Assessment of the impact of integrating pharmacist independent
prescribers into child and adolescent mental health services

Abstract
Introduction: Due to high demand and staff recruitment challenges, child and adolescent
mental health services (CAMHS) in England have struggled to meet expectations set by the
NHS and Royal College of Psychiatrists Quality Network for Community CAMHS, leading to
long waiting times and restriction of access to services. Although nurse and pharmacist
independent prescriber roles are well established in the UK, there is limited literature on
specialist or independent prescriber pharmacist involvement in CAMHS.
Aim: This evaluation aimed to explore the outcomes of integrating two pharmacist
independent prescribers into community CAHMS and the acceptance of their roles as part of
the multidisciplinary team (MDT).
Method: Two band 8a specialist pharmacists were recruited and trained to achieve
independent prescriber status as part of a service improvement strategy within the
community CAMHS team at Hertfordshire Partnership University NHS Foundation Trust. To
evaluate the outcome of their integration, a purposeful documentation of the pharmacist’s
clinical activities, self-administered surveys of families and the CAMHS MDT, and focus
group discussions with the MDT were undertaken between July 2019 and March 2020. A
descriptive analysis of quantitative data and content analysis for qualitative data was applied
to provide a general view of their contributions and acceptance of their role.
Results: Three-months post integration and prior to achieving independent prescriber
status, the specialist pharmacists’ documented a total of 322 explicit contributions to care
over a subsequent three-month period. These contributions included prescription
transcribing , joint development and wellbeing assessment, monitoring of physical health
parameters and provision of medication-related advice to the MDT. As independent
prescribers, the pharmacists’ involvement expanded to independently lead attention deficit
hyperactive disorder (ADHD) clinics with a designated caseload to manage. Responses
from surveys and focus group discussions suggested an overwhelmingly positive reception
to the pharmacist’s role. All respondents in the families’ survey (40% response rate;
n=20/50) indicated that they strongly agreed that the pharmacist was a valuable member of
the ADHD team within CAMHS. The need to normalise the integration of pharmacist
independent prescribers as core members of the ADHD CAMHS team resonated in MDT
focus group discussions and the MDT survey (62% response rate; n=13/21).
Conclusion: This evaluation identifies a clear role for pharmacists in the CAMHS setting
and demonstrates high acceptability by children, young people, their families and healthcare
professionals. Pharmacists can successfully be recruited, trained and integrated into a
community CAMHS team thereby supporting the alleviation of pressures within CAMHS
services.
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Introduction
Successive UK governments since 2010 have pledged to improve the mental health support
provided to children and young people in England1-6. In 2011 the mental health strategy ‘No
Health without Mental Health’ outlined the government’s pledge to provide early support for
people with mental health problems1. Similarly in 2014, the ‘Closing the Gap: priorities for
essential change in mental health’ strategy detailed ambitions to improve access to
psychological therapies for children and young people2. In 2015, the Department of Health
and the National Health Service (NHS) in England established the Children and Young
People’s Mental Health and Wellbeing Taskforce that set out ambitions to improve care over
the next five years3. In addition, the NHS ‘Five Year Forward View for Mental Health’ was
launched and included specific objectives to improve treatment for children and young
people4. In December 2017, a green paper on children and young people’s mental health set
out measures to improve mental health support, particularly through schools and colleges5.
Despite the pledges and objectives set out since 2010, child and adolescent mental
health services (CAMHS) in England have struggled to meet expectations due to the high
demand and staff recruitment challenges leading to long waiting times and the restricted
access to services7,8. The 2018 CAMHS NHS benchmarking network project reported
sustained increases in demand for services with community referral rates reaching their
highest ever level7. Demand for community CAMHS continues to grow with a 15% increase
in mean referral rates per 100,000 population (age 0-18) reported in 2018/19 (3,658)
compared to 2017/18 (3,126)7 Although the 2018 report noted that referral acceptance rates
had increased, along with rates of young people who access their first CAMHS clinical
assessment and subsequently commence treatment, increases in young people on waiting
lists to access CAMHS services remain widespread7. In addition to the increasing demand
for CAMHS services, the Royal College of Psychiatrists 2019 workforce census for
consultant and specialty doctor psychiatrists noted significant concerns regarding consultant
vacancy rates within CAMHS; the pre-report summary showed this was 12.14%9. Increasing
demand and medical recruitment challenges within CAMHS presents a significant challenge
and requires organisations to consider alternative and innovative ways of delivering a safe
and effective service8.
One important strategy used by NHS organisations in addressing workforce challenges and
managing medical recruitment challenges is to review the skill mix of teams, and where
possible, consider which healthcare professional is best placed to deliver aspects of care6,1011
. Pharmacists, nurses, paramedics and physiotherapists are examples of clinical
professionals now working as advanced clinical practitioners to meet the healthcare needs of
their local population6.
Supplementary prescribing for nurses and pharmacists was first introduced in 2003 and was
rapidly followed by independent prescribing in 200612,13. An evaluation of nurse and
pharmacist independent prescribing commissioned by the Department of Health in 2010
reported that nurse and pharmacist independent prescribing is safe, clinically appropriate

