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ABSTRACT
Objectives To explore community pharmacists and
key stakeholders’ perspectives and reflections on the
community pharmacy workforce’s preparedness for, and
response to, COVID-19, including lessons for future public
health crises.
Design, setting and participants Qualitative study
using semistructured interviews (via telephone or online
videoconferencing platform), with community pharmacists
and a range of key stakeholders (representing other
health professions, professional/governing organisations
concerned with community pharmacy and patient
advocacy groups) from across Northern Ireland. Data
were analysed using thematic analysis and constant
comparison.
Results Thirty interviews were conducted with
community pharmacists (n=15) and key stakeholders
(n=15). Four themes were identified: (1) adaptation and
adjustment (reflecting how community responded quickly
to the need to maintain services and adjusted and adapted
services accordingly); (2) the primary point of contact
(the continuing accessibility of community pharmacy
when other services were not available and role as a
communication hub, particularly in relation to information
for patients and maintaining contact with other healthcare
professionals); (3) lessons learnt (the flexibility of
community pharmacy, the lack of infrastructure, especially
in relation to information technology, and the need to
build on the pandemic experience to develop practice);
and (4) planning for the future (better infrastructure which
reinforced concerns about poor technology, coordination
of primary care services and preparing for the next public
health crisis). There was a general view that community
pharmacy needed to build on what had been learnt to
advance the role of the profession.
Conclusions The strengths of community pharmacy and
its contribution to healthcare services in the COVID-19
pandemic were noted by community pharmacists and
acknowledged by key stakeholders. The findings from
this study should inform the policy debate on community
pharmacy and its contribution to the public health
agenda.

STRENGTHS AND LIMITATIONS OF THIS STUDY
⇒ Recruited a diverse range of participants which pro-

vided a holistic and in-depth account.
⇒ Rigorous approach to data analysis.
⇒ Data saturation was achieved.
⇒ Focus on Northern Ireland may mean that the results

reflect the local situation.
⇒ Participant demographic characteristics have not

been reported due to the limited geographical area
from which recruitment took place and the need to
preserve anonymity.

INTRODUCTION
The COVID-19 pandemic has had profound
effects on the delivery of healthcare worldwide. In the context of the UK, hospitals faced
unprecedented pressures and waiting lists for
non-COVID services are now at an all-time
high.1 Primary care access, notably general
practice, was greatly reduced, but community
pharmacy largely remained open and accessible to patients and the public.2
A three-phase research project was undertaken in Northern Ireland (NI) to assess
community pharmacy’s preparedness for and
response to the pandemic using Donabedian’s overarching three-pillar model of quality
of care: structure, process and outcome.3
Phase 1 (representing structure) was a documentary analysis of guidance and policy
documents released over the initial months
of the pandemic,4 phase 2 (process) was used
to gather quantitative data from a geographically stratified and representative sample
of community pharmacists across NI,5 while
phase 3 (outcome) was a series of semistructured interviews with community pharmacists and key stakeholders and is reported in
this paper. As outlined in the accompanying
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survey paper,5 practice changed during this time, with
essential services being maintained, other services
suspended and new services being implemented. Pharmacies introduced measures to prevent the spread of infection and to protect their staff, and became more involved
in public health activities such as influenza vaccination.
Despite feeling unprepared during the first wave (March
to May 2020), this changed over time, with pharmacists
reporting feeling more prepared when the second wave
of infection struck in September 2020. They maintained
contact with general practitioner (GP) colleagues and
patients (largely by telephone), maintained and updated
their professional knowledge and were enthusiastic about
adopting roles that would contribute to future COVID-19
vaccination and testing.5
Although this questionnaire provided a valuable snapshot of the community pharmacy experience in the early
phases of the pandemic, it did not provide an in-depth
understanding of the lived experience of community pharmacists. Furthermore, there has been little exploration
of other stakeholders’ views of community pharmacy’s
contribution to healthcare during the pandemic. Therefore, using the findings from the telephone survey5 and
with reference to the wider literature, the aim of this study
was to explore community pharmacists and other stakeholders’ perspectives and reflections on the community
pharmacy workforce’s preparedness for, and response
to, COVID-19 including lessons for future public health
crises.

