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Abstract
Background  With increasing demands on the National Health Service (NHS), Scottish Government-led pharmacy strategy 
has prioritised the development and expansion of outpatient services. Pharmacist-led outpatient clinics have been shown 
to reduce hospital admissions and improve patient outcomes. However, expanding these contemporary models of care has 
proved challenging, and there are few qualitative data about the factors affecting the provision of these.   
Aim  This study aimed to explore the enablers and barriers to hospital pharmacists providing outpatient clinics within the 
largest health authority in Scotland, NHS Greater Glasgow & Clyde (NHSGGC).
Method  Between August and October 2020, one-to-one semi-structured interviews were conducted virtually using the 
videoconferencing platform Microsoft Teams®, with NHSGGC hospital pharmacists who did or did not provide clinics. 
Audio- and video-recordings of the interviews were transcribed verbatim and underwent thematic analysis.
Results  16 hospital pharmacists were interviewed; 50% were clinic providers and 50% were not. Analysis generated seven 
themes: clinical or service need, individual factors, clinic structure and processes, additional clinical skills and training, com-
peting priorities, macro-level pharmacy working, and external stakeholder relationships. Many of these were interdependent 
and had the potential to be an enabler or a barrier to clinic provision, depending on the context or individual. 
Conclusion  The enablers and barriers to hospital pharmacists providing outpatient clinics are multifaceted, incorporating 
individual, systematic and professional factors. The implementation of new national professional curricula may help address 
many of these factors, however prospective research needs to accompany this vision.

Keywords  Hospitals · Outpatients · Pharmacists · Pharmacy services · Qualitative research · Scotland · United Kingdom

Impact Statements

•	 The barriers and enablers to the provision of a pharma-
cist-led outpatient clinic described in this study provide 
a basis for better understanding the factors contributing 

to the inertia in hospital pharmacist-led clinic forma-
tion and expansion.

•	 A broader over-arching question of ‘whose job is it to 
develop new roles and new services’ remains unclear 
from this study.

•	 The implementation of new professional curricula may 
offer potential solutions by supporting both the develop-
ment of clinical skills, including autonomously managing 
clinical risk, and non-clinical skills, inclusion leadership, 
and service development.

•	 Future research should evaluate the impact of such an 
approach and implementation science frameworks may 
also offer additional means to realise this change at the 
macro-level.
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Introduction

Day-to-day roles of pharmacists worldwide have developed 
over the last thirty years beyond traditional dispensing roles, 
to now also include tasks relating to medication review, 
optimisation, and monitoring [1]; such roles are known to 
improve patient outcomes and treatment goals [2, 3]. Addi-
tionally, in many countries pharmacists have been provided 
with the legal premise to prescribe medicines; and there is 
growing evidence that the effectiveness and safety of autono-
mous non-medical prescribers, including pharmacists, are 
comparable to those delivered by medical prescribers in a 
variety of clinical settings [4, 5].

United Kingdom (UK) legislation has enabled pharma-
cists to become independent prescribers upon successful 
completion of an accredited course; this usually consists 
of university-based taught components and experiential 
based learning [6, 7]. Pharmacist Independent Prescribers 
(PIPs) have demonstrated their benefits for inpatients whilst 
working in the acute hospital-based setting [8, 9]. However 
through clinic provision, PIPs have also shown their value 
for outpatients by optimising medicines with known prog-
nostic importance [10, 11]. In Scotland, an increasingly 
elderly and multi-morbid population pose sustainability 
challenges to the National Health Service (NHS), requiring 
a modernisation of the multidisciplinary skill mix and sector 
of care in which care is delivered [12–17].

Scottish Government pharmacy strategy has prioritised 
utilising the expertise of pharmacists to improve the delivery 
of services, such as outpatient services and clinics [18]. For 
hospital pharmacists, a major component of these services 
is the provision of outpatient duties which encompasses the 
greater use of PIPs in specialist clinics within both commu-
nity- and hospital-based settings. [18, 19]. Exemplar mod-
els of pharmacist-led clinics utilising advanced skills, such 
as clinical examination and venepuncture, and independent 
prescribing (IP) qualification, in specialties like cardiology, 
have produced measurable benefits [20]. However, anecdotal 
evidence suggests the expansion of these clinic models into 
other specialities is limited.