and highly accepted by other healthcare professionals and patients12. Nurse and pharmacist
independent prescribers are now well established within general acute and primary care
settings in the UK14-17. Nurse prescribers are already an established part of the community
CAMHS MDT at HPFT, however, recruitment and retention of nurses in this area has been
an issue acknowledged by an Education Policy Institute Commission report, hence providing
the opportunity to explore pharmacists independent prescribers in this project18.
Complementary to the skill set of nurses, pharmacist prescribers can support cost-effective
prescribing, support the selection of the most appropriate formulations of medicines and
resolve shared care issues with primary care.
There is limited published literature on the role of pharmacists working as independent
prescribers within mental health services and in particular CAMHS. A 2019 conference
abstract reported the benefits of establishing a pharmacist led Attention Deficit Hyperactive
Disorder (ADHD) titration clinic to support a reduction in waiting times19. This six-month
evaluation was created in response to patients having to wait up to 7 months after diagnosis
to commence medication. A pharmacist’s involvement led to 28 patients being initiated onto
ADHD medication. The findings suggested that by utilising the pharmacist independent
prescriber to initiate and titrate medication, time was freed up for the specialist nurse to
focus on initial assessments and review clinics. As a result, the clinical group planned to
provide permanent funding for the pharmacist role to continue to support the new model of
ADHD clinic.19.
A 2016 evaluation conducted by Lyon and Brown focussed on the deployment of a
dedicated pharmacist to support CAMHS to optimise medicines use through working with
medical staff and managers across nine teams20. The evaluation reported a reduction of
approximately £133,000 in expenditure over 7 years (2007/08 to 2014/15) with a net saving
of £97,000 through a variety of activities that included: the auditing of doctors’ prescribing to
identify unusual prescribing patterns; promoting the use of stimulant ADHD medication only
on school days; organising and reporting the results of audits against shared care guideline
standards for ADHD treatment; and utilising evidence based decisions to reduce the
maximum dose of immediate-release melatonin prescribed for new patients from 12mg/day
to 6mg/day20. Whilst most of the activities reported contributed to positive outcomes
including cost savings, promoting the use of ADHD medication only on school days is still
debateable, dependent on agreed individualised therapy outcomes. The literature suggests
that planned drug holidays in children and young people treated with ADHD medication are
mainly family-led; some families initiate drug holidays on non-school days to limit the sideeffects of medication, whilst others continue on non-school days to maintain tranquillity in
the home 21, 22.
Aims and objectives
To explore the outcomes associated with the integration of two band 8a independent
prescribing pharmacists into HPFT community CAHMS and acceptance of their roles by
service users and healthcare professionals as experts in medicines use as part of the
multidisciplinary team. The evaluation was designed to:
! Understand the contributions to care made by specialist pharmacists integrated into the
community CAMHS MDT;

!
!
!

Identify pharmacist contributions within a pharmacist independent prescriber led ADHD
clinic;
Understand the service user experience;
Understand the acceptance of the specialist pharmacist and pharmacist independent
prescriber role within CAMHS by other healthcare professionals.