METHOD
Key informant interviews were conducted with community pharmacists and other stakeholders (including representatives from patient organisations) in NI. The study
has been reported in accordance with the Consolidated
Criteria for Reporting Qualitative Research checklist.6

Division. The Study Advisory Group also included
members of the pharmacy profession representing practice, regulation and professional advocacy, along with a
methodological advisor. The Group contributed to the
development of the topic guide (see below), identification of pharmacists to help pilot the topic guide, with
one PPI member participating in a pilot interview, one
to gauge the clarity of questions for key stakeholders and
duration of the interview. Members of the Group did not
contribute to analysis, but initial findings were presented
to them and their comments were sought.
Participant sampling and recruitment
Sampling and recruitment of community pharmacists
We sought to recruit between 15 and 20 community pharmacists (with the final sample size guided by data saturation). Community pharmacists who took part in the
telephone questionnaire study referred to in the Introduction section5 were asked if they were interested in participating in a follow-up interview. Those who expressed
an interest were contacted by telephone and those who
confirmed interest were sent an invitation letter, information sheet and a consent form. Potential participants were
given 1 week to read and consider this information. After
1 week had elapsed, if there were more than 20 pharmacists willing to participate, the list of pharmacists was to
be randomised as a way to manage high numbers of pharmacists expressing interest in participation. However,
following recruitment, there was no necessity to do this.
The researcher (SMP) contacted them by telephone to
arrange a suitable date and time for the interview. These
pharmacists were known to the researcher by virtue of
having taken part in the preceding study.5

Setting and population
We sought to recruit key stakeholders for interview
including registered community pharmacists from
community pharmacies in NI, representatives of professional and governing bodies concerned with community pharmacy services in NI (eg, Department of Health,
Public Health Agency, National Pharmacy Association
and the Pharmaceutical Society of NI), representatives of
other professions, such as the Royal College of General
Practitioners and the British Medical Association, and
representatives of patient advocacy groups, such as the
Patient and Client Council NI, Carers Trust (unpaid
carers), C
 are.org (residential and nursing homes) and
Alzheimer’s Society NI.

Sampling and recruitment of other key stakeholders
We sought to recruit between 15 and 20 other key stakeholders in total (again, with final sample size determined
by data saturation). Convenience sampling was used to
recruit a range of additional stakeholders as key informants
and was informed initially by consulting with members of
a Study Advisory Group that was overseeing the conduct
of this study. The research team also identified potential
participants through their own professional networks and
experience from previous studies, contacting organisations listed above. Potential participants were contacted
by email in the first instance to gauge interest. Those who
expressed interest were sent an invitation letter, information sheet and a consent form. Potential participants
were given 1 week to read and consider this information,
and a mutually suitable date and time were arranged for
the interview. The researcher would have been known to
some of these key stakeholders, but not all.

Patient and public involvement
Two patient and public involvement (PPI) representatives
were recruited to the Study Advisory Group via the Patient
Involvement Enhancing Research NI network from the
Health and Social Care Research and Development

