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10 Year Workforce Plan: Call for evidence
Section One: the 3 Shifts

About the Royal Pharmaceutical Society
 
The Royal Pharmaceutical Society (RPS) is the professional body for pharmacists and pharmaceutical scientists. Our members work across health and care, including in community pharmacy, general practice, hospitals, care homes and specialist settings. 
 
Pharmacy is the third largest health profession after medicine and nursing. More than 65,000 pharmacists and 27,000 pharmacy technicians work across all care settings. 

The 10-Year Health Plan recognises the key role that pharmacists will play in delivering the NHS of the future. Our members will be central to reducing health inequalities, managing the growing cost of long-term conditions, and delivering best value from the nearly £20 billion spent on medicines each year. 
 
We have welcomed the Government’s continued support for advancing the clinical role of pharmacists, including through the new generation of pharmacist prescribers. Pharmacist expertise will be crucial to developing new models of neighbourhood health, assuring patient access to medicines, and supporting critical NHS services.
 
Amid major reforms and budget cuts, strong pharmacy leadership must be retained and visible across the system, from commissioning through to delivery, to safeguard quality, ensure best use of the NHS medicines budget, and deliver on key national priorities.
 
Following a member vote, the RPS is working towards becoming the Royal College of Pharmacy in 2026.
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[bookmark: _Toc213413548]Delivering the three shifts
1. Hospital to community  
Pharmacists are the most accessible and frequently visited healthcare professionals in our communities (1-4), yet remain an underutilised but rapidly expanding clinical workforce, capable of delivering far more care closer to home. 
· Expanding pharmacist-led clinical capacity:  As of September 2025, 24,084 pharmacists in Great Britain (≈36% of the register) held an independent prescribing (IP) annotation, up year-on-year. (GPhC workforce data Sep 2025). From September 2026, all newly qualified pharmacists will enter the GPhC register as IPs from day one, fundamentally shifting baseline practice. (5,6, 8–10)  
· Underuse in community settings: Despite the growth in pharmacy qualifications, use remains limited in community pharmacy pending wider commissioning and infrastructure. Results from the NHS England’s Community Pharmacy Workforce Survey 2023 show that only ~15% contractors currently use their IP skills in practice. (7)  NHS England are currently running IP pathfinder sites in community pharmacies and the learnings will help to establish workforce needs.
· Safe transitions and optimisation: Transfer-of-care, deprescribing and medicines optimisation services (e.g. Discharge Medicines Service / Transfers of Care Around Medicines - TCAM, Structured Medication Reviews - SMRs) demonstrably reduce medicines-related harm and hospital readmissions. In 2023/24, ~2.9 million SMRs were delivered in England (≈+15% vs 2022/23). (11–13)  These services need to be better utilised to gain maximum benefit for the patient.
· Community integration: National services (e.g., Pharmacy First, contraception, blood pressure (BP) checks, discharge medicine reviews) are embedding pharmacists within integrated neighbourhood models, shifting care and demand out of hospital and general practice (GP) into community settings. (14–17)  
2. Analogue to digital  
Pharmacists are key to delivering digital transformation in medicines safety and patient care. 
· Record interoperability: Interoperability with general practice is progressing. GP Connect: Update Record allows registered community pharmacy professionals to share structured consultation summaries (including observations and any medicines supplied) directly into GP system workflows for filing in the patient record, initially supporting Pharmacy First, BP Checks and contraception services. (18–19)  
· Read-write record access: Expanding community pharmacy access to GP records is a key enabler of integrated, safer care with emerging pilots demonstrating that secure, real-time data sharing supports better clinical decision-making and continuity across sectors. For example, in the East of England, pilots granting community pharmacists read-and-write access to the SystmOne GP record proved both feasible and acceptable, integrating decision-support tools and appointment scheduling within workflows under explicit patient consent. (16–17)  
· Digital innovation in secondary care: Trusts are demonstrating measurable benefits from integrated electronic systems for prescribing and medicines administration systems linked to shared care records. For example, Somerset NHS Foundation Trust won the HSJ Digital Award 2025 for “Improving Medicines Management and Pharmacy Through Digital” for its integration of Better Meds ePMA, the Electronic Prescription Service (EPS) and the Somerset Integrated Digital e-Record (SIDeR), enhancing safety, efficiency and continuity of care. (18–20) There is also a need to upgrade to electronic patient record will allow for better synergy between primary cand secondary care. 
· Automation and workflow: Dispensing robotics and automation have streamlined operations, releasing pharmacist time for clinical services (e.g., Pharmacy First, uncomplicated UTIs) such as the example shared by Junction Pharmacy (Brixton). (21–22) 
3. From sickness and treatment to prevention and early intervention  
Pharmacists already deliver a wide range of prevention, early intervention and optimisation services that directly improve public health and reduce demand on other NHS services. With consistent commissioning, digital access and integration across care pathways, they could play an even greater role in preventing illness, identifying risk early and supporting long-term condition management. (23-24)
The evidence below demonstrates the role of pharmacy in reducing pressure on GP and urgent care services and evidence of interventions showing optimisation of medicine/reduced hospital admissions.  
· Prevention, early detection and referral: Pharmacists play a pivotal role in promoting healthier lifestyles, supporting self-care and delivering vaccination and public health interventions that reduce preventable disease. Through screening, point-of-care testing and risk assessments, they can identify early signs of non-communicable diseases and refer individuals for timely clinical follow-up, enabling earlier intervention and reducing long-term health burdens. In managing long-term conditions, pharmacists ensure safe and effective medicine use, provide education and counselling to support adherence and self-management, and work collaboratively across care teams to optimise therapy. These pharmacist-led interventions improve outcomes, reduce avoidable healthcare costs and strengthen access to prevention and long-term condition care within the community (25-28) 
· Medicines management and optimisation: Pharmacists are central to optimising medicines for people with multiple conditions, improving adherence, reducing harm and supporting deprescribing. In 2023/24, around 2.9 million SMRs were delivered in England, helping to reduce inappropriate polypharmacy and prevent hospital readmissions. (12–13, 29-30)  
· Targeted care for high-risk groups: Embedding pharmacist IPs within multidisciplinary teams improves medicines safety and quality of care for vulnerable populations. Evidence from the CHIPPS cluster randomised trial confirmed that pharmacist IP models in care homes were safe, well-received and reduced Drug Burden Index, strengthening the case for pharmacist-led optimisation in frail older people (while not improving the primary outcome of falls). (31–35)  
[bookmark: _Toc213413549]Pharmacy workforce overview 
Pharmacists represent one of the most clinically capable, yet underutilised, workforces in the NHS. With prescribing authority, advanced digital literacy and widespread accessibility, they are uniquely positioned to strengthen capacity across primary, community and secondary care. However, their full potential remains constrained by limited commissioning, workforce pressures and uneven access to digital infrastructure. 
As of 30 September 2025, the GPhC register lists 67,328 pharmacists, 27,484 pharmacy technicians and 13,268 pharmacies across Great Britain. (36) Despite this substantial and growing workforce, NHS England’s surveys continue to show regional variation, vacancy pressures and access fragility, particularly in community settings. (7) These gaps limit service continuity, patient access, and progress towards integrated neighbourhood models of care.  
To realise the ambitions of the 10-Year Workforce Plan, pharmacy workforce planning must shift from viewing the sector as a supply function to recognising it as a clinical profession central to prevention, medicines optimisation and patient safety. 
[bookmark: _Toc213413550]Critical roles, professions, capabilities and system enablers 
Unlocking the full contribution of pharmacists requires deliberate investment in leadership, infrastructure and system enablers. Pharmacists already have the skills and regulatory frameworks to deliver clinical care at scale; what is needed now is the commissioning, digital connectivity and supervision capacity to support them. 
The following roles and enablers are critical to workforce transformation and system resilience: 
· Pharmacist IPs across all sectors, with commissioned pathways that make full use of IP skills and expertise. (5–10, 31–35)  
· Designated Prescribing Practitioners (DPPs) and structured supervision capacity to scale safely and consistently as the 2026 reforms take effect. (8–10)  
· Digital clinical leads and clinical informaticians to drive safe adoption of ePMA, EPS, GP Connect and shared records ensuring pharmacists are active contributors to integrated care data flows. (14–20)  
· Medicines optimisation leaders focused on deprescribing, polypharmacy management and therapeutic switching to improve outcomes and reduce harm. (11–13, 31–35) 
· Strategic pharmacy leadership within Integrated Care Boards (ICBs), Primary Care Networks (PCNs) and NHS boards to align service delivery with workforce planning and local population needs. 
· Public-health-skilled pharmacy teams delivering prevention, early intervention and self-care support within communities. 