There appears to be few worldwide qualitative data 
about the enablers and barriers to the provision of hospital-
based pharmacist-led clinics which is perhaps indicative 
of how this specialist outpatient role is still in its relative 
infancy. Despite including pharmacists, findings from a 

tri-continental study designed to determine the enabler and 
barriers to hospital-based clinicians establishing post-ICU 
clinics are limited by their aggregation with that of other 
healthcare professionals (HCPs), meaning pharmacist-spe-
cific enablers and barriers are non-extractable [21]. Other 
exploratory studies only address the behavioural inten-
tions and expectations of hospital pharmacists potentially 
expanding their services, with no practical observations and 
information about service expansions and provision [22, 
23].

The rationale for this new study was to provide findings 
that would help inform future local practical implementation 
strategies for scaling up pharmacists involvement in outpa-
tient clinics, in line with government policy.

Aim

This study aimed to explore the enablers and barriers to 
hospital pharmacists providing outpatient clinics within the 
largest health authority in NHS Scotland.

Ethics approval

The NHS West of Scotland Research Ethics Service Scien-
tific Officer advised that ethical review was not required, on 
the basis that this study was a service evaluation aiming to 
deliver government strategy [18]. Approval was obtained, 
from local governance teams within the health author-
ity, as this study formed part of a wider pharmacy service 
evaluation.

Method

Setting

This study was conducted within NHS Greater Glasgow & 
Clyde (NHSGGC), the largest autonomous regional health 
authority in Scotland which provides healthcare to a popula-
tion of 1.14 million residents [24]. 34% of the most socially 
and economically deprived areas in Scotland are within the 
NHSGGC authority [25]. Approximately, 170 pharmacists 
work across nine hospitals in NHSGGC.
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Sampling

Our purposive sampling strategy aimed to recruit pharma-
cists working within different hospital sites and specialties 
(e.g. cardiology, oncology, mental health), as well as differ-
ent levels of hospital and clinic experience [26, 27]. A sam-
ple of between 12–20 participants was estimated to poten-
tially achieve data saturation [27–30], whilst we intended to 
have an equal number of hospital pharmacists who provided, 
and did not provide, an outpatient clinic. The intended goal 
of the sample was to provide a breadth of experiences about 
both the enablers and barriers to outpatient clinic provision.

Participant inclusion criteria were permanent or fixed-
term employed hospital pharmacists of any level, pay grade, 
or seniority; who worked in any of the nine hospital sites 
within NHSGGC [24]. Exclusion criteria included: those 
on maternity/paternity or sick leave at the time of the study; 
and the researchers, who were pharmacists, involved in the 
study. Additionally, pharmacists with less than two years 
post-registration experience were excluded since they would 
have been in an early career training position and would be 
ineligible to gain the additional qualifications (e.g. IP) and 
experience that are needed to potentially provide a pharma-
cist-led outpatient clinic [6, 7].

Participant recruitment

A participant information leaflet was disseminated in an 
internal email in February 2020 by the lead pharmacist for 
all hospital pharmacists within NHSGGC; a reminder email 
was sent two weeks later. All interested participants were 
invited to contact the lead author by email or telephone, who 
issued consent forms that were completed and returned by 
email or post. No incentives were offered for participation.

Data collection and handling

Prior to the interviews, two semi-structured interview sched-
ules (one for those who provided pharmacist-led clinics and 
one for those who did not) were developed (GB, PF) based 
on the aims of the study. The schedule were then piloted on 
one independent pharmacist with four months experience 
of outpatient service provision, modified and developed for 
use in the main study (see Supplementary File); these pilot 
interview data were excluded from the study. Due to the 
COVID-19 pandemic, interview dates were postponed and 
took place between August and October 2020. At this point 
each participant was contacted and invited to participate in 
an online interview using the videoconferencing platform 
Microsoft Teams® [31]. At the interview, each participant 
reaffirmed their consent verbally and were informed that 

the main purpose of the interview was to explore their own 
views and experiences on clinic provision, and to describe 
factors that enabled or prevented them from doing this. All 
interviews lasted between 15–30 minutes, and were video-
recorded; these interviews were subsequently transcribed in 
verbatim and anonymised (GB). These transcripts were then 
accuracy checked by an independent staff member who did 
not take part in the study. All electronic data were stored on 
encrypted and password protected NHS computers. After 
transcription and validation, all recordings were deleted.