Interview topic guide
The interview topic guides (see online supplemental files
1 and 2) were developed based on the published literature,7–10 current COVID-
19 guidelines at the time,11
data from a review of the practice and policy literature,4
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findings from the telephone questionnaire5 and discussions within the research team. Five pilot interviews were
conducted by SMP with members of the Study Advisory
Group and qualified pharmacists from the School of
Pharmacy, Queen’s University Belfast to ensure that interview questions were clearly understood by participants
and to estimate the duration of the interview.
Data collection and analysis
To adhere with public health guidelines at the time of
the study, all interviews were conducted by telephone or
using an online videoconferencing platform. All interviews were digitally recorded and no visual images of the
participants were captured, and no other persons were
present during the interview. Interviews began with a
short briefing during which the researcher (pharmacist
with a PhD who had undertaken qualitative work as part of
her doctorate; had a professional interest in the research
topic) introduced herself, outlined the background to
the study and provided an overview of the process that
would be followed during the interview. Verbal consent
was obtained and recorded at this stage if not already
received electronically in advance. Following the interview, all participants (where relevant) were offered a
certificate of participation (for continuing professional
development purposes) and an honorarium of £50 in
recognition of their time and inconvenience.
The digital recordings were transcribed verbatim,
and each transcript was checked against the original
recording for accuracy and anonymised to remove names
of people, places and any other identifying information.
Each participant was assigned an alphanumeric code
(eg, community pharmacist (CP; CP097), key stakeholder (KS; KS03)). NVivo V.12 Pro software was used for
management and analysis of the transcribed data. The
codes used for community pharmacists were the respondent numbers from the survey study5 which preceded the
interviews. We retained this numeric coding for ease of
reference across the two data sets.
Reflexive thematic analysis was undertaken concurrently with data collection to determine data saturation.12–14 This was aligned to ‘codebook thematic analysis’
as described by Braun and Clarke.14 Each transcript was
analysed independently by two researchers (SMP and
CMH) using an inductive and iterative approach. After
analysis of the first five transcripts, the research team
met to discuss emerging themes and subthemes, and a
coding framework (codebook) was developed based on
these. This coding frame was then used for the analysis
of all subsequent transcripts and for reanalysis of the
first five transcripts. An iterative approach ensured that
any new themes arising from the data were identified
and added to the coding frame.14 15 Any discrepancies
between researchers were resolved by discussion among
the research team to reach consensus. Final themes were
reviewed and agreed between all authors to enhance reliability. No transcripts were returned to participants.
Patterson SM, et al. BMJ Open 2022;12:e064549. doi:10.1136/bmjopen-2022-064549

RESULTS
A total of 30 interviews were conducted with community
pharmacists (n=15) and key stakeholders (n=15) from
July to September 2021. Due to the relatively small population from which participants were recruited, we have
been very selective about the demographic information
reported to ensure anonymity. In the case of pharmacists,
10 were male, the age range for the sample was 25–65
years old, 5 were pharmacy owners (with the remainder
being employees) and 8 participants worked in independent pharmacies. In the case of key stakeholders, nine
were female and six were male, with most aged between
45 and 54 years. Interviews took place either by telephone
(n=22) or via online videoconferencing (n=8), and lasted
between 29 and 79 min (mean=53 min). Following analysis, four themes emerged from the data: (1) adaptation
and adjustment; (2) the primary point of contact; (3)
lessons learnt; and (4) planning for the future. An overview of each theme, supported by anonymised quotes, is
provided below.
Theme 1: adaptation and adjustment
The initial phase of the pandemic (from March 2020) was
characterised by adaptation and adjustment on the part
of community pharmacists and their staff, who demonstrated high levels of resilience and flexibility. Initially,
there was a sense of panic as realisation dawned about the
risk of infection to pharmacy staff, with little knowledge
about the severity of the disease:
This was just a perfect storm of a highly infectious disease that was proven to be very, very dangerous, and
the information around it was still evolving. (KS03)
The effect of the pandemic was unprecedented, pharmacy staff felt unprepared, and were dealing with a
marked increase in workload:
…but as for being prepared, I don’t think anything
would have prepared us for the onslaught that we
had for the first few weeks. (CP097)
The biggest challenge, initially, was the severely increased workload when there was such an absolute
surge in prescription numbers. (CP071)
As the pandemic continued, community pharmacists
demonstrated their ability to adapt, and showed a high
degree of flexibility and resilience in order to maintain
essential services and medicines supplies. Some key stakeholders commented that these activities relieved the
pressure somewhat on other services, including hospital
emergency departments and GPs. Medicines supply was
the core service that took priority during the pandemic:
As entrepreneurs, as innovators, they were able to
cope very well with a completely unprecedented situation. They’re always prepared for the unknown.
They’re always agile, but they wouldn’t have necessarily been prepared for this. (KS08)
3
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We’ve had to prioritise, and priority is getting people
their medicine. (CP074)
A key stakeholder representing service users recognised
pharmacists’ ethos of continuing to provide care:
For me, pharmacy was one of the shining lights, it
stood its ground. It didn’t stand back and didn’t revolt and say, ‘we have to close, we can’t do this, we
have to redeploy’. It stayed there, front and centre.
(KS10)
Throughout this period of adaptation and adjustment,
participants described the situation as being emotionally charged with stress, pressure and concern for staff.
Community pharmacists depended on having a strong
and flexible staff team to manage the high workload and
patient demands and expectations. Their emotional reactions were evident:
It would probably be the most challenging professional time of my whole career. Very stressful, very
worrying. (CP043)
There was considerable pressure on pharmacy staff
to stay at work; many were worried and anxious about
contracting infection and placing vulnerable family
members at risk. However, they demonstrated commitment to their work and indeed, many increased their
working hours to manage the increased workload and
demand from the public. The pharmacy staff team was
considered very important to community pharmacists
which was also recognised by key stakeholders:
The number of contractors, employers who have spoken to me and said, you know, they just are in awe of
their staff who have…, just came in when ones (sic)
could have isolated, could have gone on furlough,
whatever. (KS08)
Throughout the pandemic, community pharmacists
maintained essential services and adapted their services
models to provide modified services enabling the continuation of the critical supply of essential medicines to the
public. Pharmacies also implemented innovations such
as the development and provision of modified patient
services, for example, medicines adherence, prescription collection and delivery services, and a range of new
pandemic services such as influenza vaccination, public
health advice and an emergency supply service (whereby
day supply of prescription medicines could be
a 30-
provided to patients without a prescription) that alleviated the pressure on GP out-of-hours and emergency
department services. There were many positive comments
about what worked well:
The prescriptions, having to be sent to the pharmacy directly from the doctors, I think that was a really good change, it allows you to manage workload.
(CP046)
4

