these needs they employed a range of learning methods, including attending taught course, interacting with other professionals, both formally, through networks and informally in their workplace and learning by doing or teaching. Becher suggests that there is a need for a wider view of CPD to be adopted, to recognise the range of learning in which professionals participate. He concludes that “all those … in the six professions studied…continue to develop in both practical and intellectual terms throughout their working lives.” (Becher 1996, p54).
Raise (2004), in his commentary piece on pharmacy and CPD, draws on literature from other professions and suggests that CPD provides the potential to recognise the range of informal learning opportunities in which pharmacists can be involved.

The studies discussed above demonstrate that pharmacists engage in a range of learning, including informal learning. What they do not provide is a rich description of the use of informal learning, and its importance, or otherwise, to the ongoing development of pharmacists. This thesis addresses this deficit in the literature, to add to the body of knowledge relating to pharmacists’ learning and development.

2.16   Summary

Whilst the literature relating to pharmacy education and learning is only just beginning to recognise the importance of informal learning to the ongoing practice of pharmacists, the literature derived from other professions offers an insight into the vital role of such learning in professional practice.

In particular, it highlights the importance of informal learning to the development of the individual and their practice, involving learning through experience, through interacting with others and through reflecting on practice. Developing expertise is shown to involve further learning, and the development of additional skills and attitudes, that can only be effectively achieved through informal, work based learning (Benner 1984).
Having now considered the extant literature and how this relates to the learning that pharmacists undertake in practice, the issues relating to the design and conducting of the study are considered in the next chapter, Methodology.
3 Methodology

As described in the introductory chapter of this thesis, in starting out on my PhD research, I came from an almost wholly quantitative positivist background.  

However, researching such facets of individuality, for example, as how someone learns, why they choose to use some of their learning and not other parts, and their feelings about their own practice and development, requires an approach that gives precedence to the subjective views of the practitioner.

So, it was necessary to question the way in which I had come to view the world, to question the quantitative approach to the world with which I was comfortable, and find a way forward that allowed me to explore the issues of interest. In doing so I realised that I needed to describe for myself, and others reading my research, how I now feel about issues of ontology, epistemology and methodology. It would be foolish to describe this as an easy process; it has at times been an emotional and difficult battle to overcome the approach that my education and experiences as a pharmacist to date have ingrained in me. Yet, after much struggling, much encouragement from my supervisors, and some exhaustive (and exhausting) reading I reached a point of being able to describe for myself, and others, what my underpinning ontological, epistemological and methodological beliefs are. 

My approach to my research is inherently and inexplicably affected by the views I hold about the world we live in, the nature of knowledge, and the methods by which we can answer questions about such issues. It is necessary for me to be explicit about these views, in order for the reader to form their own opinions of the research process I have undertaken. The following section discusses the constructivist view of reality and knowledge, which mirrors my view of the world in which we live and operate.

3.1 Constructivism

3.1.1 Ontology

I believe that there are multiple realities that can co-exist, an idea that the Matrix trilogy of films explores in true Hollywood fashion. The “multiple realities” that co-exist are realities which each person constructs, based on their own interpretations of the world around them. 

 Guba stated “reality can never be fully apprehended, only approximated.” (Guba, 1990).  Instead, in line with the social constructivist viewpoint, there are numerous views of the world, each constructed by individuals, and nothing is certain. As a researcher I cannot therefore seek to do more than to describe the phenomena under study from the viewpoint of my participants and me as the researcher, and in doing so I can seek to gain an understanding of the world in which we live and operate. 

The participants in my research have their own constructed view of the world and the phenomena under study, and I must allow their personal versions of the world to be represented and seek to minimise my own re-interpretation of their views (Lincoln & Guba, 1990). I must be aware that I “can not, and do not, enter the research process as empty vessels or as blank slates that the data imprints itself upon.” (Sparkes, 1992; Skelton, 1995). Instead I have my own experiences which have themselves formed my personal view of the world in which I live, and these may differ from those of the people involved in my research and from those held by society in general. 

For the validity of the research I wish to undertake, it is important that I allow others to represent their own truths, and not try to interpret them through my own experience. To achieve this I need to adopt the approach used in Husserl’s phenomenological reduction (Warnock, 1970), in which as a researcher one tries to put to one side what is known about something and, through the method Husserl calls “epoché”, free oneself from all preconceptions that are held about the subject under study. In this case I need to put aside what I already know and believe about the learning and development that pharmacists undertake once qualified. In this way, I aim “to preserve the integrity of the situation in which they are employed” (Warnock, 1970) and study the acts of consciousness that result in an individual coming to know something. If my methodology supports this epistemology, it should enable me to describe the process by which a given individual utilises different learning methods to enhance their work. In addition, or possibly alternatively, it might provide an explanation of the difficulties encountered when learning in practice and the nature of these difficulties for each individual.

The richness of data that the individuals can provide about their own experiences, and the very individuality of each pharmacist and their learning and development, is of primary interest in this study.

3.1.2 Epistemology

Inherently, the ontological position I adopt leads on to assumptions about epistemology; the ideas I have about how we gain knowledge and answer the research questions identified from the literature. 

In taking a constructivist stance to this research, I believe that individuals construct their own knowledge and create meaning from their own experiences. Underpinning this is my epistemological belief that reality is separate from experience but it can only be known through experience, and this means that it is inherently an individual and unique reality for each person.

Von Glaserfield (1984; 1996) proposed three underpinning epistemological tenets to constructivism, and a fourth has now been added by Doolittle (1999). 

1. Knowledge is not accumulated by passive means, but requires active cognitive effort on behalf of the individual

2. The process of cognition is adaptive; it alters and changes to help the individual to function in any particular environment

3. Cognition does not accurately represent reality, instead it organises and gives sense to the experiences that one has

4. Knowing had an underpinning biological and neurological construction, but is also heavily dependent on social, cultural and language based interactions (Doolittle, 1999).

However, constructivism is not a single theoretical position, instead it is a continuum that encompasses a range of types, and in each the tenets above take more or less importance. As I would place equal importance on the four tenets above, this aligns my thinking with the social constructivists, and I believe that knowledge is socially constructed and results from social interaction and language use, producing knowledge that is shared in nature rather than truly individual. 

Inherently then, the social context in which the individual operates plays an important role in what is considered important and constitutes “valid” knowledge, and binds the knowledge to a specific time and place.  

Following on from the social constructivist ontological position with which I have aligned myself, I reject the positivist definition of knowledge as definite, objective and communicable, seeing it instead as subjective and of complex character that does not reduce to formulaic representation. The knowledge held by an individual is located within their own meanings and their place within the society and time in which they live. The methodology chosen to complete this research needs to provide a method for accessing the individual’s experience, and acknowledge the potential effect of the social context in which the individual operates.

3.1.3 Structure and Agency

Within the discipline of philosophy there is an ongoing debate about the nature of the relationship between human beings and the environment in which they live.  The deterministic view is that the individual is controlled by their external environment; the structure of the social world governs their actions and they are not free to act as they choose. The opposing view is that the individual is autonomous and creates their own world through their actions upon it - they have agency over their world (Benton & Craib, 2001). As a social constructivist, I take the view that humans do have a degree of freedom, but they are not solely self determining. The social world within which the individual exists helps to shape, but may also constrain, their ideas and actions. This combination of the forces of structure and agency fits with my perception of the world in which we live. Although within my own life, and whilst working within the profession of pharmacy, I have the opportunity to determine some of my actions and develop my own ideas, I am constrained in these both by the explicit rules and structures of the professional society in which I work, and also by the implicit guidelines that have been instilled in me as I have grown up and developed as a professional. To ensure that the experiences of the individual pharmacists are fully understood it is also necessary to explore some of the contextual issues around the social world of the pharmacy profession, which form the social context in which they have occurred. In this way the research is bound to the context within the profession of pharmacy in place at this time. 
Having explored my own epistemological beliefs that underpin my research, there are also some specific philosophical works that I feel bear particular scrutiny as they relate to the nature of the research I have undertaken, and have helped to develop the approach I have taken to my research. The writings of two particular philosophers have influenced my approach to my research, those of Habermas  (Habermas, 1971; David & Kienzler, 1999; Benton & Craib, 2001)  and Schön (1983) and these are explored in more detail in the following two sections, before going on to discuss the approach taken to the methodology used in this research.
3.1.4 Habermas and Emancipatory Science
Within the research I am undertaking there are a number of underlying themes that fit well with the model of emancipatory science as described by Habermas (1971) from his background as a critical rationalist. 

Habermas suggested that knowledge can serve different interests. He combined the different approaches to knowledge and organised them in a pragmatic fashion to show their relationship to “human interests”.  

The technical interest was related to the positivist, scientific approach to knowledge, the practical interest with the interpretive approach, and the emancipatory interest to the critical theory approach, the latter involving “praxis” which is action informed by reflection that leads to emancipation. Within the research that I undertook there are threads that would tie in with this structure of knowledge, and I hope I have explored all three to some extent. 

There was a technical interest in my research because there is a statutory need for the profession of pharmacy to ensure that pharmacists continue to develop and learn in practice, and meet the requirements of continuing professional development (CPD). In doing so it is hoped that standards of practice will continually be improved, and that examples of best practice can be identified and shared.  Although I believe we need to value learning from a wide range of experiences and sources, I accept the need for the profession to change the subjective learning of each individual into “measurable” evidence of the CPD process. 

There was a practical interest in understanding the process that individuals undertake in order to learn and develop in practice, which can be explored by allowing the individual involved to express their ideas, thoughts and feelings about their development with reference to their own contexts and life experiences.

There was an emancipatory interest too. My possibly naïve hope is that in some small way this research might be used to enhance the recognition of the multitude of ways in which pharmacists learn and develop, and to potentially encourage relevant learning opportunities to be made available for them. I also hope to encourage recognition of the effects of and constraints placed upon pharmacists by the adoption of the CPD system implemented by the RPSGB. 
Whilst it is important to be clear about the epistemological beliefs underpinning my research, I am also aware that the research is studying the learning and development of pharmacists. The data offers insights into the value that the individual pharmacists place on certain types of knowledge and the ways in which they try to answer their questions that arise from practice. I am therefore to some extent finding out something about their underpinning epistemological beliefs.

Indeed, in deciding to research issues around the use of reflective practice, I am studying a way in which we come to gain knowledge, so am studying an epistemological approach. Donald Schön (1983), who introduced the concept of the “reflective practitioner”, suggests reflective practice as an “epistemology of practice”. 
3.1.5 Reflective Practice as an Epistemology

The concept of reflection was introduced by Dewey (1933)and developed further into reflective practice for professionals by  Schön (1983)(see section 2.12.4). Schön felt that the traditional epistemology of practice for professionals, which he refers to as “traditional rationalist”, was very positivistic, and he felt this no longer allowed professionals to solve messy practice based problems. Instead he proposed a new epistemology of practice; reflective practice, acknowledging that tacit knowledge enhances practice for a professional.

In deciding to study this area of educational research, I am making an assumption that the epistemology of reflective practice proposed by Schön is valid. There has been much comment and debate over his ideas within education and beyond, and the details of what he proposes are sometimes unclear within his work; yet the principles of reflective practice are incorporated into the practice of many professions, and also form an integral part of the education of undergraduates in our education system, through the Quality Assurance Agency’s (QAA)  inspection processes (2006). 

I believe that there is more to practising as a pharmacist, or indeed as a professional in many other fields, than simply applying gathered knowledge and evidence to a problem in order to produce a solution. I would concur with Schön’s opinion that there is another way of learning and practising that many people utilise, and that reflective practice has validity as an educational approach.  My previous experience would support this, as I have seen many students and practising pharmacists benefit greatly from undertaking reflective practice, and would also support the idea that there is more to practice than simply the positivist application of proven knowledge.

I believe that there is a mixture of the two approaches to knowledge and learning brought to bear on each situation that a practising individual encounters, and neither should be rejected in favour of the other. Instead I feel that a combination of technical rationality and reflective practice are what those practising the “art” of pharmacy manage to combine to produce their most effective performance. I do not want to question or undermine the validity of the knowledge based components of pharmacy as a profession, but wish to also investigate this alternative and complementary learning method, which I feel has the potential to greatly enhance a pharmacists practice. Inherently, reflective practice is part of my own personal epistemology of practice.

3.2 Data and Method

Having determined that a qualitative approach, from a social constructivist viewpoint, would allow me to represent the views of the individuals involved in a way that values their individual experiences, the next concern was to select a method of collecting the qualitative data that would be appropriate for the data required to answer the research questions. 
Choosing a research method requires the various possible methods to be compared and a decision taken as to which offers the greatest richness of data to explore, in appropriate depth, the phenomena of interest. With respect to looking at the learning and development of pharmacists, a number of sources of potential data exist. These might include accessing data in written records that pharmacists and organisations keep about the training and development they have undertaken, from certificates for training courses to their own continuing professional development records, or observing pharmacists at work. All might offer the opportunity to note their behaviours and attitudes to give an insight into their development. Recording and transcribing their interactions with others around them might also have offered the opportunity to gain insight into their learning at work. 
However, although all of the above were considered during the initial planning phase of the research, they were discounted as the primary source of data due to their limitations. For example, observing someone’s work on a day to day basis might provide some idea of the pharmacist’s ongoing practice, but would not allow data to be gathered on how they had learnt such skills and knowledge. In addition, it would not necessarily allow exploration of the way in which others were involved in learning, without possibly very prolonged periods in the field, which were, in terms of this research study, simply not practical. 
Other issues also made such a study less feasible, not least of which would be gaining access to the pharmacist’s place of work, and ethical considerations of the patients’ right to confidentiality in their dealings with pharmacists. Documentary analysis was considered, but in discussions with other pharmacists and in my own experience, the records currently kept by many pharmacists are focused on the formal training they have undertaken and some CPD records for the RPSGB. It was decided that analysing CPD might add some interesting data to the research, but was unlikely to provide data that was rich enough about learning occurring in the practice context. 
3.2.1 Interviews

“The purpose of the qualitative research interview is to contribute to a body of knowledge that is conceptual and theoretical and is based on meanings that life experiences hold for the interviewees.” (DiCicco- Bloom & Crabtree, 2006, p314).
The data collection method that seemed to offer the best possibility of capturing rich data, within the context of practice based learning, was interviews. There are a number of advantages to the interview method. Firstly the individual is able to express their own views and opinions in their own words, and to represent the phenomena in a way that has meaning to them, whilst hopefully allowing them to reflect on their learning as they talked, to encourage them to gain further insight into their experiences. Secondly, the interview process offered me, as the researcher, the opportunity to seek clarification and further detail from the pharmacists and to challenge their statements where appropriate, to encourage further elucidation of the issues.

Interviews can then be sub-divided into structured, semi-structured and unstructured approaches, and also there are focus group approaches, which offer the possibility of group responses to the issues of concern. 

Structured interviews did not appear to offer the flexibility to capture the individual pharmacists’ own experiences, and I was concerned that it would force all the interviews down a very specific pathway, that might not allow the pharmacists to express themselves as they would choose. At the other end of the spectrum, the use of unstructured interviews may allow the interviewee more freedom in the direction in which the interview goes, but may lead to the areas of interest not being addressed within the interview time period, thus wasting both the pharmacists’ and my own time if the data did not allow me to address the research questions. Semi-structured interviews were chosen to allow the pharmacists to respond with as little or as much detail as they felt appropriate; whilst using the semi-structured approach ensured that the interview covered all the areas of interest to the researcher but allowed the flexibility to pursue areas of particular interest and relevance to each interviewee. The semi-structured interview “seeks to explore the meaning and perceptions to gain a better understanding and/or generate hypotheses” (DiCicco- Bloom & Crabtree, 2006) and therefore suits the aims of this study.  

In conducting semi-structured interviews, it is necessary to give some consideration to the status of the data that is produced as a result. Should interview data be viewed as a factual & accurate representation of the situation or as simply an interpretation or narrative produced by the individual’s cognitive processes? 

Given the social constructivist stance that I take in relation to this research, I believe that people create and maintain meaningful worlds. Interviews therefore provide access to the meanings people attribute to their experiences and social worlds (Miller & Glassner, 2004). Although interviews have been criticised as only allowing the researcher to access tales that the interviewee creates in that situation (Goffman, 1959; Dingwall & Miller, 1997), the creation of “deep mutual understanding” is seen by others as the way in which the interview situation can be used to gain knowledge of the larger outside word of the interviewee (Miller & Glassner, 2004).

Inherently though, the representation of the individual’s world in words means that it is not possible to take them simply at face value; the narrative itself must be seen as a representation of the individual’s constructed world.  What interviews do allow one to do as a researcher is to gain a glimpse of the underlying social world in which the interviewee operates.

Whilst the interaction between an interviewee and myself may produce a particular version of a story, the interaction between the same interviewee and another researcher may have produced something quite different. The differences may be due to factors such as the trust created during the interview and the shared background or differences between the interviewers and interviewee. Reissman (1993) says that “the story is being told to particular people; it might have taken a different form if someone else were the listener.”
Within any situation there may also be issues of power differences, be these real or perceived, and these may exert an effect on the interview and the data derived from it. This thesis needs to be sensitive to these, and I have attempted to explore such issues below.

Inherently then, the role of the researcher within the interview process, and the possible effects on any data produced, also need to be acknowledged. In particular, my professional background as a pharmacist, undertaking research into others from the same profession, may have a role in the process of the interview which needs to be recognised. Whilst some talk about the advantage of understanding the situation of the interviewee in allowing the right questions to be asked in the appropriate way (Miller & Glassner, 2004), others point out that social distance may carry its own advantages; it “may elicit explanations that are assumed to be known by someone with insider status.” (Taylor, Gilligan & Sullivan, 1995). What is very important as an “insider” researcher is that I am aware of the shared understanding that I have with the interviewee, and that I use this to help build mutual trust, but I have to guard against assumptions based on this shared knowledge. Making such assumptions may lead to me not recognising the need for some phenomena to be fully explained in the interviewees’ words, to ensure that I understand their use of this term or idea, and do not force my own understandings onto their narrative.

It is also important to remember that the research participants do not only experience and undertake learning and development because of the interviewing process; they and others who take no part in the research process are undergoing and undertaking learning and development on an ongoing basis. The research is intended to get some measure of this, and how it occurs in a few individuals.

The information that an interviewee decides to share about themselves in the interview situation can in itself provide valuable information to the researcher about that individual and the way in which they wish to represent themselves in the interview situation. 

“We take it that two persons can communicate their perceptions to one another knowing full well that there are both structures and pollutants in any discussion, we chose to study what is said in that discussion.” (Glassner and Loughlin 1987, p33 quoted in Miller & Glassner, 2004).
Whilst some criticise interviews for their subjective nature (Silverman, 2004), the social constructivist stance of this research means that such subjectivity is valued. In adopting a reflexive approach and being aware of the need to be objective in my analysis and descriptions I have endeavoured to value the individual’s subjective personal experiences and to be true to the meanings they intended (Charmaz 1995 quoted in Silverman 2004). 

3.3 Sampling

Having chosen to begin this research with a series of individual interviews with pharmacists, it was then necessary to identify suitable interviewees and recruit them into the study. Early on in the study design I had made the decision to include pharmacists from all practice backgrounds. As pharmacists can move easily between areas of practice in the UK, many individuals have worked in more than one such area, and these will all have had an effect on their approach to learning and development, as they will have developed their underlying schemata which throughout their careers, guide learning and their decision making about their learning. It would therefore be impossible to attribute certain approaches to learning specifically to an area of practice, as the pharmacist may have been influenced by one or more areas. In wanting to value the individuality of each pharmacist’s experiences, I must also accept that their backgrounds are individual too, and these will influence their learning.

In order to recruit pharmacists into the study, a number of possible approaches were considered. The first was to approach the RPSGB, and use their mailing lists to make contact by letter with registered pharmacists within the East Midlands region; however, this approach was rejected due to the costs involved in such an undertaking. The second idea was to contact individuals through their place of work, but this raised issues around the need for NHS ethics approval in a number of hospitals and PCTs, and there was concern that this might prove to be a lengthy undertaking that would leave little time for the research process. Instead I used the contacts I had made through working as a locum pharmacist in the area, and through colleagues at the University, to try and identify suitable individuals. These individuals were then approached directly, either by e-mail or telephone and asked if they would be willing to participate in the study. If they expressed an interest, then they were sent a copy of the information sheet for the study (see Appendix 2). A few days later, having allowed them time to read through the information and think it over, I re-contacted them to answer any questions they had, and to try and arrange a time and venue for the interviews. They were also then sent a copy of the Participant consent form to read and sign. This approach recruited 18 of the 23 individuals. These individuals came from a variety of practice backgrounds and different organisations, and the sampling seemed to be successful in achieving a reasonable cross section of the pharmacists population. However, I was concerned that there was only one male pharmacist included in the sample at this stage and that there were no individuals aged over 45 years included. A purposive approach was then adopted to recruit individuals fitting these parameters, and I gained permission to speak to the local Nottingham RPSGB branch meeting, and specifically asked to recruit men and anyone who was aged over 45. As a result of this, five more individuals were recruited, four men and four aged over 45 years. 

In the initial phase of the study, 6 interviews were undertaken, and after each the transcripts and process were discussed with my supervisors, to help me develop my interview technique, as I had previously not conducted interviews for research purposes. It also allowed me to assess how long was required for the interviews. I was then confident that I had developed a style of interviewing that was building trust and allowing the individual to freely express their views, whilst still managing to ensure that the topics of interest to the study were covered. 

The recruitment and interviewing of the pharmacists occurred between November 2006 and March 2007.

Table 3 summarises the main demographic characteristics of those who participated in the interview phase of this study and figure 9 presents the recruitment process, and shows the number of interview participants recruited at each phase.
Only two pharmacists who were approached declined to take part, one due to lack of time, another as she was about to go on maternity leave, and a third pharmacist cancelled the interview after being involved in a major road accident.

Table 3: Demographic data for the pharmacist interviewees

	Pharmacists involved in the interviews
	
	N=23

	Gender
	
	

	
	Male
	6

	
	Female
	17

	Age
	
	

	
	22-30
	6

	
	31-40
	7

	
	41-50
	5

	
	50 +
	5

	Employment (current)
	
	

	
	Community pharmacy, employed as:
	
	12

	
	
	Owner proprietor
	1

	
	
	Employee manager
	7

	
	
	Locum
	4

	
	Hospital pharmacy
	5

	
	Academia
	3

	
	Primary care
	3

	Additional roles
	
	

	
	Academia
	2

	
	Primary care
	1


Figure 9: Diagram showing recruitment process for interview participants
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3.4 Conducting the interviews

Having chosen the method best suited to gain data about pharmacists’ learning and development, and having considered the issues of participant recruitment, the issue of the development of an appropriate interview schedule needs to be discussed along with the process of conducting the interviews. 

It became apparent that most of the pharmacists preferred to be interviewed away from their place of work, and so private offices at the University of Nottingham, and on occasion at De Montfort University, where I still work part time, were used as a neutral place in which to conduct most of the interviews. Two community pharmacists were interviewed at work during what they suggested was a quiet time; in one case a second pharmacist took over from the individual to allow the interview to take place, but in the second there were various interruptions, which interfered with the flow of the interview and made it very disjointed. In each of these cases the interviews were conducted in their private consultation rooms to try and ensure confidentiality was upheld. One pharmacist was interviewed in their home at their request, but this was someone with whom I was very familiar, and I was happy to undertake the interview in that location.

The initial interview schedule was developed using the research questions that arose from the initial literature review, and also as a result of discussion of my ideas and thoughts with peers within the University department. 

Considerable thought was given to the content of the interviews, and in particular, whether the use of video vignettes within the interview might encourage the pharmacists to talk more freely about their learning. The vignettes would show a pharmacist conducting part of their daily work, and would have been used to allow the pharmacists being interviewed to critique what they observed in the vignette and then to describe how they might approach this differently and how they felt they had developed such skills. However, I was concerned about the “falseness” of such vignettes, as people are very perceptive if the situation is acted and not real, and I was concerned this would interfere with them using it to inform our discussions. In addition, finding a situation to use in the vignette that was relevant to all the pharmacist participants would also have been very difficult. After discussing this approach fully with my supervisors we decided that the vignettes may not provide any great advantage over talking through the individual’s own experiences and indeed might be disadvantageous for the reasons discussed. 

The schedule used in the initial 3 interviews aimed to explore the learning experiences of pharmacists in practice, the factors which influence such learning, and the use of reflective practice by pharmacists. As a result of the review session with my supervisors, the next 6 interviews also included a discussion of the key skills the pharmacists felt were vital to their own individual professional practice, in order to explore the processes by which they felt they had gained such skills. Later on in the series of interviews, and as a result of identifying a theme in the data, and reading further literature around this area, the influence and roles adopted by other people in their learning was also explored in more depth. Such an emergent design allows the researcher to explore themes and categories of interest that are identified in the earlier phases of the research process. The final interview schedule is shown in Appendix 3.
To encourage the pharmacist to talk through the people they felt helped their learning at work and the ways in which they helped them, the interviewees were asked to draw a diagram that showed the people that supported their learning in relation to themselves at the centre of the diagram. Examples of these diagrams are show in Appendix 4.
Having conducted the initial six interviews, it appeared that a one hour interview offered enough opportunity to explore the areas of interest in some depth, and the pharmacists were asked to allow this time for the interview. In fact the shortest interview lasted 32 minutes due to the pharmacist’s reticence in discussing their development in any depth, and the longest nearly two and a half hours. The variation depended on the pharmacist’s availability and also their willingness to expand in some detail on their views and experiences.