Data analysis

Both coders (GB and PF) were male pharmacists, with a 
range of experience from 6 to 19 years working in hospi-
tal and community-based pharmacy respectively. All tran-
scripts were uploaded onto the qualitative data analysis 
software NVivo 12.0 (QSR International Pty Ltd.) [32]. All 
transcribed data underwent thematic analysis using Braun 
and Clarke’s recommended six phases [33, 34]. After famil-
iarisation with the raw transcript data, and with a primary 
focus on the study aim, an inductive approach was used to 
segment the data into meaningful categories and descrip-
tors (i.e. generating initial codes). One quarter (n = 4) of 
all transcriptions were independently coded (GB and PF), 
with a random number generator used to select transcripts. 
From this, a preliminary coding scheme was produced, and 
applied, across all past and future interviews; transcripts 
were reviewed continuously with constant comparisons 
made between the generated codes and the data to allow the 
incorporation of consistent and differing responses (GB). 
Patterns of this coded data were collated into broader con-
cepts which linked them together (i.e. themes) [33–35]. The 
derivation, review, and refinement of themes were discussed 
regularly (GB and PF), and continued until each theme was 
defined and had a clear narrative that was relevant to the aim 
of this study. Analysis continued concurrently with further 
participant recruitment until data saturation was achieved; 
further participant recruitment stopped at this stage [33, 36]. 
Once all interviews were included, and to provide an exter-
nal check on the data and analysis process, these themes and 
sub-themes were critiqued and validated by an experienced 
qualitative research associate (ED) [34, 37, 38]. Differences 
in interpretation were resolved by consensus; both semantic 
and latent themes, with sub-themes, emerged from the data. 
The reporting of this study conforms to the consolidated 
criteria for reporting qualitative studies (COREQ) guide-
lines [39].
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Results

Data saturation was achieved after 16 hospital pharmacists 
were interviewed; their characteristics are presented in 
Table 1. Most participants were female (n = 11) and median 
age was 38 years. Other professional and demographic 

characteristics were broadly similar between the clinic- and 
non-clinic-providing pharmacist cohorts. Analysis generated 
seven themes relating to enablers and barriers; many of these 
were interdependent and had the potential to be an enabler 
or a barrier to clinic provision, depending on the context 
or individual. A narrative of each theme and sub-theme is 

Table 1   Characteristics of 
participating pharmacists

IQR interquartile range (Q1–Q3), NHS national health service
a NHS pay grade/banding as specified by the NHS Scotland—Scottish Terms & Conditions Committee[40]
b Standard full time working hours in NHS Scotland are 37.5 h per week
c Specialties as defined by the General Medical Council[41]
d Additional skills/training were viewed by participants as being achieved following the completion of a 
nationally recognised course

Variables Pharmacists who pro-
vided a clinic (n = 8)

Pharmacists who did not 
provide a clinic (n = 8)

Both cohorts 
combined 
(n = 16)

Participants P1, P2, P4, P5, P6, P8, 
P10, P13

P3, P7, P9, P11, P12, 
P14, P15, P16

Age, years
Median (IQR) 38.5 (31.0–42.5) 35.0 (29.5–39.5) 38.0 (30.5–40.0)
Gender, n
Female 5 6 11
Male 3 2 5
Time qualified as a pharmacist, years
Median (IQR) 16.0 (8.0–20.5) 12.0 (6.5–16.5) 15.5 (7.5–18.0)
Time practising as a hospital pharmacist, years
Median (IQR) 13.0 (8.0–19.5) 12.0 (6.5–16.0) 12.5 (7.5–16.5)
Achieved an independent prescrib-