The other thing is people running out of medication,
we’re not supposed to loan anybody anything without
going through the emergency supply route. So that
was good in that they set up the emergency supply
service which pharmacists could give an emergency
supply during the pandemic and that worked well
and for a change there wasn’t a pile of paperwork to
go with it. (CP097)
Theme 2: the first point of contact
In the early stages of the pandemic, it was recognised
that community pharmacies were one of the only entry
points to primary healthcare services where the public
had direct access to a healthcare professional:
Our roles have changed dramatically I think of what’s
expected of us in the community, definitely. Because
we’re the most accessible healthcare professional.
(CP043)
They [patients] would have been very quick to say of
the reliance that they had on the community pharmacist. And it was always followed up by the comment,
‘Because we can’t get to a doctor, we can’t get access
to a doctor,’ you know. (KS12)
Community pharmacists reported that patients increasingly relied on them as the first point of contact for advice,
either in person or by telephone:
So, I think that has really changed for us in that we
are now their first point of contact really. And even
now we are seeing that people are coming to see us
even before they phone the doctor and saying, ‘Well,
what do you think, should I phone the doctor? How
should I manage this? What’s your opinion?’ (CP046)
Community pharmacies also played a key role in information provision, representing the hub for communication of COVID-19 information directly to patients, other
healthcare professionals and each other. The Public
Health Agency in NI rolled out a series of campaigns on
COVID-19 and community pharmacies were central to
that communication to patients. Being in the front line
of healthcare resulted in community pharmacists having
to adopt an expanded role, undertaking new services
(notably COVID-19 vaccination) and using skills in triage
and assessment of patients:
Now it’s a lot more about trying to help people with
diagnoses and treatments and signposting them on
then to where they really need to be. (CP046)
So, to have done that number [COVID vaccinations]
in such a short period of time has been fantastic.
(KS01)
However, being this first point of contact was sometimes
overwhelming, especially with respect to the amount of
information being provided by organisations for onward
distribution and dissemination, which was duplicative
and sometimes out of date by the time that it arrived:
Patterson SM, et al. BMJ Open 2022;12:e064549. doi:10.1136/bmjopen-2022-064549
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The problem is, you were standing there, and it might
have been Wednesday the 10th and that letter [eg,
advice from Department of Health or Health Board]
is dated Tuesday the 2nd. (CP072)
And we would just go in and there would be multiple
emails printed off from work, read this, this, this and
this at the start of the day. So, I suppose maybe if it
could be centralised and come from one source, or
fewer sources, it would have made it maybe easier to
handle. (CP046)
Community pharmacists maintained communication
with other members of the primary healthcare team,
particularly GPs and practice pharmacists, and thought
that relationships in primary care had improved, despite
practices remaining largely closed in the early stages of
the pandemic:
We found working with the practice pharmacists very
good during the pandemic. They were a really good
resource to have. Because if you maybe couldn’t get
hold of the GP themselves, the practice pharmacists
were really well based to speak to you. (CP046)
Theme 3: lessons learnt
The importance of community pharmacy in healthcare
was a key lesson. An unintended consequence of the
pandemic was the spotlight placed on community pharmacy, demonstrating what it could do. The response from
community pharmacy during the pandemic was universally praised, and its reputation was enhanced:
It’s just reinforced how big a part community pharmacists and the community pharmacy team, members of staff, etc play and how important they are and
just to remember that we are really, really important
to the people who we treat. (CP043)
I think it is well recognised by a range of stakeholders of just how important the community pharmacy
contribution during COVID has been, ranging from
the Health Minister, and elected, various elected political representatives, through to the Health Service
officials, and indeed the public at large. (KS07)