3.5 Recording and transcribing 

All the pharmacists interviewed gave permission for the interview to be recorded, and this was done using a digital recording device which offered the convenience of being very small and compact to carry and unobtrusive in the interview, and also enabled the management of the recordings as MP3 files, which made the process of transcription on a computer more convenient.

Following each interview, I made brief notes about the interview, including the way in which I felt it had gone, the attitude of the pharmacist involved, and any other things of note related to the interview process.

Transcription was then undertaken promptly to ensure that the interview was still fresh in my mind, and I transcribed all the interviews personally. Although this is a time consuming and laborious process, it had a number of advantages over asking a third party to transcribe the data for me. Firstly I was able to add in comments about the interview as I transcribed, particularly about the individual’s body language and emphasis; secondly I could often remember what had been said if there was a section of the recording that was not as clear, due to background noise, and thirdly it enabled me to get very close to the data, and begin very early in the research process to identify themes and categories that were of interest.

3.6 Documentary analysis

Having completed ten of the individual interviews with pharmacists, and undertaken an initial analysis of the transcripts, one theme that emerged related to CPD and the method of recording CPD that the RPSGB has adopted. Most of the pharmacists interviewed had stated that they were recording CPD, and so it was decided to approach a small group of these pharmacists to ask if they would be willing to share some of their written CPD records with me, to enable documentary analysis to be conducted on these. Using additional data sources to confirm findings from research enables triangulation to occur, adding to validity and reliability of the research findings(Murphy & Dingwall, 2003). 

Six of the pharmacists were contacted in writing to ask if they would share their records with me – all had been asked if, after their interview, they would be willing for me to contact them for further information if needed and all had agreed to this. After two weeks a reminder email was sent to the pharmacists, after which one forwarded five of their CPD records to me. No other records were received – two pharmacists said they did not have any written records, two said they would send them at a later date, and one did not respond. It is difficult to know if the poor response was due to the pharmacists being unwilling to share their personal records with me, although all had been forthcoming in the interviews, whether they overlooked forwarding them to me or if they did not have records to share. It did suggest to me that there were issues around CPD that I should investigate further using an alternative method.

3.7 Focus groups 

As the documentary analysis of the pharmacists’ CPD records proved to be untenable, it was decided to use a focus group to explore issues around CPD and the documentation of CPD with the pharmacists. Focus groups offer the researcher the opportunity to utilise the benefits of group interaction and discussion to explore a topic of interest in detail and produce a large amount of rich data within a limited time. Bellenger, Bernhardt & Goldstrucker  (1976) commented that the give and take interaction that occurs between participants and facilitator within a focus group leads to responses that are relatively spontaneous. 

Focus groups and interviews are often used as complementary methods; focus groups may be used to discuss broad concepts and help generate themes that can be investigated further in interviews, or as in this case, they may be used to focus on a specific area of interest in the data from the interview phase.

As the aim of this part of the research was to explore in more depth the issues around the use of CPD and reflective practice by practising pharmacists, focus group methodology is particularly useful, for, as Morgan (1988) comments “focus groups are better suited to topics of attitudes and cognitions…” than other techniques such as participant observation.

An additional participant information sheet was prepared for the focus group phase of the research, covering information about the purpose of the focus group, how it would be conducted, and issues of confidentiality. The information sheet was sent, with a letter, to ten pharmacists, eight of whom had been interviewed in the first part of the research project. The eight pharmacists who had previously been interviewed were selected due to their interview transcripts, as people who had a particular interest or strong views relating to CPD. The other two pharmacists were known to me and invited to participate due to their knowledge relating to CPD. Of these ten pharmacists, seven expressed an interest in participating, and all seven attended the session which was held in the School of Pharmacy, University of Nottingham in July 2007. 

Table 4 shows the demographics of the pharmacists participating in the focus group and Figure 10 represents the sampling method that recruited the participants.

Table 4: Demographic data for the focus group participants

	Pharmacists involved in the focus groups
	
	N=7

	Gender
	
	

	
	Male
	1

	
	Female
	6

	Age
	
	

	
	22-30
	1

	
	31-40
	1

	
	41-50
	3

	
	50 +
	2

	Employment (current)
	
	

	
	Community pharmacy, employed as:
	Employee manager
	1

	
	
	Locum
	2

	
	Hospital pharmacy
	3

	
	Academia
	1

	Additional roles
	
	

	
	Academia
	2


[image: image9.png]Participants Participants

recruited from recruited through
interviewees personal contact
N=5 N=2

Total focus
group
participants
N=7





Figure 10: Diagram showing recruitment process for focus group participants

The role of facilitator is vital to the success of a focus group; the facilitator needs to control the scope and range of the discussion, ensuring all the relevant areas are covered, and also try to ensure that all the participants are able to contribute in the discussions (Kreuger & Casey, 2000). Having an observer sit in and take notes on the discussion, the atmosphere and the behaviour of the focus group participants can also add considerably to the quality of the data produced. It was decided that one of my supervisors, Professor Claire Anderson, would facilitate the group for me, which provided me with the opportunity to observe the discussions and interactions and concentrate on the emerging data as the group progressed. A question guide was developed to ensure all the areas of interest would be discussed (see Appendix 5).
With the permission of the pharmacist participants, the focus group was digitally recorded, using two recorders to ensure full coverage of the round table discussions. With numerous voices recorded on the digital recordings, it is sometimes difficult to determine who has said what, and so the focus group was also videoed to enable accurate attribution of quotes. 

The attendees were offered light refreshments before and during the focus group and the discussion lasted for approaching 2 hours. The group needed very little input from the facilitator, moving quite naturally through the areas of interest as the focus group progressed, and all the pharmacists had the opportunity to participate. 

At an appropriate stage towards the latter part of the focus group, the pharmacists were given a synopsis of a paper by Austin et al (2003) which related to the Ontario method of ensuring competency to practice. The use of the synopsis produced further interesting discussions around the topic of linking CPD to registration rights, and the paper itself is used as a case study in the discussion section of the thesis (see Appendix 6 for a copy of the scenario used).
3.8 Analysis

In trying to ensure that the process of conducting the research is as transparent as possible, as well as considering the issues of method, sampling and conducting the interview, the process of analysing the data produced is vital.

The data collected in the study amounted to 23 hours of interviews and 90 minutes of focus group discussions. It is therefore essential to condense such a large volume of data into a more manageable amount that allows in depth analysis to take place. Blaikie (2000) refers to this as data reduction, and it is necessary to allow the emergent themes and concepts and possibly theories to be identified.

Qualitative analysis is often guided by one of two main analytical approaches, and although neither was used fully in this analysis, principles from each were used to help conduct appropriate analyses. 

The first of these is analytical induction (Lindesmith 1947), in which a hypothesis is identified, and then data is gathered to either confirm the hypothesis, or deviant cases are found which lead to a new hypothesis being put forward, and so on. Due to the nature of the research being undertaken, which is very much exploratory in nature, the testing of a hypothesis was not possible; deviant cases, however, were identified and an explanation sought that would explain the reason for their occurrence. Examining deviant cases increases the validity of the research, and issues of validity are explored in a later section of this chapter.

The principle of theoretical sampling was used to guide the sampling process in response to the emergent data, ensuring an iterative process with the sampling and recruitment of pharmacists in the latter part of the research being informed by the earlier data.  In addition, the principle of theoretical saturation was also adopted; pharmacists were recruited and interviewed until no new themes were being identified from the data, and the existing identified themes were saturated with data. 

The constant comparison method is used to help to systematically identify, define and refine the theoretical categories emerging from the data (Searle 1999). Such an approach ensures that the data is sensitively examined to identify emerging themes and ideas, and that connections between themes are identified in an ongoing, iterative process. 

To achieve this, the transcripts from the initial three interviews were read, and emergent themes identified. A coding framework was then developed to support these themes and capture the appropriate data (see Appendix 7 for a sample section of the coding framework). The interview transcripts were coded using the framework. As further interviews were conducted, the transcripts were once again read and the existing codes were reviewed in light of the new data. New emerging ideas and themes were identified and the coding framework amended if necessary. The interviews were then coded and this cycle was repeated until all the interviews had been completed.
The same process was also used for the focus group and the transcript was coded using the same coding framework as the interviews. New ideas and themes were identified and added as necessary.
The data was analysed using computer aided qualitative analysis system (CAQDAS) utilising the NVivo™ programme, as this facilitated the management of the data, and enabled codes and themes to be recorded and described in detail during the process of data analysis. 

3.9 Presentation of the data

Having analysed the data, consideration then had to be given to how the data could be best presented for the reader. In coding the transcripts of interviews, the researcher needs to realise that they are fragmenting the picture that the interviewee has created and presented, and this may in itself alter the meaning which can be drawn from this individuals’ narrative. The risk of “anecdotalism” is ever present and needs to be resisted (Silverman, 2001). Care is therefore required to ensure that the extracts used contain enough data to ensure the context the individual is representing is also apparent.

Ensuring that the themes which emerged in the data are shown in the extracts that are used in the thesis is also a challenge, and requires a balance to be sought between utilising large extracts of the interview transcript, and brief quotes that may not truly represent what was intended by the pharmacist being interviewed. In this thesis, where possible extracts are used to demonstrate the emergent themes, although in some cases it has been necessary to reproduce only parts of the ongoing dialogue in order to prevent the pertinent parts being lost within it.

Where quotes are used within the thesis to illustrate the emergent themes, they are attributed to the pharmacist that made them by the use of either the letter I for the interview participants, or an F, for those involved in the focus group, followed by a number that relates to each individual. When more detailed case studies are presented, the names used within the text have been changed in order to maintain confidentiality.

In presenting the data, and summaries and theoretical abstractions made from such data, it is necessary to consider how qualitative data might be evaluated and judged to be of suitable quality or “credible” (Silverman 2001). Issues relating to validity and reliability are therefore considered in the following section.

3.10  Validity and reliability

In undertaking a reflexive look at the development process for the research project and the methodology, it is important to consider issues relating to the quality of the research finding; there needs to be a way of assessing the “extent to which claims are supported by convincing evidence.” (Murphy & Dingwall, 2003). To achieve this aim I have chosen to use the concepts of validity and reliability. Although these two terms have traditionally been associated with quantitative research, they are increasingly being seen as being important concepts in qualitative research as well as they assess the objectivity and credibility of the research (Silverman, 2001). 
Validity relates to the honesty and genuineness of the research data, whilst the concept of reliability relates to the reproducibility and stability of the data, and they can be specifically related to issues in qualitative work.

3.10.1 Validity

Validity in the research process involves taking steps to ensure that the data that is collected is an accurate reflection and representation of the phenomena being studied. Within the discussion of the use of interviews earlier, the point was made that the data which the interviews produced cannot be argued to be representative of a “truth” but is the result of their interpretation of their own experiences, and the interaction with the interviewer.  As Hammersley (1990) comments:

“ I believe that we can never be certain about the truth of anything, not even in the natural sciences or in our own personal lives. On the other hand, there are many things about whose truth we are very confident and about which we have every right to be confident.” (Hammersley1990 p59).  
What validity seeks to do is ensure that the confidence in the research findings is well placed.

Commonly, validity can be substantiated by the use of a number of techniques (Murphy & Dingwall, 2003), the first of which is triangulation (Denzin, 1970).

Triangulation involves using two or more methods to study the same phenomena, in order to “limit error by increasing the comprehensiveness of the study and thus the likelihood that negative evidence will be uncovered.” (Murphy & Dingwall, 2003). In this study, the initial plan was to use three methods to study pharmacists learning; the first was the semi-structured interview, the second documentary analysis of the CPD records, and the third the focus group. Unfortunately, as discussed previously in this section, it was only possible to conduct the interviews and focus group, but the two data sets allow for some differences in the emerging data to be determined and these are then discussed within the analysis, hopefully enriching the analysis in the process (Murphy & Dingwall, 2003).

The second method used to increase validity is to ensure that contradictory evidence, or deviant cases, are sought out, examined, and accounted for in the analysis. Such a process helps to ensure that the potential bias of the researcher does not interfere with and alter their perception of the data and the insights it offers. Within the analysis chapters of the thesis, the data that was in opposition to that provided by the majority of the pharmacists is accounted for, and an attempt is made to relate it to the existing literature in order to offer account for these deviant cases. For instance, one pharmacist in particular showed a very independent approach to his learning and development, with very little involvement of helpful others; in examining this further it appears that his early career experiences with other pharmacists may have contributed to his self reliant style

The third of the techniques utilised is respondent validation (Murphy & Dingwall, 2003). Respondent validation involves allowing the participants to read through the data and analyses and then provide feedback on the researcher’s interpretations of their narratives. This provides the researcher with a method of checking for inconsistencies in their interpretations and offers the opportunity for them to challenge their assumptions and re analyse their data.

In the initial interviews, all the participants were offered the opportunity of reading through their transcripts once complete, but all declined the offer, with several commenting that it would be uncomfortable to read their own words. They appeared to be unconcerned about the content of the data and the way in which they were represented within it.

In latter interviews therefore, I took the decision not to make this offer, but instead offered to provide the participants with the outcomes of the research and notify them of any publications that might ensue, and most participants accepted.
The fourth method is to use constant comparison to help in the coding of data and to develop the emerging themes. This approach offers the researcher a way of treating the data in a comprehensive manner, as a whole rather than fragmenting it, and the ongoing sampling process can then be informed by the concept of theoretical saturation, as discussed earlier in this chapter.

In the initial stages of coding, open coding was used, to produce ideas that could inform the ongoing interview process, and then as the analysis continued, the interrelationships between the codes were examined. For example, initially experiential learning was identified as a method of learning that pharmacists undertook, but found very difficult to elucidate. As the analysis continued it became apparent that the pharmacists all utilised reflection and that this was the specific way in which their experiences influenced their practice. 

The fifth method, theoretical saturation, was also used to develop a sampling structure which ensured that pharmacists were sought who might be able to provide further insights into the emerging themes. It also provided a way of determining when adequate data had been gathered and no further new emergent themes were occurring.
3.10.2 Reliability

Reliability is defined by Kirk and Miller (1986) as “the degree to which the finding is independent of accidental circumstances of the research” (1986, p20); in other words could we expect to find the same finding if we repeated the research, and could the study be repeated in terms of design and sampling procedures.

Reliability can be split into two main components, external and internal validity. External validity relates to the processes of data collection and the use of tools to aid analysis, whilst internal validity relates to factors such as the extent to which there is a consistent approach to categorisation that could be replicated by another researcher, and the same conclusions drawn from the data (Hammersley, 1992). 

In this thesis, there has already been discussion of some of the components that form a measure of external reliability; earlier in this chapter the sampling, data collection methods, and analytical processes were described in detail to provide a transparency to the research process that would aid another researcher in repeating the study. In addition, the introductory chapter included a discussion of my own experiences and the context in which I undertook this research, and the literature review set the research in to the context of the extant literature, all of which contribute to the transparency of the research process. 

A number of approaches were used to try and ensure internal reliability. Firstly, in utilising the narrative data, I tried to ensure that the quotations used and summaries made of the data did not truncate the data and alter the meanings conveyed in the words of the participants.

The quality of the recordings of both interviews and focus groups are vital as these are the raw data used in this thesis and are therefore important to the reliability of the research. The accurate transcription of the data provides the researcher with an exact copy of the interaction that occurred, and removes the risk that interpretation has altered the raw data. After the interviews had been transcribed, which I undertook myself, and the initial analysis had been completed, I returned to the interview recordings, and listened to them once more, without the transcripts in front of me, to ensure that in my analysis and interpretation I had conveyed the meaning and emotions that the pharmacists’ had portrayed.

Secondly, the transcripts and recordings of each interview were referred to numerous times throughout the analysis, as new codes were perhaps identified in later interviews, and I returned to the earlier interviews to ensure that I had not missed the occurrence of these phenomena in the earlier transcripts.

In addition, as I conducted the research and undertook the analysis of the data, I had to take steps to ensure that I gained other people’s perspectives on the data. To this end my meetings with my two supervisors provided the means for me to discuss the data and the structuring of the presentation of the thesis, effectively providing a peer review process (Le Compte & Goetz, 1982).
Ensuring that the processes discussed in this section were in place throughout the research, has ensured that due consideration has been given to the issues of validity and reliability. The themes and theoretical ideas that will be discussed in the following three chapters have therefore been the result of a robust and sensitive approach to the research process.

3.11  Research Ethics

Ensuring that any research study is conducted in an ethical manner is vital: to ensure that the research is conducted appropriately and that the participants are not put at risk.

From an early stage in the planning of the research project, ethical issues were given due consideration. As previously mentioned, an information sheet was written for prospective pharmacist participants, which provided them with information on the aims of the research, how it was to be conducted, what was involved in participation in the study and how research findings would be disseminated.

In conducting interviews, and describing situations in which they had found themselves learning at work, it was likely that the pharmacists might mention the names of other colleagues and people involved in the situations. The participating pharmacists were all asked to try and leave out such details from their accounts, but where such information was included, the data was anonymised on transcription. Similarly the names of places of employment and any geographical references that might aid in identifying the individuals who participated in the research were removed on transcription.

To protect the identity of the pharmacists who participated in the focus group, the initial invitation letter stated that they were asked to not discuss with others the focus group and what had taken place within it, and this advice was reiterated at the end of the focus group session.

Also of concern was the possibility that the pharmacists might feel they had been put under pressure in the interview situation or examined on their learning to date. In conducting the interviews it was necessary to sometimes probe further into a pharmacist’s answer to try to challenge their thinking about their own learning and development and how this occurred. In the initial group of six interviews the pharmacists were asked afterwards if they had felt under pressure or uncomfortable about any aspect of the interview. Each time the pharmacists reported that they were happy with the way in which the interview had been conducted. As part of the information leaflet given to all the participants before they agreed to participate, contact details of the Pharmacy Practice Ethics Committee were included in case the pharmacists later decided that they wished to make a complaint about any aspect of the research process. No such complaints were received by the committee. As part of the ongoing reflexive process I adopted in undertaking the study, the way in which I conducted the interviews and the responses that were elicited from the participants were an important focus for ongoing scrutiny.

Due to the nature of the way in which I recruited pharmacists for the study, most were aware that I was myself a pharmacist; for those who were not sure and asked me during either the initial contact about the interviews or during the interview itself, I answered honestly and confirmed that I was part of the pharmacy profession too. Again the influence that my role as researcher and pharmacist may have played required constant monitoring throughout the research process, and is dealt with in more detail in the earlier reflective chapter of the thesis.

Ethics approval was sought from the University of Nottingham’s Pharmacy, Health and Society ethical review process to conduct a series of interviews with qualified pharmacists. Approval was granted in July 2006; two later amendments were made, the first in Feb 2007 to seek consent to ask the pharmacists to provide CPD records for documentary analysis and the second in March 2007 to gain consent for the focus group.
3.12  Confidentiality

In the interests of confidentiality, the recordings of both interviews and focus groups were held on a computer at home, to which I have password access, and copies were held on CD ROM at the university in a locked filing cabinet, to which only I have access.

All data which might aid in the identification of participants was removed before analysis, and will not be included in any report or publication. In the analysis, where names are given to those individuals used in the case study illustrations, these are not the real names of the participant pharmacists.
3.13  Dissemination of findings

The research was undertaken with the intent of producing a thesis for submission for a PhD, but it is also important to try to disseminate research results to both the wider academic community and the pharmacy professional community. Various aspects of the research have been reported to a wider audience in the form of peer reviewed posters and oral presentations at conferences and peer reviewed publications. I intend to produce further papers for publication in the future to ensure that the findings of the study are disseminated to audiences who might find they inform their own research and practice.

Having now reflected on and critiqued the choice of interview and focus group methodologies to explore the research questions for this study, the following three chapters present the data relating to the three main themes that emerged from the rich data gathered: the methods pharmacists utilise to learn and develop in practice, the role of helpful others in their learning, and their views and attitudes on CPD and the RPSGB recording system. The first of these chapters looks at how pharmacists perceive that they learn and develop in practice, and what their accounts offer as insights into this process.
4 Pharmacists’ learning in practice

4.1 Introduction:

The purpose of the next three chapters is to present the data analysis in this thesis, in order to address the original research questions:  

1. How do pharmacists learn once qualified and practising? 

2. From whom might pharmacists gain support in their learning? 

3. Do the existing models of CPD allow pharmacists to capture their ongoing learning? 

The experiences and narratives of the pharmacists interviewed are used to illustrate the key findings, and the ideas gained from and theories described in the extant literature, are examined in the context of the learning in practice of qualified pharmacists. In addition, the way in which these learning methods interact to support pharmacists’ ongoing learning and development is explored.

Undertaking this research allows the contextual experience of the individual pharmacists to be valued and gives a more complex understanding of the phenomena of informal learning specifically relating to pharmacy and pharmacists. Previously in the literature, specific areas of learning have been researched, often in the undergraduate population, and these leave more questions open than they answer about how learning occurs outside the walls of an academic institution. 

The pharmacists interviewed provided descriptions of their learning, in some cases specifically referring to the way in which they believed they learnt, and in others by providing narratives of situations that had occurred in their practice or experiences that had provided them with a learning opportunity. From these, and using extracts from the transcripts for illustrative purposes, it is hoped to explore the range of learning that pharmacists undertake, recognising that for each the path of learning and development is different, and that the data provides only a snap shot in time. Future experiences and learning may be influenced by many factors both within and without the individual and their practice context.

Firstly, the presentation of descriptive, rich data from interviews and focus groups is considered, to allow exploration of the thematic analysis and typology that was undertaken. The different approaches to learning used by pharmacists are then introduced. These include key approaches such as experiential learning and reflective practice but examples of other areas of learning are also described. 

Presenting the data from qualitative interviews can be problematic: how to best present rich data, in a way that recognises the need for brevity yet allows the reader to experience the world as the participants see it, not as filtered through the researcher’s experience and understanding. 

To try to ensure a true depiction of the individuals’ experiences, I have used quotes to illustrate the points made, and use these as a prompt to aid the discussion of the key issues that emerged in the thematic analysis.

It is difficult to question people directly about how they learn due to the potential lack of understanding of the different learning approaches, and the tacit way in which much learning occurs and is utilised. Analysis of the data required inferences to be drawn from the data, to provide an insight relating theory to the experiences described by the pharmacist. 

The major themes emerging from the analysis have been used to structure the presentation of the data; the first chapter provides a description of how pharmacists think they learn from practice, and then in the second chapter the support that they seek for their learning is explored, with particular reference to helpful others . The third chapter will explore the pharmacists’ perceptions of CPD and the extent to which it supports them in capturing their practice based learning.

Overall, data from 23 interviews and one focus group with 6 participants is reported. Of the 23 interviews conducted, 18 were with females and 4 with males. The pharmacists had been qualified for between 2 and 35 years and worked in a range of practice settings including hospital, community pharmacy as employees or locums, primary care, and academia.

The remainder of this chapter will address the first of the research questions:

1. How do pharmacists learn once qualified and practising? 

4.2 Pharmacists’ approach to learning in practice

The pharmacists all provided detailed narratives of their careers and the development that they felt had taken place during their time in practice.  

Inherent in continuing to practice as a professional is the need to keep up to date, and all the pharmacists showed a keen awareness of this need.  The ways in which they met their learning needs varied depending on the preferences of the individuals and the opportunities presented to them. 
The focus of much of the initial discussion on their learning and development tended to focus on the formal learning opportunities they had undertaken.

4.2.1 Formal learning

Every pharmacist interviewed, when asked about their learning, responded by providing information about the taught or formal learning that they had completed. They each provided one or more examples of situations in which they had learnt through attending a course, studying a distance learning pack, or via e-learning.

Interviewee 5 was open in her preference for the formal approach to learning: 

“I am more comfortable with the more formal approach. I am not very good at the whole self-directed thing, I am not very disciplined, but if I am given something to do then I do it. ….. . I need to do the whole formal thing, otherwise it doesn’t get done………. But I have got 70 hours of CPPE this year, which shows that I am more of a formal learning sort of person. That is what I find most beneficial.” (I5; community pharmacist).
The 70 hours of postgraduate training courses attended by this individual were the most of any of the pharmacists. However, despite her high attendance rate at such events, both this pharmacist and several others were also very critical of the quality of the training they were sometimes offered. For some the level was simply too low for their required learning needs. Two pharmacists, in speaking specifically of the CPPE courses, volunteered that they had now ceased to attend them as they were, in the words of one of participant “too noddy”, i.e. too simplistic. The ease of access for all pharmacists and the option of distance learning packs, e-learning and study evenings was attractive to many of the participants, allowing them to fit the learning in around their current work and home lives.
In spite of such criticism of the quality of learning opportunities they were offered, the pharmacists still valued the formal learning they had undertaken.

Tough (1979) found, in his studies of adults and their learning, that adults assign a higher value to learning that they undertake in formal settings, and the pharmacists in this study clearly demonstrated the same bias.  In particular, the pharmacists appeared to place particularly high value on the additional propositional knowledge that they gained from formal learning activities, and little or no mention was made of the acquisition of skills or changes in behaviour or attitudes resulting from the formal learning they had undertaken.

