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List of terms

Additional Role and Reimbursement Scheme: A scheme introduced in 2019 by NHS England 
that provided funding to support the recruitment of 26,000 additional staff within Primary Care 
Networks to build multidisciplinary care teams to better meet the needs of local populations.

Brick-and-mortar pharmacy: A traditional physical pharmacy that dispenses prescriptions 
and over-the-counter medication, and offers clinical services.

Clinical IT system: Online software that allows community pharmacies to receive referrals, 
send notifications to care teams, document the provision of clinical services, and see service 
users’ summary care records.

Distance selling pharmacy: A pharmacy that provides services remotely, either online or by 
mail order.

GP Connect: A secure online system that integrates all major general practice software 
providers to allow health and social care workers to view and update care records and manage 
appointments.

GP dispensing surgery: A surgery where a GP can provide medication to patients from their 
own stock, obviating the need for a patient to go to a pharmacy.

Independent pharmacy: A pharmacy that owns and operates between one and five pharmacy 
premises.

Investment and Impact Fund: An incentive scheme designed to support Primacy Care 
Networks in meeting targets for delivering high-quality care to their populations.

Large-chain pharmacy: A pharmacy that owns and operates more than 99 pharmacy 
premises.

Medium-chain pharmacy: A pharmacy that owns and operates between 6 and 99 pharmacy 
premises.

Pharmacy manager: A pharmacist who is responsible for activities within a single pharmacy 
premise.

Professional bodies: Organisations that oversee and represent the interests of a group of 
professionals.

Quality and Outcomes Framework: An incentive scheme designed to remunerate general 
practices for meeting certain targets for providing high-quality care.

Representative bodies: Organisations that represent the interests of workers and/or 
businesses, including trade associations and local pharmaceutical committees.

Service users: Customers of community pharmacies, who may have used or been offered a 
clinical service.

Superintendent/contractor/pharmacy owner: A pharmacist who is responsible for activities 
across multiple pharmacy premises belonging to one or more legal entities.
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Chapter 1. Introduction 

1.1. Background
Community pharmacies in England are an integral part of the healthcare system, making up 
one of the four pillars of primary care (general practice, optometry, dentistry, and pharmacy) (1). 
While the role of community pharmacists was historically focused on procuring and dispensing 
prescribed medicines, over the past four decades their role has dramatically expanded. In the 
1980s and 1990s, initial changes to legislation on the classification of and access to certain 
medicines in pharmacies (such as ‘over-the-counter’ and pharmacy [or P] medicines1) led to a 
role for community pharmacists in patient access to medicines and the provision of consultation 
services, such as for smoking cessation and, later in 2001, for emergency contraception (2). In 
more recent decades, the role of community pharmacists has further expanded to include the 
delivery of some health services, in part influenced by the desire to alleviate growing pressures on 
the National Health Service (NHS) within primary and secondary care. Thus, as a pillar of primary 
care, community pharmacies help to create capacity in the health system to promote more timely 
access to quality care and medicines in the communities they serve.

Community pharmacies are uniquely positioned to offer many types of clinical services. In 
addition to pharmacists having the necessary professional knowledge and skills, community 
pharmacies may be more accessible than other healthcare services due to their convenient 
locations (e.g. presence on high streets or in supermarkets), extended opening hours (during 
evenings or weekends) and the ability to obtain many services without a pre-booked appointment 
(i.e. ‘walk-in’ visits). Further, pharmacists and their staff are often trusted members of the 
community, who have built long-term relationships with their customers, and, thus, individuals 
may prefer to receive some clinical services from their community pharmacist rather than 
another healthcare professional (HCP) (1).

In 2019, a five-year deal was agreed between NHS England and community pharmacies, under 
the existing Community Pharmacy Contractual Framework (CPCF), to provide specific clinical 
services to the public (3). This deal aimed to ‘expand and transform the role of community 
pharmacies and embed them as the first port of call for minor illnesses and health advice in 
England’ (3). The CPCF was built on reforms of the Pharmacy Integration Programme, established 
in 2016 (4) to test and evaluate the potential for inclusion of new services in the CPCF and the 
2019 NHS Long-Term Plan (5). The Wright Clinical Services Review (6) looked at the evidence and 
informed the priorities.

1	 P medicines are medicines that can only be purchased from a registered pharmacy.
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1.2. Context
In February 2024, RAND Europe was commissioned by NHS England to conduct a qualitative 
evaluation of NHS England’s CPCF clinical services. The purpose of this qualitative evaluation was 
to understand the implementation of CPCF clinical services and to inform future planning and 
rollout of these services. The aims of the evaluation as set out by NHS England and the research 
questions that were designed by the evaluation team, based on these aims, are shown in Table 1.

2	 Pharmacy First covers the provision of consultation for seven common health conditions (sinusitis, sore throat, acute 
otitis media, infected insect bite, impetigo, shingles, uncomplicated UTI) through self-referral (e.g. pharmacy walk-ins) 
or referral by NHS 111, general practice or other HCPs. Self-referral is a new feature associated with Pharmacy First 
that was not part of the CPCS.

Table 1. Evaluation aims and research questions

Evaluation aims Evaluation research questions

To understand the effectiveness of the CPCF 
clinical services, how these services have 
progressed, and what the successes, opportunities, 
challenges and barriers have been.

How are CPCF clinical services working, how have 
they progressed, and what are the successes, 
opportunities and challenges in providing these 
services?

To better understand the experience of the 
community pharmacy workforce, and the 
successes and challenges they have faced in 
providing the CPCF clinical services.

To consider the commissioning arrangements for 
each of the clinical services, and to understand 
the key factors that impact on service delivery, e.g. 
incentives, contract type, reporting and monitoring.

What are the key factors that impact on service 
delivery related to commissioning/contract 
arrangements?To better understand the contractor perspective 

for delivery with respect to achieving high-quality 
clinical services for their patient population.

To better understand the patient experience and 
outcomes of clinical services. 

How do CPCF clinical services, if at all, meet the 
needs of diverse populations?

To better understand and evidence the impact 
community pharmacy clinical services have on 
reducing health inequalities, and how services 
can be developed in the future to ensure that 
inequalities in access and outcomes are addressed.

The following clinical services under the CPCF were in scope for this evaluation:

Community pharmacist consultation service (CPCS). The provision of urgent repeat 
medicines supply or minor ailment consultations upon referral from NHS 111 or 
general practice. As of 31 January 2024, these services are provided under Pharmacy 
First, which is not in scope for this evaluation.2 Mention of CPCS in this report is 
therefore referring to historic activities.
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Discharge Medicines Service (DMS): The provision of guidance on changes to 
medicines made during a hospital stay upon referral by an NHS hospital trust. This is 
an essential service under the CPCF, meaning that pharmacies are required to offer 
this, whereas other services are ‘advanced’ and therefore are not required under the 
CPCF.

Hypertension case-finding service: The provision of an opportunistic blood pressure 
(BP) check (or upon request from general practice) and, where clinically appropriate, 
24-hour ambulatory BP monitoring (ABPM).

Influenza vaccination service: The provision of the influenza vaccine for individuals 
who are eligible to receive it for free under the NHS.

New Medicine Service (NMS): The provision of guidance on the appropriate use of 
new medicines for specific therapeutic classes, which involves an initial consultation 
and two additional follow-up consultations.

Pharmacy Contraception Service (PCS): The initiation of long-term oral contraception 
or the continuation of oral contraception initiated in primary care or sexual health 
clinics. This service does not include the provision of emergency contraception.

Smoking Cessation Service (SCS): The provision of smoking cessation counselling 
as a continuation of a service initiated in hospital, including the review of nicotine 
replacement therapy as prescribed by the hospital team, upon referral by an NHS trust.

Other clinical services under the CPCF were out of scope for this evaluation. In some cases, 
these other services have been evaluated separately, such as for COVID-19 vaccinations. 
Locally commissioned NHS clinical services, other nationally commissioned services, including 
Pharmacy First, and private services, were also out of scope for this evaluation; however, the 
extent to which other clinical services impact how community pharmacies provide CPCF clinical 
services is explored in this evaluation.

1.3. Reader’s guide
This document outlines the key findings from the evaluation. In Chapter 2 of this document, 
we briefly describe the approach used to address the evaluation questions, the participants 
from whom data were collected, and the strengths and limitations of the evaluation. In the 
subsequent chapters, we describe the key findings related to successes and challenges to the 
delivery of clinical services under the CPCF. These sections are organised by the domains of the 
Consolidated Framework for Implementation Research (7), which was the primary framework 
used to guide data collection activities, analysis, and interpretation of findings. These domains 
include innovation and process implementation (i.e. clinical services, including features of the 
commissioning of the services, and their delivery), individuals domain (i.e. pharmacy staff and 
service users), inner setting domain (i.e. community pharmacies), and outer setting domain (i.e. 
local and national conditions). In Chapter 3, we describe the features of CPCF clinical services 
that influence their delivery. In Chapter 4 and Chapter 5, we describe the impact on pharmacy 
staff and service users, respectively. In Chapter 6, we describe the influence of pharmacy-level 
factors. In Chapter 7 and Chapter 8, we describe the impact of local and national conditions, 
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respectively. Findings from Chapters 3 to 8 represent the views of evaluation participants from 
interviews (Int) and focus groups (FG). Findings related to observations during site visits are 
signposted accordingly. Five case studies, based primarily on pharmacy site visits, illustrating 
various influences on CPCF clinical service, are interleaved between Chapters 3 and 8. Lastly, in 
Chapter 9, we summarise evaluation findings in the context of the three main research questions 
and provide recommendations to inform the future commissioning of clinical services within 
community pharmacies.
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Chapter 2. Approach 

2.1. Evaluation design
This was a qualitative evaluation, utilising interviews, focus groups and ethnographic site visit 
observations, to address each of the research questions. Data collection tools and analysis of 
findings were informed by the Consolidated Framework for Implementation Research (7). While 
this framework is technically for ‘implementation’ of innovations or interventions, it is also useful 
when considering the delivery of clinical services. The framework can be adapted to consider the 
features of an innovation/intervention (or in this case clinical services and their commissioning 
and delivery), and the context in which they are being commissioned and delivered (as noted 
in Chapter 1). A schematic of the framework alongside the key findings from the evaluation is 
presented later in this chapter (see Section 2.8). The data presented in this report represent the 
perspectives of the stakeholders that participated and the evaluation team’s interpretation of 
these perspectives when analysed collectively.

2.2. Participant recruitment

2.2.1. Professional stakeholders

Pharmacy staff were recruited through an existing registry, provided by NHS England, of 
approximately 11,000 community pharmacies in England. To ensure a diverse sample of 
participants, we stratified the registry of pharmacies by NHS region, urban versus rural setting, 
and level of deprivation (as measured by the Indices of Multiple Deprivation [IMD]) (8) into 
ten blocks. With a goal of recruiting 50 pharmacists or other pharmacy staff, we sent initial 
recruitment emails to 100 pharmacies randomly selected within each stratified block (1,000 
in total). Pharmacists and other pharmacy staff were asked to: participate in an interview; 
assist with recruiting their service users by displaying posters and handing out leaflets in their 
pharmacies; and/or participate in a two-day observational site visit. Following a low response 
rate, we sent recruitment emails to an additional 500 pharmacies randomly selected from each 
of the stratified blocks (5,000 in total). Community Pharmacy England, a representative body 
for community pharmacies in England, and NHS England also circulated information about 
the evaluation to encourage participation among community pharmacy staff, and recruitment 
was also supported by targeted outreach from NHS England Regional Pharmacy Integration 
Leads from areas of the country where there were low response rates. Of the 6,000 pharmacies 
contacted, 100 responded to the invitation.
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Other HCPs, including General Practitioners (GPs), their support staff (e.g. GP surgery 
receptionists and practice managers) and wider health system stakeholders,3 were recruited 
through professional networks of the evaluation team and NHS England Regional Pharmacy 
Integration Leads.

To encourage participation and as gratitude for their time, we offered all participants a £25 gift 
voucher. Further, specific to pharmacy staff, we also offered £150 to hire a locum pharmacist 
for a half day to allow time for pharmacy staff to participate in an interview. Similarly, we offered 
compensation of £150 per day for pharmacies to hire locum staff for any disruptions caused by 
site visits.

2.2.2. Service users

Service users were recruited through community pharmacies (as described above) and 
Healthwatch England’s social media channels. We aimed to recruit approximately 30 service 
users. To encourage participation, we offered service users a £25 gift voucher for their time for 
an interview.

2.3. Data collection

2.3.1. Interviews

A total of 76 interviews were conducted virtually on Microsoft Teams between July and October 
2024 with pharmacy staff (n=48); other HCPs, their support staff, and wider health system 
stakeholders (n=18); and pharmacy service users (n=10). Interviews were guided by a semi-
structured topic guide, based on the Consolidated Framework for Implementation Research. 
All participants provided informed consent to take part in an interview and for the interview 
to be recorded. Each interview lasted approximately 60 minutes. Service users were asked to 
complete a brief questionnaire before the interview to capture data on their demographics and 
characteristics and, if applicable, views of using CPCF clinical services.

2.3.2. Focus groups

Data from three focus groups (with a total of 27 participants) are included in the evaluation 
analysis. The conduct of the focus groups was not part of the funding from NHS England for this 
evaluation; however, participants were aware that the data from the focus groups would be used 
as part of the evaluation. Service users were also asked to complete a brief questionnaire before 
the focus group, as described above for interviews.

Two focus groups were conducted by NHS England’s Primary and Community Transformation 
and Improvement group; both focus groups included participants with long-term conditions and 
carers of those with long-term conditions. Each focus group included seven participants and was 
conducted virtually on Microsoft Teams with individuals across England in June 2024.

3	 Including representatives from Integrated Care Boards (ICBs), Primary Care Networks (PCNs), and representative 
bodies, such as Local Pharmacy Committees (LPCs) and trade associations.
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Another focus group of 13 people was conducted by People Street,4 a not-for-profit organisation 
in East London that enables inclusive recruitment of often under-represented communities. 
Participants were recruited through community representatives living in East London. This focus 
group was held in person, at a community centre, in September 2024.

For all three focus groups, RAND Europe developed the topic guide. NHS England representatives 
were given the opportunity to review and comment on the topic guide. All participants provided 
informed consent prior to taking part in a focus group, and they agreed for the focus group to be 
recorded. Each focus group lasted approximately 90 minutes.

2.3.3. Pharmacy site visits

A member of the research team conducted site visits to gather ethnographic data from 
five community pharmacies across England, selected from those pharmacies whose staff 
participated in an interview. Sites were of various sizes (independent or part of medium or large 
chain), workforce models (one-pharmacist or two-or-more-pharmacist models) and proximity to 
GP surgeries (three sites were co-located with GP surgeries). Table A.3 (in Annex A) describes 
the characteristics of all sites visited.

Site visits were conducted between September and November 2024 and comprised 
observations of how CPCF clinical services operated in the pharmacy and involved informal 
conversations with pharmacy staff and service users, particularly in relation to CPCF clinical 
services. The research team member took detailed, anonymised paper fieldnotes, which 
were digitised prior to analysis. Each site visit was conducted for two days during pharmacy 
operational hours (6–8 hours per day).

2.4. Analysis
Transcripts from interviews and focus groups were generated from the recordings using 
Microsoft Teams. A member of the research team pseudonymised each transcript and checked 
it for accuracy. Transcripts were imported into MAXQDA, a software programme for the analysis 
of qualitative and mixed methods data. Transcripts were analysed thematically, using a mixture of 
inductive and deductive approaches to allow for unanticipated concepts to emerge from the data. 
An initial coding framework, informed by Consolidated Framework for Implementation Research, 
was developed by researchers for pharmacist staff interviews. Following independent coding of 
one transcript by three researchers, the coded transcript was assessed for intercoder reliability, 
and the coding framework was revised. The updated framework served as the primary deductive 
coding framework for all interview and focus group transcripts, as well as the digitised site visit 
fieldnotes. This was further revised and tested by two additional researchers for use in analysing 
other HCPs and wider health system stakeholder interviews and service user interviews and 
focus groups. Researchers also inductively added codes to this framework, as guided by the data.

Coded data were then summarised and charted against the Consolidated Framework for 
Implementation Research domains, with emerging concepts organised under themes within each 

4	 https://www.peoplestreet.net/

https://www.peoplestreet.net/
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domain. Throughout, researchers used memos to facilitate reflexive thinking and an examination 
of the development of theories and assumptions about the data. Memos were then reviewed 
alongside more systematically produced themes to identify gaps in thinking and interrogate 
collective beliefs around emerging findings. Select findings were developed into case studies to 
spotlight how various factors discussed throughout this report influenced the delivery of CPCF 
clinical services.

2.5. Ethics
In consultation with the UK’s Health Research Authority (HRA), this project was classified as a 
‘service evaluation’ and thus exempt from ethical oversight by the HRA. A review of the evaluation 
protocol was conducted by RAND’s Human Subjects Protection Committee, which determined 
that the project is minimal risk and consistent with ethical guidelines established by the Belmont 
Report (9), internationally recognised guidelines outlining ethical principles for the protection of 
human participants in research.

2.6. Participants and pharmacy sites
A total of 103 participants were included in the evaluation, including community pharmacists 
and other pharmacy staff (n=48), other HCPs and their staff, wider health system stakeholders, 
including representatives of ICBs, PCNs, LPCs, and a trade association (n=18); and service users 
(n=37) (Table 2).

Table 2. Participants involved in interviews and focus groups

Type of participant N (%)

Pharmacy staff 48 (47%)

Healthcare providers, staff and wider health system stakeholders 18 (17%)

Service users 37 (36%) 

Among the 48 pharmacist/other pharmacy staff participants, 4 were from distance selling 
pharmacies (DSPs) and 44 were from brick-and-mortar community pharmacies, representing a 
total of 36 brick-and-mortar pharmacies, from across diverse regions of England. Five pharmacy 
site visits were conducted, sampled for diverse characteristics (as described above). Additional 
details on participant characteristics and pharmacy site characteristics can be found in Annex A. 
Details on service user experiences of using each of the CPCF clinical services can be found in 
Annex B.

2.7. Strengths and limitations of the evaluation
This qualitative evaluation included a large number of interviews and focus groups (n=103) with 
a range of different professional stakeholders and members of the public (i.e. service users), as 
well additional informal conversations during site visits.
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As stated in Section 2.2.1, there was a very low response rate to our various recruitment 
strategies. Some pharmacies declined to participate because they were too busy. Our recruitment 
efforts coincided with collective action initiated by the National Pharmaceutical Association (10), 
which could have impacted response rates.

Of the pharmacy staff we spoke to during interviews, the majority were pharmacy owners, 
managers or contractors, and only one was a non-pharmacist member of staff (a pharmacy 
technician). As such, the views of non-pharmacist staff are under-represented in this evaluation. 
However, we were able to capture the perspectives of other pharmacy staff during pharmacy 
site visits. Invitations to participate in the evaluation were directed to the pharmacy’s primary 
business email address and requested participation from individuals who could best speak to 
CPCF clinical services. This, in addition to anecdotal reports that pharmacists felt it was less 
disruptive to the operation of the pharmacy if they participated in an interview rather than other 
staff, likely influenced higher recruitment rates for pharmacy managers/owners or employed 
pharmacists, rather than technician and other support staff. While we sampled for participants 
from pharmacies across England with a range of characteristics, we cannot know if the views of 
participants are more widely generalisable.

Similarly, pharmacy site visits were conducted at five pharmacies and, while they were sampled 
for a range of different characteristics, they are not necessarily representative of pharmacies 
across England. Pharmacy site visits allowed for the inclusion of a greater number of participants 
including non-pharmacist staff and service users who may not have participated in an interview; 
however, observations during site visits were made during a relatively short period of time and 
may not broadly represent pharmacy practices. The presence of researchers on the premises 
might have influenced the ways in which pharmacists and other pharmacy staff behaved (i.e. the 
Hawthorne Effect) (11).

An important strength of this evaluation is the inclusion of a large number of consultations with 
service users (n=37), representing more than one-third of all participants. Moreover, the sample 
of service users were ethnically diverse, with more than 40% self-reporting that they belong to a 
minoritised ethnic group (see Annex A). Nevertheless, over a third (43%) of participants were from 
the London area (because East London was the site of one of the focus groups), and they may have 
different experiences in using pharmacies than individuals in more rural parts of England.

2.8. Key themes mapped to the evaluation framework
Figure 1 maps the key themes that were identified in the evaluation to the Consolidated 
Framework for Implementation Research.
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Figure 1. Key themes identified across the domains of the Consolidated Framework for 
Implementation Research
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Chapter 3. How do clinical service 
and commissioning features 
impact the delivery of services? 

This chapter describes the influences of the features of CPCF clinical services and their 
commissioning on service delivery, corresponding to the ‘innovation’ and ‘implementation 
process’ domains of the Consolidated Framework for Implementation Research. Key findings by 
each feature are presented in Box 1 and are described in detail in the ensuing sections.

Box 1. Key findings for the features of clinical services and their commissioning on service delivery

CPCF clinical services are perceived to have varying levels of complexity. Most 
services are considered complex because they can be time-consuming to 
complete. A few services are considered complex because pharmacists view them 
as more difficult and not within their core skill set.

Community pharmacies need to procure supplies and equipment to provide some 
CPCF clinical services; these costs might be covered by set-up fees, but the fees 
do not always cover full costs of initiating or sustaining certain services. This can 
hinder provision of services and disincentivise pharmacies from offering them.

The volume of CPCF clinical services varies, influenced by whether a formal referral 
is needed, public awareness of the service, and seasonality, among other factors.

The need for referrals for the provision of certain CPCF clinical services 
decreases the demand for and volume of these services; however, referrals or 
informal signposting to clinical services can make service users more confident 
in using them.

The eligibility criteria for CPCF clinical services impacts who in the population 
can receive the services; some services are considered to have restrictive eligibility 
criteria, resulting in lower volumes of delivery.

Training requirements for CPCF clinical services vary and can impact the perceived 
burden and confidence in the delivery of services. Training conducted in-person 
and involving role play and simulated scenarios can be helpful in building staff 
confidence.

Service delivery specifications that allow for a broader range of community 
pharmacy staff to deliver CPCF clinical services are viewed more positively by 
pharmacists, as it allows for a better distribution of workloads and alleviates 
workforce pressures.

Perceptions about remuneration for CPCF clinical services are influenced by 
various factors related to service features, their complexity and delivery, impacting 
community pharmacists’ motivations to deliver the services and whether they 
consider these services financially viable.
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3.1. Complexity

CPCF clinical services are perceived to have varying levels of complexity. Most services are 
considered complex because they can be time-consuming to complete. A few services are 
considered complex because pharmacists view them as more difficult and not within their core 
skill set.