[bookmark: _Toc213413551]Examples
1. [bookmark: _Toc213413552]Hospital to Community
[bookmark: _Toc213413553]Example 1.1: Clinical Homecare Services 
Clinical homecare services support the shift from hospital to community care. NHS Hospitals are under-resourced, with many having waiting lists for patients to access care at home, due to a lack of workforce with the Pharmacy teams. If the NHMC Funding model was accepted across the UK, patients would have timely access to clinical homecare services, thus avoiding the often long round trip to hospital to collect medicines. There are 640k+patients benefitting with a spend of £4.4bn per annum.
The reports below demonstrated a 2.4 bed day saving per patient on clinical homecare and calculates the value of clinical homecare to society, listing the advantages for patients and the NHS
https://www.abpi.org.uk/publications/bringing-healthcare-home-a-blueprint-for-collaborative-clinical-homecare/ 
https://www.clinicalhomecare.org/bestkeptsecret/ 
NHMC homecare team funding model includes a breakdown of the necessary pharmacy team.

[bookmark: _Toc213413554]Example 1.2: Mobile Scanner
There is a mobile MRI scanner at Cannock, Staffordshire where patients can access more timely scans and have them reported on in under a week. Local community heart failure teams are based in a GP surgery, and also the community respiratory team see patients at the surgery. There is an ENT clinic run by a GPWSI at a surgery in Stafford, which has been established now for a few years.
Brief training on the Accurx system is useful. The company have resources on their website explaining what to do as it needs admin staff and clinicians to use it effectively. Efficient use includes accurate coding to support QOF and other targets.
The MRI scanner at Cannock uses local referral pathways and GPs need to know how to refer and give the patient correct information.
Community Heart failure or respiratory services ensure clear explanations in patient letters of who they are seeing, the name of the team and service being provided and contact details of who to get in touch with for queries. This helps the whole primary care team to keep in touch more effectively if there are subsequent questions about changes in treatment, medication or onward referrals, procedures, review dates and next steps.

[bookmark: _Toc213413555]Example 1.3: Community Pharmacy and cancer
Work is ongoing to work in partnership with community pharmacy to look at scoping options of moving subcutaneous administration of SACT to community pharmacy (closer to patients' homes) compared to having to have them in a day unit setting. 
They are currently in the process of developing an ambulatory care service to move SACT treatment from inpatient to ambulatory care reducing hospital bed stays. Whilst still in a secondary care facility, the aim is to reduce the amount of number of days/nights patients have to stay in hospital for. 
These examples require heavy input and buying from the whole multidisciplinary team. Both clinical and non-clinical, general and divisional management, aseptic manufacturing etc. A clear plan of implementation is required, and it needs to be adequately funded and resourced.
Some of the barriers include resources as staff capacity is already tight. Time is an issue given the capacity challenges. There is severe pressure on staffing and therefore organising meetings / catch ups to implement and drive these key visions can be challenging. Given the current financial climate this is a big pressure when thinking of implementing new ways of working / changes in processes or additions of new services etc. Given the already increasing demand and capacity pressures another barrier has been having time to dedicate to developing these new services.

[bookmark: _Toc213413556]Example 1.4: Chronic Kidney Disease
An integrated model of care was set up across Southeast London to improve outcomes for people living with chronic kidney disease and wider cardiorenal metabolic disease. Care was arranged around the patient and nearer to home in neighbourhood teams. The project had three main strands – (1) prevention (identification of CKD, coding and early medicines optimisation to reduce future complications), (2) clinical case management (holistic review of health and social needs followed by MDT review or referral to neighbourhood services) and (3) Integrated acute care (Input from consultants [cardiovascular, renal, diabetes and supportive care] and quality improvement projects).
Two multi specialist pharmacists were embedded into the model working across the interface in the three strands in patient facing clinical roles, delivery of multi- professional education and they led the quality improvement projects. In addition, a point of care medicines optimisation clinic was piloted in a community pharmacy increasing accessibility to care in the community. Early outcomes show an increase in CKD prevalence, improvement in BP control, increase in use of evidence-based medications, a reduction in some non-elective admissions and outpatient attendances, high staff satisfaction and positive patient experiences. (37-38)
The project is pharma funded and the ICB are involved. They will be collecting data on the impact of shifting the care into primary care.
This project is being led by a clinical pharmacist in primary care who has worked across the whole system and multiple health professionals. GP clinical directors from PCNs where the pilot will run have been very supportive. Other key individuals include Nephrology consultants in tertiary centres, Nephrology consultants in local DGH, ICB CMO and CV lead, Local patient community groups, Training hub colleagues to support upskilling of staff, Pharma for funding the pilot when ICB were unable to. The following ARRS roles are also key: local primary care clinical pharmacists who will deliver the medication reviews, local primary care pharmacy technicians who will support implementation of the project, run reporting and support prioritisation of patients and local primary care coordinators will invite patients for reviews, support the administration behind the integrated MDTs and send information and resources to patients.
Barriers were primarily lack of funding, which was overcome by exploring and bidding for funding outside the NHS from pharma. ICB engagement was tough, excellent CKD care will undoubtedly save money and there is good financial modelling to show this, but the ICB were only prepared to invest for in year savings and this will take longer to achieve the savings. Conservative estimates predict approximately a cumulative budget impact of over £800k by year 5 just from the pilot of 10 Practices.

[bookmark: _Toc213413557]Example 1.5: Virtual wards
The virtual ward enables hospital level care for patients in their own homes. As a pharmacy team they have modelled the service provided on the service patients have in an Acute Trust, including medicines reconciliation and attending MDT's daily (Monday to Friday). They have also put in place processes and procedures to facilitate the supply of medication to patients who remain in their own home and the prescribers are remote.
Involvement of pharmacists who have a post graduate clinical qualification and prescribing qualification and pharmacy technicians to support the wider team and the pharmacists have been crucial.
Barriers have mostly been financial as when delivering a new service, it can be difficult to know what resources are needed. In addition, a barrier has been the large geographical area covered and the limitations of remote working. This has been overcome by innovation in the use of available digital alternatives, upskilling staff to consult remotely and developing pathways that are inclusive of all patients wherever they live.

[bookmark: _Toc213413558]Example 1.6: Hospital at Home for paediatrics
Findngs provide strong evidence that paediatric hospital-at-home and virtual ward approaches can deliver comparable or improved outcomes and experiences for children and families, while reducing system pressures and optimising NHS resources (39-43).
Current systems are inadequate in providing safe and effective medicines management for children in community. Primary care staff, including GPs and Community Pharmacists, need specialist support for this to happen. Specialised services for children are spread across wide areas, and thus children often need to travel many miles from home to receive complex care. Systems that are designed to support transfer of care such as “Shared-Care” and the “Matrix RAG System” (designed to say where medicines should be prescribed ie primary vs secondary care)) are created locally, are generally not specific to children and have little mandate on implementation. This creates confusion, lack of equity and an unsafe system. Transitional care should not only be more standardised but mainly nationalised. Whilst we understand that services may need some local and regional set up, the local implementation of medicine access and use leads to confusion. Not only is the inequity and lack of consistency an issue, but the industry created by the need to do something 10s of times across the system is immense, wasteful and time consuming.
We advocate for expanded community pharmacy roles (“Pharmacy First”) and better paediatric training for community staff. NHS England’s advanced service specification for Pharmacy First describes already how pharmacists will treat seven common conditions and integrate into the wider pathway and emphasises linking pharmacies with GP / primary care networks and need for digital infrastructure between general practice and community pharmacy. This underlines the shift of pharmacy into more clinical roles and the need for standardised pathways, protocols and infrastructure for pharmacy to deliver safely in integrated care settings. Community pharmacists frequently interact with children and young people but often lack confidence and formal training in paediatric practice.

[bookmark: _Toc213413559]Example 1.7: Mental Health
At the University of Bradford School of Pharmacy, they train pharmacists and pharmacy technicians who work in community mental health teams, where their role is to care for patients with severe mental illness (SMI) in the community, to prevent deterioration and potential admission. They use online TBL (Team-Based Learning) to provide this national programme, flexibly. An evaluation of the pathway has shown that it improved learner self-related confidence in all four pillars of advanced practice (Leadership and management, clinical practice, research and education)
Training pharmacists extensively in mental health would enable them to better manage patients with SMI. This is in terms of managing them in the community (including prescribing), prevention before becoming acutely unwell and the management of physical ill health caused by either SMI or as side effects of the required medication e.g diabetes, obesity, hypertension.