4.2.2 Postgraduate qualifications

Of the pharmacists interviewed, there were only six who had not undertaken some form of formal postgraduate study, and the courses undertaken ranged from clinical diploma, to Master level degrees and PhDs. Not all had taken courses directly relating to pharmacy and their practice, but all were work related and either related to areas of their jobs that had required a further qualification for them to progress or were in an area that held particular interest for them. The pharmacists who had not undertaken a postgraduate course were all over the age of 40 years. 

Over the last 10-15 years it has become accepted practice for most pharmacists working in hospital to gain a postgraduate qualification in an area of clinical practice if they intend to work in an area concerned with clinical service provision. Indeed in the newly introduced Knowledge and Skills Framework (DH, 2004b) there is a requirement for pharmacists to hold such a qualification to be able to undertake posts beyond a certain grade. One of those interviewed had returned to University in her 40’s to do a fulltime Masters in Clinical Pharmacy when she wished to move from an area of pharmacy in which she had a long period of experience to another new clinical area, as she felt that otherwise she might not be able to compete with the younger pharmacists who held such a qualification.

Increasingly, although somewhat more recently, community pharmacy is also following the same pattern and many of the large multiples offer all their pharmacists the opportunity to gain a postgraduate qualification. If community pharmacists wish to move into primary or secondary care at a future stage in their careers, these qualifications are often essential requirements on the job descriptions.

Both the undergraduate and postgraduate pharmacy courses now tend to have adopted the recommendations of the Quality Assurance Agency, and have included reflective practice into their syllabi along with a self-directed approach to much of the learning tasks (QAA, 2006). In general the pharmacists who had experienced learning in such a manner were positive about this, although following on from her comments about her preference for taught courses, I5, who had recently completed a clinical diploma, was very negative about such an approach. 

“But the reflective part of things was the hardest part that I had to do. By a long way. Again because it was self-directed. It was having to sit there and write about what I had done. And I found that really hard.”(I5 community pharmacist).
What became apparent during the course of the interviews was that in many cases the pharmacists failed to perceive the full range of learning that had influenced their practice. Knowledge based learning dominated their discussions and they initially failed to recognise much of the informal learning that had occurred. Through probing them further about their skill development over time, the pharmacists could acknowledge that their skills had developed through methods other than formal learning, and these methods are explored in more detail in the next two sections.

4.3 Experiential  learning

In undertaking research into experiential learning, it is important to recognise that knowledge and practice are indivisible (Fish & Coles, 1998a), and that the nebulous nature of such learning makes such a task challenging for the researcher (Eraut, 1994). 

 In attempting to elicit details from the pharmacists that help to illuminate the experiential learning they have undertaken, it was necessary to encourage the individual to talk naturally, and then within their narrative to draw out examples of their learning processes. 

Despite utilising a number of methods to try and encourage the pharmacists to talk about their learning and development, it was still very challenging to elicit detailed descriptions. Initially in the interviews, the pharmacists were asked to describe key events in their practice which they felt had changed the way in which they practiced or had helped them determine that they had a development need they should try to fulfil. Whilst there were some interesting narratives of situations that the pharmacists felt had affected their learning and therefore their practice, there was an inherent concern that these did not represent the majority of their practice as suggested by Eraut et al (2000) when they used similar techniques with mid-life professionals.  All the examples that were presented in the pharmacists’ narratives involved negative events, or critical incidents, in which the pharmacist felt they had failed in quite significant ways to perform to their best. 

What was needed was a way to elicit more detailed descriptions of learning in practice, over a period of time. The pharmacists were then asked to identify key skills that they felt they used in their workplace, and then in the following discussion, they were asked to think about how they had developed those skills over a period of time. 

“ I feel more confident in my work ….. I’ve learnt over a period of time, and as I gained more experience of situations etc….. Maybe through working with lots of others too.” (I16; locum pharmacist).
Communication skills were singled out by the most pharmacists as being vital. Taking this as an example, few of the pharmacists were able to offer details of the process through which they had developed their communication skills. One pharmacist described improving her telephone communication skills as the result of a disastrous conversation with a doctor when she was a pre-registration pharmacist. She talked over the situation with other pharmacists, and in doing so managed both to gain ideas on how to plan the conversation and also remain more assertive as well as improving her confidence in her future performance.

This is an example of the pharmacist’s primary experience in practice leading to her developing and refining her existing theoretical knowledge. Such development occurs in an ongoing way in practice, and therefore authors such as Jarvis argue “that we actually develop our own theory from practice, rather than apply it to practice.” (Jarvis, 2004).
Whilst this narrative described a relatively simple interaction, the pharmacist acknowledged that it was the negative emotions attached to the event that particularly highlighted the issue and brought it to mind during the interview discussions. Such a “disjuncture” in practice is a likely starting point for experiential learning (Jarvis, 2004), and emotions themselves can be a powerful motivation to undertake learning (Moon, 2004). 

Elucidating details of the ways in which pharmacists had learned to deal with more complex and situations with more advanced communication methods was not possible. It may be that the development of these vital underpinning skills is not easily defined in time or place, and occurs through the plethora of interactions they have undertaken throughout their careers. The discrepancy that occurs between the individual’s previous experiences and abilities, and what they are currently being asked to do, may not produce a large enough “disjuncture” for them to dramatically alter their practice (Jarvis, 2004). Instead it may instead a small adjustment in their approach, which they may meet through asking others or consulting relevant resources. Without the strong emotional response induced by other situations, it is quickly forgotten as a specific incidence. In this way the pharmacist’s communication skills may improve by watching others around them or through any number of other ways that occur insidiously, without the pharmacist being aware of their influence over their practice.

Many of the vital skills for practice, and therefore the development of ongoing expertise, would appear to be gained over a period of time, through a gradual learning process. This tacit learning process, and the incorporation of such knowledge and skills into the sub conscious, routinised aspects of the individual’s growing competent practice, makes the identification of the details of the accumulation and utilisation of these aspects of expertise almost impossible. They form part of the “artistry of practice” (Schön, 1983) or “intuition” (Greenhalgh, 2002) which a professional uses as their practice develops. Whilst the pharmacists can look back and see they have developed certain skills, the process by which this has occurred remains predominantly tacit and hidden from consciousness.

The tacit nature of both the acquisition and then subsequent development of such skills needs to be of concern to the profession of pharmacy. To teach a novice practitioner a complex skill, it is usual to break down the process of performing the new task into manageable steps. If the “expert” practitioner cannot do this to aid the novice, then it may make passing on such skills challenging. The risk to the profession is that such a situation does not help to expand and enhance the practice based knowledge of the professional group. Whilst Vygotsky  (1978) suggests, in describing his Zone of Proximal Development , that it offers a way for the novice to access the tacit knowledge of experts, it is still vital that such knowledge and skills should be able to be shared with a larger audience. Pharmacy is not alone in struggling with such issues; nursing has been tangling with such problems since Benner first wrote about her stepwise development from novice to expert (Benner, 1984). To encourage a greater proportion of the pharmacy profession to move on to higher levels of practice requires that the knowledge, skills and attitudes that an “expert” practitioner utilises be available for more overt inspection, critique and adoption.

Within the area of human resources and development, much debate continues as to how to harness the knowledge capacity held by key individuals in an organisation, but not openly available for recording and sharing,  in order to maximise the learning within an organisation and minimise knowledge loss should one experienced individual leave the organisation (Harrison, 2002).

In trying to explain the ways in which they had developed certain skills and knowledge, the pharmacists often returned to variations on the theme of “I learnt it through experience” which as Fish and Coles (1998b) state “fail to explain ...the deep and complex nature of professional practice.” (p8). Fish and Coles (1998b) go on to comment that even if the individual were to be stopped in the middle of an action whilst in practice, they are seldom able to offer details of their underlying knowledge that is currently being used.

Whilst most of the pharmacists appeared content to simply state that they had learnt various aspects of their practice through experience, one pharmacist was unhappy with such a response. He commented that he would be unhappy to hear professionals caring for him simply referring to such experiential learning, as he felt he would have no confidence in their abilities if this were the only explanation they could offer.

“ Mmm, through experience ….and I feel the need to try and qualify that incredibly; it’s unacceptable, you can’t just say experience does that, it’s an empty statement. It’s a continuum….a gradual thing…..” (I16; locum pharmacist).
Such a comment suggests that for this pharmacist at least, learning through experience does not meet the standard of educational input he would like for health professionals. The reluctance of pharmacists, along with many adult learners (Tough, 1979), to recognise the powerful potential of informal learning methods rather than formal education was discussed earlier in this chapter, but the words of this pharmacist do illustrate the reluctance or inability of many professionals to recognise the strength of their learning in practice. Possibly, however, for this pharmacist the issue was more around his inability to clearly explain how he had learnt something, rather than a reluctance to accept learning through experience.
 Possibly such concerns within a larger population of society are one of the contributing factors that have lead to the implementation of CPD for health professionals. The loss of public trust in such explanations of expertise has led to the professions being required to provide evidence of the source of their knowledge and skills in a way unprecedented in history (Fish & Coles, 1998b). 

Given the importance of reflection in the CPD cycle and in turning experience into learning ( Moon, 1999; Eraut, 2000; Higgs, Fish & Rothwell, 2004), it is appropriate now to look at the use of reflective practice by the pharmacists in the research study.
4.4 Reflective practice

“Time for reflection on practice, time for metacognition to monitor thinking in practice, lies at the heart of recognising the validity of new experiential knowledge and continuing to reappraise the validity of older accepted and given knowledge.” (Richardson, Dahlgren & Higgs, 2004, p205).
 Given that reflection plays such an important role in converting existing knowledge and skills in the light of new experiences and learning opportunities, it was a focus of the research interview and the subsequent analysis.
Amongst the pharmacists interviewed or involved in the focus group, awareness of the use of reflection and reflective practice varied. However, in all the interviews, the narratives contained examples of reflecting on practice, even if they did not recognise, or in one case refuted completely, that this was the learning process they had undertaken.

“If I’ve had something, if I’ve had a bad experience, and something has gone wrong at work ….I will think it through in terms of well, did I do that stage right? would I want to do that differently next time? ….I will think it through in a stepwise fashion ….so I still think it through in that way.” (I1; locum pharmacist).
For most of the pharmacists involved in the research, it is likely that the primary determinant of their approach to reflection and reflecting on their practice is the RPSGB’s CPD model. However, the cyclical nature of the CPD model was not obvious from their narratives. Instead, the reflective process described in the quote above demonstrates the approach to reflection that many of the pharmacists described; for them reflection is a process structured in a way that very closely aligns to the model that Johns (1993,1994) suggests (see section 2.13.1). The pharmacists described a linear process, utilising a list of questions to structure their reflection. Although they may not ask and answer all the questions that John’s model contains, in describing their reflective process, they described thinking through his key areas of reflection, influencing factors, alternative strategies and learning. In their narratives, the pharmacists also provided accounts of situations in which the process of their reflection was effectively facilitated by other persons, often but not exclusively another pharmacist or health professional. 

“ I don’t necessarily reflect to other pharmacists…It’s just about sometimes it is just about saying what you are thinking ….it doesn’t have to be someone who knows anything about pharmacy, it just needs to be about talking what has happened.” (F4: hospital pharmacist).
Whilst these people may not have wittingly fulfilled the role of “guiding” reflection in the way in which Johns (1997) anticipated, they effectively carried out that role for the pharmacists, and helped them overcome the challenge of undertaking reflection in solitude. Whilst the other people mentioned in the pharmacists’ narratives are probably not personally familiar with the concept of reflection and not trained to facilitate this process, their ability to take a more objective view of the situation in which the pharmacist finds themselves adds great value to the reflective process for the pharmacist concerned.

The role of these others in supporting the learning of pharmacists is discussed in more detail in the following chapter.

One pharmacist, a locum with over ten years of community pharmacy experience, stated that he did not use reflection to learn in his role at all. On further probing, and in particular, on being asked if he ever “analysed his practice”, he went on to describe the exact process of reflection that he had denied using. This particular individual, whilst valuing ongoing learning and development, did not see any value in CPD, indeed he saw it as “purely a paper exercise to satisfy the Government”. If it was in the process of learning about CPD that he first learned about the term reflection, it may be that he considered the two to be synonymous, and this led to his refutation that he used either.

Others of the interviewed pharmacists openly acknowledged their use of reflection prior to the implementation of CPD but stated that having to record their reflective practice had made them more aware of the process on an ongoing basis.

4.4.1 Written Reflection 

Another pharmacist, again working in community pharmacy as a store manager, illustrated perfectly the dichotomy that seems to exist for some of the pharmacists. The interviewee had previously been talking about her experiences of reflecting on her postgraduate course, which she had found challenging and had not continued beyond the end of the course. However, when I asked if she had a way of analysing her practice, she continued:

“ I think there is. I think it’s sort of a conscious process. I think it is something where I think because this has happened next time I will do this.” (I6: community pharmacist)
Then a few minutes later in the interview we returned to a similar subject, and then it became clearer that to this pharmacist, reflection was only reflection when it was written down. 
“…and then you can reflect on it. Again we are back to reflection and I do reflect on my practice like that. It’s thinking through how it went and looking at what went well, I’ve definitely got the hang of those sort of things. Yes, but I don’t write it down. But I do look at what I have done ……. I just feel I should write it down. I feel I should for CPD purposes because it always highlights something, you know I could do better and therefore I should learn from it. So in that respect I feel I should be recording it somewhere, but I don’t.” (I6: community pharmacist)
For her, again the issue appears to centre on linking reflection with CPD, and therefore not feeling she is truly reflecting on practice unless she is recording it in the CPD style.  These quotes illustrate with clarity, the potential misunderstandings about reflection and reflective practice that appear to be present for many pharmacists. They do not have a perception of reflection that is not tied to either a formal academic qualification or the RPSGB’s CPD process. Therefore they are under the misapprehension that they can only be said to have reflected when they have produced a record of this. Whilst there are numerous benefits to writing down the results of the reflective process, there are also huge gains for the individual if they are able to reflect easily, using both reflection-in-action and reflection-on-action in their daily practice (Schön, 1983). In this way they can enhance their experiential learning processes, make themselves more aware of their own tacit assumptions, and become more self aware of their practice (Moon, 2004). 

The link that exists in many of the pharmacists’ minds between reflection and CPD and written records may potentially exist because their introduction to reflection was either as part of an assessed component of a further qualification or of CPD. The potential is therefore that they perceive reflection to be a new skill, something that they need to master to undertake the CPD process effectively. In reality, from the narratives provided here, they were all already reflecting, and recording their reflection is an extension of a process already in use.  

There may also be a misapprehension about reflective writing, which as the literature suggests is a skill in its own right that needs to be learnt (Jasper, 1999; Kember et al., 1999).  For pharmacists especially, who are used to writing in the scientific third person, the personal, first person, style of writing that is adopted in reflective writing may also require practice (Kember et al., 1999). Adopting such a new style will be uncomfortable for many and may contribute to discouraging the pharmacists from recording their reflection.

Pharmacists can tend to have a very fixed idea of what constitutes reflection, and this may well be influenced by the way they have first encountered it. Even those who stated they found it beneficial were not always recording it, and as the later section on CPD will discuss, many of the pharmacists interviewed were discouraged from recording their reflection as part of a CPD record because it was part of enforced CPD.

In summary, I think that for many of the pharmacists involved in the interviews and focus group, the following quote sums up their feelings about reflection and reflective practice:

 “ I appreciate the value of reflecting on your practice……, but there has got to be an easier way! “ (I5 community pharmacist).
They find the process challenging and it is not one with which many are comfortable.

4.5 Developing as a pharmacist: From novice to expert?

In section 2.7 of the literature review, the work of Benner and others into the development of expertise by members of the nursing profession was discussed and related to the pharmacy profession. This section of the analyses takes Benner’s suggested levels of competence, and provides an illustrative case study from the study data to demonstrate the characteristics of pharmacists at the relevant stages. 

Firstly, it is necessary to offer a brief review of Benner’s work into the nursing profession. She looked at the nursing profession and related the stages of their development to the Dreyfus Model of Skill Acquisition (Dreyfus & Dreyfus, 1980). She found that the model “takes into account increments in skilled performance based on experience as well as education.” (Benner, 1984). The model has five stages, through which each individual will pass, although further research has now suggested that only four stages can be reasonably differentiated in practice (Robinson et al., 2003). 

The levels reflect ongoing development in two overarching determinants of skilled performance: firstly the higher stages represent the individual practitioner moving away from relying on the abstract principles in which they were inculcated when training, toward relying increasingly on their previous experiences to provide a basis for decision making. Secondly, they begin to take a more holistic view of a practice situation, rather than trying to break it into constituent parts to gain understanding. 

The four modified levels that Robinson et al (2003) suggest, based on Benner’s work are:

· Novice

· Competent

· Proficient

· Expert

4.5.1 The Novice Pharmacist

Novices are those generally in the very early stages of their career, when they are trying to adopt the professional behaviour and attitudes necessary to be seen as a member of their chosen profession. 

They are able to undertake the routine elements of their work using their theoretical knowledge base. They have not yet developed their professional judgement skills, and therefore use policies, procedures and guidelines to help them in other areas

“Novices… can take in little of the situation – it is too new, too strange.” (Benner, 1984). They are instead trying to concentrate on every aspect of their practice; they have not yet acquired the ability to automate the common behaviours and actions they need to undertake, which will eventually allow them to concentrate in greater detail on the aspects of each situation that makes it individual.

For pharmacists, the novice period of their development is likely to be in their pre-registration period, as they begin to take the theoretical knowledge gained in their undergraduate training, and apply this to their working practices. In this way pharmacists differ from nurses, who undertake a greater percentage of their undergraduate training in practice. If the pre-registration training period has been successful and the tutor has provided the right support and learning opportunities, it would seem reasonable to expect that most pharmacists would be beyond the novice period when they qualify. Certainly in the cohort of pharmacists interviewed, none of them provided dialogue that suggests they demonstrate novice behaviour routinely in their practice.

4.5.2 The Competent Pharmacist

The competent pharmacist has mastered the technical skills required of them in common practice situations, and instead focuses more on the achievement of outcomes. They are likely to undertake care decisions in the light of longer terms plan for the patient and/or situation. Their understanding of longer term plans enables them to identify priorities in their practice situations, and they can undertake “conscious, abstract, analytic contemplation of the problem.” (Benner, 1984).

Competent professionals are the majority of the workforce; approximately 60% (Robinson et al., 2003). They demonstrate increased levels of efficiency, although may be slower in their work than those at higher levels, and they tend to demonstrate reduced flexibility too. The use of evidence based procedures designed to standardise practice, suits pharmacists at this level, as they are not yet able to integrate all aspects of a situation into their decision making processes.

4.5.3 Case study 1: Tina, a Competent Pharmacist

Tina is a pharmacist who has been qualified for 4 years and completed her pre-registration year in community pharmacy. She now manages a community pharmacy which is part of a small chain of pharmacies. 

Tina discussed having recently undertaken medicines use reviews (MURs) for the first time, and in doing so described a process by which she had moved from a more mechanistic approach to one more fitting with the concept of a competent pharmacist. The following excerpt from the interview transcript describes her building confidence in undertaking MURs

“Mmm, yes, it has [taken a while to get the hang of it], very, and the more you do the more confident you get. Erm the first one I did I didn’t  know what I was doing, it was difficult there’s so many different pieces of paperwork you just don’t know , you don’t really know what you should be doing. It’s exploratory with the first few, but now it sort of I’m used to doing them so I am more comfortable. …..You have to treat each patient as an individual, you can’t say I’m going to do it this way , because they are all different, I sort of take them as I find, as I find each patient…. because I have been a pharmacist now for four years, I feel  better in my clinical knowledge, so er , hence I am more confident talking to patients about their medication.”

She is able to use her increased knowledge, advanced planning and evaluation skills to very quickly adapt her approach to the MUR process to become more holistic and less mechanistic. 

Throughout the interview, Tina appears to be lacking in confidence, both in her demeanour when interviewed and her narratives of the more complex areas of her practice. She describes worrying about her practice when she is at home, and following this up with the relevant general practitioner or pharmacy colleague on returning to work. She appears to be very reliant on the idea of doing the “right thing” rather than being able to justify the decisions she makes based on her own judgement, and records some of her practice decisions to protect herself in the event of a problem; “because of the way of the world at the moment I write everything down just in case they come back to me…another reason for it….a legal kind of element to it.”

She has just taken on the role of pre-registration tutor, and she commented on the new skills she is developing through this, her first role as a mentor to a less experienced pharmacist.

4.5.4 The Proficient Pharmacist

The development between competent and proficient pharmacist is seen as a very definitive and defining change in perception of practice (Dreyfus & Dreyfus, 1980). The proficient pharmacist perceives practice situations holistically and does not try to break it down into separate aspects. Their practice experience provides them with an understanding of the typical events relevant to a given situation and they have the knowledge and skills to react to these and change their plans accordingly.

They adopt a particular perspective in relation to a practice situation, but may not understand how they have reached this perspective. This tacit practice perspective allows them to determine the salient aspects of the situation to concentrate on to ensure effective practice.

The proficient pharmacist understands that there are factors in any situation that may be very subtle but which change the priority in the situation.

4.5.5 Case study 2: Megan, a Proficient pharmacist

Megan is a joint appointment between the local NHS trust and the School of Pharmacy. She has been qualified for 7 years and has worked solely in hospital pharmacy until taking the joint post.  Within the NHS role, she provides a clinical service to a specialised area of practice, and is a valued member of the interdisciplinary team in this area, attending consultant ward rounds on a regular basis. She has a growing level of specialised knowledge, and has moved away from following guidelines. The following excerpt refers to her increasing level of expertise in the area of total parenteral nutrition  (TPN); feed given to patients unable to take food orally:
“I never think I have got where I need to be, although with TPN I’m getting there a bit now………there are some guidelines, some guidance on where to start, but its more the art of adjusting and what can go with what…”

She does not have management responsibility in either role, although she manages her own workload in both areas of practice, and is comfortable working independently.

She provided examples of incorporating aspects of her various areas of experience into providing the best input she could for both her current areas of practice. In part of her interview, she also talked about developing areas of knowledge and skills that were becoming automated:

“At the beginning there is a lot to learn clinically, but when you have done it for a few years, a lot of it is routine. You know similar things, seen similar patients, so there is a core of 30 drugs…. And only the occasional different one,. You know how to, it’s almost like a knee jerk reaction, its automated.” 

Her growing level of experience is allowing aspects of her practice to become tacit and automated, freeing her to give more active attention to those aspects that are more challenging and require greater thought.

Inherent to undertaking a role that crosses two organisations, she describes having developed the skills to prioritise the needs of one area of practice against the other, whilst ensuring that she can meet the requirements both place on her.

4.5.6 The Expert Pharmacist

The key words that Robinson et al (2003) use to describe those practitioners at the expert level of practice are: intuitive, self directed, innovative, working collaboratively, mentoring others and providing leadership. Within the cohort of 23 pharmacists that were interviewed, it was possible to determine two who clearly demonstrated these characteristics within their practice.  The following case study looks in greater detail at one of these:

4.5.7 Case study 3: Zara, an expert pharmacist 

Zara is a pharmacist who has been qualified over 20 years. She has extensive experience in a number of areas of pharmacy practice, and has a Masters level qualification. She works at a senior level in a large NHS trust and undertakes a leadership role for her section of the pharmacy team.

Zara takes a vital role in a multidisciplinary team, having been instrumental in setting up the clinical service to this specialist area of medical practice. She mentors pharmacists undertaking postgraduate qualifications, and plays an active role in the educational activities within the department.

She recognises the importance of continuing professional development, and attempts to make time to ensure she can reflect on her practice. She also seeks opportunities to interact with other people who can challenge her practice and encourage her to think through her actions. She is aware of the need to challenge her practice and to continue to develop her expertise:

“sometimes I think you just slip back into what you always did and its too easy not to challenge yourself as to why you do things… it makes me realise I should question what I know much more and what anybody else knows and say is that right?..”
Whilst Zara is keen to utilise the relevant evidence where this is possible, she also describes that she then undertakes the process of reflecting on the relevance of the evidence and other information to her own practice, and then applies that which is appropriate within her practice context.

Zara is very aware of the necessity to develop others and encourage the sharing of expertise. 

In discussing the way in which she feels her practice has changed over time, Zara describes the change that has occurred in her approach to unusual practice situations in which she might find herself involved:

“I am braver about doing something first …and not having to look it up first…It either just comes with experience or just having more courage I suppose in what you already know and that somewhere in that store of what you know will be something that relates to what you are doing.”

The small number of practitioners, approximately 5% (Robinson .., 2003). who reach the level of expert on the Dreyfus’ model (1980) no longer require rules and guidelines to guide their understanding of their practice. They would usually have a large bank of experience from which they have developed the ability to intuitively determine the most appropriate course of action. These are the pharmacists that demonstrate the “artistry of practice” to which Schön (1983) refers. 

The pharmacists interviewed provided descriptions of their practice that illustrated the various levels of professional development described by Dreyfus (1980) and applied by Benner (1984) to nursing. The gradual development of advanced practice skills, knowledge and behaviours occurs through practice and experiential learning. Although it is unrealistic to expect that the majority of the pharmacy population would reach the level of expert, encouraging even a small percentage to develop the abilities required to take the more holistic view of practice needed to move from competent to proficient practice, would offer great benefit to the profession of pharmacy. 