Through the adaptation and adjustment made to
services (and highlighted in theme 1), services were introduced quickly as a result of the profession’s agility and
flexibility, and pharmacists provided important new and
modified services that they would want to retain in the
future, another key lesson. The retention of these services
was supported by key stakeholders:
Community pharmacy I think would have a role to
play in that, so there’s [sic] not about dispensing
more tablets, it’s more about looking at the individual’s needs and how the individual can be supported
either individually or in a community context. (KS06)
The agility and flexibility (reinforcing theme 1) of pharmacy staff and their commitment to the care of patients
was evident as they stepped up and took more responsibility for front-line patient care, putting previously learnt
skills into practice. It was noted how much was implemented in a short space of time:
I think the biggest thing is how adaptable we are and
how quickly we can change things around because
there was an absolutely mad two or three weeks back
in March/April 2020, where the pharmacies really,
really had to dig deep, including the staff and all the
rest of it to get the job done basically without the system falling down. Because that would have been catastrophic, you know. (CP071)
The pharmacy profession has really benefited from
that in that they [patients] could see what we can actually do. So that would be the biggest change I would
have noticed which is good for the profession. (CP52)
However, it was recognised that the lack of infrastructure, especially with respect to information technology
(IT), had been problematic during the pandemic, and
led to significant frustration. Participants described the
IT system as ‘antiquated’, and a key lesson learnt from
the pandemic was the need for electronic transfer of
prescriptions:

The maintenance of medicines supply was seen as
critical (and perhaps somewhat underappreciated up to
this point as it seemed ‘basic’), with recognition that the
system could have collapsed without this:

And just the fact that we’re still chasing paper, you
know, at this stage is crazy to be honest. My number
one thing would be definitely have electronic prescriptions. (CP083)
I think what it has shown is that the absolute number one priority is the electronic prescribing, because
that gives a sustainable future to what we’ve started to
do. (KS05)

The main contribution of community pharmacy, as I
said, was maintaining access to medicines, and they
did that, and they maintained public access to medicines. (KS03)
The continuity of supply of medicines. The fact that
we were able to keep things going. Generally speaking, bar maybe some isolated incidents, I’m not aware
of any, but nobody ended up in hospital because they
didn’t have their medication. (CP071)

Other lessons learnt included the value of the newly
introduced emergency supply service, the enhanced
contribution to healthcare that community pharmacy
could make and the need for more formal and recognised
integration of community pharmacy into the primary
healthcare team. Concern was expressed that postpandemic, community pharmacy’s contribution would be
forgotten, so the opportunity needed to be seized in order
to capitalise on the goodwill that had been engendered:
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And it would be nice that, you know, we’ve had all
the plaudits and the pats on the back with politicians
coming out and getting photo opportunities in community pharmacies and such like. It would be nice to
get properly paid and to have a contract in place, and
us given that respect that is due after all this. I think
that is the biggest thing that I would like to see come
out of this. (CP018)
But as the health service normalises, then there is
always the risk that pharmacy reverts back to a hidden
role. (KS07)

it comes to, you know, providing medication where
it’s impossible to get a prescription. Because obviously we have the knowledge, and we have the information from their PMR [patient medication records]
system to make that call. (CP074)
I would like to think in a future pandemic we would
have more independent prescribers in community
pharmacy as well, and who could be managing larger formularies of medicines. So, that would help the
public access and treatment for specific conditions.
(KS03)