ing qualification, n
8 7 15

Time qualified as an independent prescriber, years
Median (IQR) 3.8 (2.0–8.3) 2.1 (0.3–3.0) 3.0 (0.8–4.5)
NHS pay grade/bandinga, n
Band 6 0 1 1
Band 7 2 3 5
Band 8a 5 3 8
Band 8b 1 1 2
Working time per weekb, hours
Median (IQR) 37.5 (32.8–37.5) 35.75 (30.0–37.5) 37.5 (30.0–37.5)
Frequency of rotation through more than one specialty in their current rolec, n
Doesn’t occur in current role 7 4 11
Daily 0 3 3
Weekly 1 0 1
Monthly 0 1 1
Additional post-graduate qualifications, n
Post-graduate diploma 4 5 9
Masters degree 4 5 9
Additional clinical skills/trainingd, n
Clinical skills 5 6 11
Consultation skills 2 3 5
Advanced clinical assessment 1 0 1
Venepuncture 1 0 1
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detailed below and illustrative quotes for each are presented 
in Table 2.

Clinical or service need

Most pharmacists providing an outpatient clinic described 
its establishment following an increased service or clini-
cal demand. Examples of clinical demands were: the need 
for the therapeutic monitoring of medicines, post-discharge 
medication optimisation or patients requiring consideration 
for a newly approved medicine.

Individual factors

Personal motivation

All participants cited a personal motivation to progress their 
career and achieve greater job satisfaction through clinic 
provision. However, confidence and a locus of control fre-
quently regulated their ability to achieve this.

Confidence with risk

Limited experience in the clinic environment was a major 
obstacle, with most participants disclosing an apprehen-
sion about the potential clinical risks associated with the 
increased responsibility of the outpatient role. Others 
revealed a perceived “fear of the unknown” associated with 
some aspects of clinic provision. Examples included: physi-
cal patient assessment, being left alone in the clinic room 
with a patient, or having to unexpectedly manage a very 
unwell or complicated patient. However, all clinic-providing 
pharmacists stated that these initial anxieties faded over time 
as they gained more confidence and experience through the 
sustained delivery of their clinic.

Locus of control

Many clinic-providing participants portrayed a strong inter-
nal locus of control where they proactively engaged with 
their multidisciplinary team (MDT), and drove the establish-
ment of their outpatient roles themselves; rather than relying 
upon their pharmacy department or management team. This 
strong leadership often fostered creative solutions to barri-
ers and facilitated external funding and resource for their 
outpatient role.

In contrast, an external locus of control predominated in 
the non-clinic providers who described a need to be directly 
presented with opportunities and resources from either 
pharmacy management or the MDT; whilst some divulged 
previous unsuccessful requests for funding from pharmacy 
services. Pertinent to this was a perceived requisite to obtain Ta
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permission from pharmacy management before pursuing 
potential outpatient roles within their MDTs. However, there 
were no formal examples of permission being denied, and 
even departmental assurances about the non-requirement 
for permission did not always provide participants with 
reassurance.

A difference in viewpoint between whose role it is to 
develop services, provide solutions, and find or restructure 
resource seemed apparent between clinic- and non-clinic-
providing pharmacists.

Clinic structure and processes

Defined patient cohorts in initial stages

Clinic-providing pharmacists detailed how their role was 
created to provide a service to a clearly defined cohort of 
patients, and that they had a clear understanding with their 
MDT about what patients they would review. Once they 
became more comfortable with their role, they were pro-
vided with further opportunities to take responsibility for an 
expanded cohort of patients. In some cases, this led to even 
more resource to continue and expand their outpatient role 
within their MDT.

Integration within standard patient treatment pathways

All clinic providers could clearly define their MDT outpa-
tient model and how patients were referred to their pharma-
cist-led clinic. Clinic providers were typically able to detail 
how their clinic improved the overall service efficiency or 
effectiveness. In contrast, non-clinic providers provided 
examples of being uncertain where they fit within the out-
patient journey.

Exemplar peers

The clinic providers highlighted the value of collaborating 
with a network of pharmacists who were already providing 
a clinic, similar to their own. However, non-clinic providers 
revealed that without an exemplar they struggled to establish 
a new clinic, or expand their existing role within their MDT.