4.6 Summary

So what has the research offered as an insight into how pharmacists learn once qualified and practising? 
For all within the pharmacy profession, regardless of their level of expertise, there is a need for continuous development and learning. Pharmacy, like all the health professions and many others, requires not only a strong knowledge base but a plethora of skills, underpinned by appropriate behaviour, attitudes, and beliefs. At present, the limited understanding of the learning that pharmacists appear to hold may limit the development of all the vital components of expert practice. Such a limited view of the learning may be at least partly due to the nature of the undergraduate training, which is traditionally focused on the propositional knowledge, and not practical knowledge. The undergraduate course remains a science course, grounded in positivist thinking, and possibly therefore pharmacists do not yet value learning which is not seen as rigorous and cannot be tested or examined in the same way as knowledge.

There is a need for pharmacists to have a wider vision of learning and to value the strengths of informal learning to enhance their ongoing practice. Awareness of the possibilities of learning through numerous processes in their working lives may increase both their recognition of such learning and strengthen the outcomes produced from it.

5 Support for learning in practice: the role of helpful others

“Most significant adult learning takes place in social settings, not formal.” (Brookfield, 1986, p4).
This chapter will address the second research question:

2. From whom might pharmacists gain support in their learning? 

The role of other people in supporting the individual pharmacist’s learning is one that needs particular attention. Within the literature on learning, and in particular self-directed experiential learning, the role of other people can be seen to be vital to effective development (Brookfield, 1986; Eraut, 1999;  2005), and within the transcript data from the earlier interviews, the theme of involving others in their learning came through with great emphasis. Following on from the observation of this recurrent theme in the analysis of the early interviews, the question guide used in latter interviews picked up on this theme to further the discussions relating to this identified area of interest. In addition, each pharmacist was asked to draw a diagram of people who helped them learn and their relationship to them, and we based ongoing discussions around these pictorial representations to allow this socially situated learning to be explored in more detail. (For examples of the diagrams produced see Appendix 4)

Whilst it is evident that few pharmacists work in total isolation, with many working in situations where there are teams of people, comprising other health care practitioners or ancillary staff, many pharmacists in community practice have limited opportunities to interact with other professionals. However, regardless of their practice base, it would appear that pharmacists seek out the support of other people on a much more active basis than simply interacting ad-hoc with those around them. Danis and Tremblay suggested that at the centre of the learning activities that adults undertook was the creation of a network of peers, who provided both new learning and supported them in the learning process (Danis & Tremblay, 1985) and the pharmacists in this research study described people in their working lives who fulfilled such roles for them.

Some of the interactions from which the pharmacists gained knowledge and learning may be serendipitous, and occur without planning and forethought, but many more of these interactions are deliberately planned, and the individuals consulted are selected for a number of different reasons, some of which are explored in a later section. 

In trying to find a term to use to describe these people, the large, longitudinal study of the development of 90 newly qualified accountants, engineers and nurses, the Learning in Nursing, Engineering and Accountancy (LiNEA) study, undertaken by Eraut et al (2004; 2005) offered a useful term, “helpful others”. The use of the term “helpful others” within this thesis, as a generic title for these people involved in supporting pharmacists’ learning, is designed to overcome the issues of terminology faced by Eraut et al; terms such as mentor or coach may have differing meanings to different people and within specific professions. 

 In conducting the LiNEA study, Eraut et al used observation and interview techniques to explore the trainees development and learning in practice over the first 3 years of qualification. Their work highlighted a number of important issues relating to early career development, all of which have relevance to pharmacy and will be discussed in more detail throughout the analysis. Two key issues relate to the need for provision of support for new professionals to settle into their roles, and the relative importance of the informal support received from colleagues over formal training provision. 

Whilst the work of Eraut et el (2004; 2005) looked at early career professionals, the data gathered in this study suggests that other people continue to be vital to the development of professionals throughout their career, helping them to manage their workloads and increasing their confidence in their abilities. 

In relating their experiences at work, the pharmacists provided narratives from which 3 main themes emerged with relation to helpful others. Firstly, there was the identity of those acting in the role of helpful others for pharmacists, secondly the nature of the learning support offered by these helpful others and the context in which these interactions occurred, and thirdly, examples of situations in which additional help would have been welcomed but for various reasons was not forthcoming. Each of these 3 areas are considered in turn below, and then brief consideration of the potentially isolated nature of community pharmacy in terms of contact with other pharmacists and health professionals, a recurrent theme in the interview and focus group transcripts, is undertaken.

5.1 The identity of “Helpful others”

The role of helpful others is very often one which is not formal, even when the individuals involved are employed in the same place and are part of the same profession (Eraut et al., 2004). The helpful others involved in helping the individual learn may be colleagues, managers, experts and friends. Equally, not all learning occurs in the workplace; skills and abilities developed in the individual’s home life may also contribute to their professional practice. 

5.1.1 Helpful others identified through work interaction

All the pharmacists were able to describe people who helped them develop their practice, although the extent of the support network they described varied considerably. Those working in hospital or academic practice described larger networks of helpful others sourced from within their workplace than did those based in community practice. Whilst this is potentially due to the more team oriented working structures in the hospital and academic workplace and the ease of access to other people, there may also be personal factors that govern the development of helpful other relationships, along with the length of time for which they have practiced.

Taking pharmacist interviewee 3 as an example, a pharmacist in their mid twenties, with three years of community pharmacy experience, this young pharmacist worked in a situation where she carried sole responsibility for the management of the pharmacy and for all other retail activities too. Whilst little opportunity was provided by her employer to meet other pharmacists working for her company, she had sought out help from other managers when needed, and continued to make use of the contacts she had made when undertaking a period of locuming for the company on first qualifying. She also accessed help from a range of other health professionals with whom she had come into contact. In addition, she continued to gain mutual support from a number of her peers at university.

In contrast pharmacist interviewee 19 has been qualified for over 20 years and had worked for the majority of that time as a community locum. He described a very limited number of helpful others whom he accessed to support his learning. They included two friends, also pharmacists and his own dentist, with whom he discussed treatments when he saw him. During the discussion of his diagram of helpful others, it became apparent that he felt somewhat embarrassed by the limited nature of learning support he was describing; being asked to think about these issues appeared to highlight the lack of social support he had within his role.

Whilst it could be argued that the length of time pharmacist 19 had been qualified might have resulted in increased specialist knowledge in his area of practice and reduced his need to converse with and learn from helpful others, this was not borne out in other interviews. A number of other pharmacists were interviewed who had been practising for equivalent or longer periods of time, and these individuals all produced narratives of far more complex support networks for learning than did this one individual. It is possible that the isolated nature of his chosen area of practice, the lack of constancy in his workplace as he moved from pharmacy to pharmacy, and his rather quiet and introverted nature had prevented him from building up the networks of support that others had actively sought out and developed. With regards to the learning that results in such an instance, it is suggested by the literature that the most successful self learners learn in a social context and use others as a learning resource; providing role models, reinforcement of learning and counselling when needed (Brookfield, 1986). In undertaking this study, no attempt was made to quantify and assess the quality of the learning that the individuals had undertaken; it would have been of particular interest in this case to determine if this individual had undertaken learning of similar standard and quality to those of his peers who described larger networks of helpful others.

The identification of the pharmacist’s direct line manager as a helpful other was more likely for those working within a team situation such as those in hospital or academia. Whilst some of the community pharmacists had managers within their organisation, they were not quoted as a particularly well used resource by those interviewed. 

Another influence on the identity of helpful others became apparent, and related to the success or otherwise of previous experiences when seeking help and guidance from others. In the case of pharmacist interviewee 3, mentioned above, she had approached her manager to ask for help and support when she took on the management position she currently holds. The manager responded with minimal help, and she was encouraged to find her own way through the issues of personnel and business management. As might therefore be expected, her line manager was not listed amongst her helpful others during our discussion. Past experiences form an inherent part of our internal schemata that guide our practice decisions (Bloom, 1956; Piaget, 1971) ; being offered little or no help by her manager in one instance had discouraged the pharmacist from approaching them again, and may continue to make her less likely to seek support from any future managers as well.

In addition to interaction with fellow pharmacists, there are opportunities for pharmacists in many areas of practice to interact and draw upon the expertise of other health care professionals. Many of the pharmacists found that drawing on the knowledge of those in other professions was extremely useful; not only did they have different areas of specialist expertise, they also exhibited a different approach and understanding of the practice situation due to their different professional viewpoints and practice philosophies.

“I’ve put other allied health professionals, because it is amazing what you can learn……. And the doctors: just having a discussion about why a particular treatment has been chosen can help you to learn an awful lot…. They all have a slightly different view on the care of the patient.” (I4: hospital pharmacist).
The opportunity to interact with experts both within the profession of pharmacy and from other health professions, allows the individual pharmacists the possibility of effectively “measuring” the extent of their current knowledge and performance against those with acknowledged expertise, and allows the less experienced pharmacists to have access to people on whom they could model their own developing practice (Brookfield, 1986). In addition, Vygotsky (1978) suggested that interacting with experienced individuals would help the novice practitioner to enhance their performance beyond that which they would expect to achieve alone, through the influence of what he called the Zone of Proximal Development (ZPD). The novice, or less experienced practitioner, can increase their level of skill in a particular area of practice if they are able to work with their expert peers until they have internalised the new knowledge or skill and incorporated it into their existing schemata, at which point they can operate at this higher level of practice on their own. In this way, these interactions with experts not only provide the possibility of increasing propositional knowledge through the interaction, but also of enhancing their development of skills and attitudes to advance their practice. By seeking out interaction with helpful others with advanced expertise, there is the opportunity for a pharmacist to advance their practice more rapidly. In the ZPD, the less experienced practitioner can also access the communal and tacit knowledge that is inherent within groups.

In addition to the enhancement of learning through interaction with more expert peers, Vygotsky also suggested that the process of articulating knowledge profoundly increased the quality of the learning which took place. “Thought undergoes many changes as it turns into speech. It does not merely find expression in speech, it finds reality and form.” (Vygotsky, 1978). The value of these interactions with fellow health professionals is therefore accessed in a variety of ways: through increased knowledge and skills, through access to role models and through opportunities to create and confirm knowledge via verbal interaction.

Although many of the helpful others mentioned were health professionals with greater levels of expertise, it was not always the case. Equally some of the pharmacists mentioned that other people they worked with were very instrumental in their learning, even if they were not health care professionals. For example, if they had expertise of their own, such as a shop assistant who had years of experience of ordering for the shop. In these cases the greater level of experience in another professional area was useful in solving a business orientated dilemma rather than a professional one. The multiple tasks that a pharmacist may undertake in the course of their professional role means that the helpful others may be drawn from a number of sources. Very often these sources are work based, but it was also clear that there is a place both for external networks to provide helpful others and also for personal contacts to act as a vital learning resource. 

5.1.2 External learning networks 

Learning networks fulfil a vital function in the professional lives of pharmacists; even those working in larger team environments may often be the sole practitioner in their chosen field, or depending on the hospital and the nature of the clinical cases they encounter, the pharmacist may not have direct access in their workplace to any one with the relevant expertise. Professional isolation offers great challenges to pharmacists and other health professionals; not only can it render dealing with difficult and unusual cases much more difficult, there is also a danger that the individual’s practice will not be exposed to the challenge and inspection that is offered by working with others who have expertise in the field. In such instances, the use of various specialist interest forums either on line or through attendance at regional or national meetings plays a vital role in providing access to helpful others at appropriate times.

Such networks offer the chance to access helpful others; some of these interactions may be more formal through organised presentations and lectures, and others will remain informal and socially mediated. The value of such interactions cannot be underestimated, and Fisher (1983) puts this point across in strong terms, stating that for various individuals “not to perform some network function is a professional dereliction of duty.” With the nature of the profession of pharmacy in modern day health care, it would seem reasonable to argue that such is the case for pharmacists. Maintaining an appropriate level of practice in isolation, especially in some of the more specialist areas of practice, is extremely challenging if not impossible. Networking with helpful others offers a method of ensuring that the individual’s practice is open to scrutiny and challenge and carries all the benefits of professional interaction discussed above. 

Many of the pharmacists, but not all, mentioned contacting pharmacists and other professionals that they had encountered through various meetings and professional groups to support their learning. They used both the formal mechanisms set up by specialist groups, such as discussion boards, on line resources and printed newsletters, where these were still produced, and through informal discussions via phone and e-mail, if face-to-face discussions were not possible.

In one case, the pharmacist interviewed was an academic, with an acknowledged area of virtually exclusive expertise within the realms of pharmacy. This pharmacist used the academic colleagues around her to support her learning and development related to the relatively recent academic role she was undertaking, and accessed the limited number of potential helpful others in her specialist field through multi-professional specialist interest networks. There would be no other method through which she could gain access to those that one would consider to be her peers, and she was keen to emphasise the value she placed on continued access to such resources in helping her maintain her knowledge and skills at their already high level.

Sometimes the relevant helpful others, both pharmacists and other health professionals, were introduced through family and personal connections  and for many of the pharmacists, friends from University and colleagues from places in which they had previously worked were a source of support and help.  

“Umm, your friends as well, I have quite a few friends in pharmacy you know and I erm learn from them as well. Share experiences, cause you talk as you do, you know about what you have done that day or erm that week and erm you kind of learn from their experiences as well. Sharing information.” (I6; community pharmacist).
In relation to interactions with both the workplace based and external helpful others, Richardson, Dahlgren & Higgs (2004) suggest that a deeper understanding of the underpinning beliefs and schemata that define much of an individual’s practice can be achieved by interacting directly with each other in practice. “If practitioners engage in critical conversations …with peers within and across health care teams and with the users of health care, the patients, they can begin to tease out the clinical, ethical and moral reasoning that they have undertaken.” (Richardson, Dahlgren & Higgs, 2004, p204).
5.1.3 Personal relationships and helpful others

In addition to the various ways in which the pharmacists met and interacted with the helpful others in their own profession and other health professions, personal relationships also provided a means of support for many. The nature of these interactions with helpful others were usually informal discussions at home or in a similar social situation, and they usually related to an area in which the individual being used to support their learning had acknowledged expertise or relevant experience.

“I just put my partner down because we often discuss what each of us have done at work and how we have handled certain work situations, and what each of us would have done and I learn from that definitely. Um and I guess parents come in the same kind of thing…” (I8; Hospital/academic pharmacist).
The variety of helpful others identified through personal relationships was wide: from an accountant who was related by marriage, to a sister working in the health professions, a partner who had a greater level of management experience through to their GP who was known socially. 

During the interviews, it became apparent that most of the pharmacists did not immediately recognise the support provided via these personal relationships. Instead it was only on prompting and probing that they inserted these people into their diagrams. For many, these interactions are part of their social life, and it would appear that the pharmacists held these separately to the professional or work based interactions they acknowledged very quickly in response to questions. The nature of the learning that they resourced through these personal helpful others did not seem to be any less relevant to their practice; it simply took them longer to relate these interactions to their work based learning.

From the accounts that pharmacists provided of helpful others, both health professionals and others, work related or personal, it would seem that it is not always necessary for the person involved as the helpful other to be deliberately acting as a learning resource – instead their willingness to share their knowledge and expertise is enough for the pharmacists to be able to gain the tacit support they need to learn and develop in their roles.

5.1.4 The role of helpful others in early career learning in pharmacy
Within the LiNEA study, which looked specifically at professionals in the early stages of their career, from qualification to three years in practice, the professional group that most closely relates to pharmacy is the nurses. 

When first entering practice as a qualified professional, despite quite considerable ward experience during training, the new nurses found the transition from trainees to qualified nurses very difficult. They were often very stressed and needed support to cope with the new responsibilities they were asked to take on. Over half the nurses studied had a crisis of confidence during their first 6 months, brought on by the huge responsibilities they were asked to take.

To compare this situation to pharmacy, newly qualified pharmacists have very little experience of practice when they leave university. They may have had limited time, measured in days if not hours, in hospital and/or community pharmacy, often as part of a group of undergraduates, and in addition, some may have had summer placements in one or more of their years at university. Pharmacists complete their practical experience in their pre-registration year and from this point on, depending on their place of work, may then be given sole responsibility for the running of a pharmacy. There may be little or no support beyond this point. During the pre-registration year the trainee pharmacist may be very dependent on the help and support of their pre-registration tutor, and the quality of this provision may prove to be vital to their development, in much the same way as it did for the nurses. Inadequate or poor quality supervision may result in the pharmacist being poorly inducted into their profession, and lead to disinterest and discouragement. 

For the professions studied in the LiNEA study, they found that although the participants expected to gain greater responsibility in their roles as time went on, for the nurses the level of responsibility they were asked to take from day one was often too great. Eraut et al (2005) referred to this as “baptism by fire” and stated that although it occurred as a by product of inadequate staff funding, it was too risky for patients and too damaging to the confidence of the new nurses. “The intense pressure on people’s time led to good learning opportunities being missed, both on and off the job,” (Eraut et al., 

2005)
, which may have important consequences for their ongoing development. 
Over the initial 18 months of qualification the nurses gained more awareness of what was going on around them, and took more decisions on their own. They also began to fill in knowledge gaps, and started to question what they saw going on around them, and they used protocols more as a guide than to follow them rigidly.

Such an experience for a nurse, who usually works on a ward with other team members and professionals around them could be vastly different to the early experiences of a pharmacist. Although in hospital pharmacy, a team situation is the normal working structure, in community pharmacy practice it is normally very isolated, with the pharmacist, newly qualified or not, working as the sole professional in the shop, with staff who are dependent on them for direction and support. Sole responsibility for the activities that take place in the pharmacy rests with the pharmacist. The pharmacist also has very little control over their workload, being required to keep pace with the rate at which prescriptions are presented to the pharmacy. As with the nurses, who too often found this baptism of fire overawing, so too must the pharmacists in this early phase of their careers. Indeed Eraut et al (2004) comment:

“For novice professionals to make good progress a significant proportion of their work needs to be sufficiently new to challenge them without being so daunting as to reduce their confidence and their workload needs to be at a level that allows them to reflectively respond to new challenges rather than develop coping mechanisms that may later prove ineffective.” (Eraut et al., 2004, p4).
It would seem reasonable to suggest that some newly qualified pharmacists might also suffer a crisis of confidence as the nurses did in the LiNEA study, as a result of lack of support and overloading of work.

During the pre-registration year, there is a tutor assigned to each trainee pharmacist, and they act as mentor and assessor throughout the year. They are therefore in a position to act as a helpful other if the situation allows it.    During the interviews the role of the pre-registration tutor was specifically mentioned in this way in several cases. Although several of these pharmacists were younger, and therefore perhaps their experience of this role was more recent, the pre-registration tutor was mentioned by at least one pharmacist who was some 15 years post qualification.

The younger pharmacists in particular recognise the role of the pre-registration tutor as vital in their development. 

“…. I think the pre-reg tutor is the key. They start you off, I mean I’ve been qualified 4 years, but I’ve not really been qualified that long so I can still remember, and they taught me about being a pharmacist.”(I2: community pharmacist). 

In most cases mentioned during the interviews and focus group, the pre-registration tutor was a positive influence, acting as a role model and mentor for the pharmacist both during their training and on into their future careers.  There were, however, two cases where the tutor did not provide the support needed and acted as a very poor role model for the pre-registration pharmacists involved. In both these cases, which are discussed in section 5.4: Negative others, the long term effects on the pharmacist concerned were evident.

Having identified the range of individuals, including the pre-registration tutor, who can fulfil the role of helpful other for pharmacists, it is now necessary to consider the nature of the support they offer, before moving on to consider the nature of the learning that results from these social interactions. 

5.2 Supporting pharmacists’ learning

“Helpful others” appear to be one of the primary sources of learning for pharmacists in practice, and the pharmacists are not alone in rating such people as vital to their learning. Witkin (1949; 1950 in Brookfield, 1986) undertook research into independent learners, and found that “successful independent learners.. reported that learning networks of fellow enthusiasts – networks in which knowledge was transmitted in oral encounters – were their most important resources in developing their expertise.” (Brookfield, 1986, p43).

So how do the helpful others identified by the pharmacists in this study support the learning and development to these individuals? What do they offer to the pharmacists that cannot be sourced elsewhere?

The major themes that emerged from the pharmacists’ accounts of the type of support offered to them by helpful others, were: aiding in the reflective process, providing specialist knowledge and expertise, challenging existing behaviour and patterns of practice and providing vital emotional support in challenging practice situations. 

The majority of these interactions were verbal; occasionally they were written in the form of emails or discussion board postings. As discussed in the previous section, the role of sharing and articulating knowledge with other pharmacists and health professionals cannot be underestimated. As Richardson, Dahlgren & Higgs (2004) comment, in their book entitled “Developing practice knowledge for health professionals”: “It is through verbalising their knowledge that practitioners become aware of the strengths and weaknesses of their reasoning and of the claims they make.” (Richardson, Dahlgren & Higgs, 2004, p203).

5.2.1 Facilitation of the reflective process

So how do the helpful others identified help pharmacists to learn? Many of the pharmacists interviewed described interactions with helpful others in which they used other people as “sounding boards”; talking through their ideas and actions to gain feedback increased understanding of their practice situation. In effect, the pharmacists described their involvement in a facilitated reflective process. The helpful other, through asking questions, questioning their assumptions and contributing their own experience and expertise, enabled the individual to gain further understanding of their own practice. 

“I use the departmental colleagues to bounce ideas off and get ideas from their courses.” (I10: academic pharmacist).
However, it was only in the focus group that several individuals used the term reflection to describe such a process; it is possible that the group situation allowed the participants to collectively engage in “retrospective introspection” (Bloor et al, 2001) which enabled them to determine the nature of these interactions with helpful others in more detail.  

 “I think there is something you are saying though about reflection and talking to somebody else about it because you can reflect on what you have done but sometimes you need someone else to say you did the right thing or maybe you could do this next time. You know you just need someone else’s opinion to help you to interpret what you’ve, what you’ve done.”(F3: locum pharmacist).
The valuable role of a facilitator for the reflective process is strongly advocated in the literature. Johns encourages the process of “guided reflection” to best achieve the aims of reflective practice, as reflection is “profoundly difficult to do without expert guidance and support.” (Johns, 1994).  Bulman and Schulz suggest that “without guidance the student may never move through the reflective cycle, resulting in the loss of significant learning and opportunities for change.” (Bulman & Schutz, 2004, p74), and although they make reference to a student, because they are writing about nursing students, the same argument can be applied to practice. What differs is that the facilitator role may be more formally assigned with the nursing students; in practice, as with the pharmacists in this study, it is more likely to be filled by an informal helpful other. A facilitator can help the individual pharmacist link practice with theory and help them incorporate the affective dimensions of practice into their learning (Bulman & Schutz, 2004). 
5.2.2 Providing specialist knowledge and expertise 

In many of the situations described by the pharmacists, the helpful others held a level of expertise that was greater than the pharmacist in a particular area. In providing support to the pharmacist, the helpful other might provide additional propositional knowledge, either through direct discussion or by suggesting suitable texts and on line resources that may enhance the individual’s learning. 

Interestingly, the provision of such knowledge that the helpful other has gained, through their experience and learning, raised an additional issue for some of the pharmacists. As has been previously discussed in this thesis, pharmacists are well grounded in the principles of evidence based medicine (EBM) and as such expect much of their practice to be based on scientific evidence. When the pharmacists interviewed were questioned on the value they gave to the information that helpful others offered them, it became apparent that they rated it as being very effective, basing their rating system on their personal opinions of the practice and expertise of the helpful other. 

“so erm that comes down to I guess whether all the information matches or doesn’t and the credibility of the source……… If I was going to listen to a person over the literature that I had found…..if I entirely trusted that pharmacist …it would be the situation where they had read all the er you know literature and had been working in that in that department for a long time and they know that literature and they would be able to tell me why it wasn’t right.”(I1: locum pharmacist).
Where they believed that the helpful other could be considered to have significant expert knowledge, the information that they gained from these interactions could exert greater influence over their ongoing practice than scientifically derived evidence to the contrary. Whilst such a decision may be seen as contradictory, an examination of the factors determining an individual’s behaviour may provide an explanation of this paradox, and these issues are explored in more depth in section 6.2.1: The Theory of Planned Behavior.
It was not just in the area of conflicting information that the pharmacists could be seen to effectively use a relative rating system to aid their judgments. In deciding who might best aid them in their particular learning endeavour, the pharmacists would decide on the complexity, or otherwise, of a particular situation. Where they required additional specialist propositional knowledge, they would be most likely to consult those that they considered as experts in the field; these could be either fellow pharmacists or other health care professionals. If they judged their learning need to be more basic in nature, and possible something which they should already know, then they would ask individuals at a similar stage in their career to themselves, and these were very often friends.

Whilst Vygotsky’s principle of the Zone of Proximal Development (Vygotsky, 1978)  suggests that working with experts may increase the performance of individual beyond that which they would achieve alone, it is also possible that the individual may get overly complicated information if they approach those who are already expert (Eraut, 2007). It may be that, due to the tacit nature of their expertise and the level of the professional artistry they display, the experts may be unable to make at least some of their knowledge known to the pharmacists at an appropriate level. It is also possible that a more simple explanation may be that the pharmacist would feel embarrassed and uncomfortable admitting the extent of their lack of knowledge and skills to such a perceived expert. They perhaps have greater confidence in their colleagues and friends at a similar stage of their career to understand their needs and not make them feel inadequate. 