Setting
In April 2019, two experienced clinical pharmacists were recruited and integrated into the
HPFT community CAMHS MDT. Prior to this appointment, pharmacists were not integrated
within community CAMHS in the organisation. Medicines management support was instead
provided via the central pharmacy team that focussed on answering medicines information
related queries.
The newly recruited pharmacists were line-managed and supervised by the consultant
psychiatrist with professional supervision provided by the Trust’s chief pharmacist. The
pharmacists began their independent prescribing (IP) qualification course in May 2019. For
the purposes of the independent prescribing course, the pharmacists chose ADHD as their
scope of practice under the guidance of their designated medical practitioner (DMP). This
approach ensured they received the right guidance, training and acquisition of competencies
to manage children and young people with ADHD. As there are a limited number of
pharmacological treatment options for the management of ADHD, this allowed the
pharmacists to build up their specialist competence in this focused area relatively quickly
and implement the agreed shared care of ADHD medications with primary care.
Over a six-month period (June to November 2019) the pharmacists were trained by the
consultant CAMHS psychiatrist in all CAMHS related issues in a similar fashion to a medical
doctor first entering CAMHS. Following successful completion of their independent
prescribing course in January 2020, the pharmacists established a pharmacist-led ADHD
clinic. Children and young people that had an established diagnosis of ADHD and had an
agreed treatment plan were referred to the pharmacist-led ADHD clinic by the consultant. In
the clinic, the pharmacist provided on-going review appointments, prescribed medication
with any dose adjustments as necessary, initiated new medication or stopped medication
with consultant approval and undertook all associated patient and drug monitoring (e.g.
height, weight, blood pressure and pulse).
A Health Education England grant of £10,000 was awarded for this project. The funds were
used to support enrolment onto the independent prescriber course and continuing
professional development. The posts were funded internally through medical vacancies.

Methodology
Mixed method approaches were used prospectively to understand the outcomes of
integrating pharmacists into community CAHMS and the acceptance of their roles as part of
the MDT. This evaluation had a specific focus on the management of ADHD for a variety of
reasons, including increasing caseload numbers and long waiting times for ADHD
assessment and commencement of therapy. The pharmacists were fully integrated into the
HPFT community CAMHS MDT three months post recruitment and their contributions to

care were self-recorded on a pre-designed data collection form between July and September
2019. Data recorded by the pharmacists included the type of service and advice provided,
number of initial and follow-up consultations, number of prescriptions and clinical letters
written, number of physical health assessments completed, and number of patients switched
to an alternative cost-effective medication preparation.
The child or young person (if appropriate) and their family or carer’s experience of the
pharmacist’s consultation was obtained using a self-administered questionnaire, inclusively
issued to them from December 2019 to January 2020. The Pharmacists provided the
questionnaire after the consultation, but families were asked to complete anonymously and
return in a designated post box at the exit of the building. The questionnaire was developed
from the literature, relevant to this evaluation, and then reviewed for practicality and clarity
by the evaluation team23-24. A free text box was provided on the questionnaire for the child or
young person to include any comments they wanted to share based on their experience of
the consultation. To evaluate the pharmacist-led ADHD clinic, all prescriber-related clinical
activities and outcome data were recorded on a pre-designed data collection form, from the
beginning of February to the end of March 2020. To understand the acceptance of the
pharmacist’s role including those undertaken as independent prescribers within community
CAMHS by other healthcare professionals in the MDT, two focus group discussions were
undertaken with members of the CAMHS MDT.
The focus group discussions took place on the 16th and 31st of January 2020 and were
facilitated by a pharmacist researcher independent of the organisation25. Prior to the focus
group discussions, a short electronic survey was also undertaken with MDT members in
January to provide an opportunity for those who could not attend the focus group discussion
to contribute. Survey questions asked respondents to indicate their role within CAMHS, and
an indication of whether the introduction of a pharmacist within CAMHS had been beneficial
on a likert scale of 1 to 5, where 1 was ‘non-beneficial/ and 5 was ‘extremely beneficial’.
Responders were also asked if they had received any support from the pharmacists within
CAMHS, requiring a ‘yes’ or ‘no’ response.
Quantitative data was analysed descriptively in order to categorise the different activities
recorded by the pharmacists and also to report responses obtained from both the service
user and service provider surveys. Qualitative data from the focus group interviews was
transcribed and analysed by the pharmacist researcher using a content analysis approach26.
There was no requirement to obtain ethical approval for this service evaluation, however, the
trust audit team were notified.
Results
The contributions made by the specialist pharmacists integrated into the community CAMHS
MDT and prior to achieving their independent prescriber status are shown in Table 1. A total
of 322 contributions were self-recorded and categorised by the pharmacists from July to
September 2019. Conventional pharmacist contributions were noted in a third (34%) of
recorded activities such as provision of medication related advice and resolution of
medication related queries. However, the majority of contributions (66%) could be
considered as uncommon to a pharmacist’s role. These contributions included writing
prescriptions in preparation for medical prescriber’s review and sign off, supporting transition