Theme 4: planning for the future
This final theme linked closely to that presented in theme
3 in that participants felt that the lessons learnt needed
to feed into planning for the postpandemic future. Areas
where planning was seen as critical were infrastructure,
review and coordination of service provision (including
the workforce) and preparing for the next emergency.
Improvement and upgrading of the current infrastructure were viewed as an urgent priority:

Better coordination between sectors within the profession and interprofessional linkages were seen as important for the future success of community pharmacy, along
with supporting and enhancing the workforce:

And I think it’s archaic that we’re using paper prescriptions. (CP074)
So, it’s dealing with those patients who become frustrated with the process basically for repeat prescriptions. To me, it isn’t a very effective use of doctor or
even practice-based pharmacist’s time… Yeah, electronic prescription transmission would certainly help
with that sort of thing. (CP071)
This view also extended to access to patient records by
community pharmacists, to facilitate the development of
the clinical role:
This is about reducing administrative burden, reducing regulatory burden, so that the focus can be on
patient services, and patient support, patient advice,
patient information, and the safe supply of medicines
to patients, and building the services around those
contacts that you make whenever medicines are supplied. (KS07)
There was overwhelming support for extending the
role of community pharmacists and reviewing the range
of patient-facing or clinical services they provide:
I think the government should maybe pay attention
to that [providing clinical services] and the health
service would benefit from it dramatically. That’s the
way I would love to see pharmacy going. (CP111)
Such services included public health initiatives, vaccinations, the maintenance of the new emergency supply
system introduced during the pandemic and independent
prescribing:
I actually think… the emergency supplies. I think
that they potentially, you know, even post pandemic I
think there’s a place for them. I think they [community pharmacists] should be allowed some trust when
6

So, that lack of co-ordination, I think, on the ground
between primary care. It was always there, but that
hasn’t improved with the pandemic, whereas relations
with the Board (organisation responsible for commissioning services in NI) have improved. (KS08)
So, the only thing I’d like is somebody to pull a couple of hundred or a few hundred pharmacists available to community pharmacy out of the hat! So, the
one thing I definitely don’t want to see continuing is
the lack of pharmacy cover and staff. (CP071)
Although community pharmacy had demonstrated
its agility in dealing with the pandemic, there was an
acknowledgement that future planning for another emergency (pandemic) had to be much more coordinated:
But I think just having systems in place and, you know,
having a plan. A pandemic plan needs to be drawn up
and then we need to be trained on it. So, if this happens, we do this, if this happens, we do that. And, you
know, a stockpile of PPE [personal protective equipment] and stuff like that that could be drawn upon.
Because PPE and sanitiser was a big issue at the start
as well. (CP132)
So, there’s a learn there in terms of services, and the
sort of dynamic commissioning, and decommissioning, if you like, and for community pharmacies just
being prepared for that as well. (KS03)
Planning, in terms of workforce, needs to be better,
because we’re just in a difficult place at the minute in
terms of adequacy of workforce. So, that needs to be
sort of regularised or resolved ahead if there’s another cyclical pandemic. (KS07)
There was a clear view that community pharmacy’s
contribution during the pandemic had demonstrated
its value and provided momentum for the profession’s
trajectory:
Pharmacy has indicated very clearly how it can make
a contribution in the acute pandemic phase which
has just kind of proved what pharmacies have been
Patterson SM, et al. BMJ Open 2022;12:e064549. doi:10.1136/bmjopen-2022-064549
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saying all along, and that just needs to be now captured and I think given expression. (CP047)
We have a direction of travel here, and we build on
what has been achieved. (KS07)