Practical and administrative support

All participants disclosed how their lack of knowledge about 
the processes for establishing a clinic hindered their progress 
in implementing them. However, clinic providers described 
how administrative support from within their MDT allowed 
them to better manage the administrative tasks and workload 

associated with their outpatient clinic (e.g. dictation). The 
biggest physical barrier to clinic provision was the need for 
clinic space, though the MDT provided this in most cases. 
The provision of support from other MDT members was 
viewed as essential by all clinic-providing pharmacists to 
assist with the progression of their clinic training and inte-
gration into the MDT outpatient model.

Additional clinical skills and training

Prescribing, examination and consultation skills

Most clinic-providing pharmacists acknowledged the ben-
efits of obtaining and developing extra clinical skills and 
training (e.g. physical examination). However, despite 
obtaining more additional clinical skills and post-graduate 
qualifications (see Table 1), the non-clinic providers per-
ceived a need for further clinic-specific skills and training. 
Others highlighted that until they had obtained their inde-
pendent prescribing qualification, they were unable to pro-
vide the clinic, or were reliant on other MDT members to 
carry out prescribing activities for their patients.

Mentorship and preceptorship of clinical skills

Clinic-providing pharmacists described the value of having 
a mentor to support their training. Some recounted shadow-
ing and observing their peers or MDT colleagues who were 
already running a similar type of clinic, and explained that 
this allowed them to gain a better understanding of the clinic 
setting and specialist practice. Others described the benefits 
of having a preceptor who assessed their individual progress 
and level of competency, in addition to providing clinical 
support and reassurance during the earlier stages of their 
training and clinic provision.

Competing priorities

Additional resource required

For most non-clinic providers, it was felt that more resource 
or some kind of “backfill” was essential to allow them the 
opportunity to expand their inpatient role into the outpatient 
setting. Many felt that the current staffing within their hos-
pital pharmacy team was insufficient to cover their inpatient 
workload and commitments; in general, or with reference 
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to specific tasks (e.g. medicines reconciliation, screening 
discharge prescriptions).

Clinic-providing pharmacists detailed how initially they 
either: had temporary (e.g. funding to provide a clinic 2 days 
per week) or no extra resource, but managed to demonstrate 
cost-effectiveness and service efficiency through their out-
patient role, which resulted in the provision of extra resource 
from the institution, and allowed them to further expand 
their role within the outpatient service.

Prioritisation of workload

Most non-clinic providers revealed that the inpatient work-
load was their priority and that it was unclear to them if 
clinic provision was a priority. Many could not see beyond 
their inpatient commitments to afford time to explore oppor-
tunities within the outpatient setting. Some described a fear 
of the potential consequences of sacrificing their inpatient 
workload and were concerned of the potential impact this 
would have on their pharmacy colleagues or other HCPs 
based in the clinical areas they cover.

Some clinic-providing pharmacists explained that, despite 
having no extra resource, they managed the inpatient work-
load and prioritised their outpatient role through informal 
arrangements with the rest of their hospital pharmacy team 
(e.g. arranged cover for their workload during their protected 
clinic time). Others described having flexible working-time 
arrangements between their MDTs and their pharmacy 
department to facilitate the expansion of their role into the 
outpatient setting.

Macro level pharmacy working

Participants commonly realised the need for wide-scale 
working, beyond their own roles. The approach to this 
typically differed, however, between clinic providers and 
non-clinic providers.

Whole system working (cross‑sector)

Many participants highlighted that they felt there were dif-
ferences in the opportunities available for different pharma-
cists in different areas of practice; the most commonly cited 
example was the greater prioritisation of service develop-
ment in primary care over the secondary care setting. How-
ever, this feeling of inequality was even felt between differ-
ent pharmacy teams within the same hospital. Given that the 
NHS is built on a premise of service equity and universality, 
some non-clinic providers were concerned that the potential 
outpatient service they could provide in one hospital site 
would not necessarily be replicable in another. Conversely, 
clinic  providers described coordinated working across 

traditional boundaries with pharmacy colleagues from dif-
ferent sectors and locations; utilising shared resources to 
facilitate expanded outpatient services.