The perceived complexity of CPCF clinical services is related to the difficulty, effort and time-
consuming nature of completing the services.5 The influenza vaccination service, for example, 
is not considered to be complex to deliver during the influenza season (as discussed later in this 
chapter; see Section 3.3). For a detailed case study on the provision of the influenza vaccination 
service, see page 22.

On the other hand, some services are considered more complex because they are time-
consuming, despite the service or its component parts being easy to deliver. As outlined in 
Chapter 6, pharmacists often reported struggling to find time to deliver CPCF clinical services 
alongside their other responsibilities due to workforce capacity issues.

Some pharmacists indicated that the NMS is ‘one of the easiest services to deliver’ [Int 83 – 
LPC Representative]. In part, this is because pharmacists feel confident in delivering this service 
and feel it is completely within their core skill set and control (i.e. it does not rely on referrals from 
other HCPs). Nevertheless, the NMS can be time-consuming. One pharmacy manager explains: 

5	 Complexity, per the Consolidated Framework for Implementation Research, is defined as: ‘the innovation 
is complicated, which may be reflected by its scope and/or the nature and number of connections and 
steps.’ (7)

It’s an amazing service, but it takes a lot of effort and a lot of work from the 
pharmacist […] with you being on the phone anywhere between sort of three and 
eight minutes, it can really add up’ [Int 45 – Pharmacist Branch Manager].

During pharmacy site visits, the amount of time taken for the NMS calls varied between 
pharmacies. Staff at two sites made calls in any spare moment without setting aside time in 
advance, whereas at another two sites staff waited to make calls until they had a planned gap in 
their schedule or until the pharmacy was less busy [Fieldnotes, sites 01, 02, 04, 05].

The time-consuming nature of the NMS was connected by a few pharmacists to the multiple 
stages of the NMS. They reported frustration with having to complete three stages in order 
to fulfil the service and receive remuneration and wondered if all stages where necessary, 
particularly when the service user has indicated they are not having any issues with the new 
medicine: ‘If you ring them the first time and everything’s fine […] and you ring them up a 
second time […] just a little bit of a waste of time really, for us and for the patient, really’ [Int 
111 – Pharmacist].

Similarly, several pharmacists described the DMS as being more complex to deliver because of 
the administrative time needed to complete all three stages within a certain period, which other 
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workloads do not always allow: ‘It honestly depends on the workload, as well, at the time’ [Int 
75 – Pharmacy Co-Manager]. This was supported by observations from one pharmacy site visit, 
where both pharmacists noted how time-consuming the DMS process was [Fieldnotes, site 05].

While many pharmacists find the initial BP check portion of the hypertension case-finding service 
easy to deliver, the conversion from a high BP reading to ABPM presents more challenges 
because it is more time-consuming. This view is supported by observations across pharmacy 
site visits, where BP checks in general were viewed as simple [Fieldnotes, sites 01, 02, 04, 05] 
but difficulties with ABPM checks were not [Fieldnotes, sites 03, 04]. At one site, pharmacy staff 
experienced problems with the ABPM device itself [Fieldnotes, site 03] and, at another site, one 
trainee pharmacist struggled to explain the ABPM to a service user, who lacked confidence in its 
readings [Fieldnotes, site 04].

Some services can be considered more time-consuming to deliver because of inappropriate 
referrals or the complexity of a service user’s health condition. For example, CPCS (now under 
Pharmacy First) was reported to be time-consuming because of inappropriate referrals. With 
regard to the minor illness pathway of CPCS, one pharmacist mentioned they would receive 
referrals: ‘for things like sprained ankles and whatnot, we had some very weird and wonderful 
inappropriate things come through’6 [Int 60 – Superintendent Pharmacist]. CPCS was also 
considered time-consuming because service users with more complex health conditions would 
often need to be sent back to the referring HCP for care, causing additional work for pharmacy 
staff. This was also reported for the PCS.

Other services, namely SCS and PCS, are considered more complex to deliver because 
pharmacists find them more difficult to perform, driven in part by lack of confidence and a view 
that these services are not within their core skill set. In particular, some pharmacists reported that 
the initiation phase of PCS, when a service user begins taking a contraceptive pill for the first time, 
is more complex: ‘The full initiation is a little bit more complicated’ [Int 107 – Pharmacist]. One 
representative from a pharmacy head office of a large chain explained this perceived complexity 
of the initial phase of the service is because pharmacists must learn about the different 
contraceptives on offer and supplying a range of oral contraception was novel to them. At times, 
the PCS was also considered complex to deliver because of the complexity of a service user’s 
health condition, which, like CPCS, would require the pharmacist to send the service user back to 
the referring HCP, resulting in additional work for pharmacy staff.

3.2. Supplies and equipment

Community pharmacies need to procure supplies and equipment to provide some CPCF 
clinical services; these costs might be covered by set-up fees, but the fees do not always 
cover full costs of initiating or sustaining certain services. This can hinder provision of 
services and disincentivise pharmacies from offering them.

6	 Sprained ankles are in scope of CPCS minor ailments service; however, this indicates a potential misunderstanding 
about the service specification. This is described further in the discussion.
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The DMS and NMS do not require any equipment or supplies beyond a phone and a system7 to 
record the consultation, and so related costs are minimally impactful. For some clinical services, 
community pharmacies receive an initial set-up fee. For example, pharmacies are provided with 
funds to purchase an ABPM device for the hypertension case-finding service. However, this fee 
only covers a portion of the cost of the ABPM device and does not factor in device maintenance, 
recalibration or replacements of the device or its parts. Some pharmacists indicated that the 
continual investment in ABPM devices can make the services less financially viable to offer: 
‘when we factor in the cost of [calibrating ABPM devices] for next year […] when you take away 
the initial payment, there’s not [much] money in it for us’ [Int 60 – Superintendent Pharmacist].

Many pharmacists and wider health system stakeholders indicated that this impacts the 
provision of the hypertension case-finding service. For example, devices may go uncalibrated, 
leading to poor readings, or fewer devices can be purchased, resulting in waiting lists for service 
users to access care. A few pharmacists noted that they share ABPM devices across pharmacies 
to lower costs.

Other clinical services require community pharmacies to outlay costs for supplies and equipment, 
with no guarantee that costs will be recuperated, such as with the influenza vaccination service 
and hypertension case-finding. Specific to the influenza vaccination service, community 
pharmacies take on the financial risk of stocking vaccine supply with uncertainty if the full 
supply will be used. A small number of pharmacists reported having previous experiences of 
over-ordering stock and losing money. Consequently, some pharmacists advocate for a model: 
‘where the government, under the guidance of the [Joint Committee on Vaccination and 
Immunisation], takes the financial risk […] and they provide us with the vaccine which we 
administer’ [Int 39 – Pharmacy Manager] and for ‘centrally purchased flu jabs so there is no 
waste and there is equal distribution of vaccines to everyone, whoever needs them, when they 
need them’ [Int 91 – Pharmacy Owner]. While most pharmacists report providing the influenza 
vaccination service, a few mentioned feeling conflicted about continuing to offer the service given 
the financial risk.

With regard to the SCS, some pharmacists argue that the set-up and training requirements 
have uncertain returns given the time required to complete the service, in relation to the level of 
remuneration, and the dependence on NHS hospital trust referrals, which tend to be low: 

7	 There are four IT suppliers assured to meet minimum standards for CPCF clinical services: Cegedim ‘Pharmacy 
Services’; EMIS Pinnacle ‘PharmOutcomes’; Positive Solutions ‘HxConsult’ and Sonar. Requirements include keeping 
clinical records to share with the patients’ general practice or other professionals, with NHSE and NHSBSA to support 
service evaluation and post-payment verification. PharmOutcomes currently has the greatest market share (12).

‘The consultation takes 30 minutes and the training required is pretty extensive, so 
from a commercial perspective, it’s just not viable for us to provide it […] I would 
need to know first of all, the hospitals would generate the referral so that effectively 
we can get a return on our investment’ [Int 58 – Managing Director]. 

This has caused some pharmacists to believe that the SCS is not a good investment for their 
pharmacy, and some pharmacies have stopped offering it.
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3.3. Volume of services

The volume of CPCF clinical services vary, influenced by whether a formal referral is needed, 
public awareness of the service and seasonality, among other factors.

Some services are delivered at relatively higher volumes, such as the hypertension case-finding 
service (particularly BP checks), influenza vaccination service and NMS, while other services are 
delivered at lower volumes, such as the DMS, SCS and CPCS (before it was subsumed under 
Pharmacy First).

For other services, delivery volume varies across pharmacies. For example, observations during 
pharmacy site visits revealed differences in the volume of the PCS. One pharmacy had up to four 
appointment per day, which were booked out for more than a week in advance [Fieldnotes, site 
02], whereas at other sites no PCS appointments were delivered or offered during the period of 
observation, and staff reported appointments were generally rare [Fieldnotes, sites 01, 04]. One 
pharmacy manager noted that it is a relatively new service, and there may be a lack of awareness.

High volumes of services can also be a concern. Despite the DMS generally having lower volumes 
of delivery compared to other services, one pharmacist noted that they receive a particularly 
high level of referrals for the DMS (between 30 and 40 a month) and they struggle to manage 
providing this service on top of everything else. Similarly, the increased demand for the influenza 
vaccination service and the CPCS minor illness consultations has put acute seasonal pressures 
on pharmacy staff. With regard to influenza vaccinations, one pharmacist remarks: 

‘The biggest issue […] it’s all crammed […] is starting 3rd of October this year […] we 
run on minimum staff because of pharmacy funding […] and they expect us to do 
everything and all these injections […] and expect you to do the rest of your day job’ 
[Int 35 – Pharmacy Manager].

A few pharmacy managers reported a higher demand for the CPCS minor illness consultation 
pathway during the winter, coinciding with higher rates of streptococcal (strep) throat infections. 
As one pharmacist noted, one day the previous year they had eight strep throat infection referrals: 
‘I think I was there till 10:00 that night’ [Int 35 – Pharmacy Manager].

The volume of services is influenced by the need for referrals (as discussed in the next part of this 
chapter; see Section 3.4) and eligibility criteria for a service (as discussed in Section 3.5) and a 
range of other factors discussed throughout the remaining chapters, including HCP awareness 
and attitudes about CPCF clinical services (see Chapter 5) and pharmacy characteristics (see 
Chapter 6)

3.4. Referrals

The need for referrals for the provision of certain CPCF clinical services decreases the 
demand for and volume of these services; however, referrals or informal signposting to clinical 
services can make service users more confident in using them.
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Across the seven CPCF clinical services, there are different referral pathways for each. The DMS 
and SCS both require formal referrals from NHS hospital trusts. The hypertension case-finding 
service and PCS, on the other hand, do not require referrals, but formal referral pathways, agreed 
to locally, do exist. The CPCS required a referral from NHS 111 or general practice. Finally, for the 
influenza vaccination service and NMS, no formal referral pathway exists, but HCPs can signpost 
their patients to these services.

The volume of services provided within a community pharmacy is often related to whether formal 
referrals are required before the service can be offered and remuneration is received from NHS 
England. Many pharmacists and wider healthcare health system stakeholders reported that 
services requiring formal referral can contribute to low service delivery. One representative from a 
trade association described the need for formal referrals as an ‘arbitrary barrier’ [Int 89 – Head of 
Policy, Trade Association] to deliver CPCF clinical services, and another representative from a LPC 
commented that ‘Any pharmacy service that’s dependent on a referral from a third-party […] 
doesn’t work very well at all’ [Int 96 – LPC Representative].

In particular, many pharmacies reported the DMS and SCS, which require referrals from hospitals, 
as having the lowest delivery volumes. The DMS referrals were reported to be very low or non-
existent at three pharmacist site visits [Fieldnotes, sites 01, 03, 04]. At a fourth site, the DMS 
referrals had been funnelled to one specific branch of the pharmacy chain, and so none were 
observed [Fieldnotes, site 02]. With regard to the SCS, one pharmacist noted: 

‘We offer it, but we’ve had no referrals […] which is very disappointing […] We bought 
the smoking cessation carbon monoxide meter, which is about £400 and we 
haven’t had a single referral, which is very frustrating’ [Int 91 – Pharmacy Owner].

Low levels of referrals from hospitals were also observed during pharmacy site visits. Four of 
the five pharmacies had not received any referrals for the SCS [Fieldnotes, sites 01, 02, 03, 04]. 
At one site this was due, in part, to the presence of an alternative locally funded SCS, based at 
a wellbeing hub nearby, which captured the majority of referrals by hospitals [Fieldnotes, site 
02]. One Integrated Care Board (ICB) representative noted that locally commissioned smoking 
cessation programmes were a barrier to referrals to the CPCF SCS.

Low referral levels are related to relationships between community pharmacies and hospitals and 
poor IT interoperability (both topics are described in more detail in Chapter 7). As one pharmacy 
manager mentioned: 

‘The hospital has to refer it, so if they haven't got a means of doing that, the local 
hospitals don't seem to have a means of referring it onto the system we use […] So 
for whatever reason, the hindrances or the obstacles are […] we really don't know 
what's happening with the hospitals to be honest’ [Int 36 – Pharmacy Manager].

Several pharmacists reported that the low volume of the SCS makes the service less financially 
attractive, leading to a reluctance to engage in future similar services. One pharmacist notes:
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‘Although I would like to provide smoking cessation services, I would need to know 
first of all, the hospitals will generate the referrals so that effectively we can get 
a return on our investment and at the same time the funding structure needs to 
change […] to ensure that we get properly funded for the cost of delivery of the care’ 
[Int 58 – Managing Director, Pharmacy Owner].

A pharmacist from one of the pharmacy site visits also mentioned that they feared that lower 
volumes of SCS would result in lack of practice and an atrophying of their skills [Fieldnotes, site 
02]. This point was also raised by a stakeholder from an ICB, who described pharmacies in their 
local area struggling to deliver the SCS after not receiving any referrals for more than a year after 
they first were meant to start delivery. They argued that this exposed a flaw in the set-up fee 
model, describing how pharmacies had used their set-up fee to prepare to deliver services by, for 
example, covering staff training time. However, by the time a referral was first received for the 
service, staff turnover, changing priorities and atrophy of learned skills meant that they struggled 
to deliver the service, and would need to essentially set up again – but, with the set-up fee already 
spent and another not forthcoming, they struggled to find the money to pay for it:

‘By the time that those referrals came round, a lot had changed within Community 
pharmacy. Priorities had changed. Staff had changed. A lot of the staff had forgot 
that they were even doing the service because they hadn’t done anything for 12 
months. A lot of staff had left, so they weren’t trained to deliver it anymore. […] we 
had a lot of pharmacies signed up to deliver the service, but who’re now through no 
fault of their own not in a position to deliver the service.’ [Int 90 – Head of Pharmacy 
Integration and Workforce for an ICB].

With regard to the need for hospital referrals for the SCS, one representative from an ICB 
explained that this has implications for inequality of access to the service because there is a large 
population of people who may want to quit smoking but were not in hospital; these individuals 
would not have the opportunity to access this service: ‘why we’ve chosen to have it for such a 
small cohort [is] either political or financial. Either way, they have an active decision to restrict 
that cohort […] it does present some real challenges in inequity of provision across the patch’ [Int 
90 – ICB Representative].

Conversely, CPCF clinical services that do not require formal referral tend to be delivered in higher 
volumes. For example, the hypertension case-finding, influenza vaccination service and NMS 
are, overall, reported by many pharmacists to be delivered at relatively higher volumes than other 
services. The PCS is an exception; it does not require a formal referral, but it is often delivered 
in lower volume, potentially because it is one of the newer services, reflecting lower awareness 
among the public, and lower levels of confidence in delivery among pharmacists (both discussed 
in Chapter 4). Furthermore, a few pharmacists believe that low levels of referrals for the PCS may 
be due to existing clinical pathways for contraception such as direct referrals from sexual health 
clinics to GP surgeries and surgeries having a nurse practitioner designated to deliver this service.

Even when not required, informal referrals (i.e. signposting) to community pharmacies for CPCF 
clinical services can help to increase awareness and uptake. Referrals from GP surgeries can 
increase trust among service users (as the referral is ostensibly an endorsement from the GP 
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of the pharmacist’s qualifications to perform the service), thereby impacting the service user 
volume. As one GP receptionist explained, service users sometimes need encouragement to 
be referred to pharmacies and describe explaining to service users: ‘it’s not just the girl at the 
counter […] you’re gonna speak to somebody who’s qualified’ [Int 80 – GP receptionist].

3.5. Eligibility criteria

The eligibility criteria for CPCF clinical services impacts who in the population can receive the 
services; some services are considered to have restrictive eligibility criteria, resulting in lower 
volumes of delivery.

Several pharmacists noted that some CPCF clinical services can benefit from broader eligibility 
criteria to ensure that a larger population can benefit. For example, some pharmacists consider 
the age criteria for hypertension service (i.e. >40 years) to be too restrictive: ‘[it’s] really quite 
restrictive at the start in terms of age ranges and it didn’t allow us to opportunistically engage 
with people outside of the range’ [Int 11 – Pharmacy Manager].

Narrow eligibility criteria for the hypertension case-finding service also impacts service users, 
one service user who wanted a BP check noted: ‘I wasn’t feeling great and went past [pharmacy 
name] as they had a note outside. They said no because I told them I am on medication. I said 
again please as I’m not feeling well but they said no’ [FG 3 – Service User].

However, some pharmacists reported that they often perform opportunistic BP checks on 
individuals who are not age-eligible for the service when they are requested by service users, 
knowing that they will not receive remuneration, because they don’t want to turn down the 
requests or they think that it is the right thing to do for ‘for patient care’ [Int 112 – Accuracy-
checking Pharmacy Technician].

A few community pharmacists suggested expanding the hypertension case-finding services 
into various settings, such as care homes and the wider community, to enhance access to 
care. One pharmacy manager reported doing this with additional funding from the ICB, offering 
hypertension case-finding in faith centres and other locations in the community, as well as with 
the Roma community.

Similarly, several pharmacists noted that they consider the NMS eligibility criteria to be too 
restrictive. While they report that it is easy to identify eligible service users, they feel that the 
NMS should be expanded to include a wider range of conditions. For example, one pharmacist 
mentioned how service users on hormone replacement therapy could benefit from the service 
and: ‘[…] possibly [attention deficit hyperactivity disorder] medication as well, which is a really 
tough one for some patients’ [Int 91 – Pharmacy Owner]. Another pharmacist mentioned that 
service users on anti-depressants could benefit from the NMS because: ‘they have the greatest 
number of side effects. People stop them very, very quickly, become disillusioned and don’t 
realise there’s a whole batch of other [anti-depressants] they could go on to give it a go’ [Int 52 – 
Pharmacy services manager].



19 A qualitative evaluation of clinical services under the Community Pharmacy Contractual Framework: Full report

3.6. Training requirements

Training requirements for CPCF clinical services vary and can impact on the perceived burden 
and confidence in the delivery of services. Training conducted in-person and involving role 
play and simulated scenarios can be helpful in building staff confidence.

Some CPCF clinical services are perceived to have less intensive training. For example, several 
pharmacists consider the training for influenza vaccinations to be appropriate ‘Flu is about 3–4 
hours because there’s a lot of reading, so it’s just refreshing on your injection technique’ [Int 
107 – Pharmacist]. Moreover, several pharmacists noted that limited training is required to deliver 
the NMS because it draws on existing skills of community pharmacists: ‘it’s self-explanatory […] 
Everyone knows how to do a new med’ [Int 107 – Pharmacist].

While training for the CPCS was not often mentioned, one pharmacy director explained it was 
quite straightforward, ‘just reading the standard operating procedures (SOPs)’ [Int 58 – Managing 
Director, Owner]. Similarly, very little was raised about the DMS training, but one locum pharmacist, 
who worked across a few pharmacies, reported that staff were often not trained in how to 
monitor referrals from the DMS and as a result referrals received were not being actioned.

On the other hand, there are mixed opinions about the training requirements for other CPCF 
clinical services. Some pharmacists consider the training for the SCS to be insufficient, for 
example, one pharmacist reported they do not feel confident about counselling: 

‘I didn’t train in counselling and you really, you’re coaching and counselling 
the patients to quit and [it’s] outside my comfort zone. But I’ve done it, and the 
patient did succeed in quitting. […] a day’s training on a course isn’t enough’ 
[Int 35 – Pharmacy Manager].

Many pharmacists consider the training requirements for the PCS to be ‘onerous’, and ‘quite 
extensive, tak[ing] an awful lot of time’ [Int 58 – Managing Director, Owner]. Similarly, some 
pharmacists described the PCS training as complicated: ‘Our pharmacists struggled a bit to 
complete the training and then feel fully confident in what they were delivering because this was 
the first big service that we launched for our pharmacists’ [Int 103 – Senior Healthcare Operations 
Manager]. This was also felt to be a concern for one superintendent pharmacist, who argued that 
the complications of the PCS training may also inhibit more senior staff from confirming who was 
ready to deliver the service. They argued that, as the PCS training was not just one package but 
was split across multiple different sites, it was challenging to track which staff had completed the 
training or identify what they still needed to complete.

On the other hand, other pharmacists felt that more training for the PCS was very important and 
needed, as the skills required to deliver the service are very different from what pharmacists 
typically do. Pharmacists reported that training was most effective when it involved some degree 
of in-person practice.

This is corroborated by a pharmacy site visit, in which a pharmacist noted that in-person training 
in her local area for the PCS involves role playing and simulations of service user interactions and 
that this was essential to promote staff confidence in delivering the service [Fieldnotes, site 02]. 
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This site had the highest levels of delivery of the PCS compared to other sites, and all staff at this 
site were confident in promoting and supporting its delivery.

3.7 Delivery specifications

Service delivery specifications that allow for a broader range of community pharmacy staff to 
deliver CPCF clinical services are viewed more positively by pharmacists, as they allow for a 
better distribution of workloads and alleviate workforce pressures.

Service specifications vary with regard to who among community pharmacy staff can be trained 
to deliver CPCF clinical services. For example, any trained pharmacy staff member can deliver the 
hypertension case-finding service (13), whereas consultations for the contraceptive service can 
only be performed by a pharmacist (14). Since April 2023, trained pharmacy technicians can also 
deliver SCS.

This concerns some pharmacists. As outlined in Chapter 6, the ability of non-pharmacist staff to 
participate in service delivery can alleviate workload pressures within pharmacies. Pharmacists 
generally exhibited more positive attitudes when wider pharmacy staff could participate in service 
delivery. For example, some pharmacists like the hypertension case-finding service and the DMS 
partly because non-pharmacist staff can perform them. One pharmacist noted: 

‘The biggest thing with [the hypertension] service that puts it head and shoulders 
above the others is that any trained staff can support, can do it’ [Int 14 – Contractor].

Similarly, this pharmacist valued the DMS because it could be performed by a technician or a dispenser.

