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In 2016 the World Health Organisation (WHO) published the
Global Strategy on Human Resources in Health: Workforce
20301 to enable the vision that by 2030 all communities have
universal access to health workers, without stigma and
discrimination. The document estimates that globally 40 million
new jobs in health are needed to obtain Universal Health
Coverage (UHC) by 2030 requiring countries to develop
national plans for health workforce development. This fits in
with nine of the seventeen Sustainable Development Goals2 set
by the United Nations General Assembly in 2015 for the year
2030 and health policy makers will have to refer to both these
documents when developing strategies for health services in
their country.

The objective of the WHO Health Workforce strategy is to
describe policy levers to shape health labour markets:

1. Optimize the existing workforce in pursuit of the
Sustainable Development Goals and universal health
coverage (e.g. education, employment, retention)

2. Anticipate and align investment in future workforce
requirements and plan the necessary changes (e.g. a fit for
purpose, needs-based workforce) 

3. Strengthen individual and institutional capacity to
manage HRH policy, planning and implementation (e.g.
migration and regulation)

4. Strengthen data, evidence & knowledge for cost-
effective policy decisions (e.g. labour market analysis,
National Health Workforce Accounts)

The question now to answer is how do we ‘optimise’ pharmacy
practitioners, align investment and develop the capacity in
practice.

We have made progress in developing advanced specialist
practitioners in some countries reported in a global report3 in
2015 by the International Pharmaceutical Federation (FIP). The
subsequent FIP document describing Education in the Context
of Workforce Development4 in 2017 states: the continued
development of pharmacy services and the pharmaceutical
sciences relies on a well educated, competent, sufficient and
well distributed pharmaceutical workforce.

To achieve the thirteen ambitious goals set out in the FIP
document it will require country specific solutions and to enable
this transformation of the workforce we need to look at the
behaviour change model, figure 1. 

As a profession we need to develop:

Capability through education and describe clear development
pathways from foundation to advanced practice

Motivation through professional and financial recognition
(credentialing) 

Opportunity through inclusion of well described pharmacy
services in policies & mandate the commissioning of services

This may feel new for a majority of the pharmacy workforce but
we would not expect other medical practitioners to stay static in
their competencies. 

The strategy highlights the common competencies needed for
all pharmaceutical practitioners irrelevant of area of practice to
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The Goal of excellent pharmacy practice is to ensure our patients have the best possible outcomes from their treatment and care. To
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be developed to ‘optimise the workforce. In the UK the Royal
Pharmaceutical Society (RPS) has set out in the Advanced
Pharmacy Framework (APF) of the RPS Faculty the six clusters of
competencies advanced practitioners need to demonstrate to
be credentialed as stage 1 or stage 2 Faculty members or Faculty
Fellows, figure 2.  

Optimise, align and strengthen capacity 
of advanced pharmacy practice
The Gastroenterology - IBD model

Ongoing research is revealing that over 500,000 people in the
UK have inflammatory bowel disease (IBD), the two main forms
of which are Crohn’s Disease and Ulcerative Colitis; that is at
least one in every 133 people. 

IBD is a long-term, fluctuating condition, with periods of relapse
(flare) and remission. The cause is not yet fully understood but
is considered to be a mix of genetic susceptibility, gut bacteria,
environmental factors and a defective immune response.
Crohn’s causes painful ulcers and inflammation in the gut
anywhere from the mouth to the anus but is most common in
the small bowel and colon. The inflammation can affect all
layers of the bowel wall.  Ulcerative Colitis causes inflammation
and ulceration of the inner lining of the rectum and colon (the
large bowel).  

Symptoms include urgent and frequent diarrhoea often with
blood and mucus, severe abdominal pain, extreme fatigue and
weight loss. IBD does not just affect the gut. It can affect almost
every part of the body and every aspect of life: from digestion,
eyes and joints to energy levels and mental health. People living
with IBD face a lifetime of medication and, in many cases, major
surgery. If left untreated, complications from the conditions can
be life-threatening. With many of these symptoms “invisible”, it
can appear that someone looks healthy, but they are in fact
incredibly unwell. This creates stigma and misunderstanding
surrounding IBD, with thousands of people suffering in silence.