[bookmark: _Toc213413560]Example 1.8  Northumbria Healthcare NHS Foundation Trust Integrated Pharmacy Service
The pharmacy service provided by Northumbria Healthcare NHS Foundation Trust is an integrated, cross-sector model, providing medicines optimisation services and care to patients in hospital, care homes, patients’ own homes and GP practices.
Key benefits include:
System
· As knowledge of local demand for clinical services is more complete, then strategic workforce planning and development happens at a larger system level which makes it more thorough and robust.  Furthermore, rather than competing for staff, we see our overall role to help develop the pharmacy workforce for the system and not just any one organisation.  In terms of workforce development, we also work closely with other local partner organisations to enable staff to receive clinical training that they might otherwise not receive e.g. rotational experience in our local mental health Trust provides knowledge and skills in this essential area of practice.  This is reciprocated.
· Services are quick and agile to respond to demand from requests in other parts of the system.  For example, our Trust’s aseptic production unit responded rapidly to a request to facilitate the provision of intravenous medicines in elastomeric devices to facilitate more patients being managed within patient’s own homes as part of a virtual ward arrangement (saving valuable nursing staff time).  
· The ownership of problems and solution generation exists within the same leadership team and increases likelihood of early success.  The senior pharmacy leadership team is diverse, with responsibilities spanning multiple areas.  This creates an innovative environment with manager/leaders possessing varied skills and knowledge which is then brought into problem solving which can liberate novel solutions to problems.  Furthermore, the network each staff member employed belongs to provides a significant level of reach which can be useful when trying to gain support and influence.  Providing services and having staff working across the healthcare system, enables us to have a better awareness of the priorities of the whole system; this aids our strategic decision making, planning, agility in response and overall delivery.
· We have developed a high functioning generalist practitioner workforce, with staff functioning at the top of their professional license providing the best care to patients.  This resource is readily deployable when service demand changes or opportunity for new service development presents.  This can happen anywhere in the system.
· Improvement effort is best supported by an integrated team which works across a whole clinical pathway that spans the entire system. For example, the challenge of opiate reduction across our local system has been delivered by taking appropriate action in primary care where patients are already taking these medicines, and at the same time, challenging and changing pathways/behaviours, to ensure that only appropriate initiation of treatment in hospital occurs.  It has been possible to mobilise resource to support these efforts at the same time and retain commitment for sustained periods until improvement has been achieved.  More generally, hospital-based staff are increasingly more aware of the longer-term impact of actions once patients are discharged and this positively influences prescribing (and other) behaviour.  Tackling problematic polypharmacy remains a significant challenge for the system but this will be best tackled by the integrated team working together.
Hospital
· Training and staff development is flexible but typically encourages all our professional clinical staff to develop knowledge and skills in how each sector operates and how care is provided.  This translates into positive changes in staff behaviour as they know what patients can expect to receive in terms of care when they transfer between settings.  For example, rather than simply preparing for a point at discharge when patients are in hospital, our staff think about how the patient, or their care provider, will manage their medicines well beyond their transfer day.  For example, as well as referring patients to community pharmacy for follow up via the Discharge Medicines Service, our hospital-based staff can easily request GP practice based staff to follow up important actions relating to a patient’s care.  It is likely that staff working in a sector will know a member of the clinical team in another sector; this makes communication, finding out patient details not included in digital records and clinical problem solving so much easier for all practitioners involved.  Care is more continuous and joined up; transitions of care are more seamless which improves patient safety and experience.  Being part of a team where all the members belonging to it operate within the same system makes the safe navigation of care for patients along complex pathways much more likely.
· Today’s modern workforce demands greater flexibility and variety in design.  By being an integrated service it is possible to design individual job plans that can span multiple areas of practice.  This allows us to make roles more attractive, limiting staff turnover and ensures we are an employer of choice.  
Primary care/GP practice
· Hospital employed pharmacy professionals work within GP practices to deliver structured medication reviews, medicines optimisation, and long-term condition management. Whilst working in primary care settings, the hospital employed team continues to have access to wider Trust resources including digital (hospital systems and records), education and training and real time clinical support. Staff can have split posts across hospital and primary care whilst others are entirely based in GP practice settings. Regardless, they all have the same access to resources as their colleagues who work in hospital and this has many advantages:
· Easier/direct access to electronic prescribing records, hospital dispensing records and electronic notes means that any uncertainties or apparent discrepancies can be resolved immediately which improves continuity of care and patient safety.
· Furthermore, close links across the network between GP surgeries and specialist hospital services, enable medication queries and supply problems to be resolved simply.  GP based pharmacy staff have ready access to advice and information from hospital clinicians from all disciplines, directly or indirectly, as necessary.  This ensures that the best decisions about a patient’s care can be made.
· Staff from different sectors learn together, sharing training, learning and development opportunities.  This is at all different levels of development and includes formal programmes of training e.g. foundation pharmacist training, to informal ad hoc clinical teaching events/updates delivered virtually.
· Professional leadership and peer support is provided and available irrespective of location of practice ensuring that staff do not feel isolated and they can access support when it is needed.  This is also undertaken proactively ensuring that staff in primary care get the full personal development offer provided by the Trust.
· Trust employed staff working throughout our team have access to Trust corporate services and benefits (payroll, human resources, agenda for change terms and conditions, etc.).  This provides a greater level of security and stability to our staff which might otherwise not be possible.
· With all the available support outlined above, our staff have greater confidence to work autonomously and typically take on more advanced responsibilities within their general practice roles which adds greater value to their contribution.
Community services/managing care at home
· Pharmacists and pharmacy technicians working in our integrated team also provide support to the Trust’s community services service, supporting frail and elderly patients in care homes and at home, delivering holistic, patient-centred care. All the benefits outlined for primary care/GP practice-based staff apply to these settings too.  Furthermore, through collaboration with hospital staff, community nurses, GPs, community pharmacy and voluntary organisations, staff helpfully act across a bridge between clinical and social care providers.  This provides greater continuity and clarity for patients in what can otherwise be a very complex and confusing environment.
· Virtual wards have been developed successfully as an extension of hospital clinical teams and community services colleagues all belonging to the same clinical family and working closely together.  Our integrated pharmacy team has been intimately involved from the outset and this has been excellent in ensuring the development and delivery of services for our patients in terms of continuity, quality and safety.
Summary
Delivering an integrated pharmacy service does come with the challenges associated with increased scale and complexity.  However, the advantages to the safety, quality and experience of care provided to our patients, the opportunities given to our staff and the benefits to the system overall are significant and easily justifies the leadership effort necessary to manage this service.

2. [bookmark: _Toc213413561]Analogue to Digital:
[bookmark: _Toc213413562]Example 2.1: Clinical homecare
Clinical homecare service from one provider includes access to their Intouch App, which allows patients to arrange their deliveries and record medication adherence. There is evidence of improved Medicine Possession Ratios. 
The clinical homecare service also has a Blood Test Reminder Service, where patients are notified that they require a blood test before their clinical team can write their next prescription. This has seen a 30% increase in prescriptions being received and supplied in time for the next dose.
NHMC homecare team funding model includes a breakdown of the necessary pharmacy team.
Recruitment is a problem due to a lack of funding. The digital initiatives reduce the need for human intervention and so go some way to support workforce planning.

[bookmark: _Toc213413563]Example 2.2: Neurology services 
A neurology hospital team is developing the patient EPR app to communicate across a range of issues. Advising on blood test monitoring, ordering repeat prescription requests, headache diaries, disease activity scores, PROMS etc . They are also developing pre appointment questionnaires for MS patients (called My MS Agenda) which allows patients to tell them what they want to talk about ahead of their appointment. The vision would be to make sure that the appointment is then scheduled with the most appropriate HCP. Eg physio for spasticity, pharmacist for medication.
Skill mix within the team consists of specialist pharmacists, specialist nurses and local phlebotomy.
By developing a consultant pharmacist list in neurology, they were able to drive regional service development in neurology.
 
[bookmark: _Toc213413564]Example 2.3: Use of technology in general practice
There has been an increasing acceptance and reliance on SMS messaging platforms in general practice for contacting patients requesting or giving information. Many patients interact well with the Accurx system. It saves clinician and administrative staff time, as well as offering convenience for patients. Messages can be scheduled to send at a later date where appropriate, and it can be set to receive replies as well. Use of the NHS app is increasing, patients are using it to see their GP consultation record, access letters and hospital appointments. This saves calls or visits to the surgery to request information or updates.
Utilising searching within GP systems to identify and prioritise patients according to clinical need, risk/safety and contract requirements. And utilising online MDTs between primary and secondary care to aid integration of services, upskill primary care colleagues and ultimately resolve patient queries efficiently and effectively.
The library services and Digital Angels can help people with the NHS app. Clinicians and surgery staff need to have the appropriate knowledge to help and support patients in using digital solutions. The PCN Digital Leads (where in post) could advise on accessing the right support, and the Training Hub could offer webinars or short courses to help surgery staff at all levels to use digital tools effectively. 
With Accurx video calls, it does not seem to be utilised as much as initially predicted. This could be due to a lack of technical knowledge of how to do this, availability of webcams in surgeries as not all PCs have them, and perhaps a lack of clinician skill and ability in supporting patients to access a video call. There could be a pathway designed in surgeries for the admin staff to be a video call champion and help patients to know what to do to connect to video calls, ahead of their appointment slot. Obviously, there are some patients who do not have suitable mobile devices to access this route, and they are still to be offered face to face or telephone appointments to ensure equity of access. 