Some pharmacists are critical of CPCF clinical services that only allow a pharmacist to perform 
them. A superintendent of a medium-chain pharmacy noted that service-level agreements for 
clinical services are ‘very prescriptive about who can do what […]’, further remarking ‘there’s no 
reason for that’ [Int 87 – Clinical Governance Director & Group Superintendent Pharmacist]. This 
individual felt that pharmacists had overarching responsibility for the activities in their pharmacy 
and that wider staff should be able to perform services under supervision of a pharmacist.

3.8 Remuneration

Perceptions about remuneration for CPCF clinical services are influenced by various factors 
related to service features, their complexity and delivery, impacting community pharmacists’ 
motivations to deliver the services and whether they consider these services financially viable.

The abovementioned factors, including the perceived complexity of the service, the need to 
purchase supplies and equipment, service volume and training requirements, influence whether 
community pharmacy owners and managers believe remuneration is fair. For example, some 
pharmacists believe that the remuneration for the hypertension case-finding service, particularly 
the ABPM phase, is too low, given the complexity of delivering this part of the service (as 
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described in Section 3.1), coupled with the fact that set-up fees do not fully cover maintenance of 
the ABPM device (as described in Section 3.2).

Similarly, several pharmacists noted that the that complexity of the DMS (as described 
in Section 3.1), coupled with low delivery volumes (as described in Section 3.3), is not 
commensurate with the remuneration they receive: ‘Well, I think the service has great 
potential […] But I don’t think the reimbursement covers the fact that it’s in three parts, and 
the complexity of doing the service […] claiming for the service [and] complexity of writing 
up the service’ [Int 101 – Superintendent Pharmacist].

Another pharmacist noted, with regard to remuneration for the DMS: ‘What we find is most 
challenging with the DMS services [is] matching up the payments because of the way it’s done 
with the three stages. If it falls over into the next month, we find that […] making sure what we 
submitted is what we’re paid is quite tricky’ [Int 105 – Superintendent Pharmacist].

Some pharmacists consider the need to complete all three stages of the NMS in order to receive 
remuneration to be unfair, particularly in relation to the time-consuming nature of making 
follow-up calls. As one pharmacist notes: ‘[we] don’t get paid for that work until we complete’ [Int 
13 – Business Engagement and Development Manager].

Lastly, what are perceived to be more onerous training requirements for the PCS (as described in 
Section 3.6), coupled with a low volumes of service delivery (as described in Section 3.4), have 
resulted in several community pharmacists questioning whether they should offer this service. 
‘It’s quite extensive, takes an awful lot of time and in a lot of cases, pharmacies may choose not 
to bother because they don’t think they’ll get the referrals’ [Int 58 – Managing Director, Owner].



Case study spotlight 1:
the influenza vaccination service

The influenza vaccination services is one of the most successful of the CPCF 
clinical services due to range of factors including appropriate training, pharmacist 
experience in delivery, and high public awareness and acceptability. Pharmacy sites 
had largely similar experiences in the delivery of this service; however, observed 
differences highlight how the provision of this service can be enhanced.

Five pharmacy sites: a rural independent pharmacy; an urban medium-chain 
pharmacy; an independent pharmacy in a town; a medium-chain pharmacy in a 
large urban city; and a rural large-chain pharmacy.

Across pharmacies, the influenza vaccine service was the most known of the CPCF 
clinical services among service users, with service users often requesting the service 
without it first being offered. Three sites were visited while influenza clinics were 
being run and were delivering large volumes. Service users were generally satisfied 
with the service. Pharmacies were experienced in the delivery of this service, with 
online booking mechanisms ready to launch at the beginning of the influenza season 
at three sites and standard operating procedures developed for delivery at one site.

Background

Enablers

Setting

Situation

Digital infrastructure: Three 
sites had online booking 
systems specifically for influenza 
vaccination appointments. The 
booking system helped one site 
manage their stock of vaccines 
in the face of some shortages. 
Individuals booked for an 
appointment were guaranteed 
a vaccine, but not those who 
requested a walk-in visit. Another 
site found that their booking 
mechanism could be used to 
ensure that trainee pharmacists 
were not overwhelmed with 
delivering the new service while 
they were still new to delivering 
the vaccination, thus helping to 
manage workforce capacity.

Experience delivering service: 
One site was able to predict 
their level of demand based on 
previous years and manage 
their refrigerator space and the 
amount of vaccinations they 
ordered accordingly. Another 
site had developed standard 
operating procedures, 
developed from previous 
years, including guidance from 
a clinical nurse for those new 
to delivering the service.



Service user awareness: 
Four of five sites saw service 
users actively requesting 
the influenza vaccination, 
often in tandem with a COVID 
vaccination. While one service 
user at a site was surprised to 
learn the pharmacy delivered 
influenza vaccinations, overall 
awareness of this service was 
very high.

IT interoperability: Booking 
systems caused some issues 
at two different sites, where 
multiple booking systems were 
not interoperable, leading to 
pharmacists being double-
booked to see two service 
users at one time. Service 
users were either asked to wait 
or reschedule at short notice. 
One service user also noted 
that walk-in clients were taking 
precedence over those who 
had booked at one site, which 
caused some frustration.

Service user motivations: 
Many service users across 
all sites commented on the 
convenience on being able to 
get their influenza vaccination 
from the pharmacy. This was 
especially the case for the 
many walk-in vaccinations we 
observed at two different sites.

Competition with general 
practice: One site was not 
anticipating delivering many 
influenza vaccinations 
because the GP surgery they 
were co-located with would 
be running an influenza 
vaccination clinic and they 
would fulfil most service user 
demand. Three other sites also 
noted some competition with 
GP surgeries.

Challenges

The influenza vaccination was the most commonly delivered and requested CPCF 
clinical service across the sites visited, with high awareness and acceptability 
among service users, and specific mechanisms for delivery developed by 
pharmacies. However, challenges arose such as interoperability issues with 
booking systems and competition with general practices.

Takeaway message
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Chapter 4. How do pharmacy staff influence 
the delivery of clinical services? 

This chapter describes the influences of pharmacy staff on the delivery of CPCF clinical services, 
corresponding to the ‘individuals’ domain of the Consolidated Framework for Implementation 
Research. Key findings by each feature are presented in Box 2 and are described in detail in the 
ensuing sections.

Box 2. Key findings for pharmacy staff influences

Community pharmacy staff motivations to provide CPCF clinical services range 
from altruism and professional integrity to financial considerations.

Community pharmacy staff attitudes about CPCF clinical services vary, influenced 
by numerous factors including workforce pressures, financial incentives and staff 
confidence in delivering them. Community pharmacists believe that CPCF clinical 
services can have important benefits for the populations they serve, including 
lifestyle behavioural changes, timely access to diagnosis and treatment, and 
preventing avoidable hospital readmissions. However, not all services are achieving 
their full potential.

Community pharmacy staff behaviours impact whether service users are aware 
of and decide to take up CPCF clinical services. Efforts to raise awareness vary by 
pharmacy and largely depend on available resources and pharmacy footfall. 

4.1. Motivations: Why do pharmacy staff deliver 
CPCF clinical services?

Community pharmacy staff motivations to provide CPCF clinical services range from altruism 
and professional integrity to financial considerations.

In general, many community pharmacists are motivated to deliver CPCF clinical services because 
they want to help the people in their community; they take pride in this work and believe it is the 
right thing to do. As one pharmacist noted: ‘I love doing all that. That’s what I think a pharmacy is 
about.’ [Int 24 – Pharmacist]. Several pharmacy managers indicated that their pharmacists and 
technicians also enjoy developing new skills, or they are motivated to help their colleagues across 
primary care by alleviating some of their workload: ‘When you start doing these consultations for 
patients, you realise that these are services that the people actually need because sometimes 
it’s very difficult for them to get into the doctor’s surgery’ [Int 106 – Pharmacist].

Several other pharmacy managers and superintendent pharmacists, however, indicated that 
the decision to offer clinical services is primarily based on finances because these services 
are essential to the pharmacy’s business model. As one pharmacist reported, with regard to 
the CPCF: ‘it was a forced change, if you don’t accept it, you wouldn’t have any revenue’ 
[Int 72 – Pharmacy Director]. A pharmacy manager remarked: ‘that the direction of travel in 
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successive governments has been away from dispensing and towards services’ [Int 101 – 
Superintendent Pharmacist].

These views are corroborated by pharmacy site visits, in which staff at two pharmacy sites also 
indicated that they had little choice but to offer the services if they were to maintain the financial 
viability of their business [Fieldnotes, sites 01, 02], and this is the way pharmacy is moving 
[Fieldnotes, site 05, mentioned by a pharmacist and echoed by a dispenser].

4.2. Attitudes: How do pharmacy staff feel about 
delivering CPCF clinical services?

Community pharmacy staff attitudes about CPCF clinical services vary, influenced by 
numerous factors including workforce pressures, financial incentives and staff confidence in 
delivering them.

Many community pharmacists reported that they want to deliver CPCF clinical services. One 
superintendent at a small-chain pharmacy noted that their staff are ‘very enthusiastic’ about 
offering clinical services: ‘that’s why we went to do the degrees we did’ [Int 87 – Clinical 
Governance Director & Group Superintendent Pharmacist]. Many pharmacists stated that they like 
delivering CPCF clinical services, particularly the NMS, because it helps to support people in their 
community. One pharmacist noted: ‘it really does help people who have started new medications’ 
[Int 45 – Pharmacist Branch Manager]. Furthermore, many pharmacists see the value in the 
influenza vaccination service and a couple of pharmacists believe more vaccine services should be 
moved into pharmacies ‘[with] the right funding, pharmacy could offer all vaccines for [the] NHSE’ 
[Int 13 – Business Engagement and Development Manager].

However, enthusiasm for delivering CPCF clinical services can be tempered by growing pressures and 
workloads. This was observed during pharmacy site visits, with staff at one pharmacy feeling that the 
services themselves were working, but the impact of delivering services led to an increase in workload. 
This caused stress and interpersonal friction. The pharmacist at this site reported other staff being 
unhappy enough about the new responsibilities associated with the services that they wanted to leave 
[Fieldnotes, site 02]. Challenges related to pharmacy workloads are discussed further in Chapter 6.

Attitudes about clinical services are also influenced by financial incentives of owners as compared 
to employees of a pharmacy. For example, a few pharmacy managers noted that those employed 
by a pharmacy may have more negative attitudes about performing clinical services than owners 
because employees do not directly benefit financially (i.e. they receive the same wage, while being 
asked to do what is perceived as additional work). One pharmacy manager observed: ‘At some 
point we’re thinking, well, actually, why are we helping? We don’t get paid for helping, and when 
you start thinking like that, that’s when we will start hanging our hats up, and currently, we’re not 
there, but we’re getting close to it’ [Int 39 – Pharmacy Manager].

This, however, was not the case at two site visits. At one site, all staff, including counter 
assistants, showed a clear investment in the delivery of services [Fieldnotes, site 03], and at 
another site staff showed an understanding of the financial element at stake [Fieldnotes, site 
01]. Both of these pharmacies were small independents, which could help to explain their level of 
involvement and attitudes.
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To encourage pharmacy workforce engagement with CPCF clinical services, some pharmacies 
offer incentives. With regard to the NMS, one pharmacist mentioned: ‘we incentivize our counter 
staff to promote NMS, so they do the introductory phase, and I intervene where there are specific 
counselling points’ [Int 3 – Pharmacy Manager]. Another pharmacist mentions: ‘my [locum 
pharmacist] gets a little incentive for completing the NMS, and so he’s got really quite organised’ 
[Int 20 – Pharmacy Owner].

Attitudes about CPCF clinical services are also influenced by pharmacy staff confidence in 
delivering them. From the perspective of a few pharmacy managers, embedding these services 
and building confidence in delivering them is key to staff engagement. For example, while many 
pharmacists enjoy delivering the PCS, some are not very confident in delivering this service, 
particularly the initiation phase, because supplying a range of these medicines is a large shift 
in terms of what community pharmacists have traditionally offered. Equally, one pharmacist 
noted that confidence may be gendered, with male pharmacists struggling to deliver the PCS: 
‘As pharmacists we’re maybe not that confident on initiating contraceptives, especially males 
[pharmacists], it’s still not really our area’ [Int 107 – Pharmacist].

Lack of confidence with the PCS could also be because this is a relatively new service. As one 
head of a small pharmacy chain observed: 

8	 As part of the PCS, pharmacists supply rather than prescribe medications.

‘I think it's a big mind shift for pharmacist to really prescribe medication  […]8 I've 
certainly seen a lack of confidence in their skills […] to make those decisions, and 
we've had to start quite slowly and build pharmacists up with that service’ [Int 77 – 
Superintendent Pharmacist].

However, as a representative from the head office of a large pharmacy chain mentioned, 
delivering the PCS confidently was about ‘getting past that first hurdle’, explaining ‘we’re 
still seeing some pharmacists really, really nervous about initially engaging because it’s the 
unknown and we can’t train that […] they just have to get through that first consultation’ [Int 94 – 
Supermarket Pharmacy Services Manager].

Pharmacists tend to have higher confidence in delivering services such as the NMS and DMS. 
For example, some pharmacists noted that they are best placed to provide the DMS due to their 
expertise on available medicines: 

‘To improve the patient care you need pharmacy to be able to advise GP surgeries […] 
because they’re good at diagnosing, they’re good at treating conditions, but they’re 
not necessarily good at picking the best medications’ [Int 72 – Pharmacy Director].

In the case of the SCS, the low volume of delivery of referrals (as described in Chapter 3) can lead 
to lower confidence levels. ‘So, if I did get a smoking service tomorrow […] I’d have to read [the
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specifications] all again. […] Because I haven’t done it, I learnt about it a year and a half ago when 
I signed up’ [Int 91 – Pharmacy Owner].

Community pharmacists believe that CPCF clinical services can have important benefits for 
the populations they serve, including lifestyle behavioural changes, timely access to diagnosis 
and treatment, and preventing avoidable hospital readmissions. However, not all services are 
achieving their full potential.

Several pharmacists and service users reported that CPCF clinical services, such as the SCS and 
the hypertension case-finding service, can help to support individuals in making lifestyle changes. 
For example, with regard to the hypertension case-finding service, one pharmacy technician 
stated: ‘[the service user] came in the week after and […] he was putting in small changes 
in place, like just doing a 10-minute walk in his lunch hour’ [Int 112 – Accuracy-checking 
Pharmacy Technician].

CPCF clinical services also help to promote timely access to diagnosis and treatment. In 
addition to helping service users with lifestyle changes, several pharmacists mentioned that the 
hypertension case-finding service helps to identify service users with undiagnosed hypertension 
and other heart conditions, leading to earlier intervention: ‘We’ve identified quite a few patients 
with high blood pressure. And a few patients with atrial fibrillation […] We’ve been able to save 
lives […]’ [Int 91 – Pharmacy Owner].

Similarly, several pharmacists reported that the CPCS helped to speed up access to care and 
medicines for minor illnesses that, otherwise, would require longer waiting times through GP 
surgeries and A&E departments. Specifically, with regard to the urgent medicines supply pathway, 
one pharmacist commented: ‘they can’t be without their Parkinson’s medicines or epilepsy 
medicines […] it’s obviously crucial that they receive their medication without any delay’ [Int 75 – 
Pharmacy Co-Manager].

Several pharmacists also noted that the PCS offers people a more convenient way to access 
contraception. One head of a medium chain stated that some service users are delighted that 
they don’t have to ‘try and book an appointment [at] the surgery’ [Int 87 – Clinical Governance 
Director & Group Superintendent Pharmacist] and instead can come directly to the pharmacy.

Many pharmacists reported that the NMS and DMS help to support medication adherence, 
minimise adverse drug reactions or interactions, and prevent avoidable medicine-related health 
system encounters. With regard to the NMS, one pharmacist remarked: ‘If you think about 2000 
people die a year of an asthma attack, nobody should die of an asthma attack […] we can change 
someone’s life’ [Int 36 – Pharmacy Manager].

Through the DMS, several pharmacists also note that they identify old and outdated medicines 
that could contribute to avoidable hospital readmissions:

‘The number of people that go back into hospital being readmitted because of 
medication errors and or medication side effects or not taking the medications 
from the previous visit’ […] that’s the whole point of DMS is that we stop [the 
readmissions to hospital]’ [Int 52 – Pharmacy services manager].
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One contractor from a large pharmacy chain asserted that the DMS could be one of the most 
impactful CPCF clinical services from a value-for-money perspective for the NHS, if more referrals 
were received. This impact may be particularly felt during the winter, when the occupancy of 
hospital beds is critically high; however, pharmacists consider this service to be underutilised: ‘I 
just think of the winter. How many beds could be saved […] I honestly, truly believe that […] 20% 
of beds would come back if DMS was happening on a daily basis in every single hospital’ [Int 52 
– Pharmacy services manager].

Moreover, and as described in Chapter 3, pharmacists believe that the need for referrals and 
eligibility criteria both restrict who in the population can benefit from CPCF clinical services.

4.3. Behaviours: How do pharmacy staff identify service users 
for and engage them in CPCF clinical services?

Community pharmacy staff behaviours impact whether service users are aware of and decide 
to take up CPCF clinical services. Efforts to raise awareness vary by pharmacy and largely 
depend on available resources and pharmacy footfall.

Pharmacies have different resources that help to support activities for service user engagement. 
While large-chain pharmacies can use national advertising campaigns to raise awareness about 
services and increase uptake, many community pharmacies, especially independent pharmacies, 
cannot afford such endeavours and must rely on smaller-scale efforts. Nevertheless, most 
pharmacies, regardless of size or resources, raise awareness about clinical services directly with 
their customers, with medium-chain and independent pharmacies mainly dependent on direct 
promotional activities, to ‘make every contact count’ [Int 87 – Clinical Governance Director & 
Group Superintendent Pharmacist]. As one pharmacist stated: ‘We engage a lot with our patients. 
We have advertised [BP checks] in the pharmacy. We talk about it a lot. We shout about it, and 
we ask all patients within the case-finding criteria’ [Int 56 – Pharmacy Manager].

Awareness raising activities varied across pharmacy site visits. For example, while at one 
large-chain pharmacy staff tended to be more consistent in their promotion of clinical services 
[Fieldnotes, site 05], at two smaller chains [Fieldnotes, sites 02, 04] and two independent 
pharmacies [Fieldnotes, sites 01, 03], staff appeared to promote services only when the pharmacy 
was not too busy.

Many pharmacists noted they are proactive in identifying eligible service users for and raising 
awareness about clinical services; this includes traditional methods, such as stickers on 
prescription bags and leaflets. This was observed during pharmacy site visits [Fieldnotes, sites 
01, 03, 04]. However, such opportunities to engage users may be limited when customers come 
to the pharmacy infrequently to pick up a prescription:

‘We’re still trying to get the word out because at the moment we’re telling people when 
they’re picking up their prescriptions, but due to the nature of [the contraception 
service], if people are getting a year’s worth of medication, even if I’m telling them, 
we aren’t gonna see them anytime soon’ [Int 82 – Pharmacy Manager].
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Community pharmacies are leveraging information technology (IT) to support identifying eligible 
service users. This was well illustrated during pharmacy site visits. For example, one site texted 
service users to offer the NMS and the hypertension case-finding service [Fieldnotes, site 04], 
and two other sites had software that prompted staff to offer services when printing or scanning 
a prescription [Fieldnotes, sites 02, 05]. The use of IT and digital infrastructure to support the 
delivery of CPCF clinical services is described Chapter 7.

Alternatively, some pharmacies, particularly distance selling pharmacies (DSPs), are using 
more innovative promotional methods, such as social media. As one pharmacist from a DSP 
mentioned: ‘[…] we’re also on social media […] we’re on Facebook, Instagram, Tik Tok we’re also 
on Google searches, so we’re trying to get promotion through there as well’ [Int 74 – Head of 
Clinical Services for DSP].

Successful engagement in clinical services often involves striking a balance between informing 
service users that they might be eligible, while not pushing too hard for them to accept the 
service. Furthermore, pharmacists believe it is important to use language that service users can 
understand, adjusting language as needed, as one pharmacist notes, depending on whether 
‘you’re in a very deprived area or a very affluent area, you engage differently about the same 
service’ [Int 13 – Business Engagement and Development Manager].

This pharmacist mentioned that effective service user engagement is not something for which 
they (or their staff) have received training, and their pharmacy has organised their own training 
on this topic: ‘No one’s ever trained you how to engage patients. What language to use, what 
words to use, and especially from an equalities and diversity point-of-view […] so we try to 
do training modules on, this is how you engage patients’ [Int 13 – Business Engagement and 
Development Manager].



Case study spotlight 2:
Workforce models and staff mix

Community pharmacies at times can struggle to manage competing priorities of 
dispensing medicines and providing CPCF clinical services. Pharmacy sites varied 
in their workforce models and the range of staff involved in providing services, 
which highlight how these factors influence the delivery of CPCF clinical service.

Three pharmacies utilised non-pharmacist staff for the delivery of clinical services: 
a small rural pharmacy in an affluent area and two busy pharmacies in more 
deprived urban areas.

• Pharmacy A: A one-pharmacist model. This rural pharmacy was not very
busy and staff did not struggle to balance workload; generally, they showed
enthusiasm for delivering CPCF clinical services.

• Pharmacy B: A one-pharmacist model. This urban pharmacy utilised trainee
pharmacists to deliver the NMS calls and the influenza vaccination service, and
to contribute to contraceptive appointments, while counter assistants delivered
the hypertension case-finding services. The pharmacy faced significant workflow
pressures, and more inexperienced staff required frequent guidance from the
pharmacist, which interrupted service delivery.

• Pharmacy C: A two-pharmacist model. This urban pharmacy utilised trainee
pharmacists to deliver NMS calls and the hypertension case-finding service.

Background

Setting

Situation

Enablers

Workforce model: Pharmacy 
C was able to manage a busy 
pharmacy through the presence 
of two pharmacists, one of 
whom could focus on a clinical 
role while the other oversaw 
dispensing. Delegation of 
tasks to other staff happened 
proactively, and trainee 
pharmacists were able to take 
responsibility for their assigned 
clinical services without 
significant stress. Counter 
assistants supported the 
promotion of clinical services, 
and trainee pharmacists were 
involved in dispensing.

Staff experience: A few 
inexperienced staff members 
in Pharmacies B and C 
struggled slightly with the 
technical aspects of delivering 
their dispensing or clinical 
responsibilities. In Pharmacy B 
this caused disruption as there 
was limited time to spend on 
fixing issues or training staff.



The influenza vaccination was the most commonly delivered and requested CPCF 
clinical service across the sites visited, with high awareness and acceptability 
among service users, and specific mechanisms for delivery developed by 
pharmacies. However, challenges arose such as interoperability issues with 
booking systems and competition with general practices.

Takeaway message
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Chapter 5. How do service users engage 
with and experience clinical services?

