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Foreword

The development of pharmacy practice as an academic discipline has been relatively slow
and not without controversy. In the UK it was stimulated in no small part by the 1986
Report of the Nuffield Inquiry into Pharmacy which found a dearth of evidence on what
pharmacists really did and, more importantly, how effective they were in achieving their
goals—if indeed these goals had been defined. Given progress in the field to date, the
appearance of a mature, definitive text is timely and this must be it. Kevin Taylor and
Geoffrey Harding have already made their mark with an introductory text on the social
aspects of pharmacy and an edited collection of essays on pharmacy practice and now
have masterminded the production of this impressive work. There cannot be many topics
in pharmacy practice that are not addressed within the eclectic array of chapters by some
40 authors from 33 departments and institutions. Although the authors are drawn
predominantly from the UK, we learn much about practice and policy in other countries
and it is appropriate that community pharmacy in Europe, pharmacy in North America
and in developing countries is addressed by relevant experts.

I have long believed that we have neglected teaching aspects of our heritage. The
chapters on the historical context of pharmacy and pharmacy as a profession are valuable
backdrops to the sections that deal with issues that are refreshing in their breadth—
compliance, adherence and concordance, health promotion, effective communication and
also that most crucial of areas, professional judgement. Pharmacists have sometimes
hidden behind laws which may paralyse the profession; the application of fine judgement
is increasingly important in interactions with ethnic minorities, the elderly, those with
mental health problems and with drug misusers. All of these topics are given coverage
here.

More and more pharmacists are part of multidisciplinary teams involved in health
economics and measures of health and illness, in evaluating care, in advisory réles, and in
audit of practice. The discipline of pharmacy practice has grown to an extent not
envisaged all those years ago by the Nuffield Inquiry. Here it all is in one book which, as
Dr Taylor and Dr Harding hope, will be placed on library shelves beside the textbooks of
pharmacology, pharmaceutics and modern pharmaceutical chemistry which provide the
bedrock and uniqueness of the pharmacist. It deserves to be taken down frequently and
consulted so that the unique skills of the pharmacist can be put to their optimal use in this
new century.

Professor A.T.Florence
The School of Pharmacy
University of London
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Preface

Pharmaceutical services are increasingly patient-centred rather than drug-centred, as
exemplified by the concept of pharmaceutical care. Pharmacists need to both understand
and meet patients’ specific pharmaceutical requirements. To do this requires a blend of
clinical, scientific and social skills. This shift to patient-centred care comes as health care
is increasingly delivered by an integrated team of health workers. Effective pharmacy
practice requires an understanding of the social context within which pharmacy is
practised, recognising the particular needs and circumstances of the users of
pharmaceutical services, and of pharmacy’s place within health service provision.

With these issues in mind we have aimed to provide pharmacy students with a
background in some of the pertinent issues for effective contemporary pharmacy practice.
We have purposefully avoided clinical pharmacy and therapeutics per se, along with
specific aspects of pharmacy law, because these are already comprehensively covered in
existing texts. Our focus here is the practice of pharmacy in its social and behavioural
context. For instance, how do an individual’s beliefs or social circumstances influence
their decision to use a pharmacy, and how might pharmaceutical services best be
delivered to meet that individual’s specific health needs?

Effective pharmacy practice is based on research evidence and best practice, and
original research is referred to, where appropriate, throughout the text. As practice
becomes more evidence-based, pharmacists increasingly need to evaluate and implement
research findings, and undertake their own research and professional audits. To this end,
we have included sections detailing how medicines use is surveyed and costed, together
with practical guidance on doing pharmacy practice research and evaluating
pharmaceutical services.

Undergraduate pharmacy courses remain rooted in the pharmaceutical sciences. Within
libraries, social and behavioural science texts are segregated from pharmacy texts, and
often found at separate sites. Furthermore, interdisciplinary teaching within pharmacy
schools remains the exception rather than the rule. Consequently, many of the disciplines
and concepts included here will be unfamiliar, perhaps even alien to readers. The
backgrounds of the contributors to this textbook are diverse, including pharmacy,
sociology, psychology, anthropology, history, health economics and communication.
However, they share a common appreciation of how selected aspects of their specialty
inform pharmacy practice. It is hoped that by bringing together disciplines whose
knowledge base can, and should, underpin pharmacists’ activities, this comprehensive
book will equip readers to be effective health care practitioners.
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1
The Historical Context of Pharmacy

Stuart Anderson

INTRODUCTION

Why is pharmacy practised in the way it is today? Has the dispensing of prescriptions
always been the main activity in community pharmacy? How did multiples come to
dominate community pharmacy in Britain, but not in other countries? Could pharmacy
practice just as easily have developed very differently? The answers to these questions
are to be found in pharmacy’s history, from its origins in the mists of time to the diversity
of practice that is pharmacy today.

This chapter has three objectives: to define the main ‘time frames’ (periods bounded by
key events) within the history of pharmacy; to describe the key ‘watersheds’ (the
defining events) in that history; and to examine the impact which these events have had
on the practice of pharmacy. Following a general account of the evolution of pharmacy,
the chapter focuses on developments in Britain, illustrating the balance of social,
political, economic and technological factors that determine the nature of pharmacy
practice in all countries.