Team‑level changes and beyond

A desire for widespread change at the health authority level 
was pertinent amongst all pharmacists, and changing current 
practice at individual hospital sites or teams was deemed 
insufficient to allow the wider progression of the pharmacist 
role to the outpatient setting. Some participants, whether 
they provided a clinic or not, expanded on this and high-
lighted the need for prioritising personal and service devel-
opment over inpatient workload, and that this needed to be 
made clearer at the health authority level to facilitate this 
large-scale change.

One proposed solution from many clinic and non-clinic 
providers was a greater role for their technician colleagues 
to take on inpatient-associated tasks that were traditionally 
only carried out by pharmacists (e.g. medicines reconcilia-
tion); two pharmacists explained how they have already inte-
grated clinical technicians within their teams to allow them 
to prioritise the expansion of their outpatient clinic role.

External stakeholder relationships

MDT recognition of pharmacist outpatient role

MDT awareness of the potential benefits that a pharmacist 
could bring to their teams was viewed as essential; all par-
ticipants explained that without pharmacy promotion, poten-
tial clinic-providing opportunities would likely go to other 
HCPs. Many non-clinic providers desired senior pharmacist 
support to facilitate these external relationships, and to pro-
mote the pharmacist role within the outpatient setting at the 
executive level. However, despite not yet approaching MDT 
members themselves, most revealed a belief that MDT mem-
bers would support the idea of a pharmacist within their out-
patient service, and that this was not a barrier. Conversely, 
clinic-providing pharmacists explained that after promot-
ing their role for a period of time, their MDT is aware of 
their value to such an extent that they present new potential 
opportunities directly to them.

Patient recognition of pharmacist outpatient role

Clinic and non-clinic providers discussed the potential 
benefits that positive patient recognition of the pharmacist 
can have to enabling new opportunities for clinic provi-
sion. Some reported positive informal patient feedback, 
whilst others revealed patient-reported gaps (e.g. there 
is currently no pharmacist input to a service that treats a 
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condition which mostly involves medicine prescribing, 
monitoring and adjustment) in their current service provi-
sion by other HCPs, especially in relation to their medicines 
management.

A visual illustration of how all of these themes relate over 
time at different stages of clinic provision is shown in Fig. 1.

Discussion

Statement of key findings

Participants in this study described multiple complex over-
lapping enablers and barriers to clinic provision. These 
included: clinic prerequisites and requirements, as well as 
knowledge and support for the practical and clinical aspects 
of clinic provision; individual factors and competing priori-
ties; pharmacy-team specific factors, from the micro to the 
macro level; competing priorities; the roles of preceptors, 
mentors and peers; and relationships with external stake-
holders, such as the MDT and patients.

Clinic-providing pharmacists frequently revealed the 
benefits of obtaining several clinic pre-requisites such as: a 
clear service need, support and resource from senior hospi-
tal department staff, a clearly defined cohort of patients to 
manage, MDT integration and support, administrative sup-
port, and protected clinic slots and physical spaces. Globally, 

these are all established enablers to clinic provision by other 
HCPs [21, 42, 43], with some of these also potentially aiding 
the progression of clinical pharmacy services and independ-
ent prescribing activities [22, 23, 44, 45].

Despite having achieved a greater number of additional 
clinical skills and post-graduate qualifications, the desire 
for further skills and training amongst non-clinic-providing 
pharmacists was prominent; indicating that the training pro-
vided by current post-graduate courses may be inadequate to 
overcome certain practical barriers. With participants in our 
study highlighting the benefits of mentorship and precep-
torship; more clinic-specific training and direct supervision 
which incorporates these, seems a logical approach.

Individual factors predominated throughout the inter-
views, and are widely reported worldwide as barriers to 
pharmacists progressing their roles, and undertaking clini-
cal activities such as independent prescribing and research 
[23, 45–49]. Our findings that MDT integration and support 
gradually addressed the issues of confidence and clinical 
competency, are also supported by the literature [44–46]. 
However, as well as at the individual level, participants 
revealed organisational level features. Non-clinic provid-
ers disclosed a perceived need for permission from senior 
pharmacists and pharmacy services. This is substantiated by 
existing literature that details a lack of progression in clinical 
activities carried out by pharmacists without management 
approval and support [23, 45, 46, 50]. However, in our study 
there were no formal cases of participants being denied 

Fig. 1   Enablers (green) and barriers (pink) to the provision of outpatient clinics by hospital pharmacists
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permission; this fatalism has previously been highlighted 
as a barrier to NHS pharmacists undertaking research [50].