This chapter describes how service users engage with and experience CPCF clinical services, 
corresponding to the ‘individuals’ domain of the Consolidated Framework for Implementation 
Research. Key findings are shown in Box 3 and described in detail in the ensuing sections.

Box 3. Key findings on impacts on service users and potential health inequalities

Service users are motivated to use CPCF clinical services largely because of the 
convenience offered by community pharmacies; however, timely access is crucial. 
Service users have come to expect to receive services from their community pharmacy 
immediately, and pharmacists struggle to manage these expectations.

Service user attitudes towards receiving CPCF clinical services in community 
pharmacies are driven in part by the type of service and the perceived skills and 
knowledge of the pharmacist, the complexity of their own health needs, and their 
relationship with their pharmacy.

Service user awareness of CPCF clinical services, and what they entail, is generally 
poor, with the exception of the influenza vaccination service. Poor awareness of 
services can, in part, be attributed to lack of advertisements or promotion of services 
within pharmacies, language barriers and limited national efforts to educate the public.

5.1. Motivations: Why do service users seek 
or accept CPCF clinical services?

Service users are motivated to use CPCF clinical services largely because of the convenience 
offered by community pharmacies; however, timely access is crucial.

Many pharmacists and service users alike reported that service users seek or accept clinical 
services in a community pharmacy rather than in general practice because of the convenience of 
walk-in rather than pre-booked appointments and that pharmacies have more extended opening 
hours. One pharmacist noted: ‘it could be a late evening, it could be the weekend that suits 
them’ [Int 75 – Pharmacy Co-Manager]. Another pharmacist mentioned: ‘I think the general 
benefit for patients […] it is convenient going to a pharmacy than having to book appointments 
at GP surgeries’ [Int 72 – Pharmacy Director].

Some service users did not have a preference for who delivers a clinical service, as convenience 
is the most important factor in selected: ‘they’re both qualified professionals. So, whether it is a 
GP or the pharmacy? I’m not that overly bothered as to which one it is’ [Int 50 – Service User].

The ‘convenience’ factor as driver for uptake of clinical services in community pharmacies was 
corroborated during pharmacy site visits. Almost all pharmacy customers who received or 
booked a service during observation periods mentioned the location, opening times or ability 
to walk-in to the pharmacy as an important draw [Fieldnotes, sites 02, 04, 05]. Multiple service 
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users across sites mentioned being unable to get appointments with a GP in a timely manner 
[Fieldnotes, sites 02, 04], while individuals at two sites mentioned the informality of pharmacies 
making them preferable compared with GP surgeries [Fieldnotes, sites 02, 05].

Service users indicated that longer waiting times at GP surgeries and A&E departments have 
led them to prefer to receive services in community pharmacies. Similarly, some pharmacists 
believe that service users are motivated to seek clinical services in pharmacies because they 
have become frustrated with trying to get an appointment with a GP. Service users acknowledged, 
however, that pharmacies are also pressed for time, and this could leave service users waiting 
just as long as GPs do. Service users from focus groups reflected: ‘I think one of the main issues 
pharmacists have is time’ and another mentioned, ‘I love my pharmacy, but they don’t really have 
the time’ [PSFG 3 – Service User].

5.2. Attitudes: How do service users feel 
about receiving CPCF clinical services?

Service user attitudes towards receiving CPCF clinical services in community pharmacies are 
driven in part by the type of service and the perceived skills and knowledge of the pharmacist, 
the complexity of their own health needs, and their relationship with their pharmacy.

According to many pharmacists and service users, service users prefer certain clinical services 
to be delivered by a community pharmacist rather than by another HCP. For example, service 
users appear to prefer receiving the NMS and DMS at their pharmacy rather than from another 
HCP, because they view these services as fitting within a pharmacist’s skill set. One service user 
stated: ‘Because they know more about medication, so I prefer to get new meds from there. I 
don’t trust the doctor as much’ [FG 3 – Service User]. Equally, multiple service users mentioned 
that they had better relationships with their pharmacist and felt the pharmacist had more time 
to speak to them: ‘doctors don’t have time to explain the medication, when I started a BP 
[medication], the doctor just prescribed, but the pharmacist explained the side effects’ [FG 
3 – Service User]. One pharmacist notes in relation to providing the influenza vaccination: ‘We 
spend a little bit more time with them. So yeah, so it’s just a nicer environment for them to 
come to’ [Int 107 – Pharmacist].

However, some pharmacists believe that service users may prefer to receive clinical services from 
GPs because service users sometimes view GPs as more knowledgeable; pharmacists believe 
this may be related to limited awareness about the roles and skills of community pharmacists. 
While service users did not report that they distrusted pharmacists’ skills, many service users, 
during both interviews and pharmacy site visits, mentioned that they felt those skills tended to 
extend only to supporting less complex health conditions:

‘There would be people that I would recommend certain aspects of [the services] 
and there would be things I would not recommend that they go see my local 
pharmacy for. It would all depend on what the issue was. If it was simply going 
for a blood pressure check. Yeah, sure, go for it. I think if it was something more 
sensitive than that. I wouldn’t personally recommend it’ [FG 2 – Service User].
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This is also corroborated by pharmacy site visits, where one service user noted that she 
trusted her GP and pharmacist equally for different things, with the GP trusted with anything 
considered more serious and the pharmacist for health concerns that she considered to be 
simpler [Fieldnotes, site 04]. Another service user reported that she would be happy to renew a 
contraception pill by visiting a pharmacy, but not initiate a pill for the first time:

‘For example, if I was not on the contraceptive pill, I think I would probably go to 
the GP first to understand, because I wouldn’t feel confident with the service that I 
received in the pharmacy that they properly understood which one I should be on’ 
[Int 56 – Service User].

Preferences for one HCP over another has much to do with existing relationships. Some service 
users note the importance of having an established relationship with a pharmacist, in a way that 
isn’t possible with other HCP, with trust being an important factor in whether they would accept a 
service from a pharmacist: ‘you build that trust with them and […] when they say, oh, there’s this 
new service […] we trust that they will do that and that they know what’s best for us as a family’ 
[FG 2 – Service User]. One service user noted, ‘So for me, my [pharmacy] is my community hub. 
They’re my relationship. They’re really friendly. They’re kind of my first stop for everything’ [FG 
2 – Service User], and another said:

‘Nowadays we’re not seeing the same GP or even the same nurses. So you might 
build up a better trust with [pharmacists] than you might do with the GP where you 
think, oh, they know […] they know me or they know the family, so that that whole 
thing around the continuity of care does come into it as well’ [FG 1 – Service User].

Pharmacy staff are also able to build trust in communities when they speak the languages of 
local ethnic minority populations. This was observed during one of the pharmacy site visits, where 
Bengali-speaking staff were able to better communicate with service users [Fieldnotes, site 04]. 
This can help build trust and facilitate access to services:

‘Most people around here are Indian and older, so they don’t feel comfortable 
speaking English […] So when I tell them that I speak Punjabi, they are much more 
comfortable speaking and also confident because they know that I can understand 
them […] and their needs. So that’s one way that to overcome [access to diverse 
groups]’ [Int 83 – LPC Representative].

Nevertheless, because pharmacies are often embedded within their local communities, some 
service users prefer not to receive clinical services there, due to lack of privacy or anonymity.

Service users have come to expect to receive services from their community pharmacy 
immediately, and pharmacists struggle to manage these expectations.

Some pharmacists reported that service users have come to expect services ‘on-demand’, 
making it challenging balance their general workload (e.g. dispensing) with providing timely care: 
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‘They expect an instantaneous [service …] but they don’t want to hear that things take time’ [Int 
30 – Supermarket Pharmacy Branch Manager].

This is corroborated by observations during pharmacy site visits. One service user expressed 
annoyance at having to wait for a booked influenza vaccination service appointment, which was 
running late as walk-in influenza vaccinations were being prioritised [Fieldnotes, site 05]. One 
pharmacy customer was angered by being left waiting to pick up his prescription while staff were 
delivering influenza vaccinations [Fieldnotes, site 04]. One service user became frustrated at 
having to wait for her contraceptive appointment, which led to staff frustration with what they felt 
were unrealistic expectations from customers [Fieldnotes, site 02].

5.3. Awareness: What do services users know and understand 
about CPCF clinical services?

Service user awareness of CPCF clinical services, and what they entail, is generally poor, with 
the exception of the influenza vaccination service. Poor awareness of services can, in part, 
be attributed to lack of advertisements or promotion of services within pharmacies, language 
barriers and limited national efforts to educate the public.

Service user awareness of most CPCF clinical services is poor. Service users indicated that this is 
in part driven by a lack of advertisements and promotion of services, as well as inconsistency in 
what is offered across different pharmacies and difficulty with finding this information online. One 
service user noted: ‘I thought pharmacies were just to collect medicine’ [FG 3 – Service User].

Many pharmacists and some wider health system stakeholders reported that there is limited 
national effort to raise awareness about these services, which they suggest may explain the low 
awareness among service users: ‘If people actually knew that we offered those services, it would 
be a lot easier if people came knocking on our door rather than us having to find those patients’ 
[Int 77 – Superintendent Pharmacist].

Pharmacists also acknowledged that the public needs to be educated about what pharmacists 
can and cannot support, emphasising the need to mitigate inappropriate self-referrals, as multiple 
pharmacists reported poor understanding among service users about the clinical services. 
For example, many pharmacists believe that service users who are referred for the PCS do 
not fully understand what the service offer entails as they ‘think it’s for emergency hormonal 
contraception’ [Int 74 – Head of Clinical Services for DSP], or they do not understand the amount 
of time that the service will take to complete: 

‘The major barrier is the fact that [service users] think they can just come in and we’re 
just gonna hand [them contraception] as if it’s a box of shampoo or something […]. 
They don’t realise the time it takes’ [Int 30 – Supermarket Pharmacy Branch Manager].

Pharmacists attribute poor awareness of the PCS to potentially poor service specifications 
or to referring clinicians not being clear. This was also observed during a pharmacy site visit, 
where service users who had appointments for the PCS thought they were there to receive an 
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injection, a service not offered by the pharmacy, rather than oral contraception [Fieldnotes, site 
02]. Similarly, a few pharmacists also mentioned that service users were sometimes confused 
about the CPCS, specifically regarding its payment mechanism. While the service itself is free, 
service users would need to purchase any over-the-counter products that are recommended for 
minor illness, which they would not pay for if they received these medicines from a GP (although 
prescription fees may apply).

Service users also recognised their lack of understanding of certain clinical services. For example, 
a couple of service users reported that they were unaware that they had received the NMS. One 
service user noted being surprised to receive a follow-up call from their community pharmacist, 
having not realised this was part of the NMS, and in another case the service user reported not 
actively agreeing to receive the service, ‘one day the pharmacist took me into the consultation 
room to explain the medicine, but I didn’t agree’ [FG 3 – Service User].

The influenza vaccination service is the one CPCF clinical service that the service users are 
broadly aware of, either because they had already received a vaccine in a pharmacy, they had 
seen an advertisement (such as in a pharmacy or on a bus) or because they have been offered 
the service from their pharmacist. Several service users reported good advertisement for the 
influenza vaccination service: 

‘They’ve got really good signage in most pharmacies about the flu jab. You see it 
in adverts, you see it on buses or something like that. I’ve seen a lot more visual 
things around getting a flu jab’ [Int 56 – Service User].

This was corroborated across all the pharmacy site visits, where the influenza vaccination service 
was the only service requested by service users across all five sites, unprompted by a referral 
or signposting from another HCP or an offer from pharmacy staff [Fieldnotes, sites 01–05]. 
While a minority of service users from one site were aware of services through word of mouth 
[Fieldnotes, site 02], all other individuals who received other CPCF clinical services were either 
referred or signposted by a GP or had a service offered to them by that pharmacy.

Some service users perceive a lack of advertisements in languages other than English as a barrier 
to knowing about or understanding the CPCF clinical services on offer, and some pharmacists 
note that language is a large barrier to communication, especially with regard to explaining how 
the services work. However, a few pharmacists reported successfully using free smart phone 
applications to enable communication and translation: ‘I don’t think people feel it’s a barrier to 
come in and you know, we use things like Google Translate […]’ [Int 91 – Pharmacy Owner]. This 
was also observed being successfully used at one pharmacy site [Fieldnotes, site 02].
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Chapter 6. How do pharmacy characteristics 
influence the delivery of services? 

This chapter describes how pharmacy characteristics influence the delivery of CPCF clinical 
services, corresponding to the ‘inner setting’ of the Consolidated Framework for Implementation 
Research. Key findings related to these factors are shown in Box 4 and are discussed in more 
detail in the ensuing sections.

Box 4. Key findings on the influence of pharmacy characteristics

Community pharmacy workforce capacity is an important determinant of the ability 
to deliver CPCF clinical services, influenced by the number and type of staff employed. 
Pharmacies are also adopting innovative strategies to manage competing priorities for 
their workforce.

The type of community pharmacy provides certain advantages and disadvantages, 
depending on whether they are a medium or large chain, independent pharmacy, or 
DSP and their opening hours.

Similarly, the location of a community pharmacy (such as in a rural or urban setting; 
co-located in supermarkets or GP surgeries; proximity to high streets shops, and other 
healthcare providers; as well as the underlying population and regional variation) can 
create different challenges and opportunities for the provision of CPCF clinical services.

Adequate physical infrastructure, namely a suitable and well-equipped consultation 
room, is required to perform some CPCF clinical services and can influence service 
user decisions to request or accept these services.

Digital infrastructure can help to facilitate the delivery of CPCF clinical services; 
however, community pharmacies still face challenges with clinical IT systems that can 
impede workflows. Furthermore, the transition to digital may impede some groups 
from accessing services.

The provision of other clinical services at community pharmacies, including private, 
locally commissioned and other nationally commissioned services, represents 
opportunities and challenges for the delivery of CPCF clinical services.

6.1. Pharmacy workforce

Community pharmacy workforce capacity is an important determinant of the ability to deliver 
CPCF clinical services, influenced by the number and type of staff employed. Pharmacies are 
also adopting innovative strategies to manage competing priorities for their workforce.

Many pharmacists and pharmacy managers reported difficulty in balancing the provision of CPCF 
clinical services while fulfilling the core business of the pharmacy (i.e. dispensing medicines). One 
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pharmacy manager observed: ‘When I do [clinical] services, basically it puts the pharmacy at [a] 
standstill. And patients are waiting, queuing up outside’ [Int 35 – Pharmacy Manager]. Another 
pharmacist recalled: ‘you can’t be off the front line for [an] hour and a half [holding consultations] 
while there’s a backlog of patients waiting for their prescriptions to be released’ [Int 72 – 
Pharmacy Director].

The balance between performing clinical services and other essential work can be exacerbated in 
pharmacies operating with only a single pharmacist on duty, especially in periods of staff illness, 
holidays or periods of high demand, such as the winter. Some pharmacists indicated that a two-
pharmacist model can help to mitigate these challenges, allowing for a more sustainable division 
of responsibilities, with one pharmacist focused on clinical services and the other on dispensing. 
This was observed during pharmacy site visits. In pharmacies with a one-pharmacist model, the 
pharmacist on duty was multi-tasking to support both service delivery and dispensing, and in busy 
periods they struggled to deliver clinical services [Fieldnotes, sites 01, 02]. Whereas in pharmacies 
with two- or more pharmacist models, the pharmacists on duty appeared to have to multi-task less 
[Fieldnotes, sites 04, 05]. However, a two-pharmacist model can be challenging to implement due to 
financial constraints of employing more than one pharmacist per shift.

Regardless of the number of pharmacists on duty at any given time, a good skill mix among 
pharmacy staff can help to support the delivery of CPCF clinical services and management of 
workloads. As noted in Chapter 3, some services allow for staff members who are not pharmacists 
to be involved in delivery of CPCF clinical services and several pharmacists describe relying heavily 
on non-pharmacist staff, such as pharmacy technicians, pre-registration pharmacists, dispensing 
assistants, and accuracy-checking pharmacy technicians to run the core business of dispensing, 
while the pharmacist concentrates on delivering CPCF clinical services. This is corroborated by 
observations made during pharmacy site visits. For example, in two of the pharmacies with a one-
pharmacist model, pharmacists are able to concentrate more on clinical services, including the 
influenza vaccination service and the hypertension case-finding service, because an accredited 
checker and dispenser was performing the majority of prescription work, including dispensing 
[Fieldnotes, sites 01, 03]. Conversely, another pharmacy did not have a skill mix that allowed for 
such clearly defined divisions of labour [Fieldnotes, site 02].

However, some challenges are noted with staff skill mixes. For example, training a technician 
can be time-consuming and some pharmacists reported challenges in recruiting and retaining 
technicians. This was observed at one site visit, where pharmacy staff noted widespread problems 
with recruiting or retaining pharmacy technicians [Fieldnotes, site 02]. For a detailed case study on 
pharmacy workforce and the delivery of CPCF clinical services, see pages 30-31.

While locum pharmacists can help to alleviate some of the workforce pressures on community 
pharmacies, the use of locum pharmacists can have drawbacks. Many pharmacists and wider 
health system stakeholders reported challenges with locum pharmacists in delivering CPCF 
clinical services, due to a lack of training and willingness to engage. This was also observed during 
pharmacy site visits, where locum pharmacists were generally focused on dispensing work, and 
employed pharmacists and other pharmacy staff reported that locum pharmacists tend not to be 
trained to deliver clinical services, or they are reluctant to do so [Fieldnotes, sites 02, 04, 05].

A growing number of pharmacies are automating the dispensing processes to free up pharmacy 
staff time, such as by preparing medications and using electronic prescription services. One 
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superintendent at an independent pharmacy mentioned that they ‘have a robot to help us with 
some of the dispensing […] it’s freeing up [time] for us to be able to provide more of the 
services’ [Int 7 – Superintendent Pharmacist]. A representative from a medium-chain pharmacy 
also noted they are using robots ‘to fill the meds trays and the robot accuracy checks’ [Int 
84 – Head of Automation for DSP]. However, one ICB representative feared this is creating a 
staffing imbalance: 

‘[pharmacies think they] don’t need as many dispensing staff, but actually [they] 
do need a critical mass in there to release the pharmacists to do [clinical] work’ 
[Int 78 – ICB Representative].

Another strategy used to manage competing priorities and workloads is the use of external 
providers to deliver CPCF clinical services. This has been employed in a few pharmacies for the 
NMS and the PCS. One manager at a pharmacy explained that due to workforce pressures they 
have: ‘recently gone to an […] external company to remotely log into the system and call our 
patients for us’ [Int 81 – Clinical & Transformation Manager].

6.2. Pharmacy type

The type of community pharmacy provides certain advantages and disadvantages, 
depending on whether they are a medium or large chain, independent pharmacy, or DSP and 
their opening hours.

Large-chain pharmacies benefit from having centralised administration. Some pharmacists noted 
that centralised administration is helpful in enabling the coordination of staff across multiple 
branches and more flexible staff models, such as by providing relief pharmacists for a few hours 
to allow for clinical service delivery with minimal financial impact. This was observed during 
pharmacy site visits to the three medium/large chains [Fieldnotes, sites 02, 04, 05]. In contrast, 
independent pharmacies do not have these administrative resources and may find it difficult to 
hire locum pharmacists for just a few hours: ‘we don’t have these quick fix people that are 
running around that will come in for one hour, help us lower, lessen the burden’ [Int 72 – 
Pharmacy Director].

A couple of representatives from large chains reported additional benefits, including having more 
resources to invest in training and to hire specialists to develop the clinical governance around the 
provision of services, as well as more resources for advertising campaigns. Resources of chain 
pharmacies were observed during a pharmacy site visit, in which one large-chain pharmacy had 
access to specialised training on each of the CPCF clinical services for all staff, tailored to their 
level; support from other pharmacies within the chain to distribute the NMS calls; and support 
from central office to enable the building of relationships with GPs in their local area [Fieldnotes, 
site 05].

Some independent pharmacists perceive that chain pharmacies selling a broader range of 
products may be able to deliver CPCF clinical services, even if they do not result in net revenue 
because the provision of these services is subsidised by the sale of other items during the 
visit. As one independent pharmacist recalled: ‘When I used to work for [a large supermarket 
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pharmacy], flu jab has never ever been for profit. It has been more of an incentive to get 
them into [large supermarket pharmacy]’ [Int 2 – Superintendent Pharmacist]. A representative 
from a trade association noted that large chains may also have better brand recognition for 
certain clinical services.

Nevertheless, large-chain pharmacies face some unique challenges in dealing with implementing 
national clinical IT systems, where regional differences exist in terms of the software applications 
that are used (see Section 6.3).

DSPs have unique challenges in the provision of clinical services compared to brick-and-mortar 
pharmacies, but they may also have some advantages. Due to lack of physical infrastructure, 
DSPs cannot offer smoking cessation, hypertension case-finding or the influenza vaccination 
services. However, for other services, they modify how the service is delivered. While many 
brick-and-mortar pharmacies struggle with the DMS because of limited referrals from local 
hospitals, DSP pharmacists report success with the DMS because they can work with hospitals 
regardless of geographic location and thus can access referrals from more disperse sites. One 
representative from a chain pharmacy reported greater success with their DSP for the DMS 
compared to brick-and-mortar pharmacies, because ‘we were really hard in our communication 
with our distance selling pharmacy’ [Int 79 – Pharmacy Director].

The opening hours of a pharmacy can also influence the delivery of CPCF clinical services 
because they affect the volume of services. Many pharmacists noted that the urgent medicines 
supply service (formerly part of the CPCS) was more popular on Saturdays, when GP surgeries 
were closed, and that pharmacies with extended opening hours (often supermarket pharmacies) 
saw much higher volumes of the CPCS: 

‘I feel the urgent supply of this worked very well, […] our branch is open 
extended hours [and] at the weekend. So, we were seeing quite a lot of referrals’ 
[Int 75 – Pharmacy Co-Manager].

During a site visit, one pharmacy with extended hours delivers high volumes of Pharmacy First 
minor ailments and urgent medicine services (and similarly did so when these services were 
under the CPCS), because this pharmacy is the most accessible HCP on evenings and weekends 
[Fieldnotes, site 02].

6.3. Pharmacy location

Similarly, the location of a community pharmacy (such as in a rural or urban setting; 
co-located in supermarkets or GP surgeries; proximity to high streets, shops and other 
healthcare providers; as well as the underlying population and regional variation) can create 
different challenges and opportunities for the provision of CPCF clinical services.

Community pharmacies in rural areas appear to have mixed benefits from their location. Some 
rural community pharmacies may benefit from being less busy than pharmacies in urban 
areas, allowing them to better manage competing priorities, such as delivering clinical services 
versus dispensing medicines. Some rural pharmacists mentioned benefits to their location, 
describing that they have more time to deliver services because they have less footfall than 
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urban pharmacies, and that ‘being part of the community’ [Int 42 – Pharmacy Manager] better 
enables them to build trust around new initiatives (e.g. clinical services).