to adult services which also included planning and liaising with healthcare professionals in
this division and DAWBA consultations. The number and breadth of contributions reflected
the varied duties and responsibilities that the pharmacists assumed.

Table 1: Specialist pharmacists’ contributions to care
Contribution
Prescriptions transcribed
Joint DAWBA* consultation and follow-up
Monitoring of physical health parameters
Provision of medication related advice to the multidisciplinary team
Medication review consultations
Pharmacist-led DAWBA* consultations
Resolution of medication related queries
Switching to cost-effective medication formulation/preparation
Supporting transitioning to adult services
Total

Frequency (%)
87 (27)
58 (18)
45 (14)
45 (14)
32 (10)
19 (6)
19 (6)
13 (4)
4 (1)
322 (100)

DAWBA = Development and wellbeing assessment

Table 2 illustrates the outcomes of the pharmacist-led ADHD clinics where activity and
outcome data was collected for 50 children and young people from February to March 2020.
Time spent per appointment included face-to-face consultations.
The pattern of prescribing interventions made was inconsistent, however, a dose increase
accounted for 77% (10/13) of dose changes due to suboptimal therapy. Four of the children
and young people had growth related issues with low weight being a problem. One patient
reported a high pulse but was below the threshold of 120 beats per minute for a referral to
specialist services or dose reduction and therefore was placed under additional monitoring.
One patient was identified with low blood pressure and therefore was referred to the General
Practitioner (GP) for further investigation.
Table 2: Pharmacist-led ADHD clinic activities and outcomes
Children and young people demographics (n=50)
Male
39 (78%)
Female
11 (22%)
Average age
11 years 8 months (range, 7-17 years)
Average time spent per face to face consultation
99 minutes (range, 15-180 minutes)
Prescribing interventions
New ADHD medication initiated
7 (14%)
ADHD medication stopped
3 (6%)
Dose of ADHD medication changed
13 (26%)
No changes to ADHD medication
27 (54%)
Shared care initiated with GPs
11 (22%)
Physical health monitoring interventions
GP referral due to low growth (height and weight)
4 (8%)
GP referral due to low blood pressure
1 (2%)
Additional monitoring due to high pulse rate
1 (2%)
Figure 1 illustrates the family and carer experience survey results for the pharmacist-led
ADHD clinic. In total 50 surveys were handed out of which 20 were returned, resulting in a

40% response rate. In addition to the quantitative feedback displayed in Figure 1, the free
text feedback was highly positive:
“The specialist pharmacist that we have seen has been incredibly helpful and supportive”
“She had a lovely manner with my son, she listened to him and put him completely at ease”
“We were initially and little concerned at not seeing a psychiatrist but our experience with the
pharmacist has been excellent. She has listened and acted accordingly”
“We have every confidence in the treatment our daughter has had”
Figure 1: Family satisfaction survey of pharmacist led ADHD clinic