[bookmark: _Toc213413565]Example 2.4: Virtual Wards
A pharmacy service in Sussex has been implemented to provide high quality pharmacy support to patients being cared for on their virtual ward. The virtual ward uses wearable devices to monitor patients in their own home. This technology has been utilised to monitor patients after changes have been made to their medication. Video calling has also been used in this service to communicate with patients both in the medicines reconciliation process and when explaining medication changes.

[bookmark: _Toc213413566]Example 2.5: Electronic Prescribing and Medicines Administration (EPMA) systems
EPMA systems should be based on BNFC standards and account for child anthropometry and condition. Errors have been made due to EPMA systems not being suitable for paediatric prescribing and will continue until systems are consistently built and built based on paediatric practice and continually updated. Evidence underscores that errors have been made, and will continue to be made, until EPMA systems are consistently built, maintained, and updated to reflect UK-specific paediatric practice. (44-47).
With EPMA becoming standard, it is essential that real-life data on medicines use be aggregated to provide long-term evidence. This supports AI-driven data models and national evidence platforms. The use of artificial intelligence (AI) and advanced clinical decision support (CDS) technologies offers significant potential to enhance the safety and efficiency of paediatric prescribing and medicines optimisation. Current evidence demonstrates that well-designed, AI-enabled systems can substantially reduce dosing errors and improve workflow, particularly when integrated with authoritative references such as the British National Formulary for Children (BNFC).

[bookmark: _Toc213413567]Example 2.6: 3D printing
Emerging technologies such as three-dimensional (3D) printing are enabling the manufacture of personalised medicine doses, offering precise control over drug quantity, shape, taste, and release profile. This capability is particularly valuable in paediatrics, where individualised dosing is essential. Ensuring the NHS is prepared to adopt these technologies will be critical to realising their clinical and operational benefit.
Evidence supports the feasibility and acceptability of 3D printing in paediatric care. (48-53)
Strategic investment, regulatory clarity, and cross-sector collaboration will be essential for its successful adoption across the NHS. 

[bookmark: _Toc213413568]Example 2.7: Cloud based systems in community pharmacy
The introduction of cloud-based Patient Medication Record (PMR) operating systems in UK pharmacies has been very beneficial in keeping track of patient preferences and allergies. Such systems are designed to manage end-to-end pharmacy operations, streamline workflows, improve efficiency, enhance safety, and free up pharmacists' time for patient-focused clinical services. AI checking features also help when the accuracy checking technician is busy and the pharmacist is in consultation as it helps to keep the flow of prescriptions going. This is very important in the pharmacies who have high volumes of prescriptions. 
The team relies on pharmacists, ACTs, and counter assistants to work closely with patients to improve their health. There is also close working with the GP and local hospital to ensure patients are receiving the necessary level of care.
There can be issues as there is no central system for pharmacies to check what care patients have received from other pharmacies but in cases of suspected drug misuse, calls are made to other local pharmacies to advise them.

[bookmark: _Toc213413569]Example 2.8: Electronic Prescription Service 2
Guys and St Thomas’ are working closely with Epic and University College London on a UK wide project to build EPS integration with EPIC. This will allow the sending of electronic prescriptions to community pharmacies.
EPIC has also enabled all inpatient and outpatient prescribing to move to digital.

3. [bookmark: _Toc213413570]Sickness to prevention
[bookmark: _Toc213413571]Example 3.1: HIV PrEP
HIV PrEP through sexual health needs to continue to have blood monitoring, testing and follow up to ensure the drugs used remain effective. Second line (and future options) are more challenging to manage and oversee requiring background input from more clinicians. This is part of a care package with STI testing/treatment, vaccines, substance use, with health prevention advice and safeguarding considerations.
Drug resistant HIV management is much more complex with significantly greater costs per patient.
Skill mix includes an MDT working of specialist Doctors, Nurses and Pharmacists with dispensing and pathology provisions alongside HCA and Reception / Admin. These cover patient care, decision making, drug supply and results.
Already co-located with HIV team at main hub so MDT/blueteq facilities in place. Staff continue to deliver more than time and funding provided on paper to prioritise patient care

[bookmark: _Toc213413572]Example 3.2: Frailty
Proactive care for people living with frailty including localities with people at high risk of falls/ fracture admissions and people living with advanced respiratory illness also at high risk of admission. Other cohorts for proactive care include people living with long term conditions including mental illness. In Leeds, population health planning data is being used to choose high risk cohorts in the above categories and working holistically across services to provide support to help people stay well and prevent deterioration. This includes pharmacy services such as SMRs, MDT support and community pharmacy.
Vaccines are central to preventive medicine and remain one of the most effective interventions for protecting population health. However, UK childhood immunisation rates have fallen below the WHO target of 95% coverage, leaving gaps in herd immunity and increasing the risk of vaccine- preventable disease resurgence. According to the latest UK Health Security Agency (UKHSA) COVER report, no childhood vaccine in England reached the 95% target in 2024–25, with the second MMR dose at just 83.7% uptake among five-year-olds (UKHSA, 2025). Almost one in five children starting primary school were not fully protected against key diseases such as polio, whooping cough, diphtheria and tetanus (UKHSA, 2025). These gaps have already led to rising outbreaks of illnesses that should be under control, including measles.(

[bookmark: _Toc213413573]Example 3.3: Education
Strengthening education on healthy behaviours such as diet, physical activity, and vaping prevention is key. However, capacity challenges persist, with over 80% of paediatricians reporting insufficient local resources to meet children’s health needs . Public support for early intervention is strong, with parents endorsing a greater role for schools in promoting mental health, online safety, and resilience. Nationally, the NHS Education for Scotland programme exemplifies a systemic approach, focusing on prevention, early intervention, workforce training, and family support. Collectively, these efforts reinforce that sustaining and improving children’s health and well-being is critical to the long-term sustainability of the NHS and society. (54-56)

[bookmark: _Toc213413574]Example 3.4: Pharmacy based vaccination services
Vaccines are at the heart of preventative medicine, and currently the UK are falling away from the ideal standards of immunisation (uptake is still too low) and in doing so the NHS is seeing severe illness and deaths from diseases that we should have control of. Far greater emphasis needs to be put on vaccination and community pharmacy could be integral to this.
Vaccines are central to preventive medicine and remain one of the most effective interventions for protecting population health. However, UK childhood immunisation rates have fallen below the WHO target of 95% coverage, leaving gaps in herd immunity and increasing the risk of vaccine-preventable disease resurgence. According to the latest UK Health Security Agency (UKHSA) COVER report, no childhood vaccine in England reached the 95% target in 2024–25, with the second MMR dose at just 83.7% uptake among five-year-olds (UKHSA, 2025). Almost one in five children starting primary schools were not fully protected against key diseases such as polio, whooping cough, diphtheria and tetanus (UKHSA, 2025). These gaps have already led to rising outbreaks of illnesses that should be under control, including measles.
A stronger national focus on vaccine education and accessibility is essential. Community pharmacy is increasingly recognised as a key delivery channel: pharmacies offer convenient, trusted access and are now being trialled as providers of childhood flu vaccines for children aged two to three years. Such local, community-based delivery can help increase uptake and reduce regional inequalities. (57)
At present, community pharmacies play a key role in driving up vaccinations amongst people living with respiratory conditions, administering over 5 million flu vaccinations over the 2022/23 season. Community pharmacies are unique in breaking the inverse care law and are therefore also well placed to deliver preventative care in a way that reduces health inequalities. We would like to see wider use of community pharmacies for vaccine rollout, amongst other services, and more sustainable funding models.
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[bookmark: _Toc841560306]Credentialling of pharmacists
The Royal Pharmaceutical Society (RPS) welcomes NHS England’s focus on workforce transformation and assurance within the Long Term Workforce Plan. RPS post-registration credentialing provides a nationally recognised, profession-led mechanism to define, assess and assure the advancing capabilities of pharmacists across all care settings. It supports NHS ambitions for a flexible, competent, and sustainable workforce capable of delivering safe, effective, and patient-centred care in primary care and community settings.
Purpose of RPS Credentialing
In order to ensure pharmacists are delivering the highest quality of patient care, RPS have developed a credentialling programme. This provides assurance to commissioners and employers that pharmacists are practising safely at the level stated. 
RPS credentialing assures the professional capability of pharmacists practising beyond initial registration through structured portfolio assessment. It confirms competence, experience, and impact at three advancing levels of practice:
· Enhanced practice
· Core Advanced practice
· Consultant practice
The system provides a supportive development pathway and formal assurance to patients, employers, and the public that credentialed pharmacists can deliver more complex clinical services safely and effectively, aligning professional development with service and patient needs.
Strategic importance for the NHS Workforce
The evolution of pharmacy practice from a focus on medicines supply to more autonomous, patient-facing clinical care—including prescribing from the point of registration—requires robust assurance mechanisms beyond initial education and training. Credentialing addresses this need by:
· Providing a standardised national framework for post-registration capability and career progression.
· Enabling workforce portability and consistency across sectors and geographies.
· Mitigating patient risk and enabling pharmacists to assume greater responsibility for complex therapeutic interventions.
· Supporting system-wide confidence in the capability of the pharmacist workforce.
This aligns with the direction of travel across other regulated professions, such as the Nursing and Midwifery Council’s strengthened approach to advanced practice, ensuring pharmacy remains strategically aligned within the wider regulatory landscape. It is also aligned to a number of recommendations in the Leng Review.
Benefits across the system
	Stakeholder
	Key benefits