This is supported by pharmacy site visits, in which one rural pharmacy, which was the only 
pharmacy available in the area and had a pharmacist and staff who were well-known to the 
community, was noticeably less busy and able to deliver clinical services without concerns 
around balancing workloads [Fieldnotes, site 01], compared to a more urban pharmacy 
[Fieldnotes, site 02]. The demographics and needs of the underlying population was felt by staff at 
both sites to influence demand for both the CPCF clinical services and dispensing.

On the other hand, some rural pharmacies may have high levels of footfall because there 
are fewer nearby pharmacies. Consequently, they have less competition for clinical services, 
which can result in higher demand and volume of services delivered. One manager at a 
large-chain pharmacy described better uptake of the DMS in rural areas: ‘because there are 
fewer pharmacies [than] if it’s [a] city centre location’ [Int 94 – Supermarket Pharmacy 
Services Manager].

The relative benefits of rural versus urban settings can also be influenced by the proximity of 
other HCPs, such as GP practices and, especially, dispensing GP practices. The latter tend to 
be concentrated in rural areas and can create challenges for community pharmacies because 
they are in direct competition for the provision of both medicines and some clinical services. 
Competition between community pharmacies and other HCPs is discussed in more detail in 
Chapter 7.

Furthermore, the need for rural pharmacies to cover a wider geographic area may have mixed 
benefits. While, in some cases, this can result in less competition, it can also present access 
challenges for service users.

One pharmacist from a rural area felt that service users struggled to access their pharmacy 
because they were too far away: ‘The area we cover is massive […] People can be isolated. The 
nearest pharmacy in one direction is about 8 miles away, the other one is probably about 12 
miles away’ [Int 11 – Pharmacy Manager]. This pharmacist felt that this remoteness, combined 
with their own lack of resources to provide video consultations so that people would not need to 
travel to engage with the pharmacy, infringed upon their ability to reach service users: 

‘There are times where I don’t feel I’ve been able to offer something to the best 
of my abilities because of the … because of the remoteness and the lack of video 
being able to use video equipment or something like that to deal with people’ 
[Int 11 – Pharmacy Manager].

The presence of a pharmacy within a supermarket also provides some potential benefits for the 
provision of clinical services. One pharmacist from a large-chain pharmacy with supermarket 
locations reported benefiting not only from brand recognition of the supermarket but also 
enhanced footfall, as people within the community usually do a weekly shop at the local 
supermarket. In particular, this was considered a contributor to the success of delivering the 
influenza vaccination service: ‘We’re in a supermarket, people are […] walking past […] We 
generally punch above our weight with NHS Flu. We have a market share about 2%, but with 
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flu we tend to punch about 4/4.5%. Again, because of our location’ [Int 94 – Supermarket 
Pharmacy Services Manager].

In principle, the co-location of a community pharmacy with a GP surgery should help to facilitate 
relationship building and referrals for CPCF clinical services, as well as GP staff awareness of 
the services offered by community pharmacies; however, pharmacist site visits indicated that 
this is not necessarily true. Three of the five pharmacy sites were co-located with a GP surgery 
and yet, despite close physical proximity, awareness of the services among GP staff was low 
(see Section 7.1) [Fieldnotes, sites 01, 03, 04]. This was true even in the case of one pharmacy 
that had regularly scheduled pharmacist and doctor meetings, where relationships were at times 
contentious [Fieldnotes, site 04], especially regarding competition for CPCF clinical services, like 
the influenza vaccination service [Fieldnotes, site 01]. Despite this, co-location of a community 
pharmacy with a GP surgery may increase the overall footfall in the pharmacy. As one pharmacist 
noted: ‘This is probably the busiest [pharmacy] I’ve worked in just because we are within the 
doctor’s surgery’ [Int 111 – Pharmacist]. Relationships between community pharmacies and GP 
surgeries, as well as referral from and local awareness of clinical services among other HCPs is 
discussed in detail in Chapter 7.

The proximity of community pharmacies to high streets and other shops was felt by some 
pharmacists to increase the overall footfall to their pharmacy, which in turn could influence 
uptake of clinical services. One pharmacist whose shop is located next to (not within) a 
supermarket said: ‘We’re right next to a supermarket […] so we have quite high footfall, not 
just patients using us for prescriptions’ [Int 30 – Supermarket Pharmacy Branch Manager]. 
Another pharmacist, from a community pharmacy not on a high street, mentioned: 

‘We’re basically at the top of the hill, where there’s nothing but us, so we don’t get 
like a high street level of just footfall of like people buying stuff. […] I think that 
may well have impacted things like our contraception service and our hypertension 
service’ [Int 82 – Pharmacy Manager].

The underlying population also impacts the provision of CPCF clinical services. Pharmacists 
from more affluent geographic areas reported varying impacts of their location on clinical 
services. One pharmacist mentioned that their location results in fewer service users coming in 
for health advice (part of minor ailments service, formerly under the CPCS) because: ‘A lot of the 
customers are all very educated. So obviously they know … Health advice is difficult because 
they already know it’ [Int 35 – Pharmacy Manager].

Further evidence for the impact of the underlying population on the delivery of CPCF clinical 
services comes from pharmacy site visits. One pharmacy was in an urban area surrounded by 
universities and had a large volume of students seeking contraceptive appointments. Another 
site was in a rural area, serving a largely elderly population, and had a low volume of PCS 
appointments. Lastly, another site in an urban area, where contraceptive uptake is generally 
reported to be lower than the national average, had a lower volume of appointments for the PCS 
[Fieldnotes, site 04]. This may be due to the cultural beliefs of the local population.

While the underlying population can impact the delivery of services, some services can 
differentially impact members of a population. For example, some pharmacists noted that lack 
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of deprivation meant that customers had more purchasing power and were less likely to be 
put off by needing to pay for products they may have received for free from a GP (such as ear 
drops), which led to greater acceptance of services like the CPCS. Similarly, a few pharmacists 
and wider health system stakeholders reported that those who are exempt from NHS 
prescription payments (e.g. low income, older adults) have to pay for medicine offered under 
the CPCS minor illness pathway. Thus, this service disadvantaged low income and older adults. 
One pharmacy owner remarked:

9	 PharmOutcomes is a secure online clinical IT system that allows community pharmacies to receive referrals both 
from NHS hospital trusts and general practices, send notifications to care teams, document the provision of clinical 
services, and to see summary care records of service users. Sonar Informatics (Sonar Health) is an online clinical IT 
system that is used by community pharmacies to record vaccination information, including adverse reactions, which 
can be imported into GP care records. Sonar Informatics also provides a view of previous immunisations.

‘The only barrier I can say, especially like with the CPCS and the minor ailment 
services, at the moment, is that this is not very affluent area this side of [city] and 
most people don’t pay for their prescriptions, and then they don’t want to buy this 
stuff over the counter’ [Int 28 – Pharmacy Owner].

Regional variation may further impact the provision of CPCF clinical services. One pharmacy 
services manager at a large chain mentioned: ‘[As] a general statement, the North delivers 
much better for referrals, a lot more referrals come through and the South see very little’ [Int 
94 – Supermarket Pharmacy Services Manager]. A manager from a medium-chain pharmacy 
reported that Greater London had much higher volumes of the CPCS compared to other parts 
of England and remarked: ‘I don’t understand how that works […] I can’t understand how they 
would get that level of engagement’ [Int 74 – Head of Clinical Services for DSP]. One potential 
factor contributing to regional variation was raised by a representative from the head office of a 
large-chain pharmacy. They described the NHS in different regions requiring the use of different 
technologies for managing influenza vaccinations: ‘all our pharmacies outside London use 
PharmOutcomes for flu [but] NHS London stipulate that we must use Sonar for NHS flu’ [Int 
103 – Senior Healthcare Operations Manager]9.

6.4. Physical infrastructure

Adequate physical infrastructure, namely a suitable and well-equipped consultation room, is 
required to perform some CPCF clinical services and can influence service user decisions to 
request or accept these services.

Many pharmacists describe importance of suitable consultation rooms in delivering clinical 
services. As one superintendent pharmacist notes ‘we’ve invested quite heavily in our premises 
[…] so we’ve got big enough consultation rooms and we’re constantly ensuring our premises 
are fit for purpose’ [Int 105 – Superintendent Pharmacist].

However, due to practical and financial constraints, many pharmacies do not have sufficient 
consultation rooms to carry out their clinical services and pharmacies with limited space have 
to balance demand for consultation rooms across the suite of clinical services on offer. While all 
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pharmacies must have a consultation room available as part of the core NHS contract, in certain 
cases some rooms are not suitable for delivering clinical services. For example, one locum 
pharmacist, who works across independent pharmacies, reports that some consultation rooms 
do not meet standards of cleanliness or are not appropriately equipped:

‘If the space is up to hygiene, […] up to proper maintenance, […] have any emergency 
packs in terms of anaphylactic reactions, if the consultation room is not used as 
storage room, then I feel more confident. But at the moment, majority of pharmacies, 
especially with the two clients I’m working in, being independent, they tend to lack 
those set-ups’ [Int 21 – Locum Pharmacist].

The importance of suitable consultation rooms is corroborated by pharmacy site visits. Across 
three sites the delivery of clinical services was supported by spacious and private consultation 
rooms [Fieldnotes, sites 03, 04, 05]. One site had two consultation rooms, which was particularly 
helpful during the influenza season, as it meant one room could be used for influenza vaccines 
and the other room for other clinical services [Fieldnotes, sites 04]. Another site demonstrated a 
useful repurposing of space by converting a clinic connected to the back of the pharmacy, once 
operated by a GP, for the delivery of clinical services [Fieldnotes, site 05]. The other sites faced 
more challenges. The smallest pharmacy visited had a very small consultation room that lacked 
privacy, with those outside the room able to overhear conversations [Fieldnotes, site 01], and the 
other site had two consultations rooms but one was not used during the period of observation 
(for unknown reasons) [Fieldnotes, site 02].

As pharmacies deliver more clinical services, there is a need for more consultation rooms. A few 
pharmacists note that pharmacies may lack multiple or more sizable consultation rooms because 
they lack funding and space to build these rooms: ‘[the] infrastructure isn’t just there […] We’re 
having to behave like a GP practice and to be able to accommodate [clinical services], 
the pharmacies have to be able to adjust themselves and there isn’t any funding’ [Int 72 – 
Pharmacy Director].

However, there are also practical constraints. A representative from a large-chain pharmacy in a 
supermarket also notes that it’s difficult when there is no space: ‘it’s difficult in a supermarket 
because we’re kind of landlocked’ [Int 94 – Supermarket Pharmacy Services Manager].

The presence of adequate infrastructure can influence service user engagement. Service users 
report poor facilities as a factor that has influenced their decision to accept or even to request a 
clinical service. Small consultation rooms and waiting areas are seen as off-putting, as are rooms 
that lacked soundproofing and did not feel sufficiently private. One service user notes: ‘even 
though there are private conversations to be had, it doesn’t always feel that private because 
members of the public come there using the post office facilities, they do have like a little 
[…] room, but it’s not soundproof[ed] or anything’ [FG 2 – Service User].

Inadequate physical infrastructure can also prevent specific groups of service users from 
accessing clinical services: one pharmacist noted limited parking being a problem for some 
service users, especially those in wheelchairs or with another accessibility issue.
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6.5. Digital infrastructure

Digital infrastructure can help to facilitate the delivery of CPCF clinical services; however, 
community pharmacies still face challenges with clinical IT systems that can impede workflows. 
Furthermore, the transition to digital may impede some groups from accessing services.

Many pharmacies report that online systems are key to help to identify eligible service users, and 
manage patient appointments and workforce capacity. As one pharmacist noted with regard to 
delivering the influenza vaccination service, ‘We can block out some time […] on that kind of 
electronic diary, so the patients can’t book at certain times’ [Int 112 – Accuracy-checking 
Pharmacy Technician]. A pharmacy manager of a chain also mentioned, more broadly: 

‘Our software provider helped us with [setting up] identification and that’s help massively 
in terms of engaging with our patients’ [Int 77 – Superintendent Pharmacist].

Despite these advantages, many pharmacists continue to face challenges with clinical IT 
systems. The need to enter information into multiple systems for the DMS poses challenges to 
the delivery of the service (as described in Chapter 3). For example, double entry of data can 
be time-consuming and result in errors. Furthermore, multi-factor authentication and system 
downtimes during peak periods can cause delays: ‘System falls down reasonably frequently, 
particularly on busy days, flu, at the peak of flu season, you can almost guarantee that 
PharmOutcomes will pack up’ [Int 24 – Pharmacist].

This is corroborated by pharmacy site visits, in which issues with interoperability between sites’ 
multiple different online booking systems led to appointments being double-booked [Fieldnotes, 
site 04], internet crashes delayed reconciliation of payments [Fieldnotes, site 02], and a dual 
booking system (online and paper based) resulted in double bookings [Fieldnotes, site 05]. At 
another site, despite the availability of an online booking system, it was rarely used, except for 
appointments for the private travel clinic [Fieldnotes, site 01].

The transition to digital, while generally advantageous for pharmacies, may impede some 
populations from accessing these services, resulting in digital exclusion. Stakeholders held 
diverse views on the role of digital infrastructure in mitigating or potentially exacerbating access 
issues. Online consultations (typically from DSPs) are generally accepted by service users; 
however, such consultations may present barriers for people who have limited access or ability to 
use the internet. One manager from a DSP notes:

‘Where we are in South Yorkshire is a fairly low socioeconomic group, I guess. So, 
there’s not some money. So, access to technology could be a bit of a barrier and 
you know people don’t necessarily or can’t necessarily afford computers and you 
know web chat and things like that’ [Int 84 – Head of Automation for DSP].

This is corroborated by a pharmacy site visit, where the pharmacist noted that service users felt 
alienated by having to book an appointment online with their GP surgery. Instead, service
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users benefit from being able to visit a pharmacy in person, without the need to go online 
first [Fieldnotes, site 04]. However, one stakeholder from a trade association mentioned that 
technology could be helpful to reduce barriers. For example, online booking systems could 
prompt service users to answer questions that help them to determine in advance if they are 
eligible for certain services, such as the influenza vaccination services. This would prevent 
unnecessary trips to the pharmacy for people who are ineligible.

6.6. Provision of other services

The provision of other clinical services at community pharmacies, including private, locally 
commissioned and other nationally commissioned services, represents opportunities and 
challenges for the delivery of CPCF clinical services.

Community pharmacies tend to offer a range of clinical services commissioned locally or 
nationally, as well as private services such as the period delay service and blood tests. Some 
pharmacists suggested that private services are an opportunity to recruit service users for CPCF 
clinical services. For example, at one pharmacy site visit, a private contraception appointment, 
where the service user was simply buying contraception, was transitioned to a CPCF 
contraception service appointment to allow the contraception to be free at the point of service 
for the individual [Fieldnotes, site 05]. Additionally, at this site, a hypertension case-finding service 
was reported to be offered at the end of a private travel clinic appointment [Fieldnotes, site 05].

Equally, locally commissioned services can also be used to recruit service users for CPCF 
clinical services. One pharmacist notes that the delivery of locally commissioned emergency 
contraception services can be an opportunity to recruit service users for the nationally 
commissioned CPCF contraception service (i.e. long-term contraception). This was also reported 
during the site visits. At two sites, emergency contraception services were converted into 
the CPCF contraceptive service [Fieldnotes, sites 02, 05]. One of these sites had modified the 
resources given to service users after emergency contraception to encourage a future CPCF 
contraception appointment; this site reported success with this method [Fieldnotes, site 02].

Conversely, a few pharmacists note that CPCF clinical services are an opportunity to recruit 
service users to private services, particularly if they do not meet eligibility criteria for CPCF clinical 
services. One pharmacist noted that they offered private blood pressure checks to service users 
that did not meet the eligibility criteria for the hypertension case-finding service, while others 
offered influenza vaccinations privately. For a detailed case study on the provision of other clinical 
services, see pages 48-49.

However, due to both financial pressures and workforce capacity issues, discussed in more 
detail in Chapter 8, community pharmacies may decide to prioritise offering some services over 
others, especially if they are more financially viable to the pharmacy’s business. For example, 
some pharmacies are making a choice to put efforts into Pharmacy First and deprioritising the 
CPCF influenza vaccination service because remuneration for this service has not increased with 
inflation. As one LPC notes: ‘[some pharmacies] can’t afford taking on additional resources to 
enable them to do both services’ [Int 83 – LPC Representative].

In some cases, private clinical services are being prioritised over CPCF services, as the former 
are considered more financially viable. For example, some pharmacists noted that they are 
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prioritising private contraception services, where service users can buy contraceptive pills without 
the need for a prescription rather than the nationally commissioned PCS because the private 
services pay better. With regard to the hypertension case-finding service, one pharmacist notes 
that their pharmacy’s private services are ‘propping up’ the nationally commissioned service 
because they are ‘basically losing money by providing [the national service]’ [Int 101 – 
Superintendent Pharmacist].

This is further evidenced by pharmacy site visits, in which one pharmacy employs a pharmacist 
each day to almost exclusively run a private clinic [Fieldnotes, site 05], while another pharmacy 
decided to implement a private travel clinic to support their business [Fieldnotes, site 01].



Case study spotlight 3:
the provision of other clinical services

The provision of other clinical services can be an opportunity or a barrier to the 
delivery of CPCF clinical services. This case study highlights examples of where 
community pharmacies are able to convert private services to CPCF clinical services.

One pharmacy with extended hours in a busy urban area (Pharmacy A) and one 
large pharmacy that is part of a large chain (Pharmacy B) and is the only pharmacy 
in town, as two pharmacies within supermarkets have recently closed.

• Pharmacy A: This pharmacy is the only pharmacy open in the city on Sunday
afternoons and is one of few still open in the evenings during the week. This
drives very high levels of Pharmacy First minor ailments and urgent medicine
referrals (formerly under the CPCS), as well as emergency contraception requests
from the local student population. This latter service could be converted to long-
term contraception appointments. Staff described often persuading emergency
contraception users to return for an appointment to begin taking long-term
contraception. However, the pharmacy struggled to balance the delivery of CPCF
clinical services with this other clinical work.

• Pharmacy B: This large pharmacy offers many different types of service, having
an optician and offering hearing checks in store, and having taken over a clinic
which used to be operated by a satellite GP for the delivery of clinical services.
The pharmacy sees relatively high levels of footfall, with a lot of over-the-counter
sales, and was observed to be treated as a ‘health hub’ for the surrounding area.
Service users attending the travel clinic, which offered private vaccinations
and travel health advice, were offered an opportunistic BP check through
the hypertension case-finding service, and one service user who had bought
contraception was informed she could have it for free through the PCS.

Background

Enablers

Setting

Situation

Type and location of pharmacy: 
Both pharmacies saw a high 
level of demand for a range of 
clinical services, which could 
be converted into CPCF clinical 
services, at least partially driven 
by few other pharmacy options 
in their local area and opening 
hours. As part of a large chain, 
Pharmacy B had access to 
company-produced resources 
like posters and fliers advertising 
clinical services, which aided in 
the conversion of service users to 
recipients of those services.

Physical infrastructure: 
The large size of Pharmacy B 
enabled this pharmacy to offer 
and deliver a large range of 
clinical services. Two separate 
consultations rooms in a private 
area enabled two pharmacists 
to be delivering clinical services 
at the same time, while a third 
managed dispensing.



Workforce capacity: Pharmacy 
A struggled to balance the influx 
of Pharmacy First appointments 
with dispensing and CPCF clinical 
services, and noted that they did 
not offer CPCF clinical services 
on Sundays when demand for 
Pharmacy First was highest.

Supplies and equipment: 
Despite its resources, 
Pharmacy B struggled to 
source influenza vaccines for 
people over 65 and so was 
unable to meet the demand 
for this service.

Strategic service delivery in response to local population health needs can lead to 
increased clinical demand from pharmacies, some of which can be converted to 
CPCF services. However, if pharmacies lack the required workforce and equipment 
needed to deliver CPCF services then conversion opportunities will be missed.

Takeaway message

Staff behaviours: The pharmacist at Pharmacy A specialised in contraception and was 
able to leverage her knowledge to produce resources for other pharmacists, pharmacy 
staff and service users to read about contraceptive options. She was also able to 
produce forms that could be filled out by those receiving emergency contraception that 
recommended engaging with the long-term CPCF contraceptive service.

Challenges
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Chapter 7. How do local conditions influence 
the delivery of clinical services?

This chapter describes how various factors related to the local context influence the delivery 
of CPCF clinical services, corresponding to the ‘outer setting’ domain of the Consolidated 
Framework for Implementation Research. Key findings related to these factors are shown in Box 
5 and are discussed in more detail in the ensuing sections.

Box 5. Key findings on local conditions

Local attitudes about CPCF clinical services among other HCPs and wider health 
system stakeholders are influenced by their awareness of these services and the trust 
that they place in the expertise of community pharmacists, whether these services are 
perceived to impact workloads and financial incentives.

Local relationships between community pharmacies and other healthcare 
settings, especially hospitals, can be tenuous, which negatively impacts referrals to 
community pharmacies and care coordination. Relationships can be influenced by 
perceived competition for some clinical services, IT interoperability and established 
communication pathways.

Relationships between community pharmacies and GP surgeries can, in part, be 
supported by GP surgery staff, including GP receptionists and pharmacists who 
work in GP surgeries, and can influence referrals to CPCF clinical services.

Community pharmacies employ various strategies to promote relationship building 
with other HCPs, by working with local and regional stakeholders, with varying 
degrees of success.

Competition between community pharmacies and general practices for remuneration 
for some clinical services, particularly the influenza vaccination service, has created 
tensions within primary care. Mutually beneficial incentives can facilitate cooperation 
between community pharmacies and GP surgeries.

While improvements relating to technology have been made, issues persist with 
regard to IT interoperability. Technology can facilitate referrals to CPCF clinical 
services, communication between community pharmacies and care teams, and a 
more comprehensive view of a service user’s medical history, so interoperability 
issues can create inefficiencies in the provision of clinical services and the quality of 
care delivered.

7.1. Local awareness and attitudes

Local attitudes about CPCF clinical services among other HCPs and wider health system 
stakeholders are influenced by their awareness of these services and the trust that they place 
in the expertise of community pharmacists, whether these services are perceived to impact 
workloads, and financial incentives.
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Feedback from wider health system stakeholders and pharmacists, as well as from pharmacy 
site visits, indicates limited awareness of CPCF clinical services among HCPs, particularly around 
referral pathways and service specifications.

Many pharmacists believe GP receptionist awareness about CPCF clinical services is poor, and 
that high receptionist turnover within surgeries is a contributing factor to lack of awareness and 
consequently limited referrals. One pharmacy owner noted:

There’s also a high turnover [of] reception staff, and that’s a problem […] I went in 
and trained teams and then if they left then you know you’d have to go back almost 
every few months to train a new team. And every day there’s a different reception 
team as well’ [Int 91 – Pharmacy Owner].