We believe the ADHD specialist pharmacist is a valuable member of the ADHD team
We would recommned seeing an ADHD specialist pharmacist to other families
Overall, we were satisfied with our consultation with the ADHD specialist pharmacist
We would feel more comfortable talking to the doctor about some things rather than the
ADHD specialist pharmacist
We felt that the ADHD specialist pharmacist addressed all our concerns
We understand our young person's medication much better after seeing the ADHD
specialist pharmacist
The ADHD specialist pharmacist told us all we needed to know about our young person's
treatment
The ADHD specialist pharmacist reviewed our young person thoroughly
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In total, 21 MDT staff were sent the survey to obtain feedback from healthcare professionals
on the value of introducing the pharmacist role and 13 (62%) (4 psychiatrists, 3
psychologists, 3 administrative staff, 2 nurses and 1 social worker) responded to the
electronic survey. Overall, 62% (n=8) indicated that the introduction of a pharmacist within
the CAMHS team had been ‘extremely beneficial’, with 31% (n=4) indicating ‘very beneficial’
and one responder (7%) (n=1) indicating ‘beneficial’. All responders indicated that they had
received support from the pharmacist within the CAMHS team.
Whilst the full analysis of the two focus group discussions with the community CAMHS MDT
has not been included in this report, a summary of the themes, summary notes and excerpts
arising from the analysis is presented in Table 3, with a more comprehensive report to
follow.in a separate publication
Table 3: Summary outcome of focus group discussions with CAMHS MDT.
Themes
Summary notes
Excerpts
Staff burnout in
Clinical participants reported
“At any point in time we don't

CAMHS

Disparity in service
provider and user
expectations

Invaluable
contributions of
independent
prescribing
pharmacists in
CAMHS

Mental health and
wellbeing of service
providers is equally
important

that they undertook tasks which
perhaps could be equally
undertaken by another suitable
member of staff. For example, a
pharmacist can provide
specialist medical expertise
where needed.
Service users expect a smooth
progressive service following
referral, however, they get
frustrated when progression was
lacking. Pharmacist
consultations with service users
provided an opportunity to
discuss medicine choices.
Pharmacists within the team
were described as reliable,
accessible, competent,
knowledgeable, friendly,
adaptable, an asset and
invaluable. Overall, the
pharmacists contributions were
not perceived as ‘token’ but
rather a vital part of the CAMHS
team.
The specialist pharmacists and
subsequently, independent
pharmacist prescribers
somewhat helped reduce the
anxiety about workplace
pressures post integration into
the CAMHS team.

have enough staff. We either
have vacancies or we don't have
enough staff even if every
position was filled”

“It’s threshold of what’s urgent
and what is probably very
different in a clinician’s view
compared to a parent who is
sitting there, really struggling”

“Yeah, she has taken on some of
the cases and doing
assessments for ADHD clients
so that helps the team as well for
the doctor’s team”

“It was quite good when she
arrived, writing prescriptions and
that with the intention that she
can take over prescribing of the
prescriptions which then takes
the pressure off the Drs and
[administration staff]”

Discussion
There has been limited experience in the UK of pharmacist independent prescribers working
within the CAMHS setting. Over the last 5 years, the demand for CAMHS has increased
significantly nationally, yet recruitment of medical staff has remained challenging7,9. In order
to address the issue of rising demand and staff shortages in CAMHS, an innovative model to
incorporate a specialist independent prescribing pharmacist into the community CAMHS
team was developed, implemented and evaluated. The mixed method approach used in this
evaluation facilitated triangulation of results. This study is the first to report service user
experience of a specialist pharmacist within CAMHS.
The results in Tables 1 and 2 provide a suitable representation of the variety and breadth of
duties, responsibilities, interventions and clinical outcomes that a dedicated pharmacist can
undertake and deliver successfully, when appropriately trained and integrated into a