One of the advantages of using fellow professionals to learn is that it helps to optimise the learning of the individual pharmacist because the new knowledge is presented in a way that is comprehensible in terms of their experience and is directly related to their own practice. In their book entitled “ Authentic Learning Environments in Higher Education”, Herrington and Herrington (2006) suggest that authentic learning is more likely to be achieved (in higher education) if:

· The knowledge presented is related to a real life context

· Ill defined activities are examined in detail over an extended time period, as they occur in practice

· If access to experts is available to allow modelling of their advanced behaviours

· It encourages different perspectives to be considered

· It encourages collaboration 

· Allows time for reflection to take place

· Encourages the articulation of ideas

Whilst Herrington and Herrington are referring to higher education situations, it can be seen that one of the greatest advantages of undertaking experiential learning, utilising helpful others to support the learning, is that it is likely to reach most if not all of the above requirements. The learning achieved through such interactions with helpful others is immediately relevant to the pharmacist’s practice situation.

Whilst many of the helpful others discussed were health professionals, those derived through personal relationships also offered expert knowledge and skills in particular areas. One of the hospital pharmacists who was interviewed had recently moved into a role requiring her to manage others for the first time. As her partner was already experienced in this area, she drew on his expertise to support her in developing the skills and knowledge that her new responsibilities required:

“My partner …is trained as a people manager, whereas I am trained as a pharmacist and then manage people, so he helps me with those sort of aspects. …..” (I11: hospital pharmacist)
5.2.3 Challenging existing patterns of practice 

With the inevitable routinisation of practice that occurs with repetition of a behaviour (Berger & Luckmann, 1966; Jarvis, 1992), comes the danger of complacency. Pharmacists’ interactions with helpful others effectively provide the opportunity for a “transactional dialogue” (Brookfield, 1986) for the pharmacist learner. The helpful other brings their different experiences, attitudes and backgrounds and well as different purposes and expectations of the situation to the interaction. In doing so they encourage the individual to question their underpinning assumptions about practice, and allow these assumptions to be explored and amended as needed. Accessing others from outside the profession of pharmacy may offer the opportunity to for the underpinning assumptions and tacit rules of the profession to be challenged and may provide the pharmacist with more insight into the effect of the professional culture within which they operate, on their practice. 

5.2.4 Providing emotional support.

The original approach taken to eliciting pharmacists accounts of their learning in practice within the earlier interviews involved asking the pharmacists about specific practice situations from which they could identify their resultant learning. It became apparent very quickly that the learning events that stood out for most of these pharmacists involved situations in which they had had a strong emotional response to the situation. Their narratives of these events described them relying on helpful others to help them manage these feelings, determine the root cause of such emotions and develop ways of handling these situations and their emotional responses more effectively in future. Although the decision was made early on in the interviews to change the question schedule to move away from these examples in order to investigate the more usual aspects of practice, examples were still evident of the nature of the emotional support that helpful others provided to the pharmacists when appropriate.

In addition to providing descriptions of those who help their learning and the nature of the support such individuals offer to pharmacists, some of the pharmacists interviewed offered specific examples of situations where they felt they had needed greater support but this had not been provided.

5.3 Other support needed and not provided

Whilst the pharmacists gave accounts of a variety of ways in which they could address their learning needs, with accessing helpful others one of the primary sources of support, adequate help for pharmacists’ learning in practice is not always available even through informal networks. 

The first example of just such a situation was provided by a pharmacist who had recently taken over the management of a community pharmacy, having not had management responsibility previously. The pharmacist expressed the potential isolation that can be part of community pharmacy practice:

“So I’ve had to really learn that myself. …..You’re sort of thrown in to this world; you’re a pharmacist and you are a manager which is, like it’s difficult, whereas [with a large company]  I think you are the pharmacist, and there’s also a manager there, the store manager…” (I2: community pharmacist).
This same pharmacist had turned to her direct line manager to ask for support in undertaking some of the retail management roles she had not undertaken previously. Her manager referred her to other members of the pharmacy staff, and the pharmacist was left with the impression that she should be learning to manage these issues through her own endeavours, and not to expect support from those who would be in a position to help. 

Another example that originated from community pharmacy practice involved a pharmacist with several years of hospital experience making the move into community pharmacy. The pharmacist had mentioned the move previously in the interview, and when asked if there had been any support offered to her in taking on her new role she responded:

“Erm, no, no there wasn’t really. Erm I asked if I could, they had a few branches so I asked if  could go and I got to go to a few of the other branches and have a look but erm no I had no idea really about.. [the support] just wasn’t there.”  (I17:primary care/academic pharmacist).
When asked for how she coped in this difficult situation, she continued:

“I didn’t do much really I just sort of carried on ,we had locums in occasionally and I tried to talk to those but I just floundered along so I didn’t make a very good job of it to be honest I didn’t really get any training nor anything.”

She went on to describe her unhappiness at being in this situation, and her feelings of helplessness when she had no-one to access to provide any support. After a year in this job the pharmacist concerned left community pharmacy and returned to hospital practice.

Whilst the relative isolation of community practice, a subject which is discussed in more detail in the next section, may be expected to give rise to these situations more frequently, it was evident that even in workplaces where there were teams of fellow professionals employed, isolation and lack of support could still be encountered
 Another pharmacist, working as a lecturer in academia, described the experience of being involved in a re-validation of a course shortly after joining the university, and said of the process and paperwork:

“To suddenly be deluged with it all,,, well for me it was overwhelming, I didn’t quite understand it. I don’t think I was the only one who found it difficult….. we were just left to get on with it. We had program and team meetings, where the program leader was very good at trying to clarify the process for us, and although it might have been very clear to them, it wasn’t for us. We were not given that much time to do this. It kind of overwhelmed me and shattered me.” (I12: teacher practitioner).
In the first example above, the pharmacist had qualified within the last six months, and had then acted as a locum within the employing company, which had not required people or retail management skills. In the next two cases, the individuals, whilst experienced in other areas of pharmacy, were new to their current area of practice. In the LiNEA study, the newly qualified trainees in all three professions studied were found to need support to settle into their new professions and where there was inadequate support for this process, they become dissatisfied and many chose to leave their new profession (Eraut et al., 2004). The reactions of the pharmacists left unsupported in similar situations here show that the lack of support and training to undertake their new roles undermined the pharmacists’ confidence and was instrumental in one returning to a previous place of employment.

5.4 Negative others

When discussing helpful others, I did not set out to elicit descriptions of less helpful behaviour from others in the workplace, as I was mindful that discussing these issues might raise uncomfortable feelings and emotions in those interviewed. Despite my deliberate attempt to focus on the positive impact of helpful others on learning, two pharmacists in particular felt strongly enough about the negative situations in which they had found themselves to provide examples within the interview. For lack of a better description I have called these people who undermine pharmacists learning “negative others”.

The examples that the pharmacists gave of negative others were both centred on the role of the pre-registration tutor. At such an early stage in a pharmacist’s career the pre-registration tutor plays a vital role in helping them move from new graduate to functioning professional, and problems encountered during the year of pre-reg training may effect the trainees practice for many years. 

One pharmacist, during our discussion over those who had helped her develop during her career, gave me an emphatic description of a negative influence.  During her pre-registration year she had had a pre-registration tutor who had provided little support and guidance to her, and in her own words;

“… I learnt nothing at all during my pre-reg . I learnt NOTHING…… he was the bad example that I didn’t follow. How not to do it!” (I6: community pharmacist).
(Capital letters have been used to denote verbal emphasis during the interview)

During this part of the interview, the pharmacist concerned became very animated, with strong emphasis in her voice and a rather aggressive body language. Although she had been qualified 4 years, and therefore had not been under the tutelage of this pharmacist since qualification, thinking back over her training period obviously continued to invoke a strong emotional response in this individual. The ongoing discussion then focused for some period of time on the knowledge and skill she felt she had since gained, in spite of this poor start. Interestingly this pharmacist was the one who gave great weight to her academic learning and ongoing taught postgraduate courses, and denied the usefulness of reflective practice. Whilst it is not possible to determine the reasons for this from the interview data, it might be postulated that her early experiences of professional learning and informal learning through helpful others, did not encourage a reflective approach, nor did it engender in her any concept of the value of learning through practice and via helpful others. 

The second negative example involved another community pre-registration placement, and in this situation there were two pharmacists employed in the pharmacy. Unfortunately, both the pre-registration tutor and the second pharmacist were equally as negative.

“so I had two sort of ..people who were interesting but very negative role models. One was a guy who didn’t care about pharmacy as it’s practiced and another who was erm someone who had come out of academia and was carrying a lot of sort of emotional baggage…. I internalised it and it became a very negative thing for me. It wasn't a good start to my career I think.” (I16; locum pharmacist).
Interestingly, it was this same pharmacist (I16 ) who said he rarely used others to help with his learning. Later in the interview however he talked about utilising the stories he was told by the staff he worked with in the pharmacies where he locumed to compare his practice to both the mistakes and success of other pharmacists and judged his performance accordingly.

These stories of others’ successes and failures helped him to self regulate his own practice. It was only this one pharmacist who mentioned using such information to help guide his own decisions relating to his practice and he later identified that he preferred to be very independent in his learning and relied little on using others to help him learn. What this extract perhaps suggests is that he in fact does use the experiences of others to help him, but through a vicarious process that does not involve direct interaction with other professionals to achieve learning.

As the interview progressed, he described an ongoing pattern of being very self reliant in his approach to learning from qualification some 15-20 years previously. Given the negative role models and lack of support he was offered during his pre-registration year, it might be argued that he has adopted such an independent approach to learning to avoid having to rely on other people who might not offer him the support he requires.  Such a pattern of self reliance has continued into his career as a pharmacist and continues to be his preferred method of learning. 

Certainly, the significance of early role models in the ongoing practice and approach to being a professional can not be underestimated (Eraut et al., 2004). It is in these early phases of working as a professional that the individual begins to develop a sense of the profession they have joined, the tacit rules and ways of thinking adopted by those in the profession and their own identity as a member of the profession (Richardson, Dahlgren & Higgs, 2004). Within pharmacy the pre-registration tutor role is therefore vital not only in helping in the training over the year, and in ensuring the quality of new professionals, but also in terms of both engendering in them a sense of belonging to the profession and exerting an ongoing influence over the pharmacist’s lifetime of work.

One theme that occurred throughout the interviews and focus group, related to the relative isolation in which community pharmacy is practiced. The influence of such a practice situation has relevance to both the access community pharmacists have to helpful others, and the challenges that face the profession of pharmacy in encouraging all pharmacists to access socially based learning opportunities.

5.5 Isolation in community pharmacy

Those pharmacists with experience in both hospital and community pharmacy, and those who worked solely in community pharmacy, often commented on the isolation experienced in community pharmacy compared with the team working they had experienced in the hospital environment. 

“Well, the thing about community pharmacy is the isolation. In the hospital there were always other people to ask… it’s much harder in community to find anyone, the right person to ask.” (I4: community pharmacist who had undertaken a hospital pre-registration year).
The limited options that are available within the community pharmacy workplace to access the support of helpful others pushed the pharmacists into accessing people in other areas of their lives. Inherently, the diagrams that the community pharmacists produced of the helpful others who supported their learning, were more limited in the number of people that they had available to fulfil the helpful others role. With networks and helpful others providing such a vital support for learning (Brookfield, 1986), pharmacists in community need to be aware of the need and importance of seeking out opportunities to create their own learning networks and to gain the support of helpful others. Indeed, Fisher writes in strong terms about the needs for some individuals to interact with others: for a variety of individuals “not to perform some network function is a professional dereliction of duty.” (Fisher, 1983).

5.6 Summary 

So, to return to the question posed at the start of this chapter, from whom might pharmacists gain support in their learning?  This research study suggests that the informal, practice based learning that pharmacists undertake is influenced by a wide range of individuals, including, but by no means exclusively, those involved in the same profession. It is only other pharmacists however, that are able introduce the novice pharmacist to the profession of pharmacy and then continue to develop the individual’s understanding of their own professional culture, with its inherent rules, beliefs and values.
Returning once more to the quote with which this chapter of the thesis opened; “Most significant adult learning takes place in social settings, not formal” (Brookfield, 1986, p4). It needs to be recognised that learning in the profession of pharmacy is a largely dominated by socio-cultural processes. Ensuring that suitable opportunities exist to interact with others in order to learn and develop must be a priority for both the individual pharmacist and the profession as a whole.
6 Utilising CPD to capture informal learning in practice

Having identified ways in which the pharmacists felt they learnt in practice and the support they received from others for their learning and development, the third thread that runs throughout the thesis involves Continuing Professional Development. 
This chapter addresses the third research question:

3. Do the existing models of CPD allow pharmacists to capture their ongoing learning? 

The objective of this chapter is to explore the pharmacist participants’ views on CPD as a concept, CPD as implemented by the RPSGB, and CPD as a method for capturing their ongoing learning including that which is informal and occurs in practice.

6.1 The concept of Continuing Professional Development.

Whilst conducting the research interviews, the term continuing professional development, or CPD was not used by the interviewer until it had been mentioned, if at all, by the pharmacists being interviewed. The intention here was not to influence their views of the interview or to encourage a particular view of practice learning to be adopted. In reality, all the pharmacists made reference to CPD during their interview and many made it a central part of the ongoing discussion.

For the UK Government, CPD has become one of the central underpinning tenets of their drive to improve and maintain standards (DH, 1998, 1999). All the allied health professions have been obliged to introduce a method for their members to record their CPD (DH, 1999). This is the first initiative that has been implemented throughout the NHS and demanded across all health professions; such a move has not been universally popular.

Taylor (2001) views CPD as a mechanism for social control over the health professions, allowing society to measure the performance of the practitioners. The challenge that such a move poses to the autonomy of health professionals is of concern to Fish and Coles (1998a, p7); “they deeply challenge professional’s personal autonomy to maintain their own standards.”

So, do pharmacists view the concept and implementation of CPD as a power issue, allowing society and Government to exert control over and reduce the autonomy of professionals, or do they side with those expressing the positive aspects of CPD to pharmacists and other? 

Throughout both the interviews and the focus group, the pharmacists demonstrated a clear understanding of the need for continuing professional development, and appeared to consider that it was a necessity in today’s current health care climate. 

“I don’t think it is the wrong thing to ask us to do it. It’s not wrong, it’s certainly something that society probably should have been doing for a long time, asking us to demonstrate…(our competence).” (F5: hospital pharmacist).
The quote above typifies the responses of the pharmacist participants; they viewed the issue of control as a factor in the implementation of mandatory CPD by the Government, but they did not seem to see this as a negative issue, detracting from the value of the process, but rather more as an omission within the system that had now been put right.

An overall impression of the research data (the interviews and the focus group) leads me to offer the comment that throughout the one to one interviews that were conducted, the pharmacists held much more negative views than those that were expressed by the focus group participants. Such a difference in attitude may result from the difference in research methods; one to one interviews invite the participants into a dialogue that is self directed, and as trust is built up between the interviewee and the interviewer it may be that there is a greater level of comfort to reveal these more negative attitudes. In the focus groups, in front of a group of their peers, the participants may feel the need to temper these comments. Alternatively, the composition of the focus group, with a predominance of pharmacists with an active engagement in educational issues, may have meant that this group held a more positive attitude to CPD due to their practice background and underpinning knowledge.

Such a comment is certainly not meant to suggest that the focus group responses relating to CPD were all positive, as will be discussed in more detail shortly, they were, in their turn, negative about aspects of the CPD process, but showed a greater understanding of, and a greater level of conviction in, the need to show ongoing development.

In their work with a number of different individuals from various professional backgrounds, Friedman and Phillips (2004) found that they often

“have a limited view of CPD- seeing it as training, a means of keeping up to date, or a way to build a career” (p361). The pharmacists in this study showed a far broader understanding of CPD, mentioning issues such as assessing competence, maintaining registration, lifelong learning, ensuring public confidence in the profession and providing evidence of their work ability in employment situations.
When asked what particular aspect of CPD they found most onerous, the participants nearly all replied that the time required to complete records and reflect on practice was the hardest factor to overcome.

Members of the focus group expressed indignation that they were being asked to record their CPD as though they had not been undertaking continuous learning before the CPD concept was introduced.

” Well, I think it is like (F6) says, we are all doing it anyway aren’t we and so recording it doesn’t really make the difference.”(F2: locum pharmacist).
 “… it has been part of the ethos of our careers before it became this huge black cloud.”  (F3: hospital pharmacist).
 “It was always called keeping up to date!” (F5: hospital pharmacist).
For the majority of health professions, even prior to the Government making it obligatory for the professions to implement CPD, there had been professional requirements to maintain knowledge and ensure that practice standards were maintained. For many this was via a requirement for a certain number of hours of continuing education to be undertaken; for pharmacists, the expectation was that they would undertake a minimum of 30 hours per year, so the participants are in all likelihood correct in saying that they were already undertaking learning prior to CPD. 
The sense of indignation may result more from the method of enforcement of the process and potentially the feeling that this has resulted from a lack of trust, which challenges the professionalism of many pharmacists and other health professionals (Fish & Coles, 1998a). Whilst the events that led up to the introduction of CPD, such as the Bristol Heart Scandal (Kennedy, 2001)
and the retention of organs by Alderhey (Redfern, Keeling & Powell, 2001), throw into question the professionalism of some practitioners, there is a sense within the pharmacist interviews that they feel they are being erroneously “tarred with the same brush.”

The focus group was asked to discuss the potential benefits of CPD to them and their practice and the primary, positive benefit that they perceived in implementation of CPD was the introduction of the concept of reflection:
“One thing about the whole ethos of CPD compared to CE is that it does include the whole reflective element. You know, there is beginning to be a culture of, you know, recognising reflection.” (F3: Hospital pharmacist).
Pharmacists’ use of reflection has already been discussed in chapter 4; The previous two chapters have explored the use of reflection and the role of helpful others in learning from practice in more detail, but it is worth commenting here on two aspects in which CPD can be seen to have had positive benefits. Firstly, the introduction of CPD has raised the profile of reflecting on practice as a learning method and perhaps begun the process of legitimising the knowledge and skills gained through the reflective process. Secondly, it has also played a role in expanding pharmacists’ understanding of the depth and breadth of possible learning opportunities.

Along with the idea of reflection as part of CPD, some of the pharmacists commented themselves on their improved understanding of the scope of the learning that could affect their practice. Factors such as behaviour and feelings were seen for the first time as being potential foci for practice learning that would provide legitimate development opportunities in their professional lives Although these concepts were clearly alluded to in the focus group, they were not expressed as clearly in the individual interviews with their focus on individual informal learning. However, when specific examples of learning situations were described by the pharmacists, the emotional response they had had often played a part in their decision to explore the situation further. Boud, Keogh & Walker (1985) acknowledge the importance of emotions and affective domain issues as a starting point for reflection in their iterative model of reflection.

6.1.1 CPD case studies

In order to offer the reader a clearer idea of the range of views and ideas held about CPD, and the differences between individuals, three case studies will now be presented. Each case study gives a brief personal history of the individual and then shares some their views and attitudes to CPD.

Case Study 1: Harvey

Harvey is a senior pharmacist working for a primary care organisation at a strategic level. He has significant experience of working in community pharmacy and then moved into primary care some years ago. 

He undertakes a range of different learning activities to meet his learning needs; he attends local branch meetings, training offered through his work place and also attends courses that are offered to him in his own time. He is in the habit of ensuring that he writes notes when he has undertaken a learning activity and finds that this enhances his learning. He finds that the process of identifying key learning points in this way helps him to relate his new learning specifically to his practice.

He is unusual within the group of pharmacists interviewed because he was very supportive of the RPSGB method of recording CPD, commenting that “yeah, I mean, I suppose I am a bit of a box person, so it kind of helps me.. the kind of prescriptive process helps me” .
Harvey admits that he likes the use of flow charts and other decision supporting mechanisms as he feels that this supports the way in which he approaches practice. He describes a very linear way of thinking and  of assessing his own practice and views lifelong learning and CPD as having a curiosity about the nature of practice.

Harvey suggests that some pharmacists may be discouraged from learning by the CPD process but he states that “it’s about not subduing potential learning and also not putting off learning because you may have to go through the cycle.”
He feels that pharmacists need to work at integrating CPD into their practice, using a template for practice that enables them to capture their learning quickly and efficiently. He adopts this approach to his own practice and finds it very successful.

Case Study 2: Steph

Steph is a hospital pharmacist who has been qualified 8 years. She undertook her pre-registration training in hospital and has continued in hospital practice since then. She works in a specialised clinical area and also undertakes the role of pre-registration tutor. 

She is undertaking a postgraduate qualification to support her in her teaching role, and finds that she learns a lot from the multi-disciplinary students she meets on the study days.

Whilst Steph is supportive of the concept of CPD, she finds the process of recording those events that she has reflected on to be less useful. 

“I reflect much more than I write down… you often get as much out of it from thinking about it ..you don’t gain much from writing it down.”

She does however, complete the recommended 12 records a year; averaging one record a month. She is responsible for helping train the pre-registration pharmacists and as part of this undertakes to train them in the use of the RPSGB on line CPD recording system. She is therefore very familiar with the method of recording CPD; she recommends that records are kept brief to make them more manageable to do.

She commented that she felt many of the more complex skills that she used in her practice were developed in a continuous process as she worked:

 “ I think er, it’s about continuously building skills, so writing it down is artificial… you can’t tie down when you have learnt it.”

 As this quote suggests, due to the extended period over which she has developed these skills and the tacit process by which much of this has occurred, Steph is unable to determine how and when many of these key skills that define her specialist practice developed.

Case Study 3: Raj
Raj is a full time community pharmacy locum, and has chosen to locum for the majority of his career. He undertook his pre-registration training and an initial period at work in hospital, but eventually changes in working practices and financial reasons led to his move into community pharmacy. He has been qualified nearly 20 years  

Raj is not keen on the concept of CPD. He feels that it is a step too far in regulating how pharmacists should learn, and there is a sense of him feeling very indignant that he is being asked to prove he is doing something that he feels is an inherent part of practice, and of being a pharmacist. 

 “well I wonder  I wonder if we give CPD far too much credit. Because there seems to be this defining point in time where you think this is life before CPD and this is life after CPD  and I er, I personally don’t think it is ever like that. I think personally that ..everybody was already doing it, some probably more so than now, now that there is such a strong persuasion to do. ……Whereas I think we were always doing it, in fact I would even go so far as to say, erm I would even go so far as to say that it’s difficult to be a pharmacist without doing it …” 
He does not state during the interview whether he does or does not record his CPD, stating instead that he is “going with the flow” but the sense given is that he probably does not do so very diligently as he feels there is limited value in doing so. This is in line with the majority of the pharmacists in this study.

He finds the Plan & Record forms “tedious” and the CPD process “soul destroying”. In speaking about the need to complete the CPD forms he likens it to returning to school:

”I’m being forced to record it , you have to do it in their way, their style and its like going back to school days. It’s you know, here is your homework and I want to mark it tomorrow. It feels like an upgraded version of that.” 

Raj regularly attends Branch meetings and undertakes suitable training courses, along with reading relevant journals on a regular basis to ensure he keeps up to date. In particular, he perceives a important need to ensure he is conversant with new drugs and over the counter medicines to ensure that he meets the needs of the public who consult him as a pharmacist. 

The case studies above illustrate many of the key points that were made about CPD and pharmacy during the interviews and focus group. Pharmacists often state that they are reflecting on practice and yet choosing not to record these reflections as CPD records. They find that writing the records is time consuming and many do not see the benefit of making this effort, although as the pharmacist “Harvey” in case study 1 shows, there are those who value the process and the structure it gives to their learning.

Each of the issues raised in the case studies is discussed in more detail in the following sections:
6.2 The paradox of CPD in pharmacy

Furze and Pearcey (1999) found that an individual’s motivation to undertake CPD was one of the most important factors in determining participation. 

Interestingly, a paradox became evident within the interview and focus group data – the pharmacists stated clearly that they understood the purpose of CPD and were, for the most part, in agreement with its aims, BUT such an understanding did not mean that they were actually recording their CPD. They admitted to lacking in motivation to actually act: they either struggled to complete their records, or did not complete them at all.

“I just don’t formally document it. I know I should but I don’t because I am not disciplined enough to do that. And that is my own issue I suppose isn’t it. But er I know it is the only way and it is the way forward and if we don’t do it we are not going to improve, “ (I5: community pharmacist).
“And although we have all had sessions on how to do CPD, we all go around going “Have you done anything yet? Have you put any on recently?” …mine is way behind…I know my entries are not up to date. Recording them is a huge problem.. “ (I23: hospital pharmacist).
So, pharmacists appear to be accepting of the necessity for CPD but this did not, however, mean putting the concept in practice or feeling it was useful to them personally. Such a difference between words and actions begs further consideration; why should the pharmacists espouse one belief and then not follow through that belief in their actions?  