This was observed during pharmacy site visits, with three pharmacies co-located with a GP 
surgery, in which the GP receptionists had limited awareness of the clinical services offered in the 
pharmacy [Fieldnotes, sites 01, 03, 04]. One pharmacist mentioned: ‘So when patients ring [the 
GP surgery] in the morning, if you’ve got an untrained receptionist who doesn’t know what 
CPCS is, she’ll just book a patient in with the doctor’ [Int 91 – Pharmacy Owner].

Some wider health system stakeholders suggested that attitudes within primary care towards 
clinical services provided by community pharmacies can be negatively influenced by service 
users who are referred back to primary care, as opposed to the service users who have a good 
experience in pharmacy and are unlikely to feed this back to their GP. As one GP remembered:

‘There was a bit of difficulty around patients being returned and how we dealt with 
those, and I think that put reception off […] so you know reception could have sent 
50 [referrals] over and got two back and you know 48 patients were dealt with 
well but […] they probably were clouded by just seeing those ones that came back’ 
[Int 99 – GP partner and PCN Clinical Director].

Moreover, inappropriate referrals can negatively impact local attitudes and, as discussed in the 
next section, local relationships (see Section 7.2) by creating more administrative work for GP 
surgery staff, unremunerated work for community pharmacies, and poor experiences and delayed 
care for service users.

Several pharmacists noted that they often received inappropriate referrals for the CPCS. These 
include serious cases that should have gone directly to A&E, cases that were more complex 
and should have been treated by a GP, or cases that were out of scope. This occurred more 
frequently with referrals from GP surgeries rather than NHS 111; one pharmacist believes this is 
because NHS 111 has clearer guidance and a more structured approach to referrals. In addition, 
some pharmacists reported inappropriate referrals for the PCS (i.e. service user did not meet the 
eligibility criteria).

For services that require formal referrals, if an eligible service user is only informally signposted 
by the GP surgery to the community pharmacy, the pharmacist either has to perform the service 
and not receive remuneration or send the service user back to the GP surgery. Such inappropriate 
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referrals create more work for the pharmacist, the GP practice staff and the service user, as well 
as contributing to delays in timely care. As a result, inappropriate referrals from GPs can lead 
to mutual frustration for GP surgery staff, community pharmacy staff and service users. ‘Some 
surgeries just haven’t understood the limitations of the [CPCS] pathways and as a result it 
means […] we have to refer [patients] back to the surgery and the surgeries then don’t like 
that because they think that we are creating work’ [Int 1 – Superintendent Pharmacist].

A GP, working in an extended hours surgery, reported often encountering service users who 
had been sent to the community pharmacy and then back to her GP surgery. With regard to 
a hypothetical case this GP states: ‘I’m the fourth person that they’re speaking to about 
something that might be simple but might not be simple’ [Int 88 – GP].

A few HCPs working with pharmacists have raised concerns about the quality of care provided 
in community pharmacies; however, pharmacists believe this is because other HCPs lack 
awareness about and trust in pharmacists’ training. Nevertheless, one stakeholder involved 
in training primary care staff noted some concerns from HCPs about clinical inaccuracies in 
referrals from pharmacists: 

‘We train a lot of doctors and nurses that work in primary care, and one of their 
massive frustrations is the inaccuracies of things that they [are] referred […] or the 
inaccuracies [in] information that patients have been given by pharmacists on a 
clinical level’ [Int 49 – Director & Head of Clinical Governance].

Some GPs and wider health system stakeholders believe that community pharmacies delivering 
certain clinical services, particularly the hypertension case-finding service, can inadvertently 
increase GP workloads, because more patients will be referred to GPs for a diagnosis of 
hypertension. A PCN lead in an ICB reported a case in which a community pharmacy had referred 
many service users within a couple of days and overwhelmed a GP practice. For this reason, a 
representative from an LPC noted that some GP practices ‘don’t buy into [the hypertension 
case-finding] service at all’ [Int 83 – LPC Representative].

In response to these concerns, one ICB representative mentioned working with GP surgeries 
and pharmacies to ‘almost drip feed [the hypertension case-finding service] throughout the 
month’ [Int 78 – ICB Representative], so that practices were not overwhelmed by the volume of 
appointments. This ICB representative also described working with some GP surgeries to outline 
the advantages of this service in terms of supporting GPs’ Quality and Outcome Framework 
(QOF) targets.

In general, pharmacists, other HCPs and wider health system stakeholders agreed that service 
users with more complex health conditions should not receive clinical services at a community 
pharmacy. This is also echoed by service users themselves, as described in Chapter 4. However, 
some GPs see a disadvantage with shifting those with less complex health conditions to 
community pharmacies because it could mean that GPs take on patients with more complex 
health needs, creating a more burdensome workload. As one GP notes ‘If all my consultations 
are very difficult patients […] it’s really difficult for me’ [Int 88 – GP].
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In some cases, GPs and GP receptionists reported little motivation to refer service users to 
community pharmacies, particularly if service users are already at the general practice and the 
GP surgery staff has established resources to manage their healthcare needs. Furthermore, there 
is little motivation for GP surgeries to refer to community pharmacies when there is a financial 
incentive for GPs to perform the service and receive remuneration themselves, such as for the 
influenza vaccination service (see Section 7.3 on competition).

One pharmacy manager mentioned the need for a paradigm shift in thinking about community 
pharmacy: ‘Thinking about primary care not as the four walls of general practice, but a 
network of lots of different providers including community pharmacy’ [Int 87 – Clinical 
Governance Director & Group Superintendent Pharmacist].

7.2. Local relationships

Local relationships between community pharmacies and other healthcare settings, especially 
hospitals, can be tenuous, which negatively impacts referrals to community pharmacies and 
care coordination. Relationships can be influenced by perceived competition for some clinical 
services, IT interoperability and established communication pathways.

Some community pharmacists report positive relationships with other local HCPs. For 
example, during one pharmacy site visit, pharmacy staff noted that one of their local GPs 
now automatically redirected service users seeking ongoing contraception to the pharmacy 
[Fieldnotes, site 02]. One pharmacy manager also explained that that regular in-person 
communication with the staff from the GP surgery has supported collaborative working; they 
described ‘weekly communication where one of our pharmacists […] will go across to the GP 
practice and try to engage with regard to [clinical services]’ [Int 81 – Clinical & Transformation 
Manager].

Instances of collaborative working have also been noted for the hypertension case-finding 
service. For example, one pharmacy manager mentioned that they work closely with the general 
practice and so the overall number of referrals for the hypertension case-finding service is quite 
high, and another contractor notes: ‘we are doing quite well in terms of numbers on ABPM 
but that’s because we have a good relationship with the local surgery who does quite a few 
referrals for us’ [Int 14 – Contractor].

However, many pharmacies report that they do not have strong relationships with other local 
HCPs. One head of small-chain pharmacy estimated that about ‘30% [of GP practices] will 
not cooperate [with pharmacies] come hell or high water’ [Int 79 – Pharmacy Director]. A 
representative from an LPC mentioned that despite efforts, some GP practice managers ‘just 
didn’t want to engage’ with pharmacies [Int 98 – Pharmacist].

Relationships between community pharmacies and GP surgeries can be hampered by a lack 
of clear communication channels. A couple of pharmacy staff mentioned a lack of direct 
communication with pharmacies. One pharmacist explained that when they have questions or 
need make a medication change, they have to phone the GP surgery and wait in the phone queue. 
This can be a challenge for the reception staff too as it creates delays for service users as well. 
This was illustrated during one pharmacy site visit, where a member of the pharmacy staff was 
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observed waiting on the phone to speak with a GP for 45 minutes [Fieldnotes, site 03]. Tenuous 
relationships between pharmacists and other HCPs were observed at some pharmacy site visits. 
At one site, which was co-located with a GP surgery, both the pharmacy and GP reception staff 
reported lack of trust with each other and the quality of care provided by the other [Fieldnotes].10 
At another site, which was not co-located with a GP surgery, service users were encouraged by 
pharmacy staff to call their GPs directly because they felt that communications (i.e. emails) from 
the pharmacy would not be read by GP surgery staff in a timely manner [Fieldnotes, site 02].

Poor relationships between community pharmacies and GP surgeries negatively impact formal 
referrals and/or signposting of CPCF clinical services to community pharmacies. Furthermore, 
poor relationships can also directly impact service users. One GP reports receiving complaints 
from service users who felt they had been passed around the system: 

10	 Site number withheld to preserve confidentiality.

‘At the end of the day, the patients don’t want to be passed around the system 
and at the moment [with] everything that’s going on it’s just encouraging patients 
to be passed from person to person to person to person. But no one [is] taking 
accountability’ [Int 88 – GP].

Another service user describes experiencing this lack of accountability and disengaging from 
accessing healthcare services altogether: ‘[the] GP surgery have signposted to the pharmacy, 
and at pharmacy, the pharmacist has told me to go the GP which meant disengagement’ [FG 
2 – Service User].

A primary driver of poor relationships between community pharmacies and GP surgeries is 
competition for some clinical services (discussed in more detail in Section 7.3) as well as a lack 
of IT interoperability to facilitate communication and cooperation (discussed in more detail in 
Section 7.4). For a detailed case study on relationships between community pharmacies and GP 
surgeries, see pages 68-69.

Relationships between community pharmacies and NHS hospital trusts are also generally weak. 
Pharmacists and wider health system stakeholders reported large variation in uptake of the DMS, 
influenced mainly by lack of engagement with local hospitals. Many pharmacists and wider health 
system stakeholders noted that engaging with hospitals is particularly challenging, as there is 
often no central point of contact or obvious communication pathways, with one pharmacist 
reporting ‘I couldn’t tell you a single point of contact in our local hospital’ [Int 103 – Senior 
Healthcare Operations Manager].

One pharmacist noted that: 

‘We don’t know who we can contact to try and push [the DMS] […] we don’t know 
if that’s if the government should be helping out with some more awareness of it 
or if we can get into hospitals and try and encourage them to do more referrals’ 
[Int 74 – Head of Clinical Services for DSP].
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By contrast, some large chains and DSPs (as described in Chapter 6) have experienced relatively 
more success due to their ability to connect with a larger number of hospitals.

Relationships between community pharmacies and GP surgeries can, in part, be supported by 
GP surgery staff, including GP receptionists and pharmacists who work in GP surgeries, and 
can influence referrals to CPCF clinical services.

Some pharmacists mentioned that GP receptionists independently make the decision to book 
a patient for a GP appointment or refer to a community pharmacy, based on their perceived 
urgency of the medical issue and the availability of same-day GP appointments. A couple of 
pharmacists reported that GP receptionists sometimes refer service users to pharmacies 
at the end of the day, when same-day GP appointments were unavailable. This is perceived 
as creating difficult workloads for pharmacists to manage and potentially resulting in more 
inappropriate referrals:

‘Where the receptionist would say, ‘OK, appointments are gone. Please go to the 
pharmacy’ […] then everyone’s referring to the [pharmacy], actually the pharmacists 
aren’t equipped to do this but it’s a way for the receptionist to get the patient out of 
the door because there’s nothing more they can do’ [Int 88 – GP].

A couple of community pharmacists noted that pharmacists employed within GP surgeries 
often refer patients to community pharmacies. As one pharmacist notes this is because other 
pharmacists: ‘Understands what the GP requires but they also understand where we’re 
coming from, from the community side, and they act as a brilliant bridge and to go to them is 
much easier than trying to make [other GP surgery staff understand]’ [Int 53 – Pharmacist].

Community pharmacies employ various strategies to promote relationship building with other 
HCPs, by working with local and regional stakeholders, with varying degrees of success.

Many pharmacists report spending time developing local relationships and informing other 
HCPs about the services they provide. However, successful relationships between community 
pharmacies and other HCPs vary depending on the locality and often require multiple 
partnerships at both the local and regional level. One representative from a trade association 
highlighted that people often envisage local relationships as being between one pharmacy and 
one GP surgery, but often pharmacies need to be engaging with multiple practices or PCNs. 
Indeed, many pharmacists note engaging with wider health system stakeholders, including LPCs, 
PCNs and ICBs.

Some pharmacists and pharmacy managers noted successful relationships with PCNs, which 
helped them to signpost service users to CPCF clinical services resulting in good uptake of 
some services. One pharmacy manager noted: ‘there’s a couple of PCNs actually in our area 
that have completely [removed the contraception service] when patients try to request it 
on repeat, they get a little pop up or text message or email which says you need to go to 
one of your local community pharmacies’ [Int 75 – Pharmacy Co-Manager]. However, another 
pharmacy manager reported that they speak once a year to their PCN and see it as a box 
ticking exercise, and a pharmacy owner mentioned that working with local GP surgeries was 
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complicated due to competition over workforce caused by the Additional Role Reimbursement 
Scheme (ARRS) scheme, as described in more detail in Chapter 8.

A contractor from a large pharmacy and supermarket chain reported a dual approach to 
partnerships, leveraging support from both local and national health system stakeholders. 
For example, the pharmacy relies on professional and representative bodies for national 
level support, while also relying on individual relationships with GP surgeries. This pharmacy 
introduced a dedicated role to manage relationships with external stakeholders, like 
GPs, because: ‘ultimately from a business perspective that drives referrals in’ [Int 94 – 
Supermarket Pharmacy Services Manager].

Another contractor from a large-chain pharmacy noted: 

‘We’ve got members of staff whose job it is just to go and see pharmacies and GPs 
and promote the services locally, and I think that’s probably for me the better way 
to do it rather than [an] individual pharmacy having to do it because we [are] all time 
tight’ [Int 103 – Senior Healthcare Operations Manager].

A third contractor from a large-chain pharmacy mentioned that ICBs can also help: ‘ICBs 
engaging the GPs to mandate better referrals or mandate more engagement and that 
definitely drives your percentages upwards’ [Int 13 – Business Engagement and Development 
Manager]. Some pharmacists also reported that ICBs can encourage better engagement with 
hospitals to facilitate referrals to community pharmacies for clinical services. However, others 
feel that the ICB does not support integration: ‘‘I’ in ‘ICB’ is for integrated, [but we] don’t really 
feel very integrated into the rest of the healthcare system’ [Int 87 – Clinical Governance 
Director & Group Superintendent Pharmacist].

Finally, LPCs can help to engage and build relationships with general practice and hospitals 
on behalf of community pharmacies. Some pharmacists reported that LPCs are successful at 
bridging the communication gap between pharmacies and GPs. ‘I don’t mean to kind of sing the 
praises of my LPC too much, but where they’ve been and visited GPs, I do think that works 
much better’ [Int 103 – Senior Healthcare Operations Manager]. However, a few pharmacists also 
noted that LPCs may be less effective at bringing in referrals from hospitals. 

‘But we’ve had absolutely zero engagement from a hospital, and the LPC keeps 
saying to us that they are ready to start referring, but we’ve had absolutely no 
activity’ [Int 77 – Superintendent Pharmacist].

7.3. Competition

Competition between community pharmacies and general practices for remuneration for some 
clinical services, particularly the influenza vaccination service, has created tensions within 
primary care.
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In general, commissioning arrangements for the provision of clinical services in community 
pharmacies and GP surgeries are developed independently, which has resulted in direct 
competition for some clinical services and their remuneration. With regard to the commissioning 
arrangements, one wider health system stakeholder notes:

‘A much bigger structural issues I guess of the NHS [is] that […] it sort of pits them 
against each other and because that’s pitting the two professional groups [GPs 
and community pharmacists] against each other, it’s harder then for that level of 
probably support or coworking or collaborative working’ [Int 49 – Director & Head 
of Clinical Governance].

Financial competition between community pharmacies and GP surgeries is particularly evident 
for the influenza vaccination service. One GP and PCN lead explained this is because the income 
from influenza vaccines is significant for general practices, and as such many GPs have come 
to depend on it. As a result, one LPC representative notes that it’s ‘very rare for us to get any 
practices and pharmacists working together on the flu vaccine’ [Int 96 – LPC Representative], 
and that a handful of pharmacies will not provide the influenza vaccination service ‘because 
they don’t want to upset their local [GP surgery]’ [Int 96 – LPC Representative]. Another 
representative from an LPC reported that some GPs were discouraging patients from receiving 
an influenza vaccine from a community pharmacy, but this individual acknowledges that these 
tactics are also employed by community pharmacists, remarking ‘[…] it does go both ways’ [Int 
83 – LPC Representative].

Some pharmacists and wider healthcare stakeholders noted that dispensing GPs are particularly 
reluctant to engage with community pharmacies, viewing them as direct competition to their 
business, as noted in Chapter 6:

‘[This] presents a challenge in terms of things like DMS […] if that patient is discharged 
from a hospital, but they are a dispensing practice patient […] they cannot receive 
the DMS service, which in my view actually creates a health inequality for our rural 
populations’ [Int 90 - Head of Pharmacy Integration and Workforce for an ICB].

Mutually beneficial incentives can facilitate cooperation between community pharmacies and 
GP surgeries.

QOF targets incentivise GP surgeries to meet certain indicators of care quality, and community 
pharmacies can support GP surgeries in meeting these targets, such as for hypertension. 
For example, GP surgeries can refer some of their patients to community pharmacies for BP 
checks, assisting them in meeting their QOF targets around hypertension, while community 
pharmacies receive remuneration for performing the hypertension case-finding service. However, 
misunderstandings about how this incentive scheme works can prevent collaboration between 
community pharmacies and GP surgeries. One ICB representative reported that some GPs 
‘felt that pharmacists are getting paid for the blood pressure checks. Therefore, [general 
practice] won’t get their QOF payments’ [Int 78 - ICB Representative]. This was attributed to 
some miscommunications with PCNs and general practice about QOF targets.
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Some ICB and LPC stakeholders, as well as GPs, report successful collaboration between GP 
surgeries and community pharmacies when incentives are aligned. For example, a representative 
from an ICB observed that there was an uptick in referrals to the CPCS when the Investment and 
Impact Fund (IIF) target was in place. The IIF provided financial incentives for general practice to 
refer a portion of their patients to community pharmacies. As one ICB representative recalled:

 ‘[…] it was in the IIF target that practices should refer 0.03 or 0.04 per thousand list 
size or whatever to get their IIF payment. And when that was taken out, practices 
were like, oh, we don’t have to do it anymore, so we saw a drop [in referrals]’ [Int 
110 – Head of Medicines Strategy and Programmes for an ICB].

Similarly, a PCN representative noted significant successes in terms of cooperation as a result 
of IIF targets for influenza vaccines: ‘It created amazing integration […] that IIF incentive 
disappeared the next year, and so did everything else’ [Int 87 – Clinical Governance Director & 
Group Superintendent Pharmacist].

Incentivising meetings between GPs and community pharmacists can also be beneficial. One LPC 
representative described receiving ICB funding for a designated community pharmacy integration 
lead, who coordinated monthly meetings to improve collaboration. As a result, this individual reports 
that referrals picked up; however, once the funding for this was dropped, they ‘lost that drive’ [Int 
96 – LPC Representative]. Similarly, a superintendent pharmacist mentioned that the PCN Directed 
Enhancement Specification included ‘a financial incentive to have a meeting with your local 
pharmacies about CPCS’ and to send ‘at least one referral’ [Int 91 – Pharmacy Owner]. While this 
was effective in initiating the meeting and driving referrals, this pharmacist caveated that many GP 
surgeries ‘literally sent one [referral] to get paid’ [Int 91 – Pharmacy Owner].

7.4. IT interoperability

While improvements relating to technology have been made, issues persist with regard to 
interoperability. Technology can facilitate referrals to CPCF clinical services, communication 
between community pharmacies and care teams, and a more comprehensive view of a service 
user’s medical history, so interoperability issues can create inefficiencies in the provision of 
clinical services and the quality of care delivered.

Digital technology that promotes working across primary and secondary care has been 
instrumental in streamlining workflows for the delivery of CPCF clinical services. For example, 
several pharmacy managers and contractors noted that their clinical IT system works well. This is 
confirmed at pharmacy site visits, where pharmacist and other staff generally reported that their 
clinical IT system is easy to use and saves them time [Fieldnotes, sites 02, 04, 05]. The IT clinical 
systems facilitate access to service user summary care records (SCR). One pharmacy manager 
noted: ‘Every pharmacy should have some sort of SCR access as well. That’s been a big help 
as well’ [Int 6 – Pharmacy Director].

Similarly, GP Connect, a secure online system that integrates all major general practice software 
providers to allow health and social care workers (including community pharmacists) to view and 
update care records and manage appointments, has facilitated community pharmacists’ access 
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to service users’ GP medical records. As one representative from the ICB notes the technology 
is ‘beginning to work, so the GP Connect, the update records, […] once that’s up and running 
that all the systems are talking to each other’ [Int 110 – Head of Medicines Strategy and 
Programmes for an ICB].

Nevertheless, these systems are not consistently used by all HCPs and ongoing issues persist 
with interoperability of different systems (e.g. from other HCPs to community pharmacy referral 
systems, between community pharmacy clinical systems, and GP patient records, among others), 
which hinder communication and timely care and complicate workflows. For example, many 
pharmacists noted that referrals and follow-up messages that go through NHS email rather than 
the clinical IT systems causes extra work for both pharmacy and GP surgery staff.

One representative from a head office at a large-chain pharmacy noted their clinical IT system 
‘allows a much kind of more […] streamlined service’ [Int 30 – Supermarket Pharmacy Branch 
Manager], but that issues arise because ‘the different services that refer in and […] not having 
a consistent way to refer into Community pharmacy’ [Int 30 – Supermarket Pharmacy Branch 
Manager]. This was also observed during pharmacy site visits, where GPs are using NHS mail 
rather than a clinical IT system messaging tool (PharmRefer) [Fieldnotes, site 02] and where GPs 
who are not using this system’s messaging tool had to be contacted via post [Fieldnotes, site 
05]. One pharmacist employed in a hospital explained that they do not use their clinical IT system 
messaging tool because there is a fee to use it (and there is no budget for this).

Regarding referrals for the PCS, one pharmacist stated: ‘the referral is reproduced currently as 
a PDF and goes into an email box somewhere […] it’s all a faff and it doesn’t happen instantly’ 
[Int 3 – Pharmacy Manager].

A couple of contractors and managers from large pharmacies noted the need for better 
integration as well as write-in access to patient records to improve patient care and integration: 

‘Ideally, the referral should automatically integrate into our NHS-approved IT system, 
ensuring there is no drop in patient care. This integration is a logical solution that 
should have been implemented years ago. Unfortunately, it often feels like we are 
playing catch-up. We need read-write access to NHS Records, which we currently 
do not have’ [Int 94 – Supermarket Pharmacy Services Manager].