community CAMHS team. Like the findings of Lyon and Brown, the results in this evaluation
demonstrate that pharmacists can perform extended roles and do not have to limit their
contributions to just medicines related issues if appropriately trained 20. In this evaluation, the
pharmacists undertook a development and wellbeing assessment of the children and young
people using a structured tool (DAWBA), the tool gathered psychiatric diagnostic data from
families and teachers and from young people themselves if aged 10 years or over27.
Following CYP’s DAWBA data gathering, a computerised summary was generated and
reviewed by the psychiatrist to aid diagnosis. As noted in the results presented in this study,
the pharmacist initially undertook this jointly then subsequently independently.
Evaluation of the pharmacist-led ADHD clinic showed that pharmacists were able to manage
an ongoing caseload and adjust medication, that included starting, stopping and changing
the doses. In addition, pharmacists were able to monitor patient and drug parameters and
conduct necessary interventions either themselves or through referrals to other clinicians or
services. This outcome supports the workforce model where skills within a healthcare team
are harnessed and utilised resourcefully6. The responses from the family or carer survey of
the pharmacist-led ADHD clinic were overwhelmingly positive with 100% of respondents
stating that they ‘strongly agreed’ that the pharmacist was a valuable member of the ADHD
team. The 40% response rate achieved (20/50) from the family and carer survey could be
considered low, however, this process was opportunistic with limited means of follow-up due
to the anonymous data collection approach employed28 For the purpose of this evaluation,
this response rate was considered appropriate. Additionally, analysis of the families and
carer respondents’ characteristics was not feasible. Morton et al. suggests that rather than
reviewing the response rate solely, consideration should also be given to the sampling
strategy used alongside contextual factors when critical assessing the response rate
achieved29.
All respondents expressed satisfaction with their clinic consultation and the pharmacist’s
ability to address the issues discussed during the consultation. The free text responses in
the survey commented positively on particular issues such as resolution of queries,
explanation of medicines, liaising with other agencies or professionals such as schools,
community pharmacists and doctors in general practice. However, one family responded that
they would have felt more comfortable consulting a medical professional rather than a
pharmacist. It was not feasible to inquire further into this response to gain a better
understanding. Simultaneous with the evolving roles of pharmacists within healthcare, the
need to inform patients, other healthcare professionals and the public about the skills and
expertise of pharmacists is vital to support efficiency in healthcare service delivery6,14-15,30.
The positive findings from satisfaction survey were reinforced during the focus group
discussions with the MDT. Positive satisfaction following consultation with a
specialist/independent prescribing pharmacist has been reported elsewhere in other areas of
healthcare, like that reported in this evaluation14-17,19-20, 23-24.
The results from the electronic survey undertaken to identify the acceptance of MDT
colleagues on the role of the pharmacist independent prescriber was extremely positive. In
context, the 62% (n=13) response rate achieved was reasonable following a follow-up
reminder email communication28-29. 92% (n=12) of the respondents thought that the
introduction of the pharmacist role was either ‘very’ or ‘extremely beneficial’ for the team.
The respondents cited a variety of support that they had received from the pharmacists in

the focus group discussions including advice relating to: prescribing; administration of
medicines; legal and ethical issues; policy and guidance; and general clinical advice.
The positive impact of the pharmacist’s role was further affirmed by members of the
community CAMHS MDT during the focus group discussions in which they communicated
specific descriptions of the pharmacists’ contributions and their value. The findings in this
evaluation, such as support with specialist medicines used in ADHD, correspond to those
detailed by O’Brian where an independent prescribing pharmacist was integrated into the
CAMHS ADHD team19. The findings from the focus group discussions indicated that MDT
staff had for a long time experienced significant workload pressures and had complained of
inadequate resources. Although the focus group discussions were undertaken across two
different community CAMHS teams, interestingly the themes around resources and workload
pressures remained consistent. Discussions suggested that workplace pressure arises from
an ever increasing referral rate and a continuous loss in service provider capacity leading to
emotional stress and reduced morale within community CAMHS teams. MDT members
highly valued their pharmacist colleague with respect to their clinical input and as part of a
supportive team and indicated that pharmacist consultations with service users provided an
opportunity to discuss medicine choices and respond to questions arising from an expert
perspective.
A key theme from the focus group discussions was that the integration of the independent
prescribing pharmacists had provided more capacity for the team to respond to the high
referral rates, backlogs, and indirectly reduce the workload for individual team members
including doctors, psychologists, support workers and members of the administration team.
A comprehensive report based on the focus group interviews will be published as a followup publication .
In addition to the clinical duties, inclusion of a pharmacist into the community CAMHS teams
has provided additional benefits including promoting cost-effective prescribing. For example
in one clinic base, a focus group participant reported that the pharmacist reviewed all
children prescribed melatonin which led to a number of prescribing changes such as using a
cheaper melatonin preparation and de-prescribing where appropriate. Another key success
was in resolving prescribing interface issues and in supporting the implementation of the
ADHD shared care protocol, thereby enabling GPs to prescribe ADHD medication as repeat
medication which supports seamless care across the interface, leading to improvements in
the patient journey and in joint working between specialist services and primary care.
Since publication of the NHS England ‘Five Year Forward View’, the NHS has supported the
development of several new clinical roles in response to increasing healthcare demand and
recruitment and retention challenges of medical and nursing staff. Newly created roles for
clinical pharmacists, physician associates, general practice assistants, nursing associates,
mental health therapists and physiotherapists have been developed6,11,28,31. In this project,
extending the role of pharmacists in CAMHS utilises many of the principles being observed
in other sectors of the NHS.
This evaluation demonstrates that pharmacists can be recruited, trained and integrated into
a MDT CAMHS team. The model utilised shows that pharmacists can be managed and
supervised by a consultant psychiatrist in a similar manner to a speciality doctor, although it
should be noted that it is imperative to have dedicated and motivated consultant