	Pharmacists
	Structured career progression, recognition through post-nominals (e.g. MRPharmS (Advanced)), enhanced clinical confidence, and professional development.

	Employers
	Objective assurance of capability to inform recruitment, succession planning, and regulatory compliance (e.g. CQC).

	The profession
	A consistent national career framework fostering professional pride, identity, and workforce cohesion.

	Patients & the public
	Assurance of pharmacist competence to deliver advanced, patient-centred care traditionally provided by other healthcare professionals.



Education and training
The evolving landscape of pharmacy education and professional development in the UK, emphasises the need for a needs-based approach to education and training (E&T) across all health and care settings and work environments. E&T must be aligned to workforce priorities, responsive to evolving pharmacist roles, and informed by patients and the public. This ensures pharmacists are equipped with essential skills to meet healthcare needs and supports the 10-year plan by ensuring training is proportionate, relevant, and targeted to service demand. Furthermore, a needs-based approach will enhance individual career progression, build confidence and competence, and foster adaptability and flexibility.
E&T models must be flexible, inclusive, accommodate diverse roles and be responsive to learner preferences, to ensure equitable access and engagement across the pharmacist workforce.  Opportunities should be provided for integrated muti-professional learning and development; examples from practice have shown that MDT learning approaches improve communication and collaboration across health and social care teams. The South-East London ICS "One Pharmacy Workforce Model" exemplifies how collective system leadership and integrated education strategies can support sustainable careers and workforce stability. (1)
Furthermore, initiatives to support under-represented groups will help address systemwide inequalities, foster a diverse and culturally competent workforce, and ensure equitable opportunities for career progression and leadership. (2)
System support for lifelong learning and professional development
Investing time in active lifelong learning is more essential than ever. Lifelong learning enables pharmacists to enhance their expertise, apply new evidence, adopt innovative technologies, and respond effectively to emerging health and care priorities, ultimately to deliver safe and effective care to their patients and the public.  
CPD Together, a collective group of professional bodies have developed principles for CPD and lifelong learning emphasising the need for employers to support CPD, including the provision of fair access to time, study leave and funding to plan, undertake learning and to think about the outcomes of learning. (3)
Protected Learning Time (PLT) is needed to give professionals time to develop clinical and non-clinical capabilities across the pharmacy workforce, particularly around education and research as well as leadership. Many pharmacists are currently unable to engage in professional development activities as part of their working time. One of the key reasons for this is the need to ensure the delivery of frontline clinical services to patients. We know that many pharmacists are undertaking learning and credentialing outside their working hours, which is impacting negatively on their mental health and wellbeing. PLT will ensure capacity in the system to provide practice and educational supervision as well as designated prescribing practitioner (DPPs) to support the newly qualified pharmacist prescribers.
 
RPS membership and support
While open to all pharmacists, RPS members benefit from integrated developmental support, including access to learning and educational resources, mentorship, research resources, and credentialing recognition through certificates, directories, and post-nominals. This ensures quality, consistency, and visibility of advancing practice across the workforce.
Conclusion
RPS post-registration credentialing provides a scalable, profession-led mechanism to define and assure the capabilities of the future pharmacist workforce. It underpins workforce transformation, improves patient safety, and strengthens multi-professional collaboration. The RPS seeks continued collaboration with NHS England, the GPhC, and wider stakeholders to embed credentialing as a key enabler of the NHS Long Term Workforce Plan.

[bookmark: _Toc1339078550]Workforce Data
Workforce data is critical to workforce planning. To effectively undertake workforce planning you need to collate transparent data around current roles and services which make up the current workforce activity. Data should include workforce establishment, vacancy rates / turnover broken down by grades / roles, sector and geography. These data are required to provide the bigger picture alongside further information such as reasons for leaving roles, age profiles and equality, diversity and inclusion metrics. This data should then be used to inform future workforce models and what workforce will be required to deliver it. This data will be required across the whole ICS and for all the health and social care workforce. 
It would also be useful to understand what amount of time the workforce can spend on different aspects of their jobs such as clinical care, leadership / management, education or research. This will be really important to quantify, for example, to current clinical supervision capacity in primary care to support pre-and post-reg pharmacy education reform. It is important that pharmacists in primary care are given time to work across all these domains and not just focus on the clinical aspects of their role.
 ICSs need to understand the health and care needs of their population and then ensure they have the right skill mix and representation, in all parts of the system, to meet those needs and deliver the best population health outcomes. 
ICS/regional workforce plans should consider the essential core roles and responsibility that must be delivered across all sectors of pharmacy to ensure a consistent level of service for the public. Investment is needed to train new pharmacy staff and upskill existing members of the team, matching skills to tasks. Career pathways, supported by credentialing, should continue to be developed and adopted to make all roles more attractive and rewarding, allowing all staff to develop and work to the top of their competence and ability. RPS has developed a full pathway for pharmacists from Post-reg Foundation (including independent prescribing) to Core Advanced to Advanced specialist and finally to consultant. This existing career pathway should be adopted to support pharmacist development across all areas of practice.
[bookmark: _Toc389715525]Potential data sources (3–7, 19 - 23)
1. NHS England Community Pharmacy Workforce Survey 2023 (IP headcount/FTE, prescribing use; vacancies) 
2. GPhC register statistics 
3. RPS Workforce & Wellbeing Survey 2024/2025 (burnout; protected learning time - PLT).  
[bookmark: _Toc1391806983]Key assumptions to scenario-test
1. Prescribing uptake continues (annotation growth), and use rises as commissioning, DPP capacity and digital interoperability mature. (3–7, 10 - 13)  
2. Digital adoption (GP Connect, shared records, ePMA/EPS) yields measurable safety/efficiency gains. (10-16)  
3. Skill-mix/task shifting to technicians/support staff and judicious automation releases pharmacists for clinical roles. (17-18)  
4. Prevention growth via commissioned community services (Pharmacy First; SMRs; contraception; BP). (8–13)  
5. Retention stabilisation via wellbeing, PLT and career pathways. (21-26) 
[bookmark: _Toc1917758939]Supply-demand implications
· Rising demand for clinical pharmacists with IP across sectors; supervision (DPPs) must scale. (5-7)  
· Expanded roles for pharmacy technicians to sustain throughput while pharmacists focus on clinical care; clear delegation/governance is essential. (17-18) 
· Attrition risk persists if staffing, PLT and wellbeing are not addressed. (21-26) 
[bookmark: _Toc1845743446]Barriers  
· Underutilisation of IP-qualified pharmacists  
· Digital skills gaps 
· Limited protected learning time and workforce pressures 
· Recruitment and retention and burnout pressures. High vacancy rates in both hospital and community sectors. List most recent figures.  
· Pharmacy closure risk and inequitable access  
· Technician career pathways are underdeveloped nationally. Develop and support advanced career frameworks for pharmacy technicians 
We recommend that modelling should include scenario sensitivity: optimistic (rapid transformation), moderate (steady progress), and cautious (slower uptake) pathways. These should incorporate regionally differentiated supply and demand (urban, rural, underserved areas). 
Workforce across the system
With the changes in ICB structures, there is a need to ensure pharmacy leadership is part of the strategic planning for workforce across the system to secure pharmacists skills are fully represented and utilised to deliver the ambitions of the NHS 10 year plan. There is also need for  a pharmacist at a regional level engaged with the development of the regional pharmacy workforce plans. 
[bookmark: _Toc591215772]Pharmacist Independent Prescribing
The University of Bradford and University of Huddersfield Schools of Pharmacy have undertaken a pilot study of foundation trainees undertaking independent prescribing training in their training year. The pilot demonstrated that this was feasible, but also that it is important that trainees, designated supervisors and designated prescribing practitioners are all suitably trained to undertake the roles, including training on mentoring, providing feedback, using an eportfolio, structured written guidance including guidance on the volume of evidence required. The pilot demonstrated that cross sector training was helpful to improve confidence and competence, and it also found that trainees’ confidence improved in all areas over the course of the programme. (27)
Effective training and commissioning of independent prescribing by pharmacists will enable all 3 key shifts. Community pharmacists can prescribe for minor ailments, manage chronic disease and reduce A&E attendance by supplying medications, and some of this can be done remotely/digitally, but this must be appropriately funded and supported nationwide so that provision is independent of postcode.
Research shows that a fundamental shift towards pharmacist prescribing becoming mainstream requires pharmacists, employers, commissioners and policy makers to learn from previous experiences, including ensuring that service development is introduced in a way that offers the greatest possibility of long-term sustainable success if it is to achieve its aims of improving access to healthcare for patients. It concluded that whilst pharmacists are well placed through their initial education and training to undertake a prescribing role, we found that there are perceived differences in responsibility between a prescribing and a non-prescribing role, attitude towards risk and the training and support needed to adapt to those changes. These differences are explored leading to a series of overarching themes and recommendations, including that ongoing support is critical and should be built into commissioning frameworks, that newly qualified prescribers need to start prescribing immediately after qualifying with the relevant competence assurance systems and that experiential learning should be built into all training programmes. (28)
There is currently insufficient funding to support and develop newly qualified pharmacists, especially as prescribers as well as the current workforce who have undertaken the prescribing qualification. Doctors receive ongoing training and support once they are registered, however this is not the case for pharmacists. There will be patient safety errors if pharmacists are expected to deliver independent prescribing without access to adequate educational support, which includes recognising the limits of their knowledge and referring appropriately.
There must be a clear plan for implementation and how pharmacist IPs will work alongside doctors and other prescribers. Without this, there is a danger that the current issues faced by Physician Associates (who were ’rolled out’ without a plan, which has antagonised medics) will reoccur. This must include a contract that rewards pharmacies for providing clinical services including prescribing.
There is limited/no funding for career development to advanced and consultant pharmacist levels. This leads to disillusionment and a low proportion of pharmacists who can undertake research, and educate and lead the profession to move forwards.
There needs to be funded support for pharmacy technicians who are undervalued and will need to pick up many of the roles currently undertaken by pharmacists, as they become independent prescribers.
[bookmark: _Toc2089246985]Pharmacogenomics
The development and application of pharmacogenomics in clinical practice is an expanding area in healthcare which aligns with national and NHS priorities across Great Britain (GB).
Pharmacy professionals are skilled at interpreting complex scientific data and use evidence-based medicine to support shared decision-making in their established patient-facing roles within the multidisciplinary team (MDT). With the increased demand for skills in this area pharmacists are well-placed to perform key roles related to genomic medicine by supporting patient understanding, maximising the benefits of precision medicine across the integrated care system, and to play a key role in genomics implementation in healthcare. From system leadership to implementation of services, pharmacists can tailor and personalise the prescribing of medicines based on genetic information.  (29)
[bookmark: _Toc1741911178]Aseptic pharmacy services
Although not highly visible to patients, NHS pharmacy aseptic manufacturing units and radio pharmacy services are an essential cornerstone of many critical services. These provide sterile, controlled environments to prepare antibiotics, chemotherapy and monoclonal antibodies, as well as personalised cutting-edge medicines for cell therapy and clinical trials. At an annual cost of £3.8 billion representing 3.1% of the NHSE budget this is a large investment. Without this investment in these critical services, the NHS will be unable to support innovative research and provide world leading diagnostics. 
 