You can develop IBD at any age, but most people are diagnosed
when they are in their 20s – meaning it has a significant impact
on their working life. In a Crohn’s & Colitis UK survey, nearly
20% of people with IBD reported being unable to work due to
ill health. Additionally, 43% of people with IBD had to make an
adjustment to their working life (e.g. home working or flexible
hours) because of their condition.

There is as yet no cure for IBD. Treatment may be medical,
surgical or a combination of both. It aims to manage flare-ups,
support people to stay well and monitor long-term risks.
Medical treatment includes steroids, immunosuppressants and
biologic medicines. Up to 8 in 10 people with Crohn’s are likely
to require surgery at some point during their lives. People with
extensive disease are at risk of potentially life-threatening
complications such a complete blockage or perforation of the
bowel.  Lifetime costs for IBD are comparable to those for heart
disease and cancer.

National service standards are currently set for a range of
disease areas and the case study of pharmacy services in
Inflammatory Bowel Disease (IBD) services demonstrates how
advanced specialist practice can be enabled, promoted and
recognised. Through embedding advanced pharmacy practice in
the UK IBD Standards5 2019 we are optimising the
pharmaceutical workforce in IBD, aligning the IBD pharmacy
services to national standards and mandate the commissioning
of expert pharmacy skills in each IBD service. Evidence shows
that people with long-term conditions and using multiple
medicines have better clinical and personal outcomes following
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a structured medication review (SMR). A surgery will only have
a few IBD patients registered and the skill to look after this
mainly young and active but very ill when flaring patient group
is underdeveloped. Personalised care plans and shared care as
well as up-skilling of community health care providers is
essential to prevent hospital admission. Expert pharmacists in
IBD are ideally place to educate, upskill and support primary
care colleagues and promote best care for this patient cohort.
A survey of GPs conducted as part of the RCGP and Crohn’s &
Colitis UK IBD Spotlight Project found that 52% of GPs reported
being less than or not confident in helping a patient with
known Inflammatory Bowel Disease when they came to a clinic
with a flare. 

The use of personalised care and self-management plans
competently explained to patients, locally developed treatment
guidelines and an effective flare management pathway as well
as accessible advice for patients and health care providers has a
considerable impact on IBD patients’ lives. IBD is complex and
fluctuating, and its physical and emotional effects can vary
hugely from one person to another.  This means that good
multidisciplinary team (MDT) working – both within the core IBD
team, between specialities in secondary care, between
paediatric and adult services and between primary and
secondary care - is essential to deliver high-quality, coordinated,
and personalised care. Pharmacists have a crucial role in advising
the MDT on protocols and optimising medication.  They are the
key to providing information about medicines to patients on
discharge, which has been found to be lacking in past IBD
audits, and provide information and support to patients to
facilitate shared decision making, for example when considering
starting a biologic drug.  With more and more new treatments
becoming available, their role will only increase.

The first national IBD standards were developed in 2008
describing minimal pharmacy input. Pharmacy was recognised
only once in the IBD team requiring ‘1 pharmacist with special
interest in IBD’ without any description of the required
competencies or service parameters.

In 2018 a multidisciplinary alliance of 17 organisations and
patients (IBDUK) was convened to update the current IBD
standards. To inform the development of medicines
optimisation related standards IBD units with developed expert
pharmacy services were surveyed through the UK Clinical
Pharmacy Association (UKCPA) network to identified quantity
and quality of advanced practice requesting information of
service provision and the relevance of the RPS Framework for
Advanced Practice (APF). An e-Delphi consensus process was
undertaken over 3 rounds by IBDUK to refine a set of evidence-
and expert opinion-based recommendations for optimal service
delivery across the patient journey with 80% agreement for
statements to be retained. The new standards identified
informed the benchmarking tool to enable self-assessment
supporting quality improvement and additional resources
requests where needed. Descriptors were developed in 2
consensus workshops by IBDUK with expert pharmacy
representation. Due to development of IBD pharmacy services6

in the intervening years it has been possible to achieve a
consensus on pharmacy as an integral part of the IBD services.
4 units, 2 teaching and 2 district hospitals with developed IBD
pharmacy services were surveyed informing 4 relevant standards

• Statement 1.5: The IBD leadership team should work
with a consultant pharmacist in IBD to ensure good
medicines governance, including medicines optimisation
and cost-effectiveness.  

https://ibduk.org/ibd-standards/the-ibd-service/ibd-service-
leadership-team

Does the IBD leadership team work with a pharmacist? (No = D)