In trying to explain the dichotomy that exists in pharmacists’ accounts, their acceptance of CPD as a useful concept but their resistance to undertaking it in practice, it is necessary to look at the ways in which individuals determine their actions. The Theory of Reasoned Action suggested by Ajzen and Fishbein (1980), and later up dated by Ajzen (1991) to the Theory of Planned Behavior, offers an explanation of the processes and factors that determine an individual’s attitude to a particular action. Ajzen and Fishbein suggest that

 “people consider the implications of their actions before they decide to engage or not engage in a given behavior.” (Ajzen & Fishbein, 1980, p5).
6.2.1 The Theory of Planned Behavior

The Theory of Planned Behavior (see figure 11) offers an explanation of the factors that help to determine an individual’s behaviour. The actions of each individual are determined by their intention to perform, or not, any particular action, and their intention is determined by both personal and social influences (Ajzen & Fishbein, 1980). Two personal influences exert an effect on an individual’s intentions. The first is “attitudinal considerations” which are related to the individual’s beliefs in the positive or negative effects of their behaviour, i.e. is it good or bad. The second is the individual’s perception of the ease or difficulty of performing the action, their “perceived behavioural control” (Ajzen 1991). The social influences, or “subjective norm” relates to the pressure from the society in which they are present to undertake the behaviours or otherwise. So in the case of the pharmacists interviewed their own opinions on CPD and reflective practice, and the benefit they perceive, will exert an influence over the chances of them undertaking CPD, as will their perception of the difficult or ease of completing the process.  They will be also affected by the social situation around them. Whilst most of the pharmacists offered positive comments on the principles of CPD, which might suggest that their attitudinal considerations are towards undertaking CPD, their perception of the process of completing their records is that it is difficult. In addition, the influence of subjective norms relates to the attitude of the groups within which the pharmacists work; their communities of practice, and the professional context. In relating to CPD, the subjective norms may be conflicting; in some instances the communities of practice in which the pharmacists operates, especially those working in a pharmacy setting, may be supportive of CPD and reflective practice, but the professional context is more mixed, with the pervading negative attitude perhaps exerting a greater influence over them. Zubin Austin (2002), in writing about group socialisation theory, suggests that the professional context may be an important determinant in what an individual believes worthy of learning; it seems logical to suggest that this professional context may also determine the value given to a particular action. Ajzen and Fishbein (1975; 1980) suggest that in a situation such as that in which the pharmacists find themselves, with a conflict between the attitudinal considerations on one side, and the perceived behavioural control and subjective norms on the other side, the action itself helps to determine which takes precedence in determining action or non action. 

The attitudinal considerations are related to the individual beliefs; if the individual believes they will produce a positive outcome in undertaking the action, the chances of the individual acting are increased, whilst the converse is true. So, the likelihood of the pharmacists undertaking CPD is affected by the perceived outcome; do the pharmacists sense a negative outcome from CPD, or from the RPSGB’s CPD system? Or do they view the system as supportive and useful? The narratives provided here suggest that a more negative belief exists, and this may therefore exert an effect over the attitudinal considerations, making action less likely. 

The perceived behavioural controls relate to the ease of undertaking the action: the pharmacists’ narratives suggest that the majority perceive the Plan & Record process to be difficult and awkward, and this will act against action.

In addition, the subjective norms are subject to beliefs too, in this case relating to the groups views on the potential action (the normative beliefs). Once more the idea of the tacit rules that can exist in groups can be seen to potentially exert an influence over the beliefs relating to the subjective norms, and hence determine the likelihood of action. The pressure exerted by the normative beliefs acts independently of the individual’s personal beliefs, and so may be in opposition to them. 

The influences that go into determining an individual’s attitude to a certain action are represented in the diagram below:


[image: image10]
Note: arrows indicate the direction of influence

Figure 11: Theory of Planned Behavior (Ajzen1991)

In this particular instance, with respect to the pharmacists’ attitudes and actions with regards to CPD, it would seem that whilst many of them hold individual views and beliefs that would encourage them to undertake and record their CPD, their perceived behavioural control, and the subjective norms that are exerting themselves from within the profession, are the opposite, and play a role in preventing action.

If letters and comments in the Pharmaceutical Journal act as an indication, there is a very negative approach to the process of recording CPD across the whole pharmacy profession. Why should this be? Is it simply the natural reluctance of people to change their behaviour? Or something deeper rooted? And what can be done to alter this underlying social pressure to provide a subjective norm for the individual pharmacist that is more conducive to action. These issues are considered further within section 7.7 
The lack of action in relation to the recording of CPD does not however, mean that the pharmacists concerned were not learning and developing in practice. All offered examples of learning and development that they had undertaken recently, ranging from postgraduate study to learning through observation of others. There were however, comments made that suggested that CPD can have a direct influence on pharmacists’ motivation to undertake learning in the first place.

6.3 CPD as a negative influence on learning 

Many of those interviewed felt ongoing learning had always underpinned their practice but they felt that the requirement to undertake and record CPD was acting as a negative influence and in some cases actually decreasing their willingness to undertake learning activities.

“I think there is an opposite to that as well in that it can actually be de-motivating in that if you just see it as a cycle of things to do then you don’t do it in any constructive sort of way.” (F4: academic pharmacist).
The possibility that the implementation of CPD might have led to a decrease in either the quantity, quality or motivation to learn was unexpected and would be extremely counterproductive for the profession of pharmacy. 

Hill found that individual practitioners, whilst often keen to undertake additional formal learning, expect that such activities will fit in around their personal commitments, and be undertaken primarily in work time (Hill, 1997). This is perhaps more likely when they feel that the priorities for their CPD agenda have been set by their organisation rather than meeting any of their own personal needs (Lawton & Wimpenny, 2003). Additional factors such as funding, time, and space for study were also found to affect individual’s attitudes and motivation to undertake CPD (Ayer & Smith, 1998; Dowswell, Hewison & Hinds, 1998). For pharmacists, the potential lack of support for CPD (James et al., 2002), the likelihood of mandatory CPD and re-registration resting on it, and the lack of support often shown by employers may all have an effect on levels of motivation, or in this instance de-motivation within the profession. 

In section 7.6.1, the process of educational change is examined in some detail to try to offer an explanation for the negative views and influences of CPD on the practice of pharmacists.

6.4 The RPSGB’s Continuing Professional Development process.

In 2001, the study by Bell et al (2001) into the attitudes of pharmacists in Northern Ireland prior to the introduction of CPD, showed that 90% of pharmacists agreed that they should undertake ongoing learning and development as part of their professional role but that only 50% felt this should be mandatory. The majority, 90%, were against the implementation of a punitive approach to CPD with regards to re-registration. 

The views of the pharmacists in this study were very much in line with those surveyed in Bell et al’s study; they all accepted that CPD was necessary, for both their individual development and to ensure the Governments clinical governance agenda for health was met. They were not however in favour of it being used to determine a pharmacist’s competence to practice, along with potentially punitive actions that might result from this approach.

Despite their overall acceptance of CPD as an approach to learning and development, in discussing the Society’s method of recording CPD strong responses were invoked from many of those interviewed. As one of the focus group participants put it:

“..it feels more of a burden, I feel it is more of a burden than I ever felt it was before.” (F3: hospital pharmacist).  

Other strong words such as cumbersome were also used to describe the process pharmacists were being asked to undertake to record their CPD. 

The next section looks in more detail at the pharmacists’ views on the specific paper work, the Plan & Record forms, implemented by the RPSGB for pharmacists to record their CPD.

6.4.1 RPSGB’s Plan and Record Forms

The RPSGB’s Plan & Record forms were almost uniformly unpopular. Aside from complaints about the on line system and its inherent limitations to capture situations in practice when many pharmacies do not have internet connections, the design of the forms themselves was the subject of much comment in the interviews and further debate in the focus group.

Many of the pharmacists commented on the lack of flexibility of the forms, and they were described as “rigid” and “cumbersome” and the limitations that they placed on the learning that was captured and the way in which it had to be described and recorded (See Appendix 8 for a copy of the Plan & Record form). Many of the pharmacists commented that they couldn’t always record what they wanted to under the format provided.
“…it’s so limiting…most of what I want to write doesn't fit into their boxes… I do it because I have to.” (I6: community pharmacist).
“ I find them awful….” (I19: community pharmacist ).
“…..it felt unnatural and it wasn’t how my brain worked and it didn’t all fit into the little boxes .” (F4: academic pharmacist ).
One pharmacist only was in support of the very structured approach; his views are discussed more fully in case study 1, above, but he was comfortable having the process broken down as he felt this helped him to ensure he completed the whole record.

Flexibility in the recording system was seen as a desirable trait so that each person can mould the style of CPD records to suit them and their style, whilst still providing the required evidence of ongoing learning. Comments were made about the potential for “dumbing down” the process such that much of its potential strengths were lost.

The focus group discussed their concerns that the forms had been designed to allow easy computer assessment rather than to optimise the learning which they captured.

A recent news article in the Pharmaceutical Journal suggests that 64% of pharmacists in Sunderland are engaging in CPD (Anon, 2007), and figures provided by the RPSGB show that 45% of registered pharmacists have now been on line and used the Plan and Record forms available there (Poole, 2008). However, some of the pharmacists interviewed in this study admitted to never having completed a form and the majority of those interviewed were not completing enough forms to fulfil the Society’s “recommended” 12 forms a year. In the interviews, several of the pharmacists were quite apologetic about their lack of engagement in the CPD process.

“I have vaguely looked at them but that’s it .I think I have kind of got a mental block. It’s like trying to write a book and I just don’t know what to write. I think once I have started then it will be easier but I haven’t done it. I haven’t even looked at the video!” (I17: primary care/academic pharmacist).
The content of records was also discussed, with particular respect to what people would be willing to record and with whom they might be willing to share certain records.

In the following excerpt, the pharmacist F4 describes to the others in the focus group her experience as a pre-registration student with sharing her reflective records with her tutor, compared to the experiences of a fellow trainee:
“Someone mentioned the word emotional just now and whether you write an emotional account or a really reflective deep personal account, I think some of that actually comes down to the fact that you know someone from the Society could come and read it and I certainly know that at the start of my pre-reg compared with the end when I knew my tutor a lot better I was writing very different things in the reflective part of my evidence. Because I knew that I could go and talk to him about whatever problem I was having and I knew I could go and talk to him he was very supportive I had no issues of going to him and saying I have made a complete mess, I have made a mistake..I trusted him and I was quite happy for him to read anything that I had written there but my friend, with a different tutor she er she read one of mine and she said I would never write that in mine because I know that he would read it and I don’t want him knowing that I felt that…… she didn’t have close enough relationship with him, whether it was a good feeling or a bad feeling or whatever she didn’t want him to know about it. So I think some pharmacists may have an issue with that.” (F4: locum pharmacist).
The pharmacist here raises the issue of trust making a difference in the willingness of pharmacists to share their CPD records, be they good or bad, but perhaps specifically those that might not show them in the best light. The group continued to discuss the differences between what they saw as personal reflection undertaken for their own use and that which they were willing to share. There were concerns that the temptation then is to record only the positive; as F3 who helps to train pre-registration pharmacists commented

“ I find that all the time with the pre-regs all the evidence they submit is I did this brilliantly!”(F3: hospital pharmacist)).
In recording only the positive, there was then no way to show their progression over time as their performance improved. Although this example looks at pre-registration pharmacists, others in the focus group mentioned instances when they believed that a similar problem was also found with qualified pharmacists. These comments certainly agree with Salisbury’s findings that students undertaking written reflection in an academic setting tended to record those instances that they felt showed them in a positive light (Salisbury, 1994). Ideally there needs to be a balance between the positive and negative records made, so that the true nature of practice is revealed. A litany of potential disasters does not provide any greater insight into the overall nature of the individual’s practice than does a collection of positive records of performance. The pharmacists seemed, both individually and in discussing other people, to take the view that blame would be determined if something went wrong. The drive within the NHS, as a result of the implementation of clinical governance, is to move away from this idea (DH, 2000a), although the punitive approach taken by The Pharmacists and Pharmacy Technicians Order (also known as “Section 60”) to pharmacists’ errors in practice does not yet support this (The Pharmacist and Pharmacy Technicians Order; 2007). It is to be hoped that CPD and the professional culture will eventually encourage pharmacists to view all events as potential learning opportunities from which they could draw both positive and negative inferences to help improve their practice.

The focus group participants were also concerned about receiving quality feedback in relation to the records they completed – one member had seen feedback sent to a pre-registration tutor who participated in the pilot CPD scheme and was concerned that it did not look at the quality of the records completed, but only whether or not they had been completed. There was general assent that much better feedback was required to increase the strengths of the system and to motivate pharmacists to continue to record their CPD. The pharmacists wanted to receive adequate return on their efforts and gain guidance on their further CPD recoding. The quality of feedback that is received by the individual on any aspect of their professional role is important to encourage ongoing development (Eraut, 1994; 2006; Eraut et al., 2004) and in undertaking CPD, which pharmacists already find onerous, it is particularly vital. 

6.5 Summary

In summary, the answer to the research question posed at the start of this chapter, is that the RPSGB’s recording method for CPD does not appear to support pharmacists in capturing their learning and may in fact act as a barrier to them doing so.

There appears to be a disjuncture between the espoused beliefs of the pharmacists with regards to CPD, which they view as positive overall, and their actions, because they are generally not actively recording their CPD. If the pharmacists are being adversely affected by a negative professional culture towards CPD, the threat of mandatory CPD and related punitive outcomes, and the personal costs to themselves in terms of time and effort, then there needs to be an exploration of potential solutions to begin to overcome these inhibitors of action. These issues are discussed in further detail in the concluding chapter. However, Lawton and Wimpenny (2003) suggest that the use of CPD would have greater impact if a stronger partnership existed between the individual and their needs, the context of their work and related organisational needs and the nature of CPD as perceived by the RPSGB as the regulating body. 
Since conducting the interviews in 2006/07, there have been some changes to the RPSGB’s CPD method (RPSGB 2007b).  It is now suggested that the individual may choose to start a CPD record at any part of the CPD cycle, i.e. they may choose to begin their record at reflection, planning, action or evaluation stage. Whilst it is hoped that this will make the recording process easier for pharmacists, there has been no major review of the paperwork being used. 

7 Conclusions

“Reforming practice requires a transformation of people’s understanding of the basic assumptions of their practice and practice research.” (Desforges, 2000, p7).

7.1 Overview

In this final chapter of the thesis, I will summarise the main findings, discuss some conclusions that can be drawn from the data, and relate these ideas to the profession of pharmacy as a whole, and other health care professions as well. I will also discuss the process of reflexivity and its place in ensuring the quality of this research, and then discuss the potential limitations of the study and suggest areas for ongoing research.

The aim of the thesis has been to provide some insights into the informal learning of pharmacists in the UK, in order to add to the literature on learning by practising health professionals and in particular pharmacists’ learning. The main conclusions reached as a result of this research are that whilst pharmacists utilise a range of informal learning methods in practice, they are often unaware of the ways in which they learn and they find it difficult to capture all their learning using the current CPD structure from the RPSGB. In addition, the vital role that helpful others play in the learning of pharmacists cannot be overestimated and opportunities to participate in such learning should be encouraged.

7.2 Key findings

Under each of the three research questions investigated by this study, the key findings are briefly presented. There then follows a more detailed discussion of the implications of the research to pharmacists, the profession of pharmacy, other health professions and to those in Government.

1. How do pharmacists learn once qualified and practising? 

All the pharmacists involved in this study understood the need for them to learn and develop on an ongoing basis.

The pharmacists provided narratives that illustrated knowledge and skills that they had learnt through methods such as experiential learning and reflective practice. Despite this, many displayed a limited understanding of the potential learning opportunities that practice offers them. They placed a high value on the formal, taught learning opportunities they could access and saw the learning from informal situations as being of less value and influence over their practice.

There is a need for pharmacists to have a wider understanding of the potential sources of learning that occur within their practice and they need to value the strengths of this informal learning to enhance their knowledge, skills and attitudes. 

These findings have a number of implications for the profession of pharmacy and those who educate student and qualified pharmacists, and these are explored in more detail in section 7.9.
2. From whom might pharmacists gain support in their learning? 

The importance of social learning in pharmacy becomes apparent within this research study. Pharmacists gain support for their informal learning from a wide range of individuals; from colleagues, to experts in specialist areas and personal friends and family. Such support is vital to their ongoing development and plays an important role in developing their level of expertise. Many of the people acting as a “helpful other” for the pharmacists do so in an unofficial and informal manner. 

Opportunities to create and maintain networks of people to support a pharmacist’s learning are therefore essential to their ongoing learning and development. The ways in which the pharmacy profession may be able to support this process are discussed in section 7.8. 

3. Do the existing models of CPD allow pharmacists to capture their ongoing learning? 

From the views expressed by the pharmacists involved in this research, the RPSGB’s recording method for CPD does not successfully support pharmacists in capturing their learning and may in fact act as a barrier to them doing so.

Whilst it is apparent that pharmacists are supportive of the concept and principles of CPD, this does not result in them actively undertaking the recording of their own learning and development. The Theory of Planned Behavior offers a potential explanation for this disjuncture between beliefs and actions, and it is possible that the pervasive negative attitude to CPD within the profession and the concept of mandatory CPD acts as a block to their recording their CPD. The negative views on the method of recording CPD recommended by the RPSGB also exert a negative influence.

In the next section I will move on to consider the implications of this research for the pharmacy profession and its pharmacist members as a whole, then the RPSGB, as both the regulatory and professional body for pharmacy and the role of pharmacy educators in producing professionals fit for modern practice..

Whilst the intention of this thesis was not to research specific changes within the discipline of pharmacy practice, it has not been undertaken in isolation and there is a need to look at the issues of praxis suggested by the outcomes of this research. I will look at specific changes that would be helpful in overcoming the issues relating to pharmacists’ recording of CPD and their recognition and valuing of the informal learning they undertake as identified in this thesis. I will look at issues relating to the structure of the RPSGB’s CPD method, the change process used to implement CPD for pharmacists and the opportunities for increasing professional interaction that may help to support informal learning. 

7.3 Pharmacy and informal learning

In their introduction to their book “Appreciating Practice in the Caring Professions”, Fish and Coles lament that society no longer recognises the inherent nature of professional practice:

“Society also recognised (perhaps more so in the past than at the present time) that professional practice is difficult to define… What a professional does cannot always be planned. The ‘right thing to do‘ emerges in the course of the professionals contact with patients… Indeed, those professional actions that require the highest level of expertise are those that simply cannot be predicted in advance.” (Fish & Coles, 1998b, p4).

Whilst there may be some in the pharmacy profession that feel similarly, the pharmacists in this study seem to take a far more pragmatic view, accepting the need to prove their commitment to ongoing learning and development. What now needs to be challenged is the discrepancy between their attitudes and actions. The profession needs to examine the way in which CPD has been implemented to see if there are any insights to be gained that may help determine the cause of this dichotomy.   

7.4 Implications for the RPSGB 

The data analysis raised several issues that are of importance to the RPSGB in both its regulatory and professional roles. Whilst this section refers throughout to the RPSGB, which undertakes the professional and regulatory functions in a combined capacity, the implications of the split of functions that will occur by 2010 cannot be ignored. The development of two new organisations, one the General Pharmaceutical Council, which will undertake the regulatory functions for the profession of pharmacy and the other the professional body, which may or may not remain as the RPSGB, offers an opportunity for issues such as those raised in this thesis to be considered . An integrated approach across the two organisations, in relation to the issues of pharmacists’ ongoing learning in practice and the requirement for them to record this for CPD purposes, could be developed and implemented. 
7.4.1 Requirements for CPD across professions
In Chapter 1: Introduction, the requirement for CPD across some of the other health professions along with teaching and social work were reviewed and a comparison undertaken (see section1.9.1). It is now necessary to return to this critique in light of the research findings, and relate these to the differences in the approaches taken across professions.

The pharmacy scheme was the most structured in terms of suggested paperwork and the infrastructure put in place to support it, such as the on-line system and the desk top program. It was also one of the only two methods that used a version of the CPD cycle to underpin the process it recommends. The underlying purpose of such a structured system needs to be examined in more detail.

Sadler-Smith, Allinson & Hayes (2000) identified 3 key roles for the use of CPD. These are:

1. The maintenance role – this is where CPD is use to support a long term lifelong learning approach to the development of individuals

2. The survival role – where CPD is required to demonstrate an individual’s  competence to remain on a professional register

3. The mobility role – where the individual is using CPD to enhance their future employment opportunities

Whilst the intention of the CPD scheme for pharmacy is to promote lifelong learning and therefore perform the maintenance role, the change to a mandatory system runs the risk of prioritising the survival role over the others, to the detriment of the other roles for CPD. Lawton and Wimpenny (2003) argue that this is the case for the nursing profession, where CPD is already mandatory. Much of the motivation for the RPSGB’s, and various other health professions, CPD schemes could arguably be about ensuring “one’s own house is in order” to avoid the loss of self regulation and greater external intervention, than ensuring the lifelong learning of participants (Clancy, 2000). The Government made clear that any professions not found to have implemented a satisfactory system for ensuring the ongoing competence of professionals would have their registration role removed and given to a body judged suitable by the Department of Health (DH, 2007b) .

It could also be argued that the CPD system introduced throughout the health professions is designed to deal with those that Cervero (1988) terms “laggards”; those who are not interested in their professional development and are resistant to any implemented changes. Rather than dealing effectively with this minority, the process is instead likely to place an increased burden on the “middle majority” (Cervero, 1988), who are already undertaking relevant ongoing learning to up date their practice. Whilst the intention is that the monitoring of CPD will ensure that CPD is undertaken and will be effective in improving health care, the evidence for this assumption does not exist (Hinchcliff, 2000). 

The pharmacy system is alone in being highly structured and from the research described in this thesis; such an approach would appear to run the risk of reducing the usability of the system and limiting the learning that is offered. The pharmacy profession is alone in offering an online recording method for CPD and in undertaking to assess on-line records. The focus group participants hit upon a key in suggesting that the records are highly structured and rigid in nature to facilitate this process. Whilst pharmacists are currently able to use other methods to record their CPD if they choose, this may change when it becomes a mandatory requirement. Other professions are more open and allow greater flexibility in their systems: it is not yet clear however whether either of these approaches offers benefits over the other, but it can certainly be suggested that the system that the RPSGB supports and promotes does not gain the approval of the majority of the pharmacists in this study. Future research may provide answers that help to guide all the professions grappling with CPD.

The literature on CPD suggests that in order to increase the likelihood of achieving the stated aims of CPD, the approach taken to adopting a system of CPD should be optimised. Friedman et al undertook a review of nursing CPD processes and used this to determine four key factors that they suggest determine good practice in CPD systems (Friedman et al., 2000). These are show in Table 5 and then applied to the RPSGB’s CPD scheme.

The table suggests that the approach to CPD taken by the pharmacy profession is on its way to meeting the four factors that may help determine its success. The important outstanding issues of assessment of competence and methods to benchmark the process need to be given adequate consideration. It is clear that the current CPD approach is focused on the right to remain registered as a pharmacist and is not designed to assess competence.  Despite the initial development appearing to meet the requirements that Friedman and Davis suggest, this research would imply that there is still much to be done before it is accepted by the majority of the members of the pharmacy profession. Until acceptance and support is widespread, the improvements to practice and the increase in standards of care will be of limited.

Table 5: A Comparison of the RPSGB’s CPD system to Friedman et al’s Key factors of good practice in CPD systems (2000)

	Key factors of good practice
	RPSGB CPD scheme

	Clarity
	A clearly identified purpose and approach
	The RPSGB has clearly stated that CPD is the method by which they intend to maintain professional standards.

	Monitoring
	Consistent approach to monitoring. Professionals given more than one chance to “pass”
	Difficult to comment in at present - monitoring is to be centralised, and pharmacists will have an opportunity to resubmit if they do not reach standards first time

	Suitability and self-reflection
	Should be suitable for purpose and incorporate principles of self-reflection
	The CPD cycle used reflection as one of the major methods of assessing practice and determining learning needs. Hence it is hoped to change practice

	Benchmarking
	The process should be benchmarked as should the standards set for assessment & monitoring
	With all the health professions introducing systems at the same time, opportunities for benchmarking are currently limited.


(adapted from Friedman et al., 2000)
There is a need for the RPSGB to review their current approach to CPD, and ensure that they are providing the most appropriate support to pharmacists to help them integrate this change in approach in to their practice. Only then may the true benefits of improved practice and enhanced patient care be achieved through this new process. To date, one might argue that the change has been enforced and not supportive in nature, and had enabled the RPSGB to meet the requirements of the Government to have such process in place but it is questionable whether the CPD process they have implemented will be shown to achieve the practice improvements anticipated in the original Government publications. Lawton and Wimpenny finish their review of CPD by saying “While a mandatory scheme may address a societal requirement for some form of licensure that can be sanctioned, it is unclear if it will achieve the goal of maintaining standards” (Lawton & Wimpenny, 2003). Their misgivings are echoed by Furze and Peacey (1999)  who declare that the link between CPD and improved care and outcomes is tenuous.

Whilst the literature does not yet support the improved standards of practice that are integral to the Government’s stated aims for CPD, it would not appear that the requirement for the professions to undertake CPD will be removed. 

It is therefore useful to examine a model of using CPD for regulation purposes that has been implemented and researched in Ontario Canada, to see if there are similar issues between their experiences and the situation that exists in the UK, and to identify examples of good practice in this area.

7.5 Case study: Re-registration procedures in Ontario, Canada

In Ontario, a rigorous process of re-registration has been implemented to ensure the quality of practising pharmacists (Austin et al., 2003). Each year 20% of the pharmacists registered on Part A of the register, i.e. directly involved in patient care, are asked to submit their learning portfolios they are expected to keep on an on going basis, much as UK pharmacists are now expected to keep CPD records. They also have to complete a self assessment survey of their skills and learning needs.