The need to overcome barriers with creative solutions 
that result in the implementation of their outpatient role was 
evident in our study. This requisite for creative leadership to 
facilitate clinic provision is not unique to pharmacists [21]. 
Participants revealed competing individual priorities and 
perceived differences between different pharmacy teams in 
hospital- and community-based settings; these issues appear 
to also hinder the development of hospital-based pharmacy 
services in other countries [23].

Although our inductive analysis was not framed a-priori 
around implementation science, our findings fit well into the 
five domains described in the Consolidated Framework For 
Implementation Research [51]; intervention characteristics 
(e.g. independent prescribing and additional clinical skills), 
outer setting (e.g. multidisciplinary integration and rela-
tionships), inner setting (e.g. department vision, competing 
priorities, protected time for clinics), individuals (e.g. confi-
dence, locus of control), and the process of implementation 
(e.g. preceptorship, practical and administrative elements 
of setting a clinic up). Utilising such frameworks may offer 
means to realise changes at the macro-level.

Strengths and weaknesses

This study not only produced qualitative data about the bar-
riers, but also detailed enablers from the actual insights and 
experiences of participants that succeeded in a system where 
these barriers are present to now provide clinics routinely as 
part of their role.

This evaluation covered the largest health authority in 
Scotland, and our purposive sampling strategy enabled us to 
obtain qualitative data from clinic- and non-clinic-providing 
hospital pharmacists, with a variety of different demographic 
and professional characteristics [26, 27].

There were some limitations. The interviewer (GB) 
was known in a professional capacity by some participants 
which may have introduced some response bias. However, 
the potential benefits of interviewer-respondent familiarity 
and rapport have been reported, but the effects of this on the 
quality of data are still not fully understood [52–57]. This 
study was carried out within one regional health authority 
and it is unclear if all of these findings would be applicable 
to other health authorities.

Interpretation and further research

Our study suggests that individual- or hospital-level changes 
alone will be insufficient to progress wholesale change. The 

results raise a broader question; whose job is it to develop 
new roles and new services, clinicians or organisations/man-
agers? Our study hints that there is not a consensus view in 
the incumbent workforce and that many individual barri-
ers may be secondary to a systematic discord in the current 
workforce model as to whose responsibility it is to develop 
new roles and to take forward new service developments 
(e.g. where should the locus of control sit?).

Scotland is beginning to address this issue through the 
publication of national pharmacist career pathway review, 
and the operationalisation of new Royal Pharmaceutical 
Society professional curricula [58, 59]. These changes will 
link all pharmacists to an appropriate national curricula, 
which intends to support the development of clinical skills, 
including autonomously managing clinical risk, and non-
clinical skills, inclusion leadership, service development, 
education of less experienced colleagues and research/
service evaluation [58, 59]. Such curricula are intended 
to evidence skills application, rather than the acquirement 
of new knowledge. To increase the likelihood of success 
with these bold visions, completion of such curricula needs 
to be linked to career reward and progression [60]. Fur-
ther research would need to test how to implement, and to 
what extent pharmacists accept, responsibilities of formal 
distributed leadership [60]. Broader work is also required 
within NHS Scotland to define and implement appropriate 
support-structures [61]. Prospective research should assess 
the impact of this vision on professional confidence and effi-
cacy, and ultimately outpatient clinic provision.

Conclusion

The complex enablers and barriers to hospital pharma-
cists providing outpatient clinics are multifaceted and will 
unlikely be resolved by one single intervention. Changes are 
required at the micro-level (e.g. individual and team) and the 
macro-level (e.g. institution and health authority). A broader 
over-arching question of ‘whose job is it to develop new 
roles and new services’ remains unclear. The forthcoming 
implementation of new professional curricula may enable 
pharmacists to overcome the individual and systematic bar-
riers that prevent them from currently progressing the devel-
opment of outpatient clinic services; prospective research 
needs to accompany this vision.
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