DISCUSSION
This study has captured the views and perspectives of
community pharmacists who worked during the early
phases of the pandemic, and those of key stakeholders
(some of whom were pharmacists) representing a wide
range of constituencies and interests. We had framed
the three-phase study using Donabedian’s framework,3
and this third phase represented the ‘outcome’ aspect
of the framework in terms of reflections and experiences
of community pharmacists and a broad range of key
stakeholders. The findings clearly convey a recognition
of community pharmacy’s contribution to maintaining
essential health services during the early phases of the
pandemic, particularly when other services were not accessible or available. Key stakeholders were very appreciative
of what community pharmacy had done, and perhaps one
of the unintended consequences of the pandemic was to
highlight the role that community pharmacy could play
in a postpandemic health service.
At the beginning of the pandemic, community pharmacy had to adapt and adjust. Community pharmacist
participants recounted the increased workload, uncertainty, a feeling of unpreparedness, fear and worry. But
as was recognised, they demonstrated agility, resourcefulness, innovation and unceasing commitment, and
maintained key services and introduced new and adapted
ones. These characteristics were also reflected by Liu et
al16 who reported on the experiences of pharmacists in
China at the start of the pandemic. They highlighted the
importance of rapid adaptability and resiliency of individual practitioners to rapidly changing circumstances
of the pandemic.16 Interviews with primary care professionals (largely GPs and nurses) from eight European
countries also revealed a rapid transformation of services
with the onset of COVID-19, in the context of uncertainty
about diagnosis, management and treatment.17
Much of what community pharmacists did during the
early stages of the pandemic reflected a pharmacy emergency preparedness and response framework developed
by Aruru et al18 consisting of five components—emergency preparedness and response, operations management, patient care and population health interventions,
public health and continuing professional education. An
important part of this framework specifically refers to the
importance of preparation and flexibility in emergency
circumstances to ensure effective responses and worker
safety.18 Community pharmacy activities as reported in this
study exemplified these components. A scoping review
by Costa et al19 outlined current practices on COVID-19
reported by pharmacy professional associations from
across 32 countries. Almost all preventive measures to
Patterson SM, et al. BMJ Open 2022;12:e064549. doi:10.1136/bmjopen-2022-064549