Of the 20% of pharmacists that submit a portfolio, 200 pharmacists are asked to attend for further tests and assessment. These assessments include an open book exam, simulating practice based situations, then a series of patient interview scenarios that focus on generic practice issues and look at communication competencies in particular. All the assessments are designed by a panel of practising pharmacists to ensure relevance to practice. Following on from these assessed sessions there is a session in which small groups of pharmacists share their portfolios and learn from each other, facilitated by another pharmacist. 

The shared learning session is very well received and “perhaps the most surprising and frequent comment made is about the extent to which this session allows them to understand both the nature of their own practices and those of their peers.” (Austin et al., 2003).

Each year approximately 15 of the 200 pharmacists are judged to not have met the competency standards and are then put into the “peer assisted” category and provided with support to meet their learning needs by pharmacists from University of Toronto (Ho, Croteau & Austin, 2007) . In Ontario, the pharmacists have to pay for their continuing education courses and they are still expected to do this, although they are invited back to the University for an opportunity to gain help and advice with the patient counselling scenarios.  

To compare the situation in Ontario to the one in the UK is difficult; there are also two parts to the register of pharmacists in the UK, referred to as practising and non-practising. The definition of practising used in the UK is particularly wide, and includes most pharmacists who work in community, hospital, primary care and academia. In Ontario the definition for Part A of the register is more limited as they need to be involved directly in patient care provision. 

However, taking the figures from Ontario and assuming they can be said to in some way reflect the situation in the UK with regard to competence presents some surprising figures. 

In the UK, in April 2008 there were 38,413 pharmacists on the Society’s practising register and 8708 on the non practising register (RPSGB, 2008c). Following the Ontario example, selecting 20% of the practising register each year to submit their portfolios, would involve the Society receiving some 7600 CPD portfolio submissions. In Ontario the number is much less per year at between 1600-1700 (Austin et al., 2003). Although it might be ideal to then take all of these through a more rigorous testing process this may be impractical given the number of pharmacists this would involve.  

Whilst the Canadian system offers the advantage that the CPD folders are assessed by pharmacists, with an understanding of practice issues, which was one area of concern for the pharmacists in this study, the work load and financial burden such a system might place on the RPSGB, or registering body in the UK might prove prohibitive. However, the Ontario model of coaching and supporting the poorly performing pharmacists does provide a potential model that could be adopted in the UK to provide support for those identified as not meeting their CPD requirements. 

The discussion groups in Ontario to share experiences in practice and discuss issues relating to the professional development could be implemented as part of a package of supportive measures. A number of writers suggest that using group discussion to support reflection can be beneficial (Franks, Watts & Fabricus, 1994., 1994; Wade, 1994; Platzer, 1997), offering a number of benefits including “the dialectical nature of discussion enables the group members to view a situation from multiple perspectives and see alternative to their thinking… (and).. the individual nurse will be more likely to experience conceptual change when faced with the construct systems of others.” (Platzer, 1997). The opportunity to interact and discuss their practice and to have their own ideas challenged by peers can prove to be incredibly beneficial, as the Ontario pharmacists commented (see quote above) (Austin et al., 2003).

The opportunity to undertake role play scenarios under the supervision of an academic pharmacist who can immediately provide feedback on performance and help the individual to identify their specific learning needs could also be utilised in the UK system. Feedback is vital to learners and professionals alike (Eraut, 2006), and may be more palatable for the pharmacists involved if it comes from a pharmacist experienced in managing individuals in a learning environment.

The Ontario system for CPD and re-registration therefore provides a potentially very interesting model and the key components could be implemented within the UK system of mandatory CPD and dealing with poor performance.

However, given the apparent reluctance of UK pharmacists to even begin to actively record their CPD, regardless of whether this is for registration or otherwise, there is a need to examine the reasons for such reluctance and the process of implementing CPD is a logical place to start. The adoption of CPD by the pharmacy profession involved a fundamental shift in focus with regards to learning, from recording hours of formal learning to a far wider remit. Such processes of change are potentially challenging and may raise issues that have far reaching effects.

7.6 Implementing change in professional behaviour

This study suggests that the adoption of CPD and reflective practice by pharmacists is still a process fraught with challenges, both at the individual and the professional level. For pharmacists and the pharmacy profession, the implementation of CPD requires a change in their approach to their practice, and as CPD is about capturing learning in practice, in their understanding of what they learn as they work. A number of processes underpin such changes and these are examined in the following sections.

7.6.1 The implementation of CPD as a process of educational change
Theories of change relating to human behaviour may offer a way of describing the factors that could help to increase the effectiveness of the implementation process as learning in practice is a human behaviour. What is important for this thesis is to determine what factors might be able to be changed in such a way as to ease the process of change. As the process of CPD relates to learning and the method of learning, it can be seen as a process of educational change. 

Educational change in any setting is notoriously difficult (Fullan, 1993) and for any organisation introducing a major change that impacts on all it members, there is a level of resistance to change that is expected as new ideas are examined, tried out and hopefully integrated in practice (Rogers & Shoemaker, 1971). The resistance to CPD is therefore not unexpected, although it is persistent and in terms of the participants in this research, pervades through all areas of practice and across all ages of the profession. 

The acceptance of change of any sort is affected by a number of factors (Rogers & Shoemaker, 1971). Taking each of these ideas in turn, they can be related to the pharmacy approach to CPD:

1. The perceived value of the change to the individuals involved, 

It may be argued that the value of CPD as a process for pharmacists is reduced by the perception of the individual professionals that they had been undertaking relevant lifelong learning and that this method offers little personal benefit to them.

2. The way in which new ideas are communicated to the participants,
If as Moon (2004) and James et al (2002) argue, an individual is more likely to adopt the process of reflection if they understand the underpinning concepts, then the lack of provision of the theoretical background to the reflective process used in CPD may have decreased the likelihood of effective adoption of the learning method. 
3. The provision of sufficient time for the change to be understood by the participants,
The RPSGB has allowed what would appear to be a suitable amount of time for pharmacists to get to grips with CPD prior to it becoming a mandatory requirement. However, over the last 4 years, significant registration fee increases have been implemented for pharmacists, and frequently the implementation costs of the CPD process have been used to justify such increases. From the continuous correspondence related to this matter in the Pharmaceutical Journal, it would appear to have resulted in pharmacists linking the concept of CPD with the unwelcome financial burden placed on them within the same time frame, and this may well have acted as a negative influence on their attitudes.

4. The response of the participants to the changes

The response of pharmacists to the concept of CPD would appear to have been generally quite accepting, from the data gathered in this study. However, other influences and perhaps more specifically, issues with the method of recording CPD, appear to have made the response to the change less than positive.

So a number of factors can be argued to act against the adoption of CPD. In addition, Fullan, has conducted a large number of studies into educational change and he suggests that successful change occurs at four levels (Fullan, 1993; 1999; 2003). These same levels of potential obstruction are also identified by Ferlie and Shortell (2001) in their work looking at change in health care systems, and are:

· At the level of government – in this case specifically relating to the NHS
· At the professional level – the RPSGB for pharmacists
· At the organisational level – the company/hospital in which the pharmacist is employed
· At the Individual pharmacist level
Grol and Grimshaw (2003) concur with Fullan in their writing, suggesting that  “changes in …practice are only partly within pharmacists’ control, the prevailing professional and organisational culture towards quality determines the outcome to a large extent.” (Grol & Grimshaw, 2003). There is a need therefore to ensure that the NHS, the professional body, the RPSGB and pharmacists’ employers are all playing their role in making CPD an effective change to practice. (The underlined word has been added by myself to relate this to the pharmacy profession).

The change within the larger health care system has already occurred; the Government has implemented CPD and integrated it into the expectations of the professionals that work for it. At the professional level, the change has been at least partially implemented, with the profession of pharmacy adopting the ideas due to Government pressure, although there are perhaps issues with the method they have chosen to implement CPD that may be playing a part in the problems encountered with the change at the lower levels. 

From an organisational point of view, it was evident from the interviews, that those that employ pharmacists show great variability in the support they offer employees with regards to CPD. Whilst some encourage pharmacists to undertake the process by providing opportunities to share learning and discuss CPD in journal clubs, team meetings and via the appraisal process, others show little if any support for CPD. Indeed, according to the narrative of one pharmacist in this study, one large multiple community pharmacy company has taken the implementation of CPD as an opportunity to withdraw all support for ongoing learning, as they now consider it the duty of the individual to meet their own learning needs. In addition, recent financial pressures within the NHS have led to many primary and secondary care trusts withdrawing financial support for learning and development opportunities. Such apparent lack of support for the principles of CPD by employing organisations does not help the individual pharmacists in assigning value to the process of CPD, and may act as a deterrent to them taking the time to identify learning needs when they know that there will be no support to meet these from their employer.

In order to reinforce the importance of CPD as a learning process, a coherent approach at all levels of the NHS and employee organisations is needed, to confirm that CPD and the learning that it derives from is valued.

From the point of view of the individual, the process of implementing CPD presents a number of challenges. They may perhaps have only a limited understanding of reflection and many do not recognise that they undertake reflection on practice. This makes the concept of CPD very hard to grasp and undermines the value of the learning it tries to capture. The increase in time and also potentially in costs that may arise in undertaking CPD and meeting the identified learning needs is being left, in most cases, solely to the individual. Added to this the issue of increasing registration fees attributed to the implementation of CPD, and the whole process can appear very onerous to the individual pharmacist.

The pharmacists are also struggling to adopt a method of recording CPD that this study suggests is not meeting their needs and may limit the learning that they capture as a result. The pharmacists therefore regard CPD as a burden and the difficulties they face with the paperwork involved becomes an additional factor that works against them undertaking their CPD recording.

In addition, very few of the pharmacists receive regular feedback on their work and performance. Eraut (1994; 2004; 2006) stresses in his writing the importance of feedback to ensure that the individual professional feels motivated and the value of receiving an objective view of one’s performance . Without it, pharmacists may feel disenfranchised from their place of employment and may lose interest and become less inclined to consider their development needs. Again, there is a role here that the employing organisations can play in developing appraisal and other systems for professional employees, and indeed all others, that support and encourage regular review of and feedback on performance. In doing so, they build in support for the CPD process and can encourage individuals to commit to undertaking their recording on a regular basis.

In addition to the issues that may have arisen from the process of implementing CPD through an educational change process, there is also a need to examine issues that relate to the learning culture that engenders the profession of pharmacy. Ajzen and Fishbein (1975; 1980) suggest that social norms exert a large influence over the behaviour of an individual, and Austin (Austin, 2002) discusses the assessment of learnworthinesss in relation to the professional culture of pharmacy; the influence of such matters over the behaviours and action of the individual pharmacists cannot therefore be ignored and require further attention here.

7.7 Socio-cultural  learning and change

“… learning occurs throughout their whole experience: through the multitude of pervasive covert and overt innuendo, gestures, behaviour, verbalising and dress which are part of the profession’s culture…” (Dahlgren, Richardson & Sjostrom, 2004, p. 86). 

The negative feelings and decreased motivation identified as issues relating to the CPD process in this study are vitally important issues for the RPSGB to tackle. Encouraging a change in attitude across the profession poses a huge challenge and must be tackled in order to ensure that all pharmacists utilise CPD effectively to achieve their personal aims and the purposes of the Society and the Government. How this might occur poses serious challenges: negative attitudes to CPD appear to be pervasive and abundant. If pharmacists are possibly deterred from undertaking ongoing learning by the implementation of compulsory CPD, then an even larger challenge exists. Indeed might CPD be forcing the learning of pharmacists back a step? Altering the underlying culture of an organisation whose members are diverse both in terms of work place and geography is challenging. Group socialisation theory suggests that there are tacit processes in place within such a group that assess the learnworthiness and validity of new ideas (Eraut, 1994; Austin, 2002) and the individual may have less influence over these decisions than the group.  Therefore changing the group or in this case profession’s tacit ideas is vital. One way in which this may be approached is to look at the overall learning culture that exists within the profession and what may be done to change and influence it. 

7.7.1 Learning culture

Pharmacists’ learning and development, and their resulting competence and confidence may be greatly enhanced by their employers and the professions approach to learning and development. Organisations that create a learning culture in which they promote and support learning activities and learn from mistakes and successes are often referred to as “learning organisations”. There is a large volume of literature devoted to the concept of learning organisations, from a variety of academic backgrounds, and it is acknowledged that achieving such a supportive culture and maintaining it is challenging.

Kandola and Fullerton (1998) combined the vital components of such an organisation into the Six Factor Model (see table 6). The model suggests that there needs to be a concerted effort, from organisational level down to individuals, to seek out learning opportunities and to encourage personal and team development. This model could be applied to the profession of pharmacy as a whole as well as to the individual organisations in which pharmacists work. As the professional body, the RPSGB can ensure its own organisation encompasses the six factors suggested and can exploit its own professional activities and influence at Government level to encourage other organisations to follow suit.

Table 6: Six Factor Model for a Learning Organisation (Kandola & Fullerton 1998)

	1
	Shared Vision
	Recognise the importance of learning at individual, team and systems level to enable the organisation to transform itself to cope with an ever-changing environment

	2
	Enabling structures
	Facilitate learning between different levels of works and managers, people undertaking different functions and with stakeholders

	3
	Supportive culture
	Values and behaviour displayed by leaders at all levels in the organisation, where they will encourage challenge, question assumptions, provide opportunities for testing, risk taking and continuous development.

	4
	Empowering management
	Where managers see their role as facilitating and coaching rather than controlling and monitoring. They are prepared to devolve decision making to those closer to the customer but are accountable for the service and the individual workers’ development.

	5
	Motivated workforce
	The extent to which the workforce is motivated to learn, confident to take on new learning and committed to self development.

	6
	Enhanced learning
	The extent to which the organisation has processes and policies to enhance, encourage, sustain and evaluate learning. 


The change from a single registering and professional body to at least two separate organisations offers the opportunity for the new professional organisation to design and implement policies and procedures and employ staff who can support the development of the learning organisation characteristics. Taking the lead in modelling the learning organisation attributes would potentially be one step towards changing the professional culture for learning toward one that is more encompassing of the range of learning opportunities.

In addition, it must be hoped that the increasing number of graduates who enter the profession with an understanding of CPD and reflection and those members of the profession who have actively adopted the concepts themselves, can slowly influence the individuals with whom they work.  In this way the change will occur from both a top down process of cultural change and through a bottom up process of individual influence.

Overall, there seems to be a sense of reluctant acceptance that CPD is here to stay and that pharmacists, and other health care professionals need to come to terms with this and make it part of their practice. One participant in the focus group summed it up, saying:

“ It’s the culture change isn’t it, the culture shift and it is a quantum leap and it is just part of the same thing about you have got to go on learning and we have got to make it official and be seen to be doing it.”(F1: academic pharmacist). 
Unfortunately, this research would suggest the culture shift has not yet occurred, or is certainly not complete in pharmacy. Perhaps the same may be true for many of the health care professions. The RPSGB still has much work to do to achieve a professional culture where CPD is accepted and welcomed as part of the pharmacists ongoing registration process and as a vital support to their learning and development. 

7.8 Increasing professional interaction

In chapter 5, which looked at the role of helpful others in pharmacists’ learning, concern was raised over the limited opportunities some pharmacists have to build effective networks of practice and to interact with helpful others. The question that therefore needs addressing in this section is how such difficulties may be overcome in order to ensure pharmacists have the opportunity to learn in the most effective manner.

One possibility would be for the model of work structure in community pharmacies to change with an increase in the number of pharmacies employing more than one pharmacist. Whilst this suggestion goes against current developments in working practice, such as remote supervision (Bellingham 2004), it would provide the pharmacists with the opportunity for further support and interaction in their workplace. This would help to overcome the professional isolation that many of the pharmacists with experience of working in community pharmacy commented on. Isolation in community pharmacy has also been highlighted as an issue relating to other areas of practice, including ethical decision making (Cooper, 2006) .  

Encouraging pharmacists to make greater use of the networking opportunities offered by the Society’s Branch meeting structure may also provide a further solution to the problems of isolation. Whilst some geographical locations mean that attendance at such meetings may be difficult, for much of the UK, the distances involved in attending local branch meetings are not great. Branches may need to look at the structure of their meetings and encourage the formation of small learning groups, such as pharmacist triads to support each other in their learning. Zimmermann et al  (2006) found that working in triad groups of mixed professionals benefited their project to reduce risks and increase safety, and small groups of this size are often used in problem based learning methods. The use of small group work to discuss relevant practice situations would enable the relationships to be formed that lead to the helpful other role being fulfilled. 

In addition, the position of Primary Care Trusts (PCTs) as organisations that oversee community pharmacists could be utilised to provide greater networking opportunities to pharmacists in their locality. 

For hospital pharmacists and those in academia and other workplaces where team based approaches are used, the issues of professional isolation are not as great. It is still important for pharmacists in these workplaces to be offered adequate opportunity to interact with others both within and without their own organisation.

In the following section on education, it is recognised that the majority of the pharmacist population would not benefit from changes in undergraduate requirements but appropriate changes can be made to the provision of postgraduate and continuing education courses.

Developing training materials that encourage and support all forms of informal learning, and strengthen the use of reflective practice by pharmacists and all health care professionals would be extremely beneficial. The interaction between pharmacists and other health professionals in a learning situation can bring many benefits, as some of the participants who had experienced various types of inter professional learning were keen to mention. 

In such situations, health professionals can learn about the ways in which their practice influences, and potentially constrains, the practice of others and ways of overcoming these issues may be sought.

In addition to the issues that relate to the profession, those involved in educating pharmacists, both as undergraduate trainees, pre-registration pharmacists and once qualified can play an vital role in widening pharmacists understanding of the learning that influences their practice.

7.9 Implications for Pharmacy Educators

7.9.1 The role of Undergraduate and Postgraduate provision

The issues relating to the use of reflection and reflective practice by pharmacists has particular relevance to those involved in the education of pharmacists both at undergraduate and postgraduate level.

Following on from the QAA requirements (QAA, 2006) and those of the RPSGB, the undergraduate pharmacy course now has to incorporate aspects of reflection. What seems to be apparent from the analysis undertaken in this thesis is that the process of reflection within the CPD cycle needs to become an inherent part of the practice of pharmacists, rather than an “add on” activity, which is then seen as time consuming and possibly irrelevant. Those involved in pharmacy education therefore need to ensure that the reflective components of the course are integrated into the other aspects of the course in such a way as to become part of the continuous process of learning. As a result, the expectations of new graduate pharmacists would be that reflection is something they do naturally, without undue angst and effort, and gradually over time the idea of reflection will be adopted into the professional culture. 

Increasing the use of reflection as a learning method should also help to enhance other practice learning. Understanding one’s own thought processes is referred to as metacognition, and reflection is seen as one way of achieving this ability. In achieving metacognition the individual is then more able to elucidate how and why they respond to practice situations in certain ways, and then achieve greater control over their learning processes and the resulting responses to practice situations. 

Unfortunately, the questions of how effective various methods of teaching reflection are and how the effect on practice may be measured continue to be problematic. There still appears to be very little consensus on how reflection is best integrated into the undergraduate curriculum and how it is assessed and marked.  Various approaches are postulated in the literature such as measuring the depth of reflection in written work and using peer assessment processes, but this is an area in which further research is ongoing and hopefully greater clarity will become possible over time.

To enhance the process of CPD and the use of reflection, there should be due consideration given to teaching the undergraduates the underpinning theories that guide and help to strengthen the reflective process (Moon, 2004, James, 2002).
However, it may be that simply relying on gradually altering the professions attitudes through the influence of the new pharmacists will not produce the results the Government and society want in a suitable time frame. The research data suggested that those pharmacists who have undertaken a postgraduate qualification recently may have developed an enhanced understanding of reflection as a result and are more likely to see it as relevant to their everyday practice. Those responsible for postgraduate pharmacy education need to continue to ensure that reflection forms one of the underpinning skills that are acquired during the period of study.  However, if more employers begin to take the stance that it is now the pharmacist’s responsibility to remain up to date and undertake CPD, and resources in the NHS decrease further, then the number of pharmacists undertaking postgraduate qualifications can be expected to fall. The number of already qualified pharmacists who will become comfortable with reflection and will act as promoters of such learning in practice will therefore also fall. 

So the challenge remains to influence the practice learning of the majority of the profession in a relatively short time scale. Despite nearly 5 years of CPD being part of the professions policies, this research would suggest that there are a large number of pharmacists who undertake little, if any, CPD.  How then do we reach these pharmacists and alter their practice?

This research would suggest the appropriate steps need to be taken to ensure that the methods employed for CPD are fully supportive of all learners. In addition, in line with the findings of James et al (2002), there needs to be ongoing education not simply about the CPD process, but about reflection in more detail and the underpinning theoretical learning concepts. 

7.9.2 The role of the pre-registration tutor

In chapter 5, the role of the pre-registration tutor in supporting learning was highlighted by the specific examples of poor performance of these individuals in the case of two of the pharmacists interviewed. Early career role models are extremely important, affecting the process of adoption of the required behaviours and attitudes of a pharmacist (Spouse, 2003), in increasing motivation and the perception of belonging to the profession (Spouse, 2003; Richardson, Dahlgren & Higgs, 2004), and due to their potential long term effects on the individual trainee’s future career (Eraut et al., 2004).

The requirements at present to become a pre-registration tutor are currently:

· That the individual must be on the RPSGB practising register

· They must have worked in the relevant sector of practice for a minimum of 3 years 

· They must actively engage in CPD

· They have to work a minimum of 28 hours per week over 4 days

· They must not be subject to fitness to practice proceeding or under investigation by the police

The prospective tutor is left to determine for themselves that they meet the competencies that are set and if they do not, must determine how best to meet their own learning needs (RPSGB, 2008e). The premises within which they work must also be registered.

Other than this, very little support is currently offered to tutors; they may be able to access an occasional study day at the RPSGB, but other than that are left to their own devices. Whilst there are processes in place that enable a trainee to make a formal complaint about a tutor who is not fulfilling this role, the individual trainee will also be aware that the tutor is the person who ultimately signs them off as competent to register. They are unlikely, except in extreme circumstances, to want to put their chances of registering, or of continuing in their trainee role at risk. The potential therefore exists for poor tutors to continue to act as a pre-registration tutor for a succession of graduates over the years.

In contrast, doctors training for general practice are assigned to a general practice trainer, who will have a higher level qualification, undertake a formal taught course, such as a Diploma or Masters in Medical Education and will have to have a visit from assessors in their practice to ensure they are able to offer an appropriate training placement.

The RPSGB have recently commissioned Keele University to undertake a review of the various pre-registration training programmes that exist in various NHS regions around the country and to identify examples of good practice from these and from assessing the medical model of pre-registration training which can then be applied to the pre-registration pharmacy training in future. Hopefully, any changes resulting from this assessment exercise will rectify some of the problems that exist in the present pre-registration tutor system. In addition, the implementation of an appropriate quality assurance process would help to make obsolete, experiences of the type described by two of the pharmacists in this study.
7.10  Implications for the Members of the Pharmacy Profession

On an individual basis, there are factors that may exert an effect on a pharmacists approach to learning and their CPD. 

7.10.1 The Changing Roles of the Pharmacist

During the time period within which this research has been undertaken, there have been major changes in the roles that pharmacists are expected to adopt and the services they can provide. It is possible to identify the increased requirement for ongoing learning in practice to meet the challenges the new roles offer and whilst some, such as undertaking MURs, require formal additional training before the pharmacists can undertake them, others are an extension of current services and no formal training is provided. I would suggest however, that there is learning required to undertake these roles effectively and that pharmacists need to undertake reflective practice to monitor and improve their performance on an ongoing basis.

Whilst all research studies are bound in a specific time and context, this does not preclude the possibility of them offering insights that are useful in later situations. As pharmacy roles change and develop, with suggestions of remote supervision, access to patient records, electronic transfer of prescriptions, to name a few, the role of learning in practice and the ongoing need to monitor ones own performance are likely to gain further importance in ensuring standards of practice.

If pharmacy as a profession, and pharmacists as individuals, cannot prove that they are effectively self monitoring, learning and improving practice, future enhanced roles may be threatened. In helping pharmacists to recognise the demands that the new roles may place on them, the RPSGB and the other organisations that support pharmacists learning have the potential opportunity to enhance the informal learning pharmacists undertake.
7.10.2 Enhancing CPD

The analysis undertaken in chapter 6 made clear that the pharmacists currently feel constricted and constrained by the present system of recording CPD. The highly structured Plan & Record Forms used by the RPSGB CPD system are almost universally unpopular amongst those interviewed and may act as a barrier to pharmacists recording their CPD.
The RPSGB’s method of recording CPD is not without its problems; whilst I cannot offer a definitive solution to the problems encountered by pharmacists in utilising these forms, it would appear that flexibility and an allowance for the individuality of pharmacists would provide a more supportive and possible more popular system for recording CPD.
7.11  Summary of Implications and Recommendations arising from this research.

Having undertaken a detailed discussion of the implications arising from this research study, and the recommendations that could be made in the light of these findings, the following table draws these discussions together into a summary table:

Table 7: Summary Table of Research Implications and Recommendations.
	