[bookmark: _Toc1044435843]Digital capability of the workforce
It is imperative that everyone working in healthcare has the digital capabilities to understand and use the digital systems. Digital is a key pillar of the NHS 10-Year Plan. Electronic patient records, remote consultations, rostering, pathology and radiology systems, and an expanding family of AI-enabled tools now frame how clinicians deliver care and how patients experience it. However, many clinicians still practice without the confidence or competence to use the systems that underpin safe, effective care. 
[bookmark: _Int_NM99dLn2]To enable implementation of the NHS 10 year plan, all of the workforce will need to be trained in digital literacy and this will need to be core training for all undergraduates working in healthcare. 
In the examples we have provided in section one we have specific comments in terms of modelling assumptions that were used:
· The growing number of specialist monoclonal treatments in neurology and other medical specialties requires more pharmacy staff to safely provide and monitor these treatments.
· There is a need for investment in pharmacy Homecare teams
· Prescribing has been an invaluable skill for pharmacists working in the virtual wards and other areas of practice. Novice pharmacists, when prioritised for intensive training investment, upskill quickly and deliver productivity gains as a result. Systems must recognise that early investment in training and benchmarking to produce a controlled expansion in prescribing scope is crucial for registering pharmacists. An approach that creates impactful pharmacists includes providing targeted training, supervision, assessment and benchmarking during the first two years of practice, underpinned by a nationally agreed curriculum and independent benchmarking.
· More clinical services are being provided in community pharmacies so there needs to be support through automation and skill mix that does not have a negative impact on patient safety. As demand for services through community pharmacies increases the modelling needs to take this not account and provide for additional staff members.
· As there is a gradual increase of a total triage model being introduced in general practice, practices do need to look at skill mix to ensure there are the right number of the right staff to process the triage forms when submitted a by a patient. This needs to be a robust system whereby admin requests can be safely dealt with by admin staff according to a protocol, and clinical forms need to be screened, and a decision made about the appropriate course of action by a clinician. They need to be suitably trained, competent and confident to work safely, with clear escalation processes to keep patients safe if red flags are identified. Therefore, the clinical system implemented will impact on the workforce needed to run the system safely. Skill mix and individual clinicians' strengths should be considered. Demand and capacity will need to be monitored and reviewed so that forms with potentially urgent queries are not delayed by the system reaching capacity and being left over till the following day. The expectation that GP surgeries will now be open until 6.30pm with their online consultation service switched on until that time may require an increase in clinical staff availability. 
· A shift from hospital to community will potentially require pharmacists working across the primary and secondary interface whilst needing more pharmacists in primary care and community services. Hospitals will potentially have to look at how they provide pharmacy services and specialist advice in the community.
· There is evidence that EPMA systems have driven staff to have less conversations directly with patients which is the exact opposite of what patients want. There is some early AI evidence that using AI to generate clinical documentation (and then checking and amending) could release staff time to have conversations and time to care.
· From 2026 all registering pharmacists will be prescribers from the first day of registration, an opportunity (and risk) hitherto unseen for its scale and scope. Research (pending publication) into readiness and intention to prescribe for early career pharmacists (in preparation for press) shows that:
· There is no strategic plan in hospitals for the deployment of prescribing pharmacists
· There is a lack of prescribing role modelling - junior pharmacists see senior pharmacists failing to prescribe, despite the qualifications to do so, and this creates a lack of prospective intention to prescribe
· Junior pharmacists feel secure to prescribe once inducted into a community of practice. This security is lost when they are placed in more general/unfamiliar teams and they are therefore unwilling to prescribe.
· Junior pharmacists recognise unrealistic prescribing expectations placed on junior doctors by other staff, who perceive prescribing as administrative, and fear the same pressures to work outside of their capabilities will be placed on them without defined scopes/services
The conclusions are:
· There needs to be congruity of workforce expectation with novice prescribing skill and supportive, structured training that expands prescribing scope in a controlled way. This is crucial for patient safety but also willingness and intention to prescribe the absence of which will prevent benefits of pharmacist prescribing from being realised.
· Scopes/services for pharmacist prescribing should be co-produced with all stakeholders, including medical prescribers, to ensure friction free integration of pharmacist prescribers into the Community of Practice.
· Barriers to qualified but non-prescribing senior pharmacists using their qualification need to be identified, overcome and pharmacists supported to re-enter prescribing practice.