THE ORIGINS OF PHARMACY UP TO 1841

The dawn of pharmacy, Antiquity to 50 BC

The nature of the earliest medicines is lost in the remoteness of history. Cavemen almost
certainly rolled the first crude pills in their hands. Pharmacy, as an occupation in which
individuals made a living from the sale and supply of medicines, is amongst the oldest of
professions. The earliest known prescriptions date back to at least 2700 BC and were
written by the Sumerians, who lived in the land between the Euphrates and Tigris rivers.
The practitioners of healing at this time combined the roles of priest, pharmacist and
physician.

Chinese pharmacy traces its origins to the emperor Shen Nung in about 2000 BC. He
investigated the medicinal value of several hundred herbs, and wrote the first Pen T’sao,
or native herbal, containing 365 drugs. Egyptian medicine dates from around 2900 BC,
but the most important Egyptian pharmaceutical record, the Papyrus Ebers, was written
much later, in about 1500 BC. This is a collection of around 800 prescriptions, in which
some 700 different drugs are mentioned. Like the Sumerians, Egyptian pharmacists were
also priests, and they learnt and practised their art in the temples.
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The emergence of pharmacy, 50 BC to 1231 AD

It was more than another thousand years before the early Greek philosophers began to
influence medicine and pharmacy. They not only observed nature, but sought to explain
what they saw, gradually transforming medicine into a science. The traditions of Greek
medicine continued with the rise of the Roman Empire. Indeed, the greatest physicians in
Rome were nearly all Greek. The transition of pharmacy into a science received a major
boost with the work of Dioscorides in the first century AD. In his Materia Medica he
describes nearly 500 plants and remedies prepared from animals and metals, and gives
precise instructions for preparing them. His texts were considered basic science up to the
sixteenth century.

Perhaps the greatest influence on pharmacy was Galen (130 to 201 AD), who was born
in Pergamos and started his career as physician to the gladiators in his home town. He
moved to Rome in 164 AD, eventually being appointed as physician to the imperial
family. Galen practised and taught both pharmacy and medicine. He introduced many
previously unknown drugs, and was the first to define a drug as anything that acts on the
body to bring about a change. His principles for preparing and compounding medicines
remained dominant in the Western world for 1,500 years, and he gave his name to
pharmaceuticals prepared by mechanical means (galenicals).

The first privately owned drug stores were established by the Arabs in Baghdad in the
eighth century. They built on knowledge acquired from both Greece and Rome,
developing a wide range of novel preparations, including syrups and alcoholic extracts.
One of the greatest of Arab physicians was Rhazes (865-925 AD) who was a Persian
born near Tehran. His principal work, Liber Continens, was to play an important part in
Western medicine. He wrote ‘if you can help with foods, then do not prescribe
medicaments; if simples are effective, then do not prescribe compounded remedies’.

These new ideas became assimilated into the practice of pharmacy across western
Europe following the Moslem advance across Africa, Spain and southern France. Perhaps
the greatest figure in the science of medicine and pharmacy during this period was the
Persian, Ali ibn Sina (980 to 1037 AD), who was known by the western world as
Avicenna. He was the author of books on philosophy, natural history and medicine. His
Canon Medicinae is a synopsis of Greek and Roman medicine. His teachings were
treated as authoritative in the West well into the seventeenth century and they remain
dominant influences in some eastern countries to this day. The figures of Avicenna and
Galen appear in the Coat of Arms of the Royal Pharmaceutical Society of Great Britain
(Figure 1.1).

The separation of pharmacy from medicine: the edict of Palermo 1231

In European countries exposed to Arab influence, pharmacy shops began to appear
around the eleventh century. Frederick Il of Hohenstaufen, who was Emperor of
Germany and King of Sicily, provided a key link between east and west, and it was in
Sicily and southern Italy that pharmacy first became legally separated from medicine in
1231 AD. At his palace in Palermo, Frederick presented the first
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Figure 1.1 The coat of arms and motto of the Royal
Pharmaceutical Society of Great Britain. Note the
figures of Avicenna (left) and Galen (right). The motto
is commonly but incorrectly translated as ‘We must pay
attention to our health’.

Reproduced with permission of the Royal Pharmaceutical Society of

Great Britain.

European edict creating a clear distinction between the responsibilities of physicians and
those of apothecaries, and he laid down regulations for their professional practice.

Frederick’s decree provided the basis of similar legislation elsewhere. The Basle
Apothecaries Oath, for example, drawn up in 1271, spelled out the relationship between
physicians and apothecaries. It stated that ‘no physician who cares for or has cared for
the sick shall ever own an apothecary’s business in Basle, nor shall he ever become an
apothecary’. In other European countries, pharmacy emerged as a separate occupation
over the centuries which followed. German pharmacists, for example, formed themselves
into a society in 1632.

The first official pharmacopoeia, to be followed by all apothecaries, originated in
Florence. The Nuovo Receptario, published in 1498, was the result of collaboration
between the Guild of Apothecaries and the Medical Society, one of the earliest examples
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of the two professions working constructively together.

The medicalisation of the apothecary

In most European countