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Executive Summary 

INTRODUCTION 

The University of Strathclyde was commissioned by Macmillan Cancer Support in collaboration with NHS 

GG&C to support the early evaluation of an evolving training program for community pharmacy support 

staff, one of the key recommendations from a previous program evaluation  (1).   The aims of this study 

were twofold:  

 To assess the appropriateness of the content of the palliative care training and ascertain staff 

opinions concerning the webinar format 

 To evaluate the impact of the training, regardless of the delivery format i.e. face-to-face and 

webinar formats.  

The four-level Kirkpatrick model (2) allows the opportunity to explore learner initial satisfaction with an 

educational intervention, gained knowledge and/or skills, changes in learner behaviour due to training 

and the long-term impact the learner has on their organisation due to their training.  

 

PARTICIPANTS, DATA COLLECTION AND DATA ANALYSIS 

Cohort 1: Face-to-face participants, fully-trained in June and July 2014 (n=55), 22 of which took part in an 

Initial Satisfaction Interview (ISI) post-training, the results of which are in the Phase 1 report (3). Eighteen 

of 55 trained completed and returned an Impact Assessment Tool (IAT), and 4 participants took part in 

follow-up interviews. Data from n=15 IATs are included in the analysis (n=3 excluded for not fully 

completing training).  

Cohort 2: Webinar Participants, recruited by Macmillan Facilitators trained between March and July 2015 

(n=19), 50% of which completed and returned the Initial Satisfaction Questionnaire (ISQ) post-training. 

Fourteen of the 19 trained completed and returned IATs. Data from n=12 are included in the analysis (n=2 

excluded for not fully completing training). To help identify the barriers towards staff engaging in the 

training, telephone calls with recruited pharmacy Managers/ Pharmacists were conducted. All 16 

recruited pharmacies were contacted, and 13 were able to participate (81.3%).  

SPSS, NVivo, Microsoft Excel and Wordle were used to analyse the variety of data within the context of 

the Kirkpatrick model. (2). The final participant sample comprises n=27 participants (n=15 face-to-face 

and n=12 webinar participants).  
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Most participants were either Dispensers (n=9, 33%) or Pharmacy Assistants (n=6, 22%), and were female 

(n=22, 81.5%). Just over half (51.9%) worked full-time. Most participants classed themselves as 

Dispensers (see chart).  The average years in job role was 8 years, with the average years in pharmacy 

overall being 11 years. Approximately 40% had received some palliative care training previously.  
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FUTURE OPPORTUNITIES 
 

Level 4 Organisational Impact: Areas of Focus to Maximise Level 4 Impact 

Level 4 of the Kirkpatrick model concerns the effect on the organisation the learner has as a result of the 

training.  As this evaluation was focused on the early implementation of the training package, long-term 

data on the organisational and cultural impacts cannot be ascertained at this stage. Three main 

opportunities and results / outputs are identified:  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

The 
Opportunity 

•To identify the barriers in evaluating the impact of training due to a lack of pre-existing pharmacy-level data, 
and consider opportunities for future data collection 

•To tailor the current training resource ensuring applicability to all staff goups 

•To examine and consider information technology access & capability within the pharmacy 

•To ensure adequate support from management in staff completion and implementation of training. 

The Output 

•The maximisation of Level 4 Organisational Impact of this online training reosurce, resulting in an opportunity 
to perform a long-term evaluation of any impact at an orgnaistaional level. 

The 
Opportunity 

•To conduct an analysis of the 2 training programs (NHS GG&C and Highland) to identify common materials and 
distinct differences between these resources 

•To propose and develop a series of core and optional topics based  on these resources (for specific 
environments, geographical locations and/or staff groups) for further testing  with the established groups and 
possible new groups e.g. GP reception staff, care workers in the community, etc. due to 'front-of-house' 
interaction with patients, if sufficient commonality between trainings  found. 

The Output 

•The generation of a palliative care training resource (adaptable for online or face-to-face training), tested in 
variable support/care staff groups (SVQ level 2 &3),  ready for adoption through palliative care managed 
clinical networks and scalable nationally through the new evolving health and social care partnerships in NHS 
Scotland.  These national resources could potentially be hosted by NHS NES. 

The 
Opportunity 

•To take learning from both Macmillan funded programs to build a service delivery model suitable to meet the 
needs of NHS GG&C moving forward, and take a leadership role with NHS Highland to develop the thinking at 
a national level on a sustainable and equitable service delivery model and capacity plan for NHS Scotland. 

The Result 

•An evidence based service delivery model and capacity plan for NHS GG&C and an opportunity to inform and 
shape a national model. 
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CONCLUSIONS 

This study has provided helpful insight to inform the impact of a palliative care training program for 

pharmacy support staff based on qualitative and quantitative analysis of uptake, satisfaction and use. 

Examination of the differing training format, usefulness and impact established the following:  

 The initial reaction of all participants was that the training (both face-to-face and webinar) was 

useful and beneficial (Level 1)  

 The webinar format appeared to be well-received, although some technical/access issues were 

reported by staff and pharmacy managers (Level 1)  

 Although participants reported that the training level was appropriate, some indicated they 

already had the knowledge and skills contained within the training, which they used in day-to-

day practice (Level 2) 

 Some participants gave examples of how the training had not only increased their knowledge 

and skills, but had also provided them the opportunity to change their practice at work (e.g. 

better awareness in palliative care resulted in anticipatory patient care) (Level 3).  

 

RECOMMENDATIONS 

 To maximise the organisational impact of the training through three key areas of focus (training 

applicability for staff groups, IT Access/ capability and support from management), and consider 

the barriers and opportunities for evaluating the long-term impact trainees have on delivering 

the service  (Level 4) 

 

 To synergise the learning from NHS GG&C and NHS Highland to generate a national palliative 

care training resource for health and social care workers,  ready for adoption through palliative 

care managed clinical networks and scalable across NHS Scotland 

 

 To develop an evidence based pharmacy palliative care sustainable delivery model and capacity 

plan for NHS GG&C, building on the experience to date, and inform a national model. 
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Information Resources  

•Encourage community 
pharmacies to inform patients 
on changes in their medicines 
and work to raise patient and 
carer expectations of 
pharmacy services 

 

•Develop a written, easily 
accessible resource educating 
palliative care patients and 
their carers on accessing their 
medicines and information 
from their community 
pharmacy 

 

•Identify and promote a list of 
validated and reliable web-
based patient information 
resources. 

Community Pharmacy / 
Multidisciplinary Team  

•Promote the sharing of 
resources generated through 
the project as tools to support 
best practice, through existing 
local and national networks 

 

•Assess the feasibility to move 
project resources developed 
to electronic platforms to 
facilitate resource 
sustainability 

 

•Continue to develop guidance 
for medicines used in 
palliative care, to support 
patient care. 

Communication & 
Networking 

•Continue to establish and 
strengthen communication 
strategies across the CH(C)Ps both 
within pharmacy and across the 
multidisciplinary team, as 
appropriate 

 

•Assess how communication 
strategies can become more 
system dependent rather than 
person dependent, to facilitate 
sustainability 

 

• Identify the information, 
communication and support 
needs for care home staff to 
improve pharmaceutical palliative 
care for their residents 

 

•Maintain ongoing leadership, 
coordination and support from the 
Project Lead and Project 
Administrator to ensure 
communication between the 
project team and alignment of the 
project with local/national 
frameworks 

Skills Development 
(pharmacy/support staff) 

•Continue education sessions for 
pharmacists/pharmacy support 
staff  to sustain core skills and 
develop enhanced skills; these 
should be aligned to support 
registration requirements with the 
General Pharmaceutical Council 

 

•Encourage experienced 
community pharmacists to assist 
with education sessions to 
promote local sustainability 

 

•Future education sessions for 
pharmacy staff should be shaped 
by local educational needs 
assessment and key national 
priorities 

 

•Develop e-learning tools for 
pharmacy support staff education 
modules with the support of NHS 
National Education Scotland 

 

•Field test the designed 
pharmaceutical care plan with 
community pharmacists and 
establish the information 
technology steps necessary to 
support this through the evolving 
CMS 

1. INTRODUCTION 

In 2012, the University of Strathclyde submitted an evaluation of a 2 year program of work within NHS 

Greater Glasgow & Clyde (NHS GG&C) entitled the Macmillan Pharmacist Facilitator Project (1). The 

project was located within four Community Health (and Care) Partnerships (CH(C)Ps or HSCP)1 in the 

health board, and involved the University team working closely with the appointed project team to: 

deliver a baseline needs assessment report; develop a quality improvement program; prepare a 

summary document on the key activities delivered through the quality improvement program and 

synthesise a model of care with the aim of supporting effective engagement of community pharmacy in 

the delivery of palliative care.   The key findings of this evaluation have been published and presented 

elsewhere (1, 4-6). The evaluation generated a set of recommendations for further development of the 

program, detailed in Figure 1. Those recommendations which align with the aims and objectives of the 

current project phase are highlighted in bold.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                
1
 Rebranded from CH(C)P to Health and Social Care Partnership (HSCP) part-way through the evaluation, and will 

be referred to as HSCP throughout 

Figure 1: Recommendations from 2012 Evaluation Report 
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NHS GG&C and Macmillan Cancer Support agreed to jointly fund the transition of the project from a 

pilot phase to a board-wide facility. The expansion began in October 2013 and saw the establishment of 

a new Macmillan Pharmacy Service, the first of its kind in the UK. As part of this expansion, the 

University of Strathclyde was asked to support the early evaluation of an evolving training program for 

community pharmacy support staff, one of the key recommendations from the original evaluation  (1).   

This report presents the findings from the early testing of the training materials. 

 

1.1. Setting 

NHS GG&C, located in central Scotland, serves a population of approximately 1.25 million people (7) and 

comprises 6 HSCPs as displayed in Figure 2 (8).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1 provides some information on the populations of each HSCP in the NHS GG&C health board (9).  

Approximately 14% of the health board’s total population is over the age of 65yrs. Glasgow City has a 

lower than health board average percentage of over 65yrs. The less urban HSCPs have between 16.9% 

Figure 2: NHS GG&C Illustrating the HSCPs  
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and 19.8% of their population as older people. It is known that palliative conditions including cancer and 

Chronic Obstructive Pulmonary Disease (COPD) tend to affect the elderly more so than younger people 

(10, 11).  

 

Table 1: Population (n) Overview of NHS GG&C by HSCP  

 All Age 

Groups 

0-24yrs 25-44yrs 45-64yrs 65-74yrs 75-84yrs 85yrs+ % over 65 

years 

Glasgow City 697,899 201,278 237,192 174,311 47,238 29,581 8,299 12.2% 

East Dunbartonshire 103,452 28,249 24,732 29,938 11,181 7,086 2,266 19.8% 

West Dunbartonshire 96,150 26,673 25,112 28,159 9,160 5,276 1,770 16.9% 

Renfrewshire 177,708 48,867 47,228 50,599 17,215 10,441 3,358 17.5% 

East Renfrewshire 90,331 26,968 21,961 25,498 8,553 5,398 1,953 17.6% 

Inverclyde 82,614 21,976 20,623 24,703 8,354 5,201 1,757 18.5% 

NHS GG&C 1.25m 354,011 357,083 333,208 91,701 62,983 19,403 13.8% 

 

At the time of service roll out, there were 292 Community Pharmacies in NHS GG&C, 70 of which are 

part of the NHS GG&C’s Community Pharmacy Palliative Care Network (CPPCN)2. This network was 

established in 2001 and is funded by NHS GG&C (12-15). Additional funding from the Scottish 

Government in 2009-10 permitted the expansion of this network (15). The CPPCN requirements include: 

retaining a stock of more specialised medicines which may be required for palliative care; a courier 

service for transport of urgent prescriptions and medicines; provision of advice and support to other 

pharmacies, GPs and district nurses.  

 

The Macmillan pharmacy service team is comprised of 103 (pharmacist and pharmacy technician) 

facilitators located in all 6 HSCPs, with a central leadership and administrative function. The Macmillan 

Pharmacy Service team are committed to supporting patients with life-limiting conditions by improving 

the standard and availability of palliative care services from within the local community. The team aim 

to achieve this by driving a quality improvement programme which engages community pharmacies and 

the primary care multi-professional team (MPT). 

 

 

 

                                                
2 21 of the non-network pharmacies are located in Lanarkshire, but fall under NHS GG&C  
3
 1 of the Facilitator posts are currently not filled, therefore 9 are currently in post (and 1 is on maternity leave) as 

of October 2015 
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Phase 1: Palliative Care training program for Support Staff: Early Evaluation 2014 

 

The Macmillan pharmacy service team participated in a Delphi-based brainstorming session in order to 

identify relevant topics for training. The target audience for the training was identified as all community 

pharmacy staff with the exception of the pharmacist/manager.  The team members suggested topics 

and once all suggestions had been made, common or similar topics were grouped together and titles for 

each topic were agreed upon. In total, 7 topics were decided upon:   

 Introduction to Palliative Care 

 The Palliative Care Resource Folder 

 Network Pharmacy 

 Urgency of Palliative Care Prescriptions 

 Managing Symptoms 

 Dispensing Opioids 

 Signposting for Patients 

Facilitators were asked to provide the content in the form of PowerPoint slides and were provided with 

a template, including specification of training aims and topic summary. Face-to-face training occurred 

between June and July 2015 and was delivered to 55 pharmacy staff members in the NHS GG&C Health 

Board. The Phase 1 evaluation report was delivered to the service in December 2014 (3).  

 

Phase 2: Palliative Care Training Program for Support Staff: Impact Assessment of Webinar 

Training  

 

Online training is becoming a popular option for healthcare professionals due to the accessible nature of 

the format, and has been implemented in community pharmacies on a national and international level 

(with much of the literature coming from Australia and New Zealand). Generally e-learning has a 

positive impact on staff attitudes to e-learning and facilitates an improvement in confidence and 

knowledge (16-18). Furthermore, the online approach to learning has shown to be at least as good, if 

not better, than the live or face-to-face training approach, with the obvious benefits being the flexibility 

with which it can be undertaken, as well as some perceived cost savings (19, 20). The online approach 

has been adopted by pharmacy and applied to palliative care in a number of settings, including in 

paediatric palliative care in the United States, and in Australia. Tieman’s (21) literature review helpfully 

highlights the uptake of online pharmacy training in Australia, detailing the more formal tertiary studies 

(e.g. Graduate Diplomas) to other more specific online resources and opportunities (22, 23). There are 
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of course formal training opportunities at distance / online level within the UK (24), and there are other 

non-institutional online training packages available, including the Hospice UK palliative care training 

program (CLiP), available for professionals and carers (25). NHS Education for Scotland (NES) provide a 

number of online training packages or webinars via their portal, accessible only by NHS professionals, 

yet there were no specific modules available for community pharmacy support staff on palliative care 

prior to this project.  

 

Online training can only affect change if potential users know about it and know how to access it. 

Although online training is becoming commonplace in healthcare, technical difficulties including issues 

with IT are still possible, and can have an impact on the effects of training and on whether training can 

be fully completed or not (26). The basic principles of viral marketing can be applied here, as the main 

“rules” for gaining viral status (and thus, widespread knowledge and consumption of a particular 

cultural demographic) include: give away products or services for free; provide for effortless transfer to 

others; will scale easily from small to very large; exploit common motivations and behaviours; utilise 

existing communication networks; and take advantage of others' resources (27). Therefore, it could be 

suggested that the ideal online palliative care training resource (for pharmacy staff, for example) would 

be free of charge, easy to promote and access, minimal in content but have a maximum effect on 

working practices, relate well to staff motivations to provide safe and effective pharmacy services to 

patients, and tie in with any existing palliative care resources or networks in place.  

 

The Kirkpatrick model (2) is a framework for evaluating the impact of educational interventions, and has 

been applied in industry as well as in medical education, yet in a modified format (28). Although the 

model has been criticised for being incomplete and simplistic (29), it is considered as appropriate for 

evaluating small-scale interventions with short-term endpoints (28). The four-level format of the model 

allows the opportunity to explore learner initial satisfaction with an educational intervention, any 

gained knowledge or skills as a result of the education, any changes in learner behaviour due to the 

training and the wider long-term organisational impacts the learner has in their workplace due to their 

participation in the training. It provides the opportunity to explore the impact of any training or 

educational package in a longitudinal manner.   

 

The aim of this study was twofold: to assess the appropriateness of the content of the palliative care 

training and ascertain staff opinions concerning the webinar format; and to determine the impact of the 

training, regardless of the format by which training was delivered, i.e. face-to-face and webinar formats.  
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Study Objectives   

   

 To evaluate the effectiveness of the face-to-face and webinar training formats using a 

questionnaire-based tool developed in Phase 1 using the Kirkpatrick model (2) 

 To provide recommendations for improvements to training access and content 

 To provide recommendations to support sustainability of training resource beyond the 

lifetime of the project.  

Ethics  

 

Ethical approval was not deemed necessary because: the project was part of a larger programme of 

service development which was itself being evaluated; patients were not involved in data collection or 

the wider study; and participant recruitment was invitational and any data would be irreversibly 

anonymised to protect identities. Participants gave their written consent to take part in the study 

through the completion of questionnaires and/or consent forms, and could not be identified by direct 

quotation used in the reporting of the project. Furthermore, the University of Strathclyde’s Code of 

Practice on Investigations Involving Human Beings does not apply to work that is part of routine 

practices in professional contexts, a service evaluation or an audit of an existing service.  Consequently, 

University of Strathclyde ethical approval was not required for this piece of work.  All participants 

however received a full explanation of the study and assurances about confidentiality and anonymity 

were given 

 

2. METHODS 

2.1. Data Collection 

Figure 3 represents the participant recruitment and study methodology timelines for both the face-to-

face and webinar participants. For detailed information on the recruitment process for each cohort, see 

Appendices 1 and 2.  
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Figure 3: Timeline of Full Research Activities 
*NR = No Response 
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Cohort 1: Face-to-face participants, fully-trained in June and July 2014 (n=55), 22 of which took part in 

an Initial Satisfaction Interview (ISI) at least 1 week post-training, the results of which are in the Phase 1 

report (3). Of the 55 trained, 18 subsequently completed and returned an Impact Assessment Tool (IAT) 

(completed up to 8 months post-training), and four participants took part in follow-up interviews.  

Those participants who provided answers to the scenario (free-text) questions or provided other 

information about the impact of the training were identified and contacted. Four of these participants 

took part in interviews lasting no longer than 25 minutes. Participants were given a written explanation 

of the interview purpose and provided written consent. All interviews were audio recorded and 

transcribed using an intelligent verbatim approach.  

For detailed methodology, please see the Phase 1 Evaluation Report (3).  

Cohort 2: Webinar Participants, fully-trained between March and July 2015 (n=19), 8 of which 

completed and returned the Initial Satisfaction Questionnaire (ISQ) (at least 1 week post-training). Of 

the 19 fully-trained, 14 completed and returned IATs (completed between 2 and 5 months post-

training), 2 of whom did not completed the training in full and are thus excluded from any further 

analysis. 

 

To recruit webinar trainees, Macmillan Facilitators were asked to identify at least 80 individuals from 16 

pharmacies to participate in the webinar training. Eighty was identified as a reasonable number in an 

attempt to match the number of face-to-face participants (n=55) taking into account participant 

attrition/drop-out. Facilitators selected pharmacies from each of the HSCPs and approached staff on 

their scheduled pharmacy visits.  The Facilitators briefed potential participants as to the purpose of the 

study. The webinar sessions were produced by the team of Macmillan Facilitators between November 

2014 and February 2015 and went live through Vimeo, linked via the NES Portal, on February 19th 2015 

(30). The Facilitators informed the recruited pharmacy staff of the availability of the sessions and asked 

that they be completed by the end of March 2015. Participants were provided with a one-page 

document with details on how to access the training. Participation in the training involved accessing the 

7 training sessions online and completing a Multiple Choice Questionnaire (MCQ) on the content of the 

training. Once the MCQ was completed, participants were emailed a link to the online ISQ by a NES 

representative. The same NES representative contacted the University researcher on a regular basis 

with statistics on how many people had completed all 7 sessions and completed the MCQ, as well as 

viewing figures (“plays”) for each of the sessions, the details of which can be found in Appendix 3.  
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Since training uptake was occurring slowly, the University team redesigned the online ISQ by adjusting 

the format to allow webinar participants who had completed any number of the sessions to complete it 

(it is known that as of August 2015, a total of 32 out of a potential 80 had accessed the training but not 

necessarily completed it). The questionnaires were identical except an additional question was included 

to determine the reasons as to why staff had not managed to complete all of the sessions. A link to this 

online questionnaire was emailed to the responsible Pharmacists of each of the recruited pharmacies 

(n=16) following a phone call from the University researcher.  

 

Between 3 and 5 months later, webinar-trained participants who had completed all of the training 

sessions (and completed the MCQ, n=19) were provided with a hard copy of the IAT. This allowed 

sufficient time to pass between participants receiving the training and assessing the impact of the 

training.  A total of 14 were returned, yet 2 explicitly stated that they had not completed the training in 

full (therefore the final sample is n=12). This copy of the IAT contained a small number of IT-specific 

questions due to the change in training format.  

To help identify the barriers towards staff engaging in the training, short telephone calls with recruited 

pharmacy Managers/responsible Pharmacists were conducted. The researcher documented these in 

note form. All 16 recruited pharmacies were contacted, and 13 were able to participate in phone calls 

(81.3%).  

 

2.2. Data Analysis 

All IAT data, interview data and field note data were analysed in the context of the Kirkpatrick 4 stage 

learning and training evaluation approach (2), as the focus was on evaluating the training effectiveness 

regardless of format. Only responses from participants who did not explicitly state they had partially 

completed the training are included in the analysis.  

 

The final participant sample comprises n=27 participants (n=15 face-to-face and n=12 webinar 

participants).  

 

Impact Assessment Tool 

All responses from the IAT (n=27) were entered into the statistical software programme SPSS. The Likert 

scale responses available were: Strongly Disagree; Disagree; Neither Agree nor Disagree; Agree; and 
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Strongly Agree. Responses to each of the Likert scale statements were scored (for example, “Strongly 

Disagree was scored as 1, Disagree was scored as 2, and so on and so forth). For the Likert scale 

questions, the most common response for each statement (mode) was calculated, along with the totals 

and percentage.  

Free-text responses from the IAT were entered into the software Microsoft Excel and coded using a 

Thematic Analysis approach.  To produce some diagrammatical illustrations of the data, the words and 

phrases relevant to the main themes and sub-themes derived from the analysis were entered into the 

online word cloud tool Wordle (31).   

Interviews 

The interview recordings (n =4) were transcribed using an intelligent verbatim approach. One interview 

transcript was selected at random and validated by another member of the research team.  A Content 

Analysis was conducted on all interview data using the software NVivo. One researcher developed a 

framework of codes and sub-codes from this analysis. Validation of this framework was ensured by 

another member of the research team coding two of the interviews and comparing and agreeing on a 

final coding framework with the first researcher.   

 

Initial Satisfaction Questionnaire & Telephone Calls 

Reponses form the ISQ completed by webinar participants (n=8) the notes taken during the field note 

telephone calls with Pharmacists / pharmacy Managers (n=13) were collated.  

 

2.3. Participant Demographics 

Table 2 provides details of all fully-trained participants (n=15 face-to-face and n=12 webinar, n=27 

total).  
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Table 2- Trainee Participant Demographics (n=27) from the IAT (groups combined) 

N (%) 
Gender 

 Female 22 (81.5%) 

Male 1 (3.7%) 

NR† 4 (14.8%) 

Job Role  

 Pharmacist* 2 (7.4%) 

Dispenser** 9 (33.3%) 

Pharmacy Technician 5 (18.5%) 

Pharmacy Assistant  6 (22.2%) 

Key Contact˜ 1 (3.7%) 

NR 4 (14.8%) 

Working Hours  

 Full-Time 14 (51.9%) 

Part-Time 11 (40.7%) 

NR 2 (7.4%) 

Years in Role  

 Range 1 - 33 years 

Median (IQR) 8 years (3.5-11) 

Years in Pharmacy in general  

 Range 2 – 40 years 
Median (IQR) 11.5 years (6.5-27.8) 

Work in More Than One Pharmacy?  

 YES  1 (3.7%) 

NO  26 (96.3%) 

Previous Palliative Care Training? 

 
 
 

YES 5 (18.5%) 

NO 11 (40.7%) 

NR 11 (40.7%) 

Training Location  

 At Work 22 (81.5%) ° 

At Home 3 (11.1%) 

At Home and At Work 2 (7.4%) 

†NR = No Response  
*One Pharmacist also identified as a Manager 
**Dispenser, Trainee Dispenser or Dispensing Assistant. One Dispenser also identified as a Counter Assistant 
˜The Key Contact Role comprises elements of Social care 
° All 15 face-to-face trained participants received training at work. A total of 7 (58.3%) of webinar participants completed the 
training at home and 2 (16.7%) completed it in both locations 

 

A breakdown of demographics of all participants by group can be found in Appendix 5, including data 

from those participants who only partially completed the training.   

 

3. RESULTS 

The main focus of the analysis is the IAT data, with responses from both groups combined and 

presented collectively.  The results are discussed in the context of Kirkpatrick’s 4 stage training 
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evaluation model (2) under the headings described in Figure 4 (and where they are discussed within the 

current report).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.1. Level 1: Reaction 

From the Phase 1 analysis (3), face-to-face trained participants responded positively to the training 

content, captured in the ISQ. Participants stated that they found the training useful, relevant, time-

efficient and enjoyable. Participants also felt that the training had increased their awareness of 

palliative care in general and provided a welcome patient and carer focus on care. The webinar 

participant responses to the ISQ can be found in Appendix 4. Due to the low response rate (n=6), these 

data are not be included in the main body of the results. These data indicate a mixed acceptance of the 

training delivery mechanism, although due to the low response rate this should be interpreted with 

caution.  

 

Tables 3 and 4 illustrate the mode responses of each of the statements relating to the training, 

generated from the IAT, combined for both groups. For illustrations of the IAT data separated by group, 

please see Appendix 6. 

Level 1 Reaction 

•How delegates felt 
about the training or 
learning experience 
(Webinar Initial 
Satisfaction 
Questionnaire data and 
satisfaction scores from 
Impact Assessment Tool 
data for participants) 

Level 2 Learning 

•The measurement of the 
increase in knowledge- 
before and after (Impact 
Assessment Tool data from 
participants) 

Level 3 Behaviour 

•The extent of applied 
learning back on the job - 
implementation (Impact 
Assessment Tool data and 
face-to-face interviews 
with participants) 

Level 4 Organisational 
Impact 

•The effect on the business 
environment by the trainee 

RESULTS 
FUTURE 

OPPORTUNITIES 

Figure 4- Application of Kirkpatrick Model to the Current Data 
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Table 3- Modes (n, %) for All Trained Participant Responses to IAT Questions by Topic (n=27) (n, %) 

 Introduction 
to Palliative 

Care 

Network 
Pharmacy 

Purple Folder Recognising 
Palliative Care 
Prescriptions 

Opioid 
Dispensing 

Signposting 
for Patients 

Responding 
to 

Symptoms 

The topic was 
the right length 
of time 

Agree 
(n=20, 74.1%) 

Agree 
(n=22, 81.5%) 

 

Agree 
(n=19, 70.4%) 

 

Agree 
(n=20, 74.1%) 

 

Agree 
(n=19, 70.4%) 

 

Agree 
(n=17, 63) 

 

Agree 
(n=19, 70.4%) 

 

I found the 
topic useful 

Agree 
(n=17, 62.9%) 

Agree 
(n=23, 85.2%) 

Agree 
(n=16, 59.3%) 

Agree 
(n=19, 70.4%) 

Agree 
(n=21, 77.8%) 

Agree 
(n=21, 77.8%) 

Agree 
(n=19, 70.4%) 

I would 
welcome more 
detailed 
information on 
this topic 

Neither Agree 
nor Disagree 
(n=10, 37.4%) 

Neither Agree 
nor Disagree† 
(n=12, 44.4%) 

Agree 
(n=8, 29.6%) 

 
 

Agree 
(n=10, 37%) 

 

Agree 
(n=10, 37%) 

 

Agree 
(n=12, 44.4%) 

 

Strongly 
Agree 

(n=9, 33.3%) 
 

I learned 
something new 
from this topic 

Agree 
(n=17, 62.9%) 

Agree 
(n=17, 62.9%) 

Agree 
(n=15, 55.6%) 

 

Agree 
(n=17, 63%) 

 

Agree 
(n=17, 63%) 

 

Agree†† 
(n=18, 66.7%) 

 

Agree 
(n=15, 55.6%) 

 

The content of 
this topic 
training was 
too challenging 

Disagree 
(n=13, 48.1%) 

Disagree 
(n=19, 70.4%) 

Disagree 
(n=15, 55.6%) 

Disagree 
(n=18, 66.7%) 

Disagree 
(n=15, 55.6%) 

Disagree 
(n=17, 63%) 

Disagree†† 
(n=13, 48.1%) 

This topic 
lasted too long 

Disagree 
(n=14, 51.9%) 

Disagree 
(n=14, 51.9%) 

Disagree 
(n=13, 48.1%) 

Disagree 
(n=15, 55.6%) 

Disagree 
(n=14†, 
51.9%) 

Disagree† 
(n=14, 51.9%) 

Disagree† 
(n=15, 55.6%) 

† Indicates number of No Responses to this question 

 

Table 4: Mode Satisfaction Scores from All Participant IAT Responses (n=27) (n, %) 

Satisfaction Statements Mode Response, N , % 

I liked the training format Agree (n=18, 66.7%) 

I found the topics useful Agree (n=17, 62.9%) 

I would welcome more detailed information on the topics Neither Agree/Disagree (n=11, 40.7%) 

The training added to my knowledge and skills Agree (n=19, 70.3%) 

I enjoyed the training Agree (n=18, 66.7%) 

I feel my manager encouraged me to complete the training Agree† (n=14, 51.9%) 

I did not like the format of the training Disagree †† (n=14, 51.9%)  

The training occurred at a time convenient for me Agree† (n=13, 48.1%) 

I had easy access to a computer on which to complete the training* Agree (n=6, 50%) 

The training occurred in a place convenient for me Agree (n=18, 66.7%) 

The format suited my needs Agree (n=18, 66.7%) 

I felt I had access to support throughout the training Agree (n=13, 48.1%) 

I found the training easy to access* Agree (n=6, 50%) 

I felt supported by my manager to complete the training Agree† (n=14, 51.9%) 

I think I am likely to use what I learned in the training in my day-to-day work Agree (n=19, 70.3%) 

I feel I already use knowledge and skills taught in the training in my day-to-day work 
before I received the training 

Agree (n=12, 44.4%) 

I don’t think I’ll be able to use what I learned in the training in my day-to-day work. Disagree (n=15, 55.6%) 

 

 

There was a general consensus amongst participants that all of the training topics were designed at the 

correct level of difficulty.  Most participants found all seven of the topics useful and agreed that 

*These questions were only included in the webinar participant IAT 
†Indicates number of No Responses to these statements 
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something new had been learned each time.  Participants agreed that the time taken to deliver each of 

the sessions was appropriate. The training time and location was deemed convenient by both groups, 

with most participants completing the training at their place of work with the exception of four webinar 

trained participants, perhaps due to the more flexible access to the materials. Responses to the 

webinars were mostly favourable but somewhat mixed (see Appendix 6). Although most stated that 

they had easy access to a computer on which to access the training, access to the training once online 

was not deemed to be problem-free. The level of satisfaction with the training format between face-to-

face and webinar groups appear to be the same (72% agree in webinar group compared to 66% of Face-

to-face group) eliciting 66% agreement), illustrating that despite the technical difficulties, participants 

seemed to equally appreciate both formats.  

Participants did not require more information on the first two training topics but agreed that they 

would appreciate more information on the remainder, particularly “Responding to Symptoms”. The 

majority of staff agreed that each training topic, and the training overall, had added to their knowledge 

and skills. Furthermore, the general consensus was that the training was enjoyable (66.7% agreed).  

 

Of the 27 trained participants, 12 provided suggestions as to how the training could be improved. Some 

of the main comments made about the training related to the time it took to complete. Some 

participants felt that the training had been quite time consuming yet others reported that more time 

could have been given to each topic. The full list of recommendations, as well as any other comments 

provided by staff can be found in Appendix 7.  

 

3.2. Level 2: Learning 

The learning stage of the Kirkpatrick model intends to measure the increase in knowledge through 

scores taken before and after training. Participants were asked to rate to what extent they had learned 

something new and to what extent the training had added to their knowledge and skills. Overall, 

participants agreed that they had learned something new from the training (Table 4). However, 44.4% 

of participants felt that they already possessed the knowledge and skills covered in the training, 

suggesting that although there was a perception that training had somewhat increased knowledge and 

skills, staff already possessed this knowledge. In terms of individual topics, all the topic questions 

relating to learning elicited a modal response of “Agree” with “Signposting for Patients” receiving the 

highest number of agree responses (n=18, a slightly higher level of agreement at 66.7%).   

As no formal tests were conducted assessing participant pre-training knowledge, it has not been 

possible to accurately assess how knowledge had increased.  Participants were asked to answer 
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questions based on topics covered in the training using free-text. This was intended to enable the 

evaluation team to assess how effective the training was, and if trainees were able to retain the 

information thus demonstrating an acquisition of new knowledge and skills. Word Clouds of the most 

popular responses are presented in Table 5, followed by additional information for each of the 

scenarios.  

Table 5- Word Clouds from Impact Assessment Tool (IAT) data (most popular responses) 

Scenario 1: Patient 
Story (supplying 
out-of-stock 
medicine to 
patient)  

Scenario 2: 
Identifying 
Palliative Care 
Prescriptions  

Scenario 3: 
Locating Palliative 
Care Medicines 

 

Scenario 4: Patient 
Side Effects 

 

 

Scenario 1: Patient Story 

Participants were asked to read the scenario below and provide a description of how they would 

address the situation: 

 

Mr Thompson is a customer of your pharmacy. He comes in roughly once every few 

months, although he has been visiting more frequently these days. He picks up 

prescriptions for his wife who has breast cancer. Mr Thompson is between the ages of 40 

and 45 and sometimes brings his 2 primary school-age children into the pharmacy with 

him depending on the time of his visit. He gives you a prescription for his wife, but the 

prescription cannot be dispensed at this very moment as it is out of stock. He does not 

have his children with him today and seems agitated when you tell him that it will not be 
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available until after 3pm. Using the skills and knowledge from the training, what could 

you do to help resolve the situation? 

 

The aim of this exercise was to establish how participants would use their knowledge and skills to 

address issues in the supply of medicines. The training stipulated that the most appropriate action 

would be to deliver the medication, when available, to the patient’s home, but that the urgency of need 

would be the determining factor i.e. establish if the medication is needed that day, secure stock 

appropriately (from a network pharmacy if an emergency, for example), then use the courier service to 

delivery to the patient’s home that day if required. The most popular responses given reflect the 

information given in the training. Other suggestions included: directing the patient to a network 

pharmacy; and arranging for an alternative medicine to be prescribed.  

 

Scenario 2- Identifying Palliative Care Prescriptions 

The question contained within Scenario 2 read: “How might you establish whether a prescription is for a 

palliative care patient or not?”. Common responses to this question were: identifying by the drug 

(name), its known indication for palliative care, or seeing it listed in the purple folder. Seeing words ‘CD’ 

or ‘Syringe Pump’ on the prescription, combined with their previous knowledge of the patient, the 

patient’s medication or judging the patient’s appearance and demeanour also enabled identification.  

Previous contact with the GP or District Nurse also helped staff identify a palliative care prescription. 

Although these responses accurately reflect the information portrayed in the training, there are still 

some misconceptions about what constitutes a palliative care prescription. Handwritten prescriptions 

were associated with palliative care, and these tend to result if a GP has visited a patient’s home out-of-

hours, perhaps indicating that the patient is palliative or too ill to attend the surgery. However not all 

palliative medicines will be prescribed in this way.  

 

Scenario 3- Locating Palliative Care Medicines 

Scenario 3 asked participants: “How might you establish whether a prescription is for a palliative care 

patient or not?”. The purple folder was mentioned by most, as was contacting the nearest network 

pharmacy, followed by use of the courier service to deliver the medication to their pharmacy. Other less 

cited responses were ‘to consult the list of network pharmacies on the CD box list’ or ‘to contact 

Palliative Care Services’, all of which reflect the advice provided in the training.   
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Scenario 4- Patient Symptoms / Side Effects 

Participants were asked: “Can you list three examples of advice for patients who are on opioid 

medications and are suffering from nausea and vomiting?”. Suggesting a dietary change was the most 

popular response, followed by avoiding triggers (like strong smells) and discussing the use of an anti-

emetic, although the training suggests referring to the pharmacist who may be able to prescribe an anti-

emetic as opposed to the support staff member themselves doing this. Referring the patient to the 

Pharmacist, or suggesting they speak to their Nurse or GP was the next most popular response. Many 

participants suggested some form of medicines counselling with the patient, for example, ensuring the 

patient was on an appropriate medicine and that they knew how to take their medication properly.  

 

 

3.3. Level 3: Behaviour 

The third stage of the Kirkpatrick’s model aims to evaluate the extent to which any learning is 

applied on the job i.e. actual implementation and use of the training. As the IAT had been administered 

to participants weeks to months post-training, it was hoped that trainees would have had an 

opportunity to put their training into practice and would be able to provide some examples. Participants 

were asked, to provide an example of when they used the training in their day-to-day work. Fourteen 

participants (51.9%) (10 face-to-face trained and 4 Webinar participants) responded. Figure 5 gives a 

selection of the answers provided which fall under 4 general themes: Prescriptions and Medicines; 

Patient Consultation; Using Resources; and Signposting to Patients.  
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Four face-to-face trained participants were selected at random for participation in a follow-up interview 

regarding the training.  They were asked to give additional examples of how they had used the training, 

or to elaborate on examples they had given in their questionnaire responses. Some participants gave 

specific examples of aspects of palliative care that were now more familiar to them post-training, 

including the Macmillan resources: 

 

“I think the most useful thing for me was the purple resource folder…how to contact 

other pharmacies…the list of pharmacies that are maybe open seven days rather than us 

just the six days, also the courier service. That is something that I wouldn’t really know 

much about at all because I’ve never been out in the position to learn or need to learn 

that.” (Technician) 

Some participants mentioned being more aware of the courier service and how to use it, as well as 

having a general awareness of palliative prescriptions.   More detailed examples were given of how the 

training had been of use in specific situations. One Counter Assistant / Dispenser detailed a scenario 

•"To prioritise and speak to the Pharmacist in order that the patient representative didn't have to 
wait long." (Job role unknown) 

•"I can tell if one of my colleagues has a prescription for palliative care." (Counter Assistant) 

•"Received a prescription for an opioid. The prescription was for a new patient and did not have a 
PMR. I told pharmacist." (Technician) 

Prescriptions and Medicines 

•"Patient has just started chemo...[I] had already noticed he was on morphine so I mentioned it 
and that he could get mouthwash...I have watched his medication and have had long chats with 
him." (Healthcare Assistant / Dispenser)  

•"[Customer] came in for palliative script for mum who was very ill. [I] sat with her and spoke to 
her...She went away feeling better that she had spoken to someone. " (Healthcare Assistant) 

Patient Consultation 

•"Using the purple folder more effectively, seeing what is on the list." (Pharmacist) 

•"More confidence in using the purple folder." (Job role unknown) 

•"Used courier service to obtain midazolam buccal from another pharmacy." (Dispenser) 

Using Resources 

•"Customers have asked me for places of support to help them deal with their illness." (Dispenser) 

•"I would give the customer some information leaflets and give phone number or address of the 
Macmillan resources." (Dispenser) 

Sigtnposting to Patients 

Figure 5- Examples of Training Use in Practice 
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where a customer came into the pharmacy, at which time she noticed an ideal opportunity to put her 

training into practice: 

“R: He’d came in and he’d had prescriptions for MSTs and he’d had them a couple of 

times…he’d said to me he was going for chemo…and I says, “Just be aware, you might get a 

dry mouth”…I just started speaking to him then and then when the Facilitator was talking 

about the oral mouth [care] and everything…I started saying to him. And then sure as fate 

he came in for the mouthwash. 

I: So had he been to the dentist because he was having problems with his mouth? 

P: Yes…they gave him a prescription for a mouthwash…I was delighted. So it’s nice to follow 

them through and see the happy result.” (Counter Assistant / Dispenser) 

This staff member had struck up a conversation with the customer as she noticed he was attending the 

pharmacy more frequently to collect prescriptions. Although the mouthwash that was required was 

issued by prescription, the staff member discussed with the patient prior to treatment that mouth care 

may be an issue and to be aware of it as his treatment progressed. This proactive sharing of information 

on potential side effects to patients reflects the training in terms of encouraging an anticipatory and 

helpful approach to assisting those with palliative needs.  

Other staff members made comments about how they could foresee the training having an impact on 

their working day in the future: 

 
“P: Just In Case, I’d never heard of that either so that was quite good 

I: Do you deal with that, Just In Case boxes? 

P: not yet but we know [I: if someone comes in-] it’s there now yeah.” (Dispenser) 

Although not all staff had the opportunity to use the resources discussed in the training, it was seen as 

feasible that the training would be of use in future situations.   

 

4. FUTURE OPPORTUNITIES 

The analysis of the data collected from face-to-face and webinar trained staff mostly covers the first 

three levels of Kirkpatricks model. Insufficient time has passed to allow a long-term evaluation of the 

organisatinal impact of the online training resource, therefore Level 4 is currently unexplored. However, 
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from the evidence gathered three areas of future focus are suggested with a view to maximising 

organisational impact of the training resources, both locally and nationally and building on the learning 

across Scotland to evolve the service model:    

 Maximising and Evaluating Level 4 Organisational Impact of the Online Training Resource 

 Developing a Palliative Care Training Resource for Health and Social Care Support Staff 

 Evolving a Pharmacy Palliative Care Sustainable Delivery Model and Capacity Plan   

 

4.1. Maximising and Evaluating Level 4 Organisational Impact (online resource) 

Routine Data Collection  

To maximise and evaluate the organisational impact of the training, it is recommended to further 

explore potential pre-existing resources which do not rely on the collection of additional data, but the 

re-use of current information.  Our investigation, after consulting with the Pharmacy Macmillan team, 

found a distinct lack of information collected on community pharmacy staff interactions with patients or 

on the palliative-focused interactions staff might have with patients on a daily basis (e.g. resolving 

medicines issues, signposting to resources etc.).  

 

Some limited resources were identified: The CDRF UK Requisition Form completed when transferring 

stock between community pharmacies, and;  data on community pharmacy fees for the courier service 

in arranging the transfer of stock between community pharmacies/patients' homes. However, our 

conclusion was that analysing data on the use of these two systems would not be sufficiently sensitive 

to attribute any change to the training provided given the use of these forms for all medicines, not 

solely palliative care medicines.  Furthermore, the Chronic Medications Service  (CMS)  which  "allows 

patients with long-term conditions to register with a community pharmacy of their choice for the 

provision of pharmaceutical care as part of a shared agreement between the patient, community 

pharmacist and General Practitioner (GP)” was examined (32). CMS can be used to document 

interventions relating to patients' pharmaceutical care however currently these data are not routinely 

extractable in a useful format from the community pharmacy ePharmacy systems. Future development 

of CMS systems could provide a useful data source.  In conclusion, there are currently no robust 

information sources already collected within the community pharmacy environment that could 

unequivocally measure the full impact of the webinar training resource.  
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Despite the lack of routine data, three areas are expanded on as potential opportunities to maximise 

the organisational impact of this online training resource:  Tailoring / Applicability of Training to Staff 

Groups; Information Technology Access & Capability; and Support from Management.   

 Tailoring / Applicability of Training to Staff Groups 

In order to facilitate the full impact of the training on the organisational culture, it is important to 

consider the appropriateness of the training for the cohort of staff it is aimed at i.e. pharmacy support 

staff, which encompasses all staff in the community pharmacy with the exception of the Pharmacist 

(although that is not to say the training would not be of value to a Pharmacist). Although the general 

consensus was that there was a realisation that the training was in fact useful, during the interviews it 

was clear that some staff with certain job roles were more able to answer certain training-related 

questions than others; the deciding factor being whether staff members had patient-facing roles or not: 

“I: Do people ever come in and inform you that [the prescription is for their relative]? 

P: Sometimes but because I’m not in contact with the customers, I’m only seeing the 

prescriptions. My responsibility is just to make sure that the prescription is correct, that 

it’s dispensed properly and that all the stock is re-ordered and then it’s given then to the 

pharmacist and they do what they do. So for my job that’s what it is, but other people 

like [the Healthcare assistant] who’s going to come in, she has a lot of contact with all 

the patients cause she’s out on the counter so she has a lot of contact. So she will say 

something different from me I would think.” (Technician) 

When asked how a palliative prescription would be identified, those staff members (such as Dispensers 

and Technicians) who have traditionally ‘behind the counter’ roles seemed less able to respond and felt 

that their Counter Assistant colleagues would have more experience. The perception was that the 

Dispenser role in particular almost didn’t require any differentiation between palliative and non-

palliative medicines as the role primarily involves ensuring that all prescriptions are dispensed timeously 

and correctly. It could be the case that training is currently more appropriate for those staff with job 

roles involving more patient contact, and that slight modifications (for example classifying a set of 

universal core modules with additional modules for more patient-facing roles) are needed. However, it 

should be noted that no comments were made by any participants insinuating that the training was not 

relevant to them, and that the general opinion was that the training had increased the awareness of 

palliative care and palliative medicines issues for all staff. Additionally, in reality staff may have dual 

roles within a pharmacy and therefore possessing patient-facing-relevant skills would be beneficial for 

dispensing and technical staff who also work at the counter.   
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Participants appeared to cite empathy and understanding as an important factor in their engagement 

with patients equally as much as having the relevant knowledge and skills to deal with any given 

situation. This was expanded on further during interviews: 

“We’ve got a lady that her husband had really bad dementia and she was so, so tired 

and upset and she just came in and she spoke to us every day. I mean it’s just somebody 

else to speak to…if somebody’s upset I’ll go and sit with them over there. Even if 

someone’s had a long wait for their prescription and they’re starting to really get angry 

with you, I go and I talk to you say you know explain it’s not our fault and that, and 

usually nine times out of ten it works…I’ve got empathy with people that really need it.” 

(Healthcare Assistant) 

Many felt that the training had increased their knowledge, skills and awareness of palliative care and 

care resources, yet it was the ability to have empathy and understanding for people that was seen as 

equally important in patient care.  None of the participants explicitly state that the training had enabled 

them to be more empathetic; it was clear that this emotional awareness is a quality already possessed 

by pharmacy staff. Possessing knowledge and skills around palliative care carries as much weight and 

importance for staff as having understanding and consideration. This is reflected in the literature on the 

basic principles of viral marketing, in that ensuring the maximum spread of any online material should 

involve the exploitation of common motivations and behaviours (26). It should be ensured that 

personal connection with (and empathy for) patients is placed as a central part of the training and 

any updates in order to encourage continued uptake and use of training.  

 

Information Technology Access & Capability 

It is arguable that an electronic training resource would be the most sustainable and, in theory, 

accessible training format available at this time, yet it is important to ascertain whether this format is 

applicable and useable for the staff group it is designed for. In fact, some face-to-face trained staff 

possessed a notable enthusiasm to complete the training an additional time using the webinar series: 

“I’m quite willing to go into the internet and have another look at it and kind of keep 

myself refreshed with it…I’m quite happy to do it at home.” (Healthcare Assistant) 

Access issues within the pharmacy, either due to lack of time or poor/unreliable IT in the dispensary, 

were concerns for a few participants: 
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“I normally work on the front counter with the front computer and that is my computer and 

it’s not working, so I’m up in the dispensary one…if somebody’s wanting on the computer 

for something else, I’ve got to come off it, stop and start you know, it’s not very easy to get 

on the computer.” (Healthcare Assistant) 

 
Access to IT appeared to be one of the main barriers to staff members not being able to complete the 

training. From the IAT, only 50% of webinar participants could easily access the training or that they had 

access to a PC (Appendix 6). It was clear that for many pharmacies, a lack of computers was the main 

issue, along with the only working PCs being in the dispensary and therefore in high demand. Others 

stated that their IT was outdated and lacked in performance. These issues were exacerbated by the lack 

of time to complete training, as staff are not allocated protected time for training. General staffing 

issues (absence and staff turnover) as well as competing training schedules (some of the pharmacies 

were contractually required to complete branded training programmes) also added difficulty, 

demonstrating that other issues can still inhibit staff completing online training.  

 

Another of the IT issues was around access to, and awareness of, NES and how to access the webinar 

training through the portal: 

 

“I think some people might not realise or be involved with NES. I’m a registered 

technician with the pharmaceutical council, I’m also on portal with NES but some like 

maybe [the counter staff] will not be on that.” (Technician) 

“I: Do you use the NES online sessions at all? 

P: No what is the NES I don’t really know what it is?” (Dispenser) 

Healthcare Assistants and others not registered with the General Pharmaceutical Council (GPhC) or 

other Pharmacy bodies may not be aware NES and its role in (pharmacy) training. Lack of awareness of 

NES and the NES website may contribute towards lack of training uptake, possibly exacerbated by the 

fact that staff have no contractual obligation to complete NES training, regardless of how accessible IT 

is.  Furthermore, although the training was to be accessed via NES, the webinars were actually hosted 

on another video hosting website (Vimeo which had to be separately accessed). Some staff also 

reported having difficulties signing up for the training due to a misunderstanding of how to register to 

the Vimeo website, and some reported an error in the instructions given by the Evaluation Team (which 

was later rectified).  
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With 60% of webinar participants stating that the webinar format suited their needs, it may be that the 

format is agreeable but the hardware upon which to view it, and the environment within which they 

would be trained, is not entirely compatible. This resonates with the basic principles of viral marketing, 

in that providing for effortless transfer to others using existing communication networks, as well as 

taking advantage of resources (26) may help facilitate the uptake and spread of information to a certain 

demographic. Therefore, although the webinar format can be accessed on multiple online devices, real-

life access to these devices and the platforms on which they are hosted, paired with the every-day 

challenges of working in the community pharmacy have identified issues in staff not being able to 

complete the training.   Further attention to the accessibility and utility of the IT infrastructure to 

promote e-learning resource delivery in the workplace would be helpful.  

 

Support from Management 
 

In order to sustain the uptake of the training and create an opportunity to facilitate the realisation and 

assessment of the organisational impact of the training, there must be support from managers for staff 

to complete and implement the training. Table 6 illustrates participant responses in the IAT for 

questions relating to management support and encouragement.  

 

 

Table 6- Mode Responses on Questions Concerning Manager Support and Encouragement (n, %) 

Statement Mode (n, %) 

I felt supported by my manager to complete the training Agree 
(n=14, 51.9%) 

My manager encouraged me to complete the training Agree 
(n=14, 51.9%) 

I had access to support throughout the training Agree 
(n=13, 48.1%) 

I would have liked more support throughout the training  Neither Agree Nor Disagree 
(n=11, 40.7%) 

 

Around half of participants agreed that they were supported or had access to support throughout the 

training, and most were neutral when asked if more support was needed. Although these results are 

positive, it demonstrates some room for improvement in how management encourage staff to 

complete training.  
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In summation : 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.2. Developing a Palliative Care Training Resource for Health & Social Care Support Staff 

This evaluation has focused on community pharmacy support staff training materials in both face-to-

face and webinar formats.  Complementary to this program of work has been a development in NHS 

Highland which has focused on the creation of a palliative care training package for nursing/residential 

care home staff, supported by the University of Strathclyde and funded by Macmillan Cancer Support.  

This NHS Highland resource comprises of 7 training topics which have been delivered to care home staff  

in the Skye, Kyle & Lochalsh area as part of the Macmillan Rural Palliative Care Pharmacist Practitioner 

Project (MRPP) in 2013-14 (32, 33).  The “Sunny Sessions” training comprise a series of resource 

materials, delivered by the Macmillan Project Pharmacist, in small group settings within the care homes.  

NHS Highland current plans are threefold at October 2015: to incorporate elements of the tested 

sessions into their board-wide program for palliative care in care homes; improve access to this training 

through exploration of webinars and other technologies; and examine how this resource can be made 

available in a suitable format for the wider health and social care support workers (SVQ level 2 & 3) 

within NHS Highland.    

 

 

 

 

 

 

 

 

The 
Opportunity 

•To identify the barriers in evaluating the impact of training due to a lack of pre-existing pharmacy-level data, 
and consider opportunities for future data collection  

•To tailor the current training resource ensuring applicability to all staff goups 

•To examine and consider information technology access & capability within the pharmacy 

•To ensure adequate support from management in staff completion and implementation of training. 

The Output 

•The maximisation of Level 4 Organisational Impact of this online training reosurce, resulting in an 
opportunity to perform a long-term evaluation of any impact at an organisational level.  
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In summation: 

 

 

 

 

 

 

 

 

 

 

4.3. Pharmacy Palliative Care Sustainable Delivery Model and Capacity Plan   

The NHS GG&C Macmillan Pharmacy Services program is nearing the end of the second phase funding 

and requires thought into how learning from the two delivery phases can best inform a sustainable 

delivery model within the new health and social care partnerships.   The Phase 1 evaluation program 

generated a delivery model and capacity plan which was modified in the deployment of the current 

Phase 2 delivery model and will require further moderation moving forward into a sustainable and 

resilient service meeting the needs of this growing population within primary care.   Similar work has 

been progressed through the NHS Highland program which resulted in a three-stage plan (see Figure 6) 

which aims to move the service from an initial central workforce-intensive support model to build 

capacity and capability in the community pharmacy teams to a local up-skilled workforce, with 

access/support from a specialist (non-locality based) practitioner(s) responsible for supporting 

continued service quality improvement.    

 

In summation: 

 

 

 

 

 

 

 

 

The 
Opportunity 

•To conduct an analysis of the 2 training programs (NHS GG&C and Highland) to identify common materials and 
distinct differences between these resources 

•To propose and develop a series of core and optional topics based  on these resources (for specific 
environments, geographical locations and/or staff groups) for further testing  with the established groups and 
possible new groups e.g. GP reception staff, care workers in the community, etc. due to 'front-of-house' 
interaction with patients, if sufficient commonality between trainings.   

The Output 

•The generation of a palliative care training resource (adaptable for online or face-to-face training), tested in 
variable support/care staff groups (SVQ level 2 &3),  ready for adoption through palliative care managed 
clinical networks and scalable nationally through the new evolving health and social care partnerships in NHS 
Scotland.  These national resources could potentially be hosted by NHS NES.  

The 
Opportunity 

•To take learning from both Macmillan funded programs to build a service delivery model suitable to meet the 
needs of NHS GG&C moving forward and take a leadership role with NHS Highland to develop the thinking at 
a national level on a sustainable and equitable service delivery model and capacity plan for NHS Scotland . 

The Result 

•An evidence based service delivery model and capacity plan for NHS GG&C and an opportunity to inform and 
shape a national model.  
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5. CONCLUSIONS 

This study has provided helpful insight to inform the impact of a palliative care training program for 

pharmacy support staff based on qualitative and quantitative analysis of uptake, satisfaction and use. 

Examination of the differing training format, usefulness and impact established the following:  

 The initial reaction of all participants was that the training (both face-to-face and webinar) was 

useful and beneficial (Level 1)  

 The webinar format appeared to be well-received, although some technical/access issues were 

reported by staff and pharmacy managers (Level 1)  

Step 1:  

Start-Up Phase  

Step 2: 
Development 

Phase 

Step 3: 
Maintenance  

Phase  

 

Figure 6: Phase 3 Service Development and Sustainability Model for NHS Highland MRPP Project 
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 Although participants reported that the training level was appropriate, some indicated they 

already had the knowledge and skills contained within the training, which they used in day-to-

day practice (Level 2) 

 Some participants gave examples of how the training had not only increased their knowledge 

and skills, but had also provided them the opportunity to change their practice at work (e.g. 

better awareness in palliative care resulted in anticipatory patient care) (Level 3).  

 

6. RECOMMENDATIONS 

 To maximise the organisational impact of the training through three key areas of focus (training 

applicability for staff groups, IT Access/ capability and support from management), and consider 

the barriers and opportunities for evaluating the long-term impact trainees have on delivering 

the service  (Level 4) 

 

 To synergise the learning from NHS GG&C and NHS Highland to generate a national palliative 

care training resource for health and social care workers,  ready for adoption through palliative 

care managed clinical networks and scalable across NHS Scotland 

 

 To develop an evidence based pharmacy palliative care sustainable delivery model and capacity 

plan for NHS GG&C, building on the experience to date, and inform a national model. 
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8. Appendices  

Appendix 1:  Face-to-Face Participant Recruitment and Data Collection Process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Follow-Up Interviews Arranged with Sample 
Total of 4 participants interviewed (22% of IAT 

participants) 
3 HSCPs (Inverclyde, West Dunbartonshire and East 

Dunbartonshire not included) 

18 IATs Returned to University Team 
n= 15 completed training, n=3 partially completed) 

Return rate 32.7% 
5 HSCPs (West Dunbartonshire not included) 

IMPACT ASSESSMENT TOOL (IAT) Sent by Post 

All 55 participants were sent questionnaires Two distributions (Dec 2014 and Feb 2015) 

Initial Satisfaction Interviews / Focus Groups Arranged 

n=22 trained participants (40%) 
4 HSCPs (West Dunbartonshire and Renfrewshire not 

included) 

10 Community Pharmacies Received Face-to-Face Training 
n=55 participants                                                                                

Pharmacies identified by Facilitators 
6 HSCPs covered 

June – July 
2014 

Dec 2014 – 
Feb 2015 

Feb - March 
2015 

April – July 
2015 
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Appendix 2: Webinar Participant Recruitment and Data Collection Process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Follow-Up Field Notes Taken from Pharmacy Manager Calls 

All 16 pharmacies contacted for stories, n=13 
responded (81.3%) 

4 HSCPs (Glasgow City and East Dunbartonshire not 
included) 

14 IATs Returned to University Team 

n=14 completed (2 explicitly stated they had partially 
completed the training) 

4 HSCPs (Inverclyde and West Dunbartonshire not 
included) 

Impact Assessment Tool (IAT) Manually Distributed to Trainees 

All 16 pharmacies telephoned Distributed Sept 2015 by hand 

Trainees Provided with Initial Satisfaction Questionnaire(s) from 1 week post-completion 

n=5 questionnaires returned (3 completed training, 2 
partially completed) 

HSCPs unknown 

Facilitators Recruited Webinar Participants / Webinar Training Launched  

n=80 participants invited to be trained 16 pharmacies over 6 HSCPs 

Nov – Dec 
2014 

/ Feb 2015 

Feb – April 
2015 

August – 
September 

2015 

 September 
2015 
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Appendix 3: Viewing Figures of Webinar Training Sessions and Number of Participants 

Trained During Data Collection Period 

 2nd March 2015 13th April 2015 15th May 2015 9th June 2015 26th June 2015 10th July 2015 

Introduction 
to palliative 

care 
7 plays 36 plays 42 plays 42 plays 43 plays 43 plays 

Community 
pharmacy 

palliative care 
network 

3 plays 25 plays 29 plays 29 plays 31 plays 31 plays 

Palliative care 
resource 

folder 
4 plays 23 plays 27 plays 27 plays 30 plays 30 plays 

Recognising 
and 

prioritising 
palliative care 
prescriptions 

2 plays 21 plays 23 plays 23 plays 25 plays 25 plays 

Managing 
symptoms 
and side-

effects 

3 plays 25 plays 27 plays 27 plays 29 plays 29 plays 

Dispensing 
opioids and 

patient safety 
2 plays 22 plays 24 plays 24 plays 25 plays 25 plays 

Signposting 
for patients 

 
1 play 18 plays 20 plays 20 plays 21 plays 21 plays 

TOTAL STAFF 
REGISTERED 

4 22 unknown unknown 28 29 

TOTAL STAFF 
TRAINED 

2 14 15 18 18 19 
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Appendix 4: Webinar Participant ISQ Mode Responses (n, %) 

 

 

 

Statement Mode  Responses (%, n) 
The topics were the right length of time Strongly Agree 37.5% (n=3) 

Agree 37.5% (n=3) 

I found the topics useful Agree = 50% (n=4) 

I would welcome more detailed information on the topics Agree = 50% (n=4) 

I learned something new from the topics Agree = 62.5% (n=5) 

I found the topics generally too challenging Strongly Disagree = 50% (n=4) 

The training lasted too long Strongly Disagree = 37.5% (n=3) 
Disagree = 25% (n=2) 

I liked the webinar format of the training Strongly Agree 37.5% (n=3) 
Agree 37.5% (n=3) 

I found the training useful Agree = 62.5% (n=5) 

I would have liked more support during the training Neither Agree nor Disagree = 62.5% (n=5) 

The training added to my knowledge and skills Agree = 50% (n=4) 

I enjoyed the training Agree = 50% (n=5) 

I feel my manager encouraged me to complete the training Agree 37.5% (n=3) 
Strongly Agree = 25% (n=2) 

I did not like the format of the training Strongly Agree= 25% (n=2) 
Disagree = 25% (n=2) 
Strongly Disagree = 25% (n=2) 

The training occurred at a time convenient for me Strongly Agree= 25% (n=2) 
Agree= 37.5% (n=3) 
Neither Agree nor Disagree= 25% (n=2)  

I had easy access to a computer on which to complete the training Strongly Agree = 50% (n=4) 

The training occurred in a place convenient for me Strongly Agree = 50% (n=4) 

The webinar format suited my needs Strongly Agree = 50% (n=4) 

I felt I had access to support throughout the training Agree = 37.5% (n=3) 
Strongly Agree = 25% (n=2) 

I found the training easy to access Strongly Agree = 37.5% (n=3) 
Agree = 25% (n=2) 
Disagree = 25% (n=2) 

I felt supported by my manager to complete the training Strongly Agree= 37.5% (n=3) 
Agree= 25% (n=2) 
Neither Agree nor Disagree= 25% (n=2) 

I think I am likely to use what I learned in the training in my day-to-day work Strongly Agree = 50% (n=4) 

I feel I already used knowledge and skills taught in the training in my day-to-
day work before I received the training 

Agree = 37.5% (n=3) 
Neither Agree nor Disagree = 25% (n=2)  

I don’t think I’ll be able to use what I learned in the training in my day-to-day 
work. 

Strongly Disagree = 50% (n=4) 
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Appendix 5: Participant Demographics by Group (trained and partially-trained) † 

Face-to-Face Trained Participant Demographics N / Value % 

Gender 

 Female 17 94.4% 

Male 1 5.6% 
Job Role 

 Pharmacist / Pharmacy Manager 2 11.1% 

Pharmacy Technician 3 16.7% 

Dispenser / Dispensing Assistant 6 33.3% 

Pharmacy Assistant 6 33.3% 

Key Contact 1 5.6% 

Working Hours 

 Full-Time 12 66.7% 
Part-Time 5 27.8% 

NR 1 5.6% 

Years in Role 

 Range 1-33 years - 

Median (IQR)  9.5 years (4.5 - 21.8) - 

Years in Pharmacy in general 

 Range 4-40 years - 

Median (IQR) 19 years (11 – 30) - 

Previous Palliative Care Education / Training? 

 YES 1 5.6% 
NO 17 94.4% 

Number of Training Sessions Completed (maximum of 7) 

 0-6 3 16.7% 

7 12 66.7% 

NR 3 16.7% 

Webinar Trained Participant Demographics N / Value % 

Gender   

 Female 10 71.4% 

 NR 4 28.6% 

Job Role   

 Pharmacy Technician 2 14.3% 

 Dispenser 5 35.7% 

 Pharmacy Assistant 3 21.4% 
 NR 4 28.6% 

Working Hours   

 Full-Time 4 28.6% 

 Part-Time 9 64.3% 

 NR 1 7.1% 

Years in Role   

 Range 1 – 11 years  - 

 Median (IQR)  3.8 years (3 – 10) - 
Years in Pharmacy in general   

 Range 2 – 30 years - 

 Median (IQR) 7.3 years (3 – 11.3) - 

Previous Palliative Care Education / Training?   

 YES 1 7.1% 

 NO 8 57.1% 

 NR 5 35.7% 

Number of Training Sessions Completed (maximum of 7)   

 0-6 11 78.6% 

 7 2 14.3% 

 NR 1*  7.1% 

†Data for ALL participants who completed IAT 
*although there was 1 NR, this participant was included in the sample of “fully trained” as they were able to answer the 
evaluation questions on all of the training topics, therefor their full participation in the training was assumed.   
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Appendix 6:  IAT Responses of Fully-Trained Participants by Group (Mode n, %)† 

 Introduction to 
Palliative Care 

Network Pharmacy Purple Folder Recognising Palliative Care 
Prescriptions 

Opioid Dispensing Signposting for Patients Responding to 
Symptoms 

F2F Web F2F Web F2F Web F2F Web F2F Web F2F Web F2F Web 

The topic was the 
right length of time 

Agree 
(n= 10, 
66.7%) 

Agree 
(n=10, 
83.3%) 

Agree 
(n=12, 
80%) 

Agree 
(n=10, 
83.3%) 

Agree 
(n=11, 
73.3%) 

Agree 
(n=8, 

66.7%) 

Agree 
(n=10, 
66.7%) 

Agree 
(n=10, 
83.3%) 

Agree 
(n=8, 

53.3%) 

Agree 
(n=11, 
91.7%) 

Agree 
(n=9, 
60%) 

Agree 
(n=8, 

66.7%) 

Agree 
(n=10, 
66.7%) 

Agree 
(n=9, 
75%) 

I found the topic 
useful 

Agree 
(n=11, 
73.3%) 

Agree or 
Strongly 

Agree 
(n=6, 
50%) 

Agree 
(n=14, 
93.3%) 

Agree 
(n=9, 
75%) 

Agree 
(n=10, 
66.7%) 

Agree or 
Strongly 

Agree 
(n=6, 
50%) 

Agree 
(n=11, 
73.3%) 

Agree 
(n=8, 

66.7%) 

Agree 
(n=11, 
73.3%) 

Agree 
(n=10, 
83.3%) 

Agree 
(n=12, 
80%) 

Agree 
(n=9, 75%) 

Agree 
(n=11, 
73.3%) 

Agree 
(n=8, 

66.7%) 

I would welcome 
more detailed 
information on this 
topic 

Neither 
A/D or 
Agree  
(n=5, 

33.3% for 
both) 

Neither 
A/D 

(n=5, 
41.7%) 

Neither 
A/D 
(n=5, 

33.3%) 

Neither 
A/D 
(n=7, 

58.3%) 

Agree 
(n=7, 

46.7%) 

Neither 
A/D or 

Strongly 
Agree 
(n=4, 

33.3%) 
 

Agree 
(n=5, 33.3%) 

Agree 
(n=5, 

41.7%) 

Agree 
(n=7, 

46.7%) 
 

Inconclusive: 
all 

responses 
n=3, 25% 

bar 
“Strongly 
Disagree” 

Agree 
(n=8, 

53.3%) 

Neither 
A/D or 
Agree 
(n=4, 

33.3%) 
 

Agree or 
Strongly 

Agree 
(n=5, 

33.3%) 

Strongly 
Agree or 

Agree 
(n4, 

33.3%) 

I learned something 
new from this topic 

Agree 
(n=11, 
73.3%) 

Agree 
(n=6, 
50%) 

Agree 
(n=10, 
66.7%) 

Agree 
(n=7, 

58.3%) 
 

Agree 
(n=11, 
73.3%) 

Strongly 
Agree 
(n=7, 

58.3%) 

Agree 
(n=9, 60%) 

Agree 
(n=8, 

66.7%) 

Agree 
(n=10, 
66.7%) 

Agree 
(n=7, 58.3%) 

Agree 
(n=11, 
73.3%) 

 

Agree 
(n=7, 

58.3%) 

Agree 
(n=9, 
60%) 

Agree 
(n=6, 
50%) 

 

The content of this 
topic training was 
too challenging 

Disagree 
(n=6, 40%) 

Disagree 
(n=7, 

58.3%) 

Disagree 
(n=10, 
66.7%) 

Disagree 
(n=9, 
75%) 

Disagree 
(n=7, 

46.7%) 

Disagree 
(n= 8, 

66.7%) 

Disagree 
(n=10, 
66.7%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
(n=8, 

53.3%) 

Disagree 
(n=7, 58.3%) 

Disagree 
(n=9, 
60%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
Or 

Strongly 
Disagree 

(n=6, 
40%) 

Disagree 
(n=7, 

58.3%) 

This topic lasted too 
long 

Disagree 
(n=6, 40%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
(n=6, 
40%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
or 

Strongly 
Disagree  

(n=5, 
33.3%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
(n=7, 46.7%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
(n=5, 

33.3%) 

Disagree 
(n=9, 75%) 

Disagree 
(n=6, 
40%) 

Disagree 
(n=8, 

66.7%) 

Disagree 
(n=7, 

46.7%) 

Disagree 
(n=8, 

66.7%) 

*indicates number of No Responses to statement  
†Field highlighted in purple indicate inconclusive results  
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Satisfaction Statements Face-to-Face Trained (n=15) Webinar Trained (n=12) 

I liked the training format Agree 
(n=9, 60%) 

Agree  
(n=9, 75%) 

I found the topics useful Agree 
(n=8, 53.3%) 

Agree 
(n=9, 75%) 

I would welcome more detailed information on the topics Neither A/D 
(n=6, 40%) 

Neither A/D Or Disagree 
(n=5, 41.7%) 

The training added to my knowledge and skills Agree 
(n=9, 60%) 

Agree 
(n=10, 83.3%) 

I enjoyed the training Agree 
(n=8, 53.3%) 

Agree  
(n=10, 83.3%) 

I feel my manager encouraged me to complete the training Agree 
(n=8, 53.3%) 

Agree  
(n=6, 50%) 

I did not like the format of the training Disagree 
(n=6, 40%) 

Disagree 
(n=8, 66.7%) 

The training occurred at a time convenient for me Agree 
(n=8, 53.3%) 

Agree 
(n=5, 41.7%) 

I had easy access to a computer on which to complete the training NA Agree  
(n=6, 50%) 

The training occurred in a place convenient for me Agree 
(n=10, 66.7%) 

Agree 
(n=8, 66.7%) 

The format suited my needs Agree 
(n=9, 60%) 

Agree 
(n=9, 75%) 

I felt I had access to support throughout the training Agree 
(n=9, 60%) 

Neither A/D or Agree 
(n=4, 33.3%) 

I found the training easy to access NA Agree 
(n=6, 50%) 

I felt supported by my manager to complete the training Agree 
(n=8, 53.3%) 

Agree 
(n=6, 50%) 

I think I am likely to use what I learned in the training in my day-to-day work Agree 
(n=11, 73.3%) 

Agree 
(n=8, 66.7%) 

I feel I already used knowledge and skills taught in the training in my day-to-day work before I received the training Agree 
(n=9, 60%) 

Neither A/D or Agree 
(n=4, 33.3%) 

I don’t think I’ll be able to use what I learned in the training in my day-to-day work. Disagree 
(n=8, 53.3%) 

Disagree 
(n=7, 58.3%) 

†Fields highlighted in purple indicate inconclusive results  
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Appendix 7- Full Suggestions and Other Comments from IAT by Group* 

Face-to-Face Trained Webinar Trained 

Time  
“Perhaps a little time consuming” (Pharmacist) “[Need] more time to complete. Maybe a pack to have 

with the training with important points.” (Job Role 
Unknown) 
 

“I think the training was very good but I think it would have 
been improved if given more time for training on some of the 
learning for support staff.” (Pharmacy Technician) 
 

“Perhaps more time to complete.” (Job Role Unknown) 

Format / Access  
“Personally I thought I could have read all the information from 
the books etc. myself, I could maybe have preferred a more 
detailed talk rather than just someone reading everything out 
to me.” (Dispenser) 
 

“[It could have been a] bit more interactive.” 
(Dispenser) 

“Yes the hand-outs were all in very small print. Not easy to 
read. And couldn't see screen at times, due to all being too 
close together.” (Dispenser) 
 

“Rather than someone reading to me I would rather 
read the text myself.” (Job Role Unknown) 
 

“We could have been given paper version and covered training 
ourselves when it was convenient in shop.” (Dispensing 
Assistant) 

“Sometimes a bit muffled, could have been our 
computer. Lots of “ehs” and occasional wrong words.” 
(Dispenser) 
 

 “[The training could be] made easier to access.” 
(Accuracy Checking Technician) 
 

 “Make initial access easier i.e. www not needed in web 
address, and reiterate that username and password for 
videos is provided.” (Dispenser) 

Training Level / Applicability  
“Yes, [the Facilitator] was nice but the training could have been 
more advanced as a lot of what was covered in the training we 
already knew.” (Key Contact) 
 

“Training is fine but it is not used so I am not fluent in 
all aspects.” (Pharmacy Technician) 

Positive Comments  

“The training was helpful as when you are dealing with 
palliative care patients I know the signs to look out for now.” 
(Pharmacy Technician) 
 

“No comments found the training very helpful.” 
(Pharmacy Assistant) 

“Training was informative.” (Pharmacy Assistant)  

“I would like more training.” (Pharmacy Assistant)  

“I thought the training was very useful- short and straight to 
the point and easy to follow and understand.” (Dispenser) 

 

“The training is very useful for counter staff as well as 
dispensary. It would be useful for more people were trained at 
counter so they can get prescription quicker.” (Counter 
Assistant) 

 

“Found it quite easy to use and helpful instructions if I was 
stuck with anything.” (Pharmacy Assistant)  

 

*Duplicate responses removed  