reduce health risks had been provided in most countries.
Other frequent interventions reflected preparedness for
stockpiling, increased demand for services and products
and important patient care interventions beyond the
dispensing role. In view of COVID-19, changes to regulation and legislation enabled services to be delivered
that improved access to medicines and relevant products, patient screening and referral including point-of-
care antigen testing, support to vulnerable patients and
COVID-19 vaccination.19 Again, many of these activities
were undertaken by pharmacists in the present study and
were recognised by participating stakeholders.
Community pharmacy was inundated with patients
seeking help due to the lack of availability of other services
which has been reported in other UK-based studies.10
Pharmacists were the first point of contact, and indeed,
sometimes the only point of contact, demonstrating the
critical role that community pharmacy played in delivery
of primary care during the pandemic. These observations
are consistent with the comments from Traynor20 who
stated that ‘pharmacists matter in a pandemic response’,
highlighting how pharmacies and pharmacists could and
should serve a more useful role in society-wide pandemic
preparedness. It was recognised that in addition to
providing vaccinations, community pharmacies could
become decentralised primary care service hubs, triaging
patients prior to accessing family doctors or emergency
rooms and providing more direct hands-on support for
medication therapy management at the patient and
community levels.20 And based on our interview data, this
appeared to happen in the early stages of the pandemic,
with community pharmacy becoming that main point
of contact. Indeed, these findings are consistent with a
2020 report from the Organisation for Economic Co-operation and Development which identified pharmacists as
primary care providers in its definition of primary healthcare.21 The report outlined that there is ample scope for
further developing the role of pharmacists and the need
to develop more effective collaboration with the GPs and
other healthcare professionals.
As a result, pharmacists reported that they perceived
that patients now viewed them in a different light and
were asking for advice and intervention from community pharmacists that may have been previously given
by other sources, for example, general practice. They
disseminated information on COVID-
19 and participated in vaccination campaigns. But this also led to a
surge in workload which was difficult to manage at times.
In addition, by the time information was received, it was
often out of date, and there was a recognition from some
key stakeholders that there was probably too much information disseminated. This was also reported by Austin
and Gregory,22 who interviewed 21 pharmacists based
in Ontario, Canada, with a view to exploring resilience
during the pandemic. These pharmacists noted the early
stages of the pandemic as being a time of information
overload and confusion. Most participants in the Canadian study reported increasing reliance on the websites
7
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of, and emails from, regulatory bodies and professional
associations as their primary source of information.
However, there was also frustration that communication from these organisations was often ambiguous
and unclear.22 A Belgian study reporting on interviews
with GPs highlighted an oversupply of information on
COVID-19 which was also contradictory.23 Wanat et al17
documented that primary care participants often felt
overwhelmed with information that was constantly
changing and coming from multiple sources.
The experience of working in the pandemic gave
participants the opportunity to consider lessons learnt.
These lessons highlighted the importance of community
pharmacy and its essential role in maintaining medicines
supply, services that should be retained postpandemic
and the adaptability and flexibility of community pharmacists and staff to meet demands. But there was also
recognition as to the limits of what could be done largely
due to outdated infrastructure, notably IT. Participants
expressed frustration at antiquated systems, largely paper
based, and called for investment in better systems. Austin
and Gregory22 in their interview study noted that pharmacy organisations that had previously invested in technology were much better able to manage the surge in
workload than those without such systems. In this present
study, there was strong support for a change to IT services.
Finally, while the contribution of community pharmacy was universally recognised, there were concerns
that the lessons learnt and experience gained could be
quickly forgotten in the postpandemic world. There was
a view that the goodwill and recognition of pharmacy
and its contribution needed to be exploited in order to
plan for the future, and instigate much needed change.
And indeed, many of the lessons and experience fed into
planning for the future which was the final theme. There
was reinforcement of needing better infrastructure (IT
being a case in point), better coordination and review of
services (including workforce) and planning for the next
emergency. This call for better planning was echoed by
Wanat et al.17 Community pharmacists were very willing to
assume a much more prominent public health role, and
to be a primary point of contact as they had been during
the pandemic. There was also support for a prescribing
role and better coordination across other health sectors,
the need for more staffing and much better planning and
training for the next pandemic. Again, this reflects what
other community pharmacy studies have reported, with
a particular emphasis on the necessary infrastructure.22
Although the current study did not explicitly seek to
inform and develop policy, it has been highlighted in a
report from the King’s Fund that ‘the road to renewal’
in the postpandemic health and care system has to
focus on a number of key areas including workforce,
digital changes and the relationship between communities and public services.24 These priorities reflect those
for community pharmacy. We had framed the three-
phase study using Donabedian’s framework,3 and this
third phase represented the ‘outcome’ aspect of the
8

framework in terms of reflections and experiences of
community pharmacists and a broad range of other key
stakeholders.
The strengths and limitations of this study should be
acknowledged. We recruited a diverse range of participants who had had direct experience of delivering
or planning services over the course of the pandemic.
The views of key stakeholders provided a more external
perspective to that of community pharmacists, but largely
reinforced the views of the latter. We attained data saturation with the sample recruited, and the findings reinforced those from a preceding study,5 but through the
interviews, more in-depth discussion was possible which
provided a more nuanced understanding of the issues.
However, all participants were recruited from the same
geographical region, perhaps limiting transferability of
findings. It should be noted that other studies conducted
in the community pharmacy sector which have evaluated
the impact of the pandemic have reported complementary findings and themes.10 16 22 Due to the close-
knit
nature of healthcare delivery and policy organisation in
NI, we decided not to report any participant characteristics (eg, gender, professional role) in order to maintain
anonymity.
The COVID-19 pandemic has had a profound effect
on healthcare delivery across the world. Community
pharmacy was very much part of the front line of services
that remained accessible to patients. The data generated in this study have highlighted how the profession
responded under the most difficult of circumstances, but
have also demonstrated on what can be derived from the
experience in order to inform future planning for the
profession. Moynihan et al,25 in their systematic review
on the impact of the COVID-19 pandemic on healthcare service utilisation, suggested that postpandemic
recovery provided a rare opportunity for systematic
changes in healthcare systems. This very much reflects
the community pharmacy scenario in which participants
also wanted to use the pandemic experience to progress
the role of community pharmacy in a strategic way, and
as conveyed by the findings in this study, community
pharmacists were willing and enthusiastic to deliver on
such strategies.
Twitter Cathal A Cadogan @cathalcadogan
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