	Recommendations relating to:

	Implication arising from the research
	Individual pharmacist
	RPSGB
	NHS & Employing organisations
	Pharmacy Educators

	Lack of understanding of reflection as a method of learning.
	Need to increase awareness of range of learning opportunities arising from practice.
	Provide appropriate learning materials and support.
	Integrate reflection into learning processes in organisations through group discussion and through appraisal system.
	Integrate reflection and reflective practice into undergraduate and postgraduate training.

	The need to take advantage of social learning opportunities.
	Need to increase individual awareness of the importance of social interactions to their development
	Increase social learning opportunities through Branch system.
	NHS and other organisations can employ more than one pharmacist in a location. 

Provide education opportunities via PCT structures.

Increase opportunities for inter-professional learning.
	Increase opportunities for group work and inter-professional learning.


	
	Recommendations relating to:

	Implication arising from the research
	Individual pharmacist
	RPSGB
	NHS & Employing organisations
	Pharmacy Educators

	CPD system currently focuses on survival role
	Adopt an approach to their learning which enables them to identify all learning opportunities and value them.
	Need to determine if system if to fulfil one role only or if it should balance the needs of individuals, the profession and the NHS.
	Encourage wider view of CPD by incorporating it into appraisal and working systems.
	Provide student and qualified pharmacists with examples of the benefits of CPD to them as individuals.

	Highly structured approach to CPD appears to limit acceptability to pharmacists.
	To explore ways of using current system for maximum potential.
	Determine if an alternative and more flexible approach may be beneficial to ongoing learning.
	N/A
	Through provision of appropriate examples, encourage pharmacists to utilise CPD system to full effect.

	Professional learning culture in pharmacy appears to act against acceptance CPD.
	Become aware of effect of professional culture and reflect on relationship to own thoughts and actions.
	Adopt learning organisation characteristics to ensure learning is valued at all levels of profession.
	Adopt learning organisation characteristics to ensure learning is valued at all levels of organisation.
	Through ongoing inclusion of reflection and CPD principles in learning approaches, encourage new culture to be adopted.

	Pre-registration tutor role is vital and can exert a negative influence. 
	N/A
	Implementation of quality measures prior to appointing pre-registration tutor and on ongoing basis.
	Ensure appropriate people are encouraged to become pre-registration tutors and review performance regularly.
	Provide undergraduates with skills to manage difficult situations.


7.12 Reflexivity

I attempted to ensure that I took a reflexive approach to the design and implementation of this study. In the Introduction, chapter 1,  I described how my own work and experiences to date influenced the research design, and in then in chapter 3, the methodology, went on to provide details of the decision making process that refined the study as the initial interviews were taking place.

However, I have not as yet discussed my own learning processes throughout the period of undertaking the PhD study and in the interests of my own continuing professional development, this is a vital area to which I will now give consideration.

It is also important to consider how the findings of this research are related to my own values, beliefs and understandings about pharmacists’ learning and CPD. As described in chapter 3, I do not believe that one can ever be value-free in ones approach to research and therefore accept that my own values and beliefs will have shaped the research. In addition, it is clear that the research process has now altered these values and beliefs.

In considering the first point, and in relating the findings of the research to my own experiences, it is apparent that the views and perceptions of the pharmacists involved do not necessarily tie in with my own. I find reflective practice to be a powerful learning method, and I am a proponent of its use to enhance practice. The participants in the research did not generally see reflective practice as vital for their learning. The findings of the research in this area therefore fit with my previous experiences, and I feel, rather than reflecting that pharmacists can not reflect and find no value in the process, I feel now as I did at the beginning of the research, that pharmacists do not fully understand the process of reflection and therefore cannot be expected to find it as useful as they might otherwise do.

What did surprise me was the extent to which the pharmacists could not describe how they had developed certain skills; although I myself would find a detailed description hard to provide, I am able to relate usually to one or two key situations that led to me adopting new skills and or knowledge in order to overcome barriers and improve my practice. So there was a sense of disappointment that I could not elicit narratives from them that further elucidated the way in which experiential learning played a role in their development. During the study process, I gave some consideration to the use of video vignettes in order to try to encourage the pharmacists to undertake reflection on these situations, but the difficulty in providing vignettes to which they could all relate was apparent. Within the section late in this chapter on the limitations of the study I shall return to this issue again.

However, I would now, in hindsight, still proceed as I did, as I feel the advantages of asking the individuals about their own experiences was far greater than the difficulty in sometimes achieving the detailed descriptions relating to practice that I had hoped for. Such an approach seems justified in light of the other issues that were highlighted as a result; in particular the importance of helpful others in the learning of pharmacists. 

In the earlier interviews, I often felt that I was not managing to elucidate the key themes obviously from the interviews and I was sometimes struggling to be sure that I was collecting data that would answer the research questions I had set. I would say now, looking back over the process that much of his anxiety and disappointment related to my nervousness in undertaking the interviews, and also anxiousness about the analysis that I would need to undertake. Both processes were new to me and it was my inexperience that led to such concerns; as the interviews progressed however, I began to understand more about the way in which I could identify themes within the data, and that I could not expect answers to the research question to be instantly obvious from the raw data. This in turn led to me feeling more relaxed whilst interviewing and I gained a greater feeling of control over the process.

Throughout the PhD process, I was increasing my theoretical understanding of informal learning and the process of CPD; as I collected the interview data I therefore had to begin to relate this to my own research. It is vital therefore in this reflexive section to consider not only how my increasing theoretical understanding informed the research process but how my understanding of the educational literature was informed by the research and data during the PhD process.

At the outset of the three and a half years, I had a working knowledge of using reflection in my own learning, and therefore had an idea how I learned in practice, and I knew that I found great value in writing down my reflective processes. However, I very quickly became aware how limited my understanding was and how my view of reflection had been created through the CPD structure I knew.

As I explored the literature on reflection not only from the health professions but more widely, I realise that I had to consider a far more holistic idea of reflection and I also had to widen my own understanding of how individuals learn in practice. The writings of Habermas (1971), Eraut (1994; 2000; 2004) and Rolfe (2001; 2005) widened my understanding of these issues and influenced the nature of the research I undertook and the way in which I approached understanding the data by providing different insights that were relevant to my analysis and interpretation of the data.

The insights discussed above and those that are covered in other areas of the thesis will hopefully provide the reader with a greater understanding of the research process used in developing this thesis.

7.13  Limitations of this study

Having examined in some detail the issues of reflexivity and praxis, I now wish to explore the limitations of this research and the opportunities it suggests for further research in the area of informal learning and CPD. 
The first limitation that needs due consideration relates to my decision not to use video vignettes or other materials to explore the use of reflective practice by pharmacists. The aim of the study was always to try and discern the informal learning that actually took place in and as a result of, practice. To provide a situation that was not part of the individual pharmacist’s experience might be more likely to elicit an account of learning that did not relate to what occurs in their practice. It is necessary to acknowledge that in spite of my best efforts in the interview situation, the pharmacists will have learnt and developed in ways which they did not offer up as part of the narrative in interview. It would be erroneous to suggest that only the learning discussed in the interview had taken place, and that learning was not ongoing and continuous.

Other researchers have used video vignettes and other material to elucidate details of learning, but such research may only offer insights into how learning occurs in these different situations and may not relate directly to practice. A number of authors suggest the learning that occurs in non practice situations may not be relevant or related to the learning that occurs in practice ( Lave, 1996; Herrington & Herrington, 2006).

Equally, what had emerged from the data in this research may be argued to be constructions and re-interpretations that may also have been affected by hindsight. 

The insights into informal learning that this study provides should be seen in the context of the study design and the questions asked in the interviews and focus group, and require an acceptance that what occurs in practice may differ. Despite this issue, I believe that the processes of learning, the vital role helpful others have in pharmacists’ learning and the limitations they experience in the current CPD structure are important issues into which this research has offered a unique insight.

7.14  Future research

The analysis chapters raise issues that require further research if their influence and effect are to be truly assessed and understood. There are a number of areas in which further research will help to clarify the issues and determine potential solutions to the issues raised. These areas for ongoing research include:

· Socio-cultural aspects of practice based learning, including an assessment of the suitability of various methods to increase the opportunities for pharmacists to access helpful others and to build 

their support network of peers and others. 

· Utilising the rich, descriptive data provided by this study, to develop a questionnaire to operationalise the Theory of Planned Behavior model (Ajzen,1991) in relation to CPD. This would allow a larger, quantitative study to be conducted to explore the factors influencing pharmacists’ intentions to undertake CPD. Results from a large, randomised study would produce results generalisable to the total pharmacy population.

· An in-depth study into the role of pre-registration tutors, both to elicit the current standards of practice, and to identify good practice for dissemination to others in the profession. Further research could also attempt to determine the effect of these early career learning role models on the ongoing practice of pharmacist. Of particular interest would be the effect of the less satisfactory tutors on the future careers and learning of their tutees – the pharmacy profession may lose members due to the effect of these early role models (Spouse, 2003).
· A review of the current RPSGB CPD recording system may be necessary, to ensure that the needs of the individual pharmacist are balanced with those of the professional body. Currently there is an ongoing “appraisal of the Society’s whole CPD recording and review process …to help prepare the pharmacy profession for mandatory CPD in Autumn 2008. The new project requires 1,000 pharmacists and pharmacy technicians to take part in three pilots over a six month period until February 2008. Each pilot will look at different means of recording CPD, starting with CPD Online users, then CPD Desktop users, with paper records being reviewed in phase three” (RPSGB, 2008a). Hopefully this research project will determine the current issues around the CPD process, and make suggestions for improvements to benefit both the RPSGB and the pharmacy membership.
· The use of reflection and reflective practice by pharmacists at all levels in the profession, with particular emphasis on methods to encourage and support practitioners to develop their reflective skills. 

7.15  The PhD Learning Journey

Undertaking a PhD is itself a learning activity, albeit a rather prolonged one. It would seem appropriate therefore to take a reflective look at my own learning and development that has resulted from undertaking this research study.
Earlier in the thesis, in chapter one, I described how I arrived at the decision to undertake my PhD, and those issues which shaped my thinking in the initial phase of study design. Now at the end of my research, I find that it is useful to refer back to Habermas (1971), and his concept of emancipatory science to structure my reflections on my own learning.
7.15.1 Habermas, Emancipatory Science and my learning
Habermas (1971), (see also  David & Kienzler, 1999; Benton & Craib, 2001), a critical rationalist philosopher, postulated a model for science and research that would bring about change and encourage emancipation (see also section 3.1.4). 

Habermas suggests that knowledge can serve different interests, falling into three main categories; technical interest, practical interest and emancipatory interest. He combines the different approaches to knowledge and organised them in a pragmatic fashion to show their relationship to “human interests”. 

Reflecting on my own development, I can clearly see that I have learnt and developed knowledge, skills and attitudes that fall into all three categories, and each deserves a more detailed explanation.

7.15.2 Technical interests

Firstly, within the concept of technical interest, I have developed my research skills, from the broad issues of designing and implementing a research project, to details such as ethics requirements and analytical techniques for qualitative data. 

Whilst I have completed the research project, I look back now on some aspects of the design and implementation of this study and realise that I would now approach aspects in different ways. 

With regards to the data collection method used, I would like to have explored the opportunities for utilising documentary analysis to add to the rich data the interview provided. As requesting CPD records from the participants failed, with hindsight I could have asked for the pharmacists to keep reflective diaries of their learning over a period of time which I could then have used to analyse both for content and language to shed further light on their learning processes.

During the initial phases of coding and analysing the early interviews, I was guilty of over coding the data, and complicating the process for myself. This could potentially make the recognition of patterns and process of data analysis much more challenging and it is something I would be sure to avoid when conducting a similar process. Fortunately the use of NVivo allows the codes to be quickly merged and simplified, without having to return to the raw data again.

In contrast, there are areas where I believe I benefited from the approach I adopted. In undertaking my own transcription of the interview and focus group transcripts, I recognise that I became very close to the data. Whilst the transcription process was prolonged, it provided the benefit of knowing who had offered descriptions and comments on relevant areas of the analysis, and made the analytical coding process much faster.

I have developed technical skills that will continue to benefit me, including now being able to use NVivo and Endnote, both tools that greatly simplify the analytical and writing processes. 

7.15.3 Practical Interest

Secondly, relating to the practical interest, I have developed further my own reflective practice, as a result of further reading and continued practice. The research journal I kept throughout my PhD has helped me to discover more about the way in which I approach my own learning and development. Whilst I value the opportunity to engage in formal learning to enhance my theoretical understandings, I benefit greatly from trying something, reflecting on the outcomes and improving my performance the next time. The journal has also helped me to track the decision making process throughout the PhD process, and makes very clear the growing clarity in my own thoughts on the areas of research over the three and a half years. 

7.15.4 Emancipatory interests

Thirdly, relating to the emancipatory interest, which involves “praxis” (Freire, 1972) or action informed by reflection that leads to change, I have changed in my thinking and approach to research over the PhD period. I am now conversant with the principles of qualitative research and have discovered that I enjoy the research process and as a result have a new job which will utilise these knowledge and skills. 

I have also changed my thinking about aspects of pharmacists’ learning and development. Having entered the PhD with a perception that pharmacists do not naturally appear to reflect, I realise that many do with great effect, although they often do not recognise it as such.  Determining the vital importance of helpful others (Eraut et al., 2004; RPSGB, 2008b) has made me reflect on my own career and recognise the influential people who have guided and influenced my development as an individual and professional. In future, I will have an increased awareness of the value of these interactions and the learning that I derive from them.

Perhaps most importantly, however, I have realised the essential role that research into pharmacists’ learning, and all other aspects of practice, can play and I hope to be able to utilise the results of this study to inform those in a position to implement change. I will also seek out future opportunities to undertake research that may help to inform, improve and encourage praxis within the profession of pharmacy.

7.16  Summary

The concluding chapter has drawn together the issues raised in the analysis of the data, and suggested ways in which practice may be informed by the research. Praxis is suggested in a number of areas to address those deficits that may have been highlighted, and to improve the support offered to pharmacists in their learning and development at all levels of the profession in the UK.

This research study shows that pharmacists undertake a range of informal learning in practice and that this plays an important role in increasing their level of performance as they pass through their careers. In addition, the social interaction that pharmacists undertake with individuals from all areas of their work and private lives provides them with helpful others who are vital to their learning and development. 

Whilst the need for CPD is understood, the reality is that many find the current system to be a potential barrier to both undertaking CPD and to effectively capturing the full range of learning and development they undertake.

It is my hope that, in disseminating the findings of this research to a wider audience of both pharmacists and educators, the process of informal learning may gain more importance within pharmacy research. Understanding the accrual of knowledge throughout a professional’s career is vital if they are to be offered appropriate support for their learning and to help them optimise their learning in practice.
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9 Appendices
Appendix 1: Literature Search Strategy
The initial literature search was conducted in 2004 and used the following major search terms:

Reflection

Reflective practice

Informal learning 

Experiential learning

Expertise
Due to the inter-disciplinary nature of the research area, it was necessary to utilise databases and information gateways from pharmacy, other health related disciplines, education and the social sciences.

The following databases and information resources were used:

From pharmacy and health related disciplines:

EMBASE
Medline (OVID) 1966-present

PubMed

Zetoc

From education:

Applied Social Sciences Index & Abstracts (ASSIA)
Australian Education Index

British Education Internet Resource Catalogue (BEIRC)

British Education Index (BEI)

CERUK

Higher Education Academy

International Education Database

JSTOR Education

From social sciences

Social Sciences Information Gateway (SOSIG)
The Zetoc alert system was also used with the terms above to inform me of any relevant publications during the research period.

During the data analysis, in 2006, further search terms were identified and the resources above were searched again. The major search terms used were:

Helpful others

Social learning

Communities of practice

Expertise

Theory of Planned Behavior

Group socialisation theory

In addition, to ensure that all appropriate and relevant publications had been found, the search terms above were also used in Google Scholar™. A number of additional papers were identified from this resource, that had not been found through searching the other systems.
All resources were checked again prior to submission of the thesis to identify recently published papers.
Appendix 2: Interview participant information sheet

Study Title
Evaluating the usefulness and importance of different approaches to learning for practising pharmacists.

What is the purpose of the study?

The overall aim of the study is to find out how practising pharmacists learn, and which ways of learning they find most useful, and why.

About taking part.

It is up to you whether you would like to participate. If you do decide to take part you will be given this information sheet to keep and will be asked to sign a consent form to say you agree to take part. If you choose to withdraw from the research you may do so at any time and without giving a reason. 

If you decide to take part you will be asked to agree a convenient time with me for an interview to discuss your work based learning; this can be arranged at a time and place convenient to you. The interview will be digitally recorded. The interview will probably last about an hour and will be about how you feel you learn in practice and what you find useful to help you learn. 

What are the possible risks and disadvantages of taking part?   

Taking part in the interview should not involve any risks to yourself and I am not aware of any disadvantages to you in taking part in this study. 

What are the possible benefits of taking part?

There are no specific advantages to taking part, although it will provide an opportunity for you to discuss your learning and the ways in which you learn with me.

What if something goes wrong?

You may contact me if you wish to complain, or have any concerns about any aspect of the research, such as the way in which you have been approached and treated during you participation in this study. Alternatively you may contact the Research Ethics Co-ordinator of the School of Pharmacy, University of Nottingham if you wish to make a complaint relating to your involvement in the research.

Confidentiality

All information collected about you during the course of the research will be kept strictly confidential. Any information about you that is used in reports and publications will have your name and other identifying information removed from it.
What will happen to the research records?

The digital recording of the interview will be kept secure and confidential in a locked cupboard. All computer transcripts will be stored on a computer with password access. Data will be kept for a 5 year period and then destroyed. 

What will happen to the results of the research study?

The results of the research will be published as a full report, as research papers in academic and professional journals and presented at conferences. This is likely to be in 2 years time when the study is completed. If you would like to see a copy of the results, please let me know either in writing or by telephoning (see contact details at the bottom of the sheet). No individual participant will be identifiable in any of the reports, papers or results.

Who is organising the research?

The study is organised by the Centre for Social Research in to Health and Health Care (CSRHHC) at the University of Nottingham and myself for a higher research degree. 

Who has reviewed the study?

The design of the study has been reviewed by my supervisors Professor Claire Anderson and Professor Roger Murphy at the University of Nottingham and has been approved by the University of Nottingham, School of Pharmacy, Pharmacy Practice Ethics Committee.

Contact for further information

If you have any questions or require any further information, either now or at any time during the study, please contact me (Alison Gifford) at (email) or on (mobile number)

Thank you for taking the time to read this information sheet.

Appendix 3: Semi-structured interview question guide

Can you tell me a little about your career to date as a pharmacist?
Can you tell me a little about your role as a pharmacist? 
Tell me about some interesting patients you have seen recently?
How do you think other pharmacists do things differently from you?

What routine skills do you use in your practice? How would you describe them to a non pharmacist?

List of some key skills that pharmacists may use. Can you select five of these that you feel are the most important to your practice?

In what situations do you find you use/need these skills?

Can you pick one or two of these skills you have selected and tell me how you think these skills have developed over you career?

Have you taken on new roles during your pharmacy career?

How have you prepared for these new roles?

How do other people help with your learning?

(Diagram of how they interact and importance)

How do you think other professions differ from pharmacy with respect to professional learning?

How have you have changed over your time as a pharmacist?

At end

Thanks them for interview time

Do they have any questions for me about the interview or research I am under retaking?

Would they be willing for me to look at some sample CPD records?

Would they be willing for me to go back to them in future if I wanted to ask other questions?

Info needed pre-interview:
Year qualified/ Place of practice/Previous experience 
Appendix 4: Examples of “helpful others” diagrams 

A: Helpful others diagram – Locum Community Pharmacist
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B: Helpful others diagram: Part time academic and part time community pharmacist
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C: Helpful others diagram: Hospital Pharmacist
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Appendix 5: Focus group question guide

Focus group question guide

Ask each member of group to introduce themselves, and where they work. 

· What are the benefits of CPD to you?

· What are the barriers to undertaking CPD?

· How do you feel about the RPSGB method of recording CPD?

· Does it allow you to capture all the learning you undertake?

· Hand out copies of quotes from some of the interviews 

· What do you think of these comments? Do you agree or disagree with them?

· How would you choose to record your learning and development if you had the choice?

· Give out handouts with synopsis of Austin paper –

What do you think of the idea they have used of sharing 

CPD and portfolios with others?

How do you think this approach might work in the UK? 

· How might additional support for learning and development be offered to pharmacists in the UK?

Appendix 6: Synopsis of Paper used to inform focus group discussion 
Paper synopsis: 

Reference: Austin et al (2003) Continuous Professional Development: The Ontario experience in professional self-regulation through quality assurance and peer review. American Journal of Pharmaceutical Education; 67(2) 

In Ontario, Canada, as part of their continuing registration process, pharmacists were put into groups to discuss their learning portfolios and support one another’s development. The pharmacists generally found this helpful in allowing them to understand their own practice and those of their peers. 

In Ontario, Canada, there is a two part register for pharmacists, part A being for those directly involved in patient care and Part B non direct patient care. Pharmacists registering on Part A of the register, have to produce a learning portfolio to demonstrate lifelong learning. Each year 20% of learning portfolios are randomly selected for assessment. Of these a random selection of pharmacists undergoes further assessment including an open book exam and case study role plays. 

In addition the selected pharmacists are also involved in an educational/sharing session with 14 others about their continuing professional development and their learning portfolios at which they get to share experiences with colleagues and discuss their learning.

The shared learning session is very well received and “perhaps the most surprising and frequent comment made is about the extent to which this session allows them to understand both the nature of their own practices and those of their peers.” (p5) 

The shared session is not assessed, but is facilitated by another pharmacist.

Questions:

What do you think of the idea they have used of sharing CPD and portfolios with others?

How do you think this approach might work in the UK? 

Appendix 7: Representation of an example section of the coding framework for Continuing Professional Development
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Appendix 8 : RPSGB’s CPD Plan & Record Form (RPSGB, 2008b)
	Continuing Professional Development Record
	[image: image15.png]continuing,






	Title: Test
	Date: 
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	What do you want to learn to do? 

	 


	How have you identified this learning objective?

	 


	What methods did you use to identify this objective?

	 



	What skills, knowledge, attitudes and behaviours will you need to develop? (optional) 
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Urgency: By when will you need to meet  this learning objective? 

 

Importance: What will be the impact of your learning on you, users of your services, colleagues and organisations to whom you are contracted? 

  

  Impact on you: 

  Impact on the users of your services/products: 

  Impact on colleagues: 

  Impact on organisation: 
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What activities could you undertake to meet this need? 

Description 

Advantages/Disadvantages   

Selected

Time Taken

Date Completed

Add to CE

What skills, knowledge, attitudes and behaviours have you developed as a result of undertaking the selected activities? 
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Has your learning objective been met?   




Learning as doing





Learning





Community





Identity





Meaning





Learning as belonging





Learning as becoming





Learning as experience





Practice





Professional Development





Context of professional development





Portfolios and evidence





Evidence based practice





Professional practice





Clinical supervision





Reflective practice





Decision making & professional judgement





Reflective writing





Elaboration and internalisation of propositional knowledge to generate user’s practice principles





CONVERSION/


ENHANCEMENT/


EXTENSION





Theorisation from or research on practice knowing. Testing in the public domain





Propositional Knowledge


Theoretical and research based knowledge from:


The Empirico- Analytical paradigm: objective, predictive, empirical, generalisable, explanatory knowledge (often pertaining to the physical world)


The Interpretive Paradigm: interpretive, theoretical, constructed knowledge of the social world


The Critical paradigm: emancipatory knowledge arising from critical debate


The Creative Arts paradigm: theoretical and research knowledge generated within the arts


The Narrative Paradigm: knowledge is co-created through conversational narratives: knowledge is embodied





Non Propositional Knowledge


Knowledge derived from the rigorous appraisal and processing of experience, including


Professional craft knowledge (from professional experience)


Personal knowledge (from personal/life experience)





The following cues are offered to help practitioners access, make sense of and learn through experience





Description


Write a description of experience


What are the key issues within this description that I need to pay attention to?





Reflection 


2.1	What was I trying to achieve?


2.2	Why did I act as I did?


2.3	What were the consequences of my actions:


For the patient and the family?


For myself?


For the people I work with?


2.4	How did I feel about this experience when it was happening?


2.5	How did the patient feel about it?


2.6	How do I know how the patient felt about it?


Influencing factors


What internal factors influenced my decision making and 


actions?


What external factors influenced my decision making and 


actions?


What sources of knowledge did or should have influenced my 


decision making and actions?


Alternative strategies


4.1	Could I have dealt better with the situation?


4.2	What other choices did I have?


4.3	What would be the consequences of these other choices?


Learning


How can I make sense of this experience in the light of past 


experience and future practice?


5.2	How do I now feel about this experience?


5.3	Have I taken effective action to support myself and others as a 


result of this experience?


How has this experience changed my ways of knowing in 


practice?


Empirics


Ethics


Personal


Aesthetics





Carper, B. (1978) Fundamental patterns of knowing in nursing. Advances in Nursing Science 1: 13-23











	





Feelings


What were you thinking and feeling?





Evaluation


What was good and bad about the experience?





Conclusion


What else could you have done?





Action plan


If it arose again what would you do?





Analysis


What sense can you make of the situation?





Description


What happened?





Reflective Cycle





behaviours


ideas feelings





New understandings


and appreciations





Returning to the experience


Attending to feelings


Utilising positive feelings


Removing obstructive feelings


Re-evaluating experience
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