Does the IBD leadership team work with an expert or
consultant pharmacist in IBD (or equivalent) with annual
formulary review? (No = C)

Does the IBD leadership team work with a consultant
pharmacist or equivalent in IBD on annual protocol/policy
review, with actions and outcomes, to actively develop
pharmacy services within IBD? (No = B, Yes = A)

• Statement 3.1: All newly diagnosed IBD patients should
be seen by an IBD specialist and enabled to see an
adult/paediatric gastroenterologist, IBD nurse specialist,
specialist gastroenterology dietitian, surgeon,
psychologist and expert pharmacist in IBD as necessary. 

https://ibduk.org/ibd-standards/newly-diagnosed/specialist-
assessment

Are all newly diagnosed IBD patients seen by a member of
the IBD team? (No = D)

Are all newly diagnosed IBD patients seen in a dedicated IBD
clinic with access to adult/paediatric gastroenterologist, IBD
nurse specialist, surgeon, dietitian, psychologist and expert
pharmacist in IBD as necessary? (No = C)

Are patient reported outcomes recorded following new
diagnosis and access to the specialist team? (No = B, Yes = A)

• Statement 6.10: All IBD inpatients should have their
prescribed and over the counter medications reviewed
on admission by a pharmacist who has access to an
expert pharmacist in IBD for advice, with regular
review of medications during their inpatient stay and
on discharge.  

https://ibduk.org/ibd-standards/inpatient-care/medication-
review

Does the ward pharmacist have access to an advanced
generalist pharmacist to seek advice for medication review
and optimisation? (No = D)

Does the ward pharmacist have access to an expert
pharmacist in IBD to seek advice for medication review and
optimisation and personalised consultation? (No = C)

Do the patient and ward pharmacist have access to
consultant pharmacist in IBD or equivalent on admission and
during their stay for medication review, optimisation and
personalised consultation? (No = B, Yes = A)

• Statement 7.3: Clear protocols should be in place for
the supply, monitoring and review of medication
across primary and secondary care settings?  

h t t p s : / / i b d u k . o r g / i b d - s t a n d a r d s / o n g o i n g - c a r e -
monitoring/shared-care

Are shared care protocols in place for the review and
monitoring of all IBD medications across primary and
secondary care? (No = D)

Are these agreed between primary and secondary care, with
all relevant information recorded? (No = C)

Are arrangements for shared care discussed and agreed with
patients, with written information provided? (No = B, Yes = A)

Box 1

https://ibduk.org/ibd-standards/the-ibd-service/ibd-service-leadership-team
https://ibduk.org/ibd-standards/the-ibd-service/ibd-service-leadership-team
https://ibduk.org/ibd-standards/the-ibd-service/ibd-service-leadership-team
https://ibduk.org/ibd-standards/newly-diagnosed/specialist-assessment
https://ibduk.org/ibd-standards/inpatient-care/medication-review
https://ibduk.org/ibd-standards/ongoing-care-monitoring/shared-care
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key to pharmacy leadership, medicines expert roles and
Multidisciplinary Team (MDT) working for patient from diagnosis
to long-term care. Proposed standards were submitted to the
Delphi process and IBDUK agreed 59 standards in total. All 4
(7%) describing expert practice were incorporated with 100%
agreement.

IBDUK defined 0.6 WTE MDT expert pharmacist (Faculty stage 2
or above) per 250,000 population based on the pharmacy
survey results. It was agreed to define high quality practice
through the Royal Pharmaceutical Society Framework for
Advanced Practice. 

The benchmarking tool defined A-D descriptors for expert
practice, demonstrating A = ‘excellent, proactive’ to D = ‘minimal,
inadequate’ care developed and agreed by IBDUK. 

The four statements (Box 1) describing IBD pharmacy services
use the benchmarking tool to promote and mandate advanced
practice developed according to Faculty agreed competencies to
ensure high quality patient care.

IBDUK Standards 2019 (ibduk.org) for the first time embed and
describe expert practice as an integral part of the IBD MDT
managing IBD patients. The benchmarking tool encourages the
development of advanced competencies in pharmacy practice.
This in turn supports behaviour change through describing
competencies needed to gain required capability, enabling
recognition and commissioning of advanced pharmacy practice
providing motivation and opportunities.
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