Furthermore, in some cases, access to patients’ care records remains a challenge for community 
pharmacists to confidently and competently provide a service. GP Connect is seen by a few 
pharmacists as a potential solution to better sharing of clinical information; yet broader collective 
action by GPs has limited its national rollout and technical issues persist.

While pharmacists have access to SCRs through clinical IT systems, it is often, as one 
superintendent pharmacy put it, ‘quite a sparse picture of what could be really going on with 
that patient’ [Int 60 – Superintendent Pharmacist]. Another superintendent pharmacist notes 
about SCRs, ‘There’s nothing really there, no clinical notes, nothing. So how do we expect 
to provide a clinical service when we don’t know what the patient’s situation is?’ [Int 1 – 
Superintendent Pharmacist].
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With regard to the CPCS urgent medicine supply service, one pharmacy manager mentioned: 
‘When you can’t verify that they’re actually on that medication because it’s not on their 
summary care records, it makes it quite difficult’ [Int 30 – Supermarket Pharmacy Branch 
Manager]. Similarly, with regard to the DMS, one pharmacist noted being ‘totally blind’ [Int 
1 – Superintendent Pharmacist] about when patients are discharged from hospital. Another 
pharmacist remarked: 

‘I wish we had better IT systems between pharmacy and GP because we’re providing 
the service, we have to give that information over to the GP and for continuity of 
care and at the moment is still very “here’s an email’’’ [Int 6 – Pharmacy Director].

Relatedly, some pharmacists and wider health system stakeholders have emphasised the 
importance of better data particularly around service utilisation and patient outcomes, ‘I think 
if you’ve got any new service the data is key because you need to be able to see where the 
problems are straight away’ [Int 78 – Self-employed Pharmacist commissioned to draft the 
Community Pharmacy strategy for an ICB].

The lack of digital connectivity between community pharmacies and other HCPs can have a 
negative impact on service users. One service user reported that because of this issue they had 
to repeatedly communicate their medical history to multiple professionals: 

‘[…] and it felt like whether it be the GP, whether it be the renal team, whether it be the 
pharmacy, that loop of information of how quickly and what was being changed wasn’t 
happening. And it seemed like I was having to tell everyone’ [FG 2 – Service User].

Some pharmacists also note challenges in setting up clinical IT systems for new clinical services. 
For example, a few pharmacy contractors and pharmacy managers reported challenges in the 
implementation of new clinical services due to the requisite IT infrastructure not being in place. 
One manager in a pharmacy chain noted: ‘I don’t think there’s been one service that I’ve been 
involved in where the IT has come at the same time as the service has launched’ [Int 77 – 
Superintendent Pharmacist].



Case study spotlight 4:
NHS hospital trust referrals to community pharmacies

The DMS and the SCS both require a referral from an NHS hospital trust for these 
services to be delivered in community pharmacies. Many pharmacies have struggled 
with these services due to low volumes of referral from hospitals, influenced in part 
by lack of coordination between hospital and community pharmacies.

The case study is based on interviews with two staff from hospitals both in urban 
areas; one tobacco dependency advisory operating the SCS referrals, and one 
pharmacy technician working in a hospital involved in referrals to DMS.

Background

Participants

Situation

Workforce and workflows: 
Hospital A and B have clearly 
defined roles and responsibilities 
across staff and a clearly 
defined referral pathway for their 
patients. Hospital A has standard 
operating procedures in place 
as well as information about the 
DMS on the hospital’s intranet.

Incentive schemes: Initially, 
Hospital A benefited from 
financial incentives, which 
motivated the referral of 1.5–
2.5% of patients. Although these 
incentives are no longer in place, 
they helped establish a referral 
baseline that continues to guide 
current practices.

• Hospital B: Implemented the SCS. A small administrative team manages
referral form completion, while smoking cessation staff, including the
tobacco dependency advisor, assess patients, with follow-ups conducted at
7 days, 28 days and 12 weeks post-discharge. A clinical IT system is used to
manage referrals to the patient’s nearest pharmacy. There has been largely
positive feedback from patients about the service, although some issues
regarding communication and service delivery were raised. The tobacco
dependency advisor reports that just under half of service users they follow
up with quit smoking.

Facilitators

• Hospital A: Implemented the DMS in February 2020. While all NHS hospital
trust patients are eligible to receive DMS, the hospital typically refers high-risk
patients or patients on high-risk medications. Referrals are conducted manually
via NHS.net, typically by hospital-based pharmacy technicians (who are mostly
involved in discharging patients), pharmacists or ward medicines assistants.
Initially there was a financial incentive to refer between 1.5% and 2.5% of their
patient population, linked to the CQUIN framework11; while this incentive no
longer exists, they still aim to refer a similar number of patients.

11	 The CQUIN Framework is the Commissioning for Quality and Innovation Framework, which 
specifically incentivises NHS trusts to refer to the DMS. The goal is between 0.5% and 1.5% of the 
patient population.



Case study spotlight 4:
NHS hospital trust referrals to community pharmacies

Digital infrastructure and IT 
interoperability: The lack of 
an automated referral system 
at discharge from hospitals to 
community pharmacies was 
identified as a barrier by Hospital 
A. Staff at this hospital hoped that
an IT upgrade would facilitate
automated referrals in the future.
Hospital B notes that the biggest
IT barrier is the ability to integrate
automated systems both in terms
of technical practicalities and
financing such a system.

Funding and support: Hospital B notes a disconnect between government 
commitments to smoking cessation, and the funding and resources available 
for smoking cessation programmes at a grassroots level.

Budget and workforce: 
The referral process at 
Hospital B was impacted 
by staff shortages and 
financial constraints, 
which meant that they 
didn’t have time to visit 
pharmacies to build 
relationships. They 
often found out whether 
pharmacies offered the 
service purely by chance.

Hospital engagement is essential to the delivery of DMS and SCS in community 
pharmacies. Service delivery requires awareness and a mechanism for referral 
from the hospital which can be hard to balance with workforce constraints 
and funding requirements. Notably neither hospital has any individual ties or 
engagement with specific pharmacies, yet they have managed to establish referral 
mechanisms. Recommendations include improved and better availability to 
interoperable clinical IT systems that work for hospitals and pharmacies, and a 
database of which pharmacies offer which services.

Takeaway message

Challenges
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Chapter 8. How do national conditions impact 
the delivery of clinical services?

This chapter describes how various factors related to the national context impact the delivery 
of CPCF clinical services, corresponding to the ‘outer setting’ domain of the Consolidated 
Framework for Implementation Research. Key findings related to these factors are shown in Box 
6 and are discussed in more detail in the ensuing sections.

Box 6. Key findings related to national conditions

National policies can offer guidance on the provision of CPCF clinical services; 
however, rapid policy changes and limited clinical regulation (compared to the 
regulation of NHS services provided in general practice or hospitals) may hinder 
pharmacies’ ability to deliver services of a consistent quality. Furthermore, other 
policies unrelated to the CPCF have indirectly affected the community pharmacy 
workforce and the ability to deliver CPCF clinical services.

Community pharmacies are under increasing financial pressures, which can 
impede the delivery of CPCF clinical services, particularly in the face of competing 
priorities or other clinical services that are delivered.

External pressures, including workforce shortages, changes in the demand for 
CPCF clinical services due to the COVID-19 pandemic, medicines shortages and 
disruptions to other parts of the primary care ecosystem affect the ability of 
community pharmacies to successfully deliver clinical services. 

8.1. Policies

National policies can offer guidance on the provision of CPCF clinical services; however, rapid 
policy changes and limited clinical regulation (compared to the regulation of NHS services 
provided in general practice or hospitals) may hinder pharmacies’ ability to deliver services of 
a consistent quality. Furthermore, other policies unrelated to the CPCF have indirectly affected 
the community pharmacy workforce and the ability to deliver CPCF clinical services.

National policies from NHS England can help to provide guidance on the set-up and provision 
of CPCF clinical services; however, a few pharmacists reported that changes to some policies 
have occurred quickly and relevant stakeholders were not always consulted: ‘it’s not all joined 
up and it feels as though the NHS are doing things without discussing stuff properly with 
our organisational bodies like [Community Pharmacy England]’ [Int 94 – Supermarket 
Pharmacy Services Manager]. This may include policies around remuneration for services. As one 
pharmacist from a DSP noted, ‘I am actually a bit worried because [NHS] are bundling blood 
pressure checks in with Pharmacy First and contraception services to be able to claim our 
monthly payment’ [Int 102 – Director of Pharmacy Contract Development]. Ostensibly, this puts 
DSPs at a disadvantage because they cannot perform BP checks.
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One representative from a head office in a large chain explained that these fast changes in 
guidance or quick introduction of new services can also create purchasing issues, impacting 
delivery of new services: 

‘I would say that the more notice that we’ve got, the better […] around […] purchasing. 
With 12,000 community pharmacists in England all trying to find one product, it can 
be a bit challenging’ [Int 103 – Senior Healthcare Operations Manager].

There are mixed opinions on the role of national policies to regulate CPCF clinical services. While 
most pharmacists believe they are delivering a high quality of care, and that in some instances 
regulations (i.e. requirements for training) are burdensome (as discussed in Chapter 3), a 
few pharmacists and wider stakeholders believe there should be more regulation and clinical 
oversights to improve care quality. One wider health system stakeholder, involved in the training 
of pharmacists, stated there is ‘currently no clinical regulation of the services being offered in 
community pharmacies’ [Int 49 – Director & Head of Clinical Governance] and attributes this to 
the fact that the ‘commissioning body, which is ultimately NHS England […] [is] not a training 
standards authority’ [Int 49 – Director & Head of Clinical Governance].

There are variations in quality of care across pharmacies and pharmacy staff. During pharmacy 
site visits, pharmacy staff reported variation in whether locum pharmacists are trained to perform 
certain CPCF clinical services or whether they are confident to deliver them [Fieldnotes, sites 02, 
04, 05]. One locum pharmacist noted that, while she was qualified to the deliver the services, she 
was nervous to perform them because all of her training had been digital and she did not receive 
any ‘hands-on’ training at university [Fieldnotes, site 05]. Another locum pharmacist agreed, 
arguing that pharmacies sign up for the services for the money but are ‘disregarding the staff 
needed and the training needed’ [Int 21 – Locum Pharmacist]. At one site, a trainee pharmacist 
struggled to explain to a service user why their BP reading may be higher when taken in a doctor’s 
office compared to an ABPM reading, and not fully responding to the questions and concerns the 
service user raised about the positioning of the device, the accuracy of the readings or what to do 
next [Fieldnotes, site 04].

Other national policies, unrelated to CPCF clinical services, can indirectly impact their provision. 
One policy that was specifically mentioned as creating additional challenges for pharmacies 
was the ARRS. The goal of this scheme is to enhance the skill mix of the GP surgery workforce, 
including pharmacists; however, several pharmacists and wider healthcare stakeholders 
reported that this scheme has negatively impacted the ability of community pharmacies to hire 
and retain experienced staff due to competition with GP surgeries for staff (as discussed in 
Chapter 7) potentially impacting on their relationships (also discussed in Chapter 7). Ultimately, 
this has resulted in workforce issues within community pharmacies. One head of a small chain 
estimates that as a result of ARRS, ‘about 60% of our experienced pharmacists […] were 
just wiped out of community pharmacies and stuck into an office and GP surgery’ [Int 77 – 
Superintendent Pharmacist].
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8.2. Financing

Community pharmacies are under increasing financial pressures, which can impede the 
delivery of CPCF clinical services, particularly in the face of competing priorities or other 
clinical services that are delivered.

Economic pressures are affecting the ability of community pharmacies, of all sizes, to engage 
with CPCF clinical services. Several stakeholders including pharmacists and representatives 
from the wider health system noted that pharmacy finances are very tight, resulting in record 
closures, reduced hours and difficulty paying competitive wages to pharmacy staff: ‘So I think it’s 
a general statement with a few exceptions that funding need[s] to be uplifted markedly, and I 
know that’s not going to happen’ [Int 94 – Supermarket Pharmacy Services Manager].

One representative from an ICB stated that despite a pharmacist being booked all day 
with clinical services they ‘still won’t be able to make it pay. They still can’t get a second 
pharmacist in to do all the other stuff they need to do’ [Int 78 – ICB Representative]. Another 
pharmacist reported: ‘There’s no resilience in this system whatsoever. The resilience was 
squeezed out of community pharmacy four or five years ago’ [Int 102 – Director of Pharmacy 
Contract Development].

Fees for clinical services have not been lifted in line with inflation, with one representative from 
a large supermarket chain estimating ‘as a profession, we’ve seen a real time cut in funding 
of 30% over the last 10 years because of inflation and nothing has changed with us. Yet 
we’re still expect[ed] to deliver that same level of dispensing’ [Int 94 – Supermarket Pharmacy 
Services Manager]. A head of a medium-chain pharmacy reported that uncertainty about the 
future pharmacy contract was making future planning difficult ‘so when the bank say to me 
what’s your future income going to be, I often have to say I don’t know because we’re out of 
contract’ [Int 77 – Superintendent Pharmacist].

As a result of these economic pressures, pharmacist managers and owners are making difficult 
decisions about where to prioritise resources and which clinical services to offer (as discussed in 
Chapter 6). One representative from an LPC noted that some pharmacies are making a choice to 
put efforts into Pharmacy First rather than CPCF clinical services because if they are at capacity 
they cannot afford taking on additional resources to enable them to do both services. Another 
pharmacist notes: ‘I think the opportunity cost, if I’m delivering this NHS service, I’m not 
delivering something else’ [Int 89 – Head of Policy, Trade Association]. Another representative 
from an LPC asserted that financial pressures were leading some pharmacists to not use their 
set-up fees as intended, with a small number of pharmacies in their area accepting a set-up fee 
for a service that they ultimately did not deliver.

These economic pressures may also impact the quality of the services they can provide. As one 
person in a central office at a medium-chain pharmacy notes:

 ‘it really is about how what can you do in a day and be safe because ultimately 
we’re dealing with patients’ health and wellbeing and it doesn’t take much for 
one of those interventions to go wrong or one of those interventions to go right’ 
[Int 77 – Superintendent Pharmacist].
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8.3. External pressures

External pressures, including workforce shortages, changes in the demand for CPCF clinical 
services due to the COVID-19 pandemic, medicines shortages and disruptions to other parts 
of the primary care ecosystem, affect the ability of community pharmacies to successfully 
deliver clinical services.

Many pharmacists noted high workforce turnover of pharmacists, high vacancy rates and staffing 
issues as significant barriers to delivering CPCF clinical services effectively. As one person from 
the central office a medium pharmacy chain notes: ‘So we do run with quite high vacancy rates. 
I think we’re around about 35/40% vacancy rate’ [Int 77 – Superintendent Pharmacist].

Indeed, given the significant role that community pharmacies played during the COVID-19 
pandemic, the awareness of their role in providing clinical services has been raised: ‘because of 
the COVID era, [influenza vaccinations] seems to be the one that people take more notice of, 
especially in the winter months’ [Int 36 – Pharmacy Manager]. Pharmacists also believe their 
overall workload is increasing, often without additional staff, ‘The amount of work we’re doing is 
more now that we did during the pandemic’ [Int 105 – Superintendent Pharmacist].

Other forces also impact the ability of community pharmacies to delivery clinical services. For 
example, one manager at a large-chain pharmacy noted increasing levels of aggression towards 
pharmacies, ‘But now we’re seeing more and more of aggression and in particular a lot of 
aggression around [medicines] shortages’ [Int 102 – Director of Pharmacy Contract Development].

Furthermore, national medicines shortages have negatively influenced the delivery of CPCF 
clinical services. Primarily, this is because medicines shortages have created more work for 
pharmacists in attempting to source medicines, which reduces time to provide clinical services. 
This is evidenced by pharmacy site visits, where all five pharmacies saw significant issues with 
sourcing medicines, which was a cause of concern among staff [Fieldnotes, sites 01–05]. Staff 
at one site spent significant time calling other pharmacies to try to locate medicines for service 
users, with a pharmacy technician spending 55 minutes chasing an item they ultimately could not 
obtain for a customer [Fieldnotes, site 01]. Furthermore, one pharmacy was unable to source the 
influenza vaccine for those over the age of 65, which directly inhibited their ability to deliver the 
vaccine under CPCF [Fieldnotes, site 05].

Community pharmacies are also inadvertently impacted by disruptions in other parts of the 
primary care ecosystem. For example, while some pharmacists noted the potential benefits of 
GP Connect as a tool for improving care integration, this is not currently operational: ‘as part of 
the [British Medical Association GP] collective action, a lot of practices have turned that 
off’ [Int 78 – ICB Representative]. Furthermore, pressures in general practice have resulted in a 
higher reliance on locum staff and significant turnover among GP receptionists, which can make 
it harder to establish relationships and referral pathways (as discussed in Chapter 7).

Taken together, the tight fiscal environment (as described above in Section 8.2) and the 
abovementioned external pressures have resulted in an increasingly fragile health system, with 
little capacity to engage with new processes and referral pathways. As one representative from 
an LPC noted: ‘trying to get capacity for people to sort of think about it and put something in 
place is the main blocker for DMS’ [Int 83 – LPC Representative].
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Moreover, such an environment may lead to more pharmacy closures which is likely to exacerbate 
inequalities in access to care. One participant from an ICB was concerned as ‘if you get more 
pharmacies closing then that will be [an] inequitable service’ [Int 78 – Self-employed Pharmacist 
commissioned to draft the Community Pharmacy strategy for an ICB].

Currently, some service users already report that their pharmacies are struggling to cope with 
pressures: ‘My local pharmacy is totally inadequate, I see people queuing out the door trying to 
pick up a prescription, so I’ve now moved [to another larger pharmacy] […] they cannot cope; it’s 
simply not big enough and they haven’t got the staff’ [Int 35 – Service User]. This suggests that 
people may have to start travelling further to access pharmacies or that pharmacies may have to 
extend their hours to cope with demand.



Case study spotlight 5:
relationships with general practice

Relationships between community pharmacies and GP surgeries can be limited, 
but such relationships are important to facilitate referrals (and consequently the 
demand for and volume of services delivered), communication with care teams, 
and continuity of care for and experiences of service users. Pharmacy sites differed 
in their levels of collaboration with general practice, which highlights the impact of 
collaboration on the delivery of clinical services.

Two pharmacies both co-located with general practices, one in a town and one 
in a city.

Background

Setting

Situation

Shared finances: As the 
pharmacy and GP surgery in 
Pharmacy A were part of one 
business, their shared finances 
promoted a collective investment 
in service user care, with the 
pharmacist noting that they 
planned the delivery of services 
or independent prescribing based 
on whether the GP surgery or 
pharmacy would be remunerated 
more. Competition between 
the two did not exist as both 
pharmacy and GP surgery were 
seen as one.

IT interoperability: Pharmacy 
A was able to access the 
neighbouring surgery’s 
patient records directly, which 
enabled case management. All 
pharmacists were independent 
prescribers and, because of 
their access to the GP surgery 
system, they could offer NHS 
prescriptions under the General 
Medical Services contract, as 
well as private prescriptions.

• Pharmacy A: Strong connections between the GP surgery and the pharmacy.
The pharmacy and surgery were both owned by one company, and staff often
worked across both sites and were able to frequently transition between roles.
For example, the pharmacy dispenser answered phone calls from people who
had queries that were better answered by a GP administrator, but she was able to
answer these as, when not in the pharmacy, she also worked in an administrative
role at the surgery. This led to a streamlined experience for service users.

• Pharmacy B: Pharmacy that was less integrated with its co-located GP. Service
users often acted as intermediaries between the pharmacy and GP, leading
to confusion and inefficiencies. Despite having mechanisms for collaboration
(including regular meetings between the pharmacist and duty doctor),
communication issues persisted, negatively affecting service users’ experiences.

Facilitators



Workforce: At Pharmacy 
B, staff turnover within the 
general practice surgery 
was seen by pharmacists 
to make communication 
about the services difficult, 
with the surgery seen as not 
understanding the services 
despite multiple attempts to 
explain them.

HCP attitudes: While GP 
surgery staff reported that 
they are willing to refer service 
users to the pharmacy for 
clinical services, they also 
displayed doubts about the 
quality of care provided by 
Pharmacy B.

Effective integration between pharmacies and GP surgeries is crucial for improving 
service user experiences. Financial alignment and strong relational connections 
among staff can facilitate better communication and collaboration, ultimately 
enhancing care delivery.

Takeaway message

Relationships: Pharmacy staff at Pharmacy A had strong interpersonal relationships 
across the GP surgery, and with service users. This facilitated a more holistic 
approach to service user care and greater communication with the surgery.

Competition: Financial competition for services at Pharmacy B detracted from 
integrated care models, while Pharmacy A benefited from shared finances.

Challenges



70

Chapter 9. Discussion and recommendations 

In this chapter we summarise key findings of the evaluation in the context of the three evaluation 
questions: 1) How are CPCF clinical services working, how have they progressed and what are the 
successes, opportunities, and challenges in providing these services? 2) What are the key factors 
that impact on service delivery related to commissioning/ contract arrangements? 3) How do 
CPCF clinical services, if at all, meet the needs of diverse populations? Throughout this section, 
based on key findings, we provide recommendations to consider for future commissioning and 
delivery of the CPCF clinical services.

How are CPCF clinical services working and how have they progressed?

From the perspective of participants, several services are working relatively well in terms 
of delivery and pharmacist, pharmacy staff and user experiences, including the influenza 
vaccination service, the hypertension case-finding service and the NMS. The DMS, an essential 
service under the CPCF, and SCS, on the other hand, have faced more challenges, largely due 
to the requirement for NHS hospital trust referrals, which have not materialised as expected. 
The PCS, while one of the newest services, has had mixed uptake across pharmacies and has 
been challenged by a lack of public awareness, low pharmacist confidence in its delivery and 
by potential competition from existing referral pathways between sexual health clinical and 
GP surgeries. Lastly, the CPCS, now provided under Pharmacy First, had both successes and 
challenges. The urgent medicines service and minor ailments service were particularly helpful in 
terms of providing timely and accessible clinical services; however, the minor ailments service 
had issues particularly around inappropriate referrals.

What are the key factors that impact on service delivery?

As outlined throughout this report, CPCF clinical services are influenced by myriad factors 
related to clinical service and delivery features, as well as factors related to pharmacy staff and 
service users, pharmacy characteristics and the wider health and care system. These factors are 
discussed in more detail below.