psychiatrists that are willing to invest their time in training, developing and supervising the
pharmacist. Across healthcare it is becoming common to see non-medical prescribers
working in strategic clinical areas31.
Limitations
One of the limitations of this project is the sustainability of the model, based on the premise
that if the pharmacist leaves their post, the whole process of recruiting and training as an
independent prescriber in CAMHS would likely need to be undertaken anew.
Limitations experienced in undertaking this project included the limited capability to follow-up
with non-responders of the survey. Most families were seen on one occasion during data
collection and hence limited opportunity to offer participation in the survey on a subsequent
consultation. A longer duration of data collection may resolve this limitation. The focus group
facilitator’s background was relevant in conducting this aspect of the evaluation, however,
the group was made aware of the facilitator’s background for transparency and an ambiance
of good rapport was quickly created during discussions, with confidentiality and anonymity
guaranteed. Lockdown restrictions due to the COVID-19 pandemic limited further data
collection in pharmacist-led in-person ADHD clinics (March 2020). With limited knowledge
about initial management of the pandemic, all secondary activities such as data collection for
this purpose was halted.
Further work include plans to extend the skills of the pharmacist to manage depression in
children and young people once their condition has stabilisedStudies have shown a pattern
of increasing antidepressant prescription rates in children and young people in the UK 32-33.
A similar trend is observed in our local health economy and in the absence of shared care
for managing depression in children an young people with primary care it has led to a
increased case load and repeat prescribing workload for CAMHS psychiatrists. As the
pharmacists gain more experience and competence, the complexity of cases may increase
to include children and young people with additional co-morbidities in addition to ADHD. In
addition, there are plans to develop a competency framework for a pharmacist led ADHD
clinic and to form a network of CAMHS pharmacists nationally.
Conclusions
The evaluation indicates that a Pharmacist:
I.
II.
III.
IV.
V.
VI.
VII.

can be recruited, trained and integrated into a MDT CAMHS team
can be managed and supervised by a consultant Psychiatrist in a similar manner to a
speciality doctor
can develop a defined scope of practice that allows them to manage a delegated
caseload of patients safely and effectively
can add value to the wider CAMHS MDT with their pharmaceutical expertise
can support medicines related issues within the CAMHS pathway including interface
problems
Is highly accepted by other health professionals
Is highly accepted by Children and young people and their families

Key enablers for success in this project were embedding the Pharmacists into the
Community CAMHS establishment rather than the pharmacy structure, operationally

managed by the consultant psychiatrist, undertaking the NMP course whilst employed in the
community CAMHS setting with the consultant psychiatrist acting as their DMP and having
motivated and dedicated pharmacists that were able to embrace challenge yet know their
limitations.
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