[bookmark: _Toc1026260963]
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[bookmark: _Toc951629737]Digital / operational productivity enablers 
· ePMA/EPS/shared records reduce transcription, speed medicines reconciliation and enable earlier clinical interventions. (5–7)  
· GP Connect: Update Record embeds community pharmacy outputs in GP workflows, reducing duplication and improving continuity. (1–2)  
· Automation & workflow tools (e.g., robots) reduce administrative burden and release clinical time. (8–9)  
Examples 
· Community pharmacy automation: Junction Pharmacy (Brixton) reports smoother dispensing and more patient-facing time. (8–9)  
· Secondary care: Somerset NHS FT’s ePMA–EPS–SIDeR integration recognised by the HSJ Digital Awards 2025. (5–7)  
[bookmark: _Toc1199843781]Addressing training and supervision gaps 
· The RPS Competency Framework for All Prescribers (refreshed in 2021) provides a cross-profession standard for safe prescribing and supervision, complementing the 2026 step-change. (10)  
· Need to ensure there is equity of access to training and supervision across the profession, particularly under-represented groups. The RPS Chasing equality in pharmacy training highlights the persistent differential attainment and degree awarding gap for Black Pharmacy students and foundation trainees which needs to be addressed and systemic changes applied to ensure equity of access. This would also apply to other groups such as disability. (11) 
[bookmark: _Toc130975123]Patient and public engagement 
1. Pharmacy teams should proactively support use of NHS App and related digital touchpoints, alongside structured digital follow-up to reinforce adherence/self-management. (1-4) 

[bookmark: _Toc1095819703]Example: Community Pharmacy Integration
The integration of community pharmacy services into the broader healthcare ecosystem has been identified as a critical strategy for enhancing patient care and improving service efficiency. Community pharmacies in England typically operate using standalone digital platforms, which limits their ability to contribute to integrated care delivery. In response, NHS England’s East of England Region initiated a pilot study to evaluate the impact and feasibility of community pharmacies using an integrated clinical electronic health records system (SystmOne). The pilot aimed to facilitate real-time read and write access to patients' primary care records, improve communication between healthcare providers, and enhance service delivery. An evaluation report summarises the key findings from the pilot, which was conducted from November 2022 to December 2023 across selected sites. (12)
The pilot demonstrated that it is feasible and acceptable for community pharmacy to use a clinical system as used in general practice. The findings highlighted the potential benefits of integrating community pharmacies into a shared electronic health records system, aligning their digital infrastructure with that of general practices. Key outcomes included enhanced interprofessional communication, improved clinical decision-making, and better service coordination, all contributing to improved patient care. However, scalability requires addressing technical barriers, streamlining data entry processes, and fostering greater engagement from both pharmacies and general practices.
Notable findings from the pilot showed improved efficiency and workload management by having real time recording of consultation notes into the patient record and using a shared appointment rota enabling general practice receptionists to book a patient appointment at the community pharmacy.
One of the participating pharmacies stated: Our relationships with our GP surgeries are stronger and we are working together better than ever before, we have formed new relationships with surgeries who previously were reluctant to engage as they felt using community pharmacy services increased their admin burden. (P8)
And feedback from a GP: Noting that as a practice we were overwhelmed (triage lists overflowing) last winter, if the pharmacies had not been able to provide this capacity it is not clear how we would have coped. This was only made possible by the SystmOne remote booking solution. (GP28)

[bookmark: _Toc569546905]Example of digital integration in hospital pharmacy: Leeds Teaching Hospital
In response to the changes that digitalisation brings, staff and teams developed their own new work processes which resulted in duplication of information entry into the various electronic systems, and the risk of important medicines information not being seen by the right people at the right time.  This resulted in a workforce who collectively became frustrated and demoralised, and variations in the way that individuals and teams were using the systems.  
The Doc Leaf working group was formed, comprising pharmacists and pharmacy technicians, from across 5 different clinical pharmacy teams.  This group shared work processes from across teams and collectively identified best practice to create a standardised approach for all.  This related to specific work tasks (such as prioritising work and actioning tasks from a medicines reconciliation) and documentation practice in digital systems (e.g., documentation of medicines changes and clinical handover).  A Good Practice Guide was written to act as a training tool which was then socialised across the pharmacy department.  Implementation of the guide was facilitated by members of the group and was supported by pharmacy senior leadership. 
The outcomes of the project were:
· Development of a Good Practice Guide providing more streamlined workflow and documentation processes for medicines review and supply.
· Improved clarity about medicine changes during the inpatient stay to assure and support accurate communication to the GP and community teams at discharge.
· A reduction, by up to 50%, of the time taken to record a medication history in the system.
· Wide collaboration and consensus across multiple pharmacy clinical teams of both pharmacists and pharmacy technicians.
· Improved staff morale and reduced waste.
· Winner of a Trust Staff Engagement and Improvement award.
[bookmark: _Toc87035570]Use of digital and impact on the pharmacy profession
[bookmark: _Int_N93ZAOaU]The shift from analogue to digital offers great opportunity and benefits for the NHS, and more importantly, the public it serves.  However, we are aware of unintended consequences of digital implementation to date.  The last 5-10 years, as digital technologies have become more embedded across pharmacy practice, the design and delivery of pharmaceutical care has evolved without steer resulting in a loss of professional identity and purpose.   
Headlines from as yet unpublished research centre around the recognition and explanation of the following impacts of Electronic Patient Records (EPR) and Electronic Prescribing and Medication Administration (EPMA) systems in the hospital setting.  Digital systems hold information about patients which has revolutionised patient care.  All systems hold knowledge and can to some extent apply that to increase patient safety, e.g., prevention of prescribing penicillin to a patient with recorded penicillin allergy.  Due to a variety of contextual factors, and behavioural responses of individuals, digital systems have contributed to and enabled the following outcomes in response to the technology. 
Reduced physical presence in the clinical environment.
a. Which has resulted in collaboration through electronic documentation which is not always the most up to date.
b. Pharmacists are not able to apply expertise (translation and application of medicines knowledge to individual patient cases) in flow, and so expertise is becoming unseen and unrecognised. This could worsen health inequalities as there may not be the same level of understanding of the medicines and usage. 
c. Weakens the development of collaborative relationships and trust with members of the multi-disciplinary team.  This impacts patient care in the short term for the reasons above, but longer term means less learning and feedback to prescribers about medicines and prescribing safety due to reduced Interprofessional Learning at the face of collaborative care.  This has been reported as resulting in isolated approaches to problem solving supported only by the technology, and reports of reduced prescriber confidence.
Reduced contact with patients, and changes to the nature and content of conversations when pharmacists do speak with patients.
a. Patients are not involved in the decision and discussions about medicines. Reduces the opportunity for shared decision making and potential to worsen health outcomes or ineffective treatment. 
b. When conversations with patients do happen, it is usually as a consequence of trying to find information missing from the EPR to facilitate a clinical decision.  The conversation is described as closed and directive.  Patients feel that they are unable/don’t have opportunity to ask questions about medicines and don’t know who to ask. 

Changes to day-to-day tasks, professional role and identity due to breaches of professional boundaries as a consequence of technology.
a. This has led to the work of hospital pharmacists being informed and directed by digital systems.  This has resulted in tasks that are mostly processing (data-handling skills) rather than interpretation and application of knowledge to patient care, at the point of care.
b. Pharmacists frequently communicate via the digital system for medicines changes and reviews which disrupts smooth and respectful collaboration.  Prescribers (doctors) describe this way of communicating, and the content of the communication, as inappropriate and not clinically meaningful.  This has reduced confidence in the profession resulting in friction in relationships and reduced professional trust.
c. Driven by the focus of work being asynchronous and through documentation, documentation has now become a burden and contributes to digital burnout.
d. Technology has resulted in changes to the ‘division of labour’ for all staff, and has weakened the sense of professional identity and purpose.  
Whilst these are NHS hospital-based findings the findings resonate with pharmacists in primary care. 
Recommendations to support digital technologies in practice include:
· Reclaim professional identity and reimagine the purpose of pharmacy and the focus of care delivery.
· Ensuring intentional collaborative touch points within the MDT to enable the application of pharmacists' expertise in flow.
· Humanise the design and delivery of workflows.
· Ensure that pharmacy has a voice at the Point of Care.