Commissioning and contract arrangements and features of the clinical services
Commissioning of and contractual arrangements for CPCF clinical services influence whether 
community pharmacy owners and managers decide to offer certain advanced services and 
whether they believe these services are financially viable for their business. In particular, factors 
relating to service specification are key, such as the complexity of the service (i.e. effort and time 
it takes to conduct the service); startup costs, including set-up fees and the need to purchase 
supplies and equipment; the eligibility criteria and whether a formal referral is required (both of 
which impact service user demand and volume); and the extent of training requirements.
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These factors are considered against the remuneration received to make a business case for the 
service. In many cases, community pharmacists do not believe that the current remuneration for 
CPCF clinical services is fair and viable for their business model, particularly in light of existing 
financial pressures. Our evaluation found that while many community pharmacy staff viewed 
the provision of CPCF clinical services as a financial necessity, they perceived some services to 
be insufficiently remunerated. In the context of broader financial pressures, most community 
pharmacies are already operating within constraints, which have resulted in record pharmacy 
closures12 and many pharmacy staff leaving the community pharmacy sector. Without additional 
funding, pharmacies are likely to struggle to deliver clinical services.

Recommendation 1

Consider increasing remuneration for CPCF clinical services based on the 
complexity of the service and the need to purchase supplies and equipment to run 
the services, as well as broader financial pressures. 

The need for formal referrals is generally viewed as a barrier to CPCF service delivery, reducing 
the volume of services and eliminating the convenience of opportunistic walk-in visits that many 
service users value. Referrals from hospitals also reduce the population that is eligible and, 
consequently, the demand for services. For example, as of 2023, six million (more than one in ten) 
adults in England smoke (16), many of whom could likely benefit from the SCS in the absence of a 
hospital admission. An Ipsos survey from 2022 reported that 85% of regular, occasional or former 
smokers would feel comfortable being referred to a community pharmacy for support to stop 
smoking (17). Arguably, initiating a smoking cessation service in the community before a hospital 
admission could prevent hospital admissions that are attributable to or exacerbated by smoking, 
such as cardiovascular and pulmonary conditions.

Recommendation 2

Consider whether formal referrals for certain CPCF clinical services are required 
and whether alternative pathways, such as informal referrals, signposting or walk-
ins, could help to improve service user engagement and outcomes for those able to 
access care. 

Pharmacy staff
Success with CPCF clinical services is observed where pharmacists feel confident and that 
they have the skills to deliver the services. Pharmacy staff are generally very motivated to 
perform CPCF clinical services to help people within the communities they serve and to make 
the most of their qualifications. However, confidence to deliver the services did vary. The PCS 
was considered particularly challenging for pharmacists to deliver. In part, this is attributed to 
confidence, and the fact that it is a relatively new service. While community pharmacists have 
been supplying over-the-counter oral contraception for a few years, the PCS service, specifically 

12	 According to the Company Chemists’ Association, a trade association for large pharmacies in the UK, between 
September 2022 and June 2024, approximately 64,000 hours of community pharmacy weekly opening hours were 
lost due to restricted opening hours or full pharmacy closures.
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the initiation phase of the service, involves counselling service users and helping them to select 
the appropriate contraception from a range of options. Although behavioural counselling is a 
part of a pharmacist’s training, not all pharmacists may feel comfortable or have high levels of 
confidence with it, especially when it is related to a sensitive topic. However, pharmacists report 
that training for PCS was most effective, and increased confidence, when it involved some 
degree of in-person practice.

Recommendation 3

Consider ways in which training can be optimised to ensure that pharmacy staff are 
fully confident in performing CPCF clinical services; this could involve incorporating 
practical, hands-on simulations into training programmes, and assessing 
confidence levels as a key training outcome.

Pharmacy managers tend to prefer CPCF clinical services that a range of pharmacy staff can 
deliver, so that the workloads for clinical services and dispensing are distributed across staff. 
However, our evaluation has revealed that pharmacy staff lack an understanding of some 
aspects of the CPCF clinical service specifications, particularly around what is in scope for 
remuneration and whether some individuals are eligible to receive the services. This confusion 
can result in missed opportunities for care or remuneration for certain services and contributes to 
general frustration among service providers and users.

Recommendation 4

Consider ways to provide more clarity around CPCF clinical service specifications 
and their clinical care pathways, so that community pharmacy staff are well 
informed on policies and procedures for the delivery of and remuneration for 
services. This might involve working with pharmacy contractors and representative 
bodies to ensure that community pharmacies are fully informed.

Pharmacy staff and other HCPs also raised concerns about variation in the quality of clinical 
services delivered in community pharmacies and the need for more clinical regulation. This 
variation has contributed to other HCPs losing confidence in pharmacies’ ability to deliver 
clinical services, which have influenced levels of formal and informal referrals. While the General 
Pharmaceutical Council (GPhC) regulates and inspects community pharmacies in England, 
Scotland and Wales, our evaluation revealed that many pharmacists were unclear about the 
GPhC’s role in the oversight of the quality, safety and effectiveness of nationally commissioned 
clinical services, including those under the CPCF.

Recommendation 5

Consider ways to minimise variation in the quality of CPCF clinical service delivery; 
this might be achieved through optimising quality assurance processes, enhanced 
regulation of these services, and ensuring that pharmacy staff are well informed 
about regulatory requirements and the role of the GPhC.
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Service users
Service users are motivated by the convenience and timeliness of clinical services offered at 
community pharmacies compared to other healthcare settings, such as GP surgeries and A&E 
departments. Existing relationships with pharmacy staff versus other HCPs are also key drivers 
of who service users trust and with which types of services (i.e. in some cases they may have a 
great existing relationship with their GP and not be motivated to engage with their pharmacists or 
vice versa). Expectations of immediate care (particularly notable since the COVID-19 pandemic), 
however, have put more pressures on community pharmacy staff. Furthermore, limited public 
awareness of CPCF clinical services, except for the influenza vaccination service, appears to have 
contributed to low volumes of service delivery.

Recommendation 6

Consider ways to raise public awareness about CPCF clinical services, including 
eligibility criteria, which pharmacies offer specific services, and what these 
services entail. This could be achieved through national advertising campaigns 
for CPCF clinical services and optimisation of the nhs.uk website so that service 
users can easily find community pharmacies in England that provide the nationally 
commissioned services they need.

Our evaluation has revealed that, like pharmacy staff, service users reported a lack of 
understanding around whether they were eligible for services, such as the hypertension case-
finding service. Service users also mention not knowing which pharmacies offer specific services 
and frustration around needed to go to multiple pharmacies to find the services they need. 
Recently, national campaigns have been initiated for Pharmacy First, which can potentially serve 
as a model for raising awareness about other clinical services.

A lack of understanding about the expertise and skills of pharmacists can also negatively affect 
service user attitudes and engagement. However, some service users reported genuine concerns 
about the quality of care they received or strong preferences for receiving clinical services from 
other HCPs (primarily, their GP).

Pharmacy characteristics
The success of CPCF clinical services is influenced by the workforce model and skill mix within a 
pharmacy. Pharmacy owners/managers have had to think creatively about how to make the best 
use of the skill mix of their staff. While in busy pharmacies, a two-pharmacist model often allows 
for optimal task sharing in terms of clinical and prescribing duties, this is not always possible due 
to the associated costs. Nevertheless, pharmacies have seen success with delegating work to 
pharmacy technicians, trainee pharmacists and counter assistants both in supporting delivery of 
clinical services, when permissible, and dispensing. Furthermore, some pharmacies have employed 
automated dispensing to free up more person time for clinical services. Due to financial pressures, 
however, many community pharmacies do not have the resources to enhance their staffing model, 
upskill their workforce or invest in technologies to assist with managing workloads.
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Recommendation 7

Consider more support and resources for community pharmacies to invest in delivery 
models that enable staff to dedicate time to providing CPCF clinical services.

Appropriate physical infrastructure is also instrumental in the delivery of CPCF clinical services. 
A suitable and well-equipped consultation room is required to perform certain CPCF clinical 
services. Service users mentioned that the size and cleanliness of these rooms, as well as their 
perceived levels of privacy, influence their decisions to request or accept these services.

Recommendation 8

Consider providing more specific guidance about consultation room requirements 
for the delivery of CPCF clinical services and investments to ensure that 
consultation rooms are ‘fit for purpose’.

Awareness and relationships with local HCPs
The awareness and attitudes of the HCPs can affect the success of CPCF clinical services and also 
influence trust in these services among potential service users. While relationship building between 
community pharmacies and other HCPs can be challenging, this evaluation showed that working 
not only directly with HCPs but also wider stakeholders, such as representatives from LPCs, PCNs 
and ICBs, can be helpful. However, some policies, namely the ARRS scheme, have inadvertently 
impacted the community pharmacy workforce, increasing competition for qualified pharmacists 
with general practice. According to the UK government, nearly half (46%) of funding from ARRS 
between 2019 and 2023 was spent on recruiting clinical pharmacists to GP surgeries (15).

Competing financial incentives have inadvertently placed community pharmacies and general 
practice in direct competition for some clinical services; however, our evaluation presents 
examples of success where collaboration is enabled through mutually beneficial schemes, such 
IIF or QOF targets. Competition for some clinical services have further hindered the building 
and maintaining of good relationships across primary care; this has also impacted the way that 
service users experience care.

Recommendation 9

Consider ways to minimise competition and promote collaboration between 
community pharmacies and other HCPs; this can potentially be achieved through 
joint commissioning structures and incentive schemes that promote a focus on 
service user outcomes and experiences.

Progress has been made in developing clinical IT systems; however, issues persist regarding IT 
interoperability. In particular, many other HCPs do not use the same clinical IT systems used in 
community pharmacies, and community pharmacists lack access to full medical records that 
provide a more comprehensive view of a service user’s medical history. This is a potential barrier 
to the provision of high-quality care.
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Recommendation 10

Consider ensuring that IT infrastructure is interoperable between community 
pharmacies and other HCPs to facilitate referrals, communication and visibility of 
summary care records; this might entail working directly with local ICBs and NHS 
hospital trusts.

National level factors
Our report identified a number of challenges in providing clinical services related to their 
implementation. As mentioned earlier, community pharmacies are under extreme financial 
pressures, influenced by historic levels of inflation. Further, pharmacists mentioned: changes 
to guidelines for CPCF clinical services occurred quickly and with limited engagement from 
or notice to wider stakeholders; lack of established IT systems at the point of service rollout; 
and complicated training certifications. This complicated the delivery of process of delivering 
services and created additional work for pharmacy staff.

Recommendation 11

Ensure that adequate operational support is in place, in advance of the rollout of 
new CPCF clinical services, so that community pharmacies are well prepared to 
deliver them; this might be achieved through IT infrastructure, training support and 
co-produced service specifications.

How do CPCF clinical services, if at all, meet the needs of diverse populations?

Our evaluation found that most community pharmacies offer a convenient and accessible form 
of care for a lot of people, which can be particularly important to people who may not seek care 
otherwise. Often pharmacies are well integrated into their local communities, with staff speaking 
the languages of local residents, which helps to build levels of trust that are not observed with 
some other HCPs. In particular, relationships with members of the local community can help to 
facilitate access to clinical services among more diverse populations. For example, evidence from 
our evaluation showed that staff’s ability to speak the languages used in the local community 
helps some minoritised ethnic groups to access and engage with care. Although not directly 
evidenced from this evaluation, evidence from the literature shows that community pharmacies 
can also build trust with marginalised groups, such as homeless populations or those with a 
drug addiction (especially when they come in frequently for methadone services), who might 
not otherwise be registered or proactively seek care from a GP, and may come to the pharmacy 
for general advice (16,17). Accordingly, contacts with these groups are opportunities to engage 
individuals with the health system, including opportunistic BP checks (e.g. hypertension case-
finding) and minor ailment consultations (e.g. formerly the CPCS, currently Pharmacy First).

However, the ability of pharmacies to provide care to underserved groups may be threatened 
by growing financial pressures and pharmacy closures. According to the Company Chemists’ 
Association, a trade association for large pharmacies in the UK, between September 2022 and 
June 2024, approximately 64,000 hours of community pharmacy weekly opening hours were 
lost due to restricted opening hours or full pharmacy closures. Notably, reduced hours were 
more pronounced in deprived areas, with the 20% most deprived areas of England experiencing 
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a reduction in opening hours that was 3.6 times higher than the 20% least deprived areas (18). 
Reduced pharmacy opening hours in more deprived areas can potentially worsen already stark 
health inequalities across England. For example, based on data from the UK’s Office of National 
Statistics, men in 2017–2019 from the 10% most deprived areas of England could expect to 
live, on average, 9.4 years less than men from the 10% least deprived areas, and for women this 
difference was nearly 7.7 years (19). Strikingly, people from the most deprived areas are expected 
to live almost two decades less in ‘good health’ than those from the least deprived areas (19). 
Thus, access to convenient and timely health care is essential, especially in more deprived 
regions of the country.

Further barriers to providing care to diverse populations include poor integration between 
pharmacies and GP surgeries, potentially leading those with poorer health literacy to struggle to 
coordinate their own care. Inaccessible consultation rooms for people in a wheelchair or with 
other disabilities may reduce access to care. Limited awareness of CPCF clinical services, with 
language barriers potentially exacerbating knowledge gaps, especially among minoritised ethnic 
populations, if information materials are available only in English. 

Some pharmacists believe that widening the eligibility criteria for the hypertension case-finding 
service to other settings, including care homes, as well as to younger people, could help to 
enhance the impact of this service. While the risk of hypertension increases with age, the Health 
Survey of England found that in 2021 nearly one in ten young adults (16–44 years of age) had 
hypertension (20). Early onset hypertension has been associated with obesity and male sex (21). 
Thus, younger people with obesity, particularly men, could benefit from opportunistic BP checks 
that might lead to earlier intervention and lifestyle behavioural changes.

Recommendation 12

Consider ways in which CPCF clinical services offered in community pharmacies 
could be leveraged to address local health inequalities, especially by engaging 
individuals who might not otherwise seek care.

Considerations for future clinical service commissioning

The CPCF five-year deal was established in 2019, within a very different economic landscape 
than today. Since then, the past five years have witnessed a global pandemic, historic levels 
of inflation (22) and heightened industrial action among GPs (23) which have cumulatively led 
to increased pressures on community pharmacies. These events, coupled with a pharmacy 
workforce shortage (24) and national medicines shortages, have contributed to many of 
the challenges facing community pharmacies today, including the delivery of CPCF clinical 
services (25). 

Future commissioning of clinical services in community pharmacies must consider this new 
economic landscape, the evolving professional role of pharmacists and the forthcoming NHS 
10-Year Health Plan from the current Labour government (26), which aims to shift healthcare
focus from hospitals to communities, from sickness to prevention, and from analogue
to digital. Community pharmacies can play a pivotal role in supporting these shifts, as
highlighted by the recent Independent Investigation of the National Health Service in England
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led by the Rt Hon. Professor the Lord Darzi of Denham, which noted community pharmacies 
as ‘one of the great strengths’ of the NHS, with ‘more than 85 percent of people [living] within 
one mile of a community pharmacy’ (27). The potential for community pharmacies to shape 
the future delivery of clinical services and address growing health inequalities in England will 
depend on how these services are commissioned moving forward.
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Annex A. Participant and case study 
site characteristics 

Nearly half of all participants are from community pharmacies (47%) and a third (36%) are pharmacy 
service users (Table A1). The remaining participants (17%) are other HCPs, their staff and wider healthcare 
stakeholders, including representatives of ICBs or representative bodies (e.g. LPCs or trade associations).

Table A1. Types of participants involved in the evaluation (n=103)

Type of participant

Pharmacy staff 48 (47%)

Brick-and-mortar pharmacy 44

Pharmacist 7

Non-pharmacist pharmacy staff 1

Pharmacy managers (clinical) 13

Contractor/superintendent/owner 16

Head office of large chain 6

Locum pharmacist  1

Distance selling pharmacy staff 4

Pharmacist 1

Manager/owner (clinical) 3

Other stakeholders 18 (17%)

Healthcare providers and staff 7

General Practitioners 2

General practice manager or receptionist 2

Secondary care providers 3

Wider health system stakeholder 11

Integrated care board 5

Representative bodies 5

Other 1

Service users 37 (36%)

Service user 37

n  (%) 
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The 44 participants from brick-and-mortar pharmacies represent 36 community pharmacies. Of 
these pharmacies, 25% are co-located with a GP surgery (Table A2). About half of all pharmacies 
(52.0%) are located in relatively more deprived areas of England (as measured by IMD decile), 
and about two-thirds (66%) are located urban settings. Almost half are independent pharmacies 
(47%). Other factors of interest, not shown in the table, include: one pharmacy is located in a 
supermarket, fourteen are located on a high street, and nine are in a coastal town or city.

Table A2. Brick-and-mortar pharmacy characteristics (n=36)

Pharmacy characteristic n (%)

Co-located with GP

Co-located with GP surgery 9 (25%)

Not co-located with GP surgery 27 (75%)

Region of England

East of England 7 (19%)

London 6 (17%)

Midlands 7 (19%)

North East and Yorkshire 6 (17%)

North West 4 (11%)

South East 3 (8%)

South West 3 (8%)

Level of deprivation*

Less deprived 17 (47%)

More deprived 19 (52%)

Location

Rural 12 (33%)

Urban 24 (66%)

Model

Independent 17 (47%)

Small chain 7 (19%)

Large chain 12 (33%)

*Deprivation is based on the Indices of Multiple Deprivation deciles,
with most deprived areas defined as deciles 1–5 and least deprived
areas defined as deciles 6–10.

The five site visit pharmacies were selected from among the 36 brick-and-mortar community 
pharmacies included in the evaluation, sampled for their location in urban versus rural areas, 
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region of England, level of deprivation (as measured by IMD decile), type of pharmacy, workforce model 
and whether they are co-located with GP surgery (Table A3).

Table A3. Case study site characteristics

Characteristic Number of sites 

Location

Rural 2

Urban 3

Deprivation*

More deprived area 4

Less deprived area 1

Pharmacy type

Independent pharmacy 2

Medium-chain pharmacy 2

Large-chain pharmacy 1

Workforce model

Single pharmacist model 3

Two (or more) pharmacist model 2

Co-location with GP surgery

Yes 3

No 2

Region

East of England 1

South East 1

North East and Yorkshire 1

London 1

Midlands 1

*Deprivation is based on the Indices of Multiple Deprivation deciles, with most deprived
areas defined as deciles 1–5 and less deprived areas defined as deciles 6–10.

Among 37 service users included in the evaluation, 30 of the 37 completed a pre-interview/focus 
group questionnaire (Table A3). About one-third of participants (32%) identified as white and 
about half of participants identified as belonging to a minoritised ethnic group (49%). A majority 
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of participants were female/women (60%), with 30% in very good/good overall health. While 30% 
reported having a disability, 46% reporting having a long-term condition that impacts daily activities 
‘a little’ or ‘a lot’, which is the definition of disability according to the UK’s Equality Act 2010.

Table A4. Characteristics of service users (n=37)

Service user characteristics n (%)

Ethnicity

Any other ethnic group 1 (3%)

Asian / Asian British 8 (24%)

Black / African / Caribbean / Black British 9 (22%)

White 12 (32%)

Unknown 7 (19%)

Age

18–35 3 (8%)

36–45 8 (22%)

46–55 8 (22%)

56–65 6 (16%)

66–75 5 (14%)

Unknown 7 (19%)

Gender

Female / Woman 22 (60%)

Male / Man 7 (19%)

Unknown 8 (22%)

Region 

North East 1 (2.7%)

North West 2 (5.4%)

London 16 (43.2%)

Midlands 2 (5.4%)

South East 2 (5.4%)

South West 2 (5.4%)

Yorkshire and the Humber 1 (2.7%)

Unknown 11 (29.7%)
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Overall health 

Bad 3 (8%)

Fair 16 (43%)

Good 7 (19%)

Very good 4 (11%)

Unknown 7 (19%)

Disability or long-term condition 

No 17 (46%)

Yes 11 (30%)

Prefer not to say 2 (5%)

Unknown 7 (19%)

Long-term condition impacting daily activities

No 12 (32%)

A little 5 (14%)

A lot 12 (32%)

Prefer not to say 1 (3%)

Unknown 7 (19%)
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Annex B: Service user perspective on 
CPCF clinical services 

The 30 service users who completed the pre-interview/focus group questionnaire were asked 
about their experiences with each of the CPCF clinical services.

• Experience: How was your experience in receiving or being offered the service?

• Ease: How easy was it to access the service?

• Confidence: How confident were you that the service met your healthcare needs?

• Explanation: How clearly was the service explained?

• Likelihood of access: How likely are you to go to a pharmacy to receive the service (again)?

• Quality of interaction: How would you rate your interaction with the person who delivered and/
or offered the service?

Key

Each of the tables below (A5 – A10) has been visualised using a two-colour scale based on the 
frequency of responses. Note that this shading is based on the relative proportion for each table 
rather than the whole, hence the difference in shading between tables.

Table A5. Hypertension case-finding service

Very negative Negative Neutral Positive Very positive

Experience (n=14) 0 0 2 0 12

Ease (n=14) 0 0 0 5 9

Confidence (n=14) 0 0 2 6 8

Explanation (n=15) 0 0 2 9 6

Likelihood of accessing (n=13) 1 0 2 4 9

Quality of interaction (n=16) 0 0 0 5 11

Least frequent responses Most frequent responses
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Table A6. New Medicine Service

Very negative Negative Neutral Positive Very positive

Experience (n=14) 0 0 1 7 7

Ease (n=11) 0 0 0 6 5

Confidence (n=14) 0 0 4 5 5

Explanation (n=15) 0 0 2 7 6

Likelihood of accessing (n=15) 0 0 3 6 6

Quality of interaction (n=14) 0 0 1 7 6

Table A7. Discharge Medicines Service

Very negative Negative Neutral Positive Very positive

Experience (n=7) 0 0 2 3 2

Ease (n=6) 0 0 0 4 2

Confidence (n=7) 0 1 1 2 3

Explanation (n=7) 0 1 0 4 2

Likelihood of accessing (n=7) 0 0 1 4 2

Quality of interaction (n=7) 0 1 0 3 3

Table A8. Smoking Cessation Service

Very negative Negative Neutral Positive Very positive

Experience (n=3) 1 0 1 0 1

Ease (n=2) 0 1 0 0 1

Confidence (n=3) 1 0 0 1 1

Explanation (n=3) 0 1 1 0 1

Likelihood of accessing (n=3) 1 0 1 0 1

Quality of interaction (n=3) 1 0 1 0 1
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Table A9. Pharmacy Contraception Service

Very negative Negative Neutral Positive Very positive

Experience (n=3) 0 0 1 2 0

Ease (n=3) 0 0 0 2 1

Confidence (n=3) 0 1 0 2 0

Explanation (n=3) 0 0 1 1 1

Likelihood of accessing (n=7) 0 0 1 1 2

Quality of interaction (n=7) 0 0 1 1 1

Table A10. Influenza vaccination service

Very negative Negative Neutral Positive Very positive

Experience (n=21) 0 0 6 6 9

Ease (n=15) 0 2 0 3 10

Confidence (n=16) 0 0 5 2 9

Explanation (n=21) 2 0 5 5 9

Likelihood of accessing (n=21) 5 1 2 4 9

Quality of interaction (n=21) 0 0 5 6 10