[bookmark: _Toc363816079]Educational Supervision
The vital role that educators and supervisors play in the education and professional development of pharmacists, and the wider pharmacy team must be recognised and appropriately supported. Supervisors provide essential support to learners, helping them to develop proficiency and confidence in translating and applying knowledge and skills into practice (13). 
Educational supervisors additionally have an important role in supporting pharmacists during important career and professional development transition points, such as becoming competent and confident prescribers. Schafheutle E. highlights the need for increased in access to educational supervisors for new prescribers in community practice (14).
Educational supervisor capacity remains a challenge within pharmacy, and innovative and flexible approaches are required to enhance capacity within the profession. Swain W. has emphasised that collaborative model encompassing a multidisciplinary team leads to improved patient care and effectiveness in medication management across various settings (15).
We can learn from the successful initiatives that have been implemented across England to address capacity and capability challenges experienced with Designated Prescribing Practitioners (DPPs). The different approaches and solutions underscore the importance of models aligned to local workforce needs. In addition, supervisors must have access to appropriate funding, protected learning time, and training and professional development to prepare for their new responsibilities and be effective their roles.
Examples of DPP models from practice (16-25):
· Improving prescribing supervision access and capacity: Teach and Treat clinics pilot 
· Increasing community pharmacists' access to DMP and DPP supervision (community pharmacy)
· Two-year triple recognition postgraduate pharmacy education (secondary care)
· Awaken the dormant prescriber (secondary care)
· Preparation support for Designated Prescribing Practitioners (all sectors)
· Development of supervision and training placement models to support and expand numbers of pharmacist independent prescribers and Designated Prescribing Practitioners in North Central London
· Sussex ICS Designated Prescribing Practitioner workforce strategic development and expansion
· Proactive and sustainable development of DPP workforce across two systems (Surrey Heartlands and Frimley Health & Care ICS)
· Kent and Medway ICS Designated Prescribing Practitioner Education and Supervision Project
· Understanding pharmacy workforce models across an integrated care system
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[bookmark: _Toc321562032]Wellbeing and retention
· RPS / partners’ surveys show very high burnout risk of the pharmacy workforce (≈87% in 2024/25), driven by heavy workloads, inadequate staffing and lack of PLT/rest. (1–3, 5–6) 
· Protected learning time (PLT): The PJ 2020 salary survey found 51% of pharmacists had no PLT (community 72%). In 2025, a PJ FOI analysis across 201 NHS trusts/boards found 28% did not include formal PLT for hospital pharmacists in job plans. (4-6)
[bookmark: _Toc1271371526]Positive initiatives
· Inclusive Pharmacy Practice; leadership development; structured wellbeing initiatives; embedding PLT in job plans/contracting with transparent inclusion metrics and action–feedback loops.
· RPS Inclusion and Diversity strategy – Improving Inclusion and Diversity across our profession: our strategy for pharmacy 2020-2025 (7)
[bookmark: _Toc1077891908]Needed next steps
· Resourced cultural interventions (PLT, wellbeing budgets, peer support, ensuring equity of opportunities).

· Safe staffing and optimised skill-mix across sectors.

· Structured career pathways and advanced practice frameworks for pharmacists and pharmacy technicians.

· Fair and equitable recruitment and retention practices
[bookmark: _Toc461720300]Culture, values and workforce experience
· The Healthy Living Pharmacy accreditation model offers a blueprint for embedding prevention, community engagement and consistency of standards. (8-9)
· Pharmacy Workforce Race Equality Standards Data – positive at highlighting areas of concern. Needs to be extended to primary care and have formal action to address concerns. (10) 




[bookmark: _Toc1729192002]Example 4.1: Clinical homecare service
One of the national clinical homecare services has a very supportive culture, where workforce wellbeing is taken seriously. Retention is monitored monthly and reported to Executive level. Retention of the Pharmacy, Clinical (nursing) and logistics will be reported to the NHS monthly from November onwards. Leadership is strong. We are led by our Superintendent Pharmacist and her deputy. 
It has clear core values, which the Leadership Team helped shape. There are clear governance structures and joint decision making, with the Superintendent Pharmacist having a vital role. all employees know the core values of Passionate, Ambitious, Together. 
They have an annual employee engagement questionnaire, which asks about their line managers and the exec teams including a section on CEO leadership. Once complete each manager receives their team results and an improvement plan is written with the support of HR. The aim is to improve engagement and the results year on year.  The staff survey uses feedback with all teams, including the CEO and Exec level.
[bookmark: _Toc344476944]Example 4.2: Hospital
Some hospital pharmacies have introduced flexible working including hybrid working as well as protected development time so that their staff can be confident in their skills to deliver safe care.
The Pharmacy leadership team at Royal United Hospitals Bath, has made significant cultural change within the pharmacy department leading to a 50% reduction in staff turnover as well as reducing staff sickness to 1.5%. (11)
[bookmark: _Toc870797036]Example 4.3: GP practices
The NHS England Support level Framework includes a domain about leadership and asks the GP partners whether they have a clear and well-developed vision for the practice, developed with and shared with all staff. If they have not, then the pharmacy team at the ICB work with practices to help them develop their practice vision with all the staff team. They also facilitate sessions to consider mission statements and practice values to support the leaders in compassionate leadership and this reflects on staff wellbeing. The Kings Fund have articles and educational materials about compassionate leadership, as does NHS England on their pages "Changing healthcare cultures through collective leadership".
[bookmark: _Toc991223804]Example 4.4: Community pharmacy
The superintendent pharmacist meets with the pharmacy owner once a month to raise any of the employee concerns with him to ensure he listens to their feedback.
The number of patients accessing clinical services through community pharmacy is increasing and there is sector wide ambition to do more. However, without an increase in capacity this leads to further pressure. There are opportunities to increase capacity through better use of the skill mix within pharmacy teams and investment in new and advanced technologies.
[bookmark: _Toc1526802719]Example 4.5: Digital wellbeing
Digital wellbeing is going to become even more important as the NHS 10 Year Plan is implemented. NHS Leeds Teaching Hospital have implemented a Digital Wellbeing project that outlines tips and actions pharmacy teams can take to support their digital wellbeing. (12)
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[bookmark: _Toc979195724]Additional considerations and recommendations
· Embed pharmacy leadership at all system levels (ICBs, Neighbourhoods, commissioning and workforce planning) to align services and workforce transformation.
· Commission sustainable clinical services that fully utilise IP skills in community, general practice and hospital, with clear referral/record pathways. (1–8) 
· Scale training and supervision by funding DPP capacity and PLT to grow prescribing safely as 2026 approaches. (2–4, 26) 
· Invest in digital interoperability (GP Connect access/update, ePMA/EPS, shared records) and measure safety/efficiency outcomes. (5–11) 
· Prioritise retention and wellbeing (PLT/rest, safe staffing, leadership development), tracking impact against RPS trends. (20-25) 
· Address the differential attainment and degree awarding gaps within under-represented groups and ensure equity of opportunities to develop and promotion.
· Improve workforce intelligence (GPhC/NHSE) to steer modelling and course-correction. (1, 19) 
· Make prevention core - commission targeted reviews (e.g., ≥10 medicines), where recent modelling suggests very substantial savings and health gains (e.g., net ~£620m from prescribing reviews for ≥10 medicines; £1.2bn overall potential savings from expanded pharmacy services). (27–29)
[bookmark: _Toc153204455]Future of pharmacist prescribing in particular and impact on workforce.
· Barriers to IP use include limited commissioning, constrained access to DPPs, variable read/write record access and insufficient PLT. (1–8, 23–25) 
· In care homes, pharmacist IP models improve prescribing quality (e.g., Drug Burden Index reduction) and are safe, although not all resident-centred outcomes were improved and cost-effectiveness was not demonstrated in the main analysis which is important for planning realistic benefits. (14–18) 
· 2026 will be a step-change: without supervision capacity, credentialling pathways and post-registration support, IP skills are at a risk of under-deployment. (2–4, 26) 
[bookmark: _Toc961886837]New technologies 
[bookmark: _Toc1595924600]Hub-and-spoke/automation
· Legislation enabling hub-and-spoke between different legal entities came into force 1 Oct 2025 (Human Medicines (Amendments Relating to Hub and Spoke Dispensing etc.) Regulations 2025). (30–33) 
· Earlier DHSC impact assessments and government materials referenced ~40–50% time-saving potential in spoke pharmacies (with net system savings dependent on volumes, logistics and ability to convert released time into clinical activity). (34–36) 
· Operational case studies (e.g., Junction Pharmacy) illustrate how automation can release pharmacist time for clinical work today. (12-13) 
[bookmark: _Toc1230578770]Pharmacogenomics
· NHS strategy is integrating genomics into pharmacy education/practice; current UK surveys show high expectations of future PGx use but low confidence without training/time, implying skills rather than near-term headcount effect.
[bookmark: _Toc1331106722]Important accuracy notes
· IP usage in community: the best national figure is from NHSE’s 2023 survey - 85% of contractors reported no IP currently prescribing (i.e., ~15% yes); earlier “<10%” estimates are too low nationally. (1) 
· CHIPPS results are nuanced: safe, well-received and improved Drug Burden Index, but no improvement in the pre-specified primary outcome of falls, and not cost-effective in the NIHR report—helpful for realistic modelling. (14–18) 
· Hub-and-spoke: legislation now in force (1 Oct 2025). Time-saving % are impact-assessment estimates and may vary materially by local logistics and the ability to convert released time into funded clinical services. (30–36) 
It is important to note that change without proper resources of both financial and staffing on a widescale will only alienate the existing NHS staff and more staff will decide to leave, creating more problems. There needs to be joined up working between all elements of primary care to ensure that patients get the best value from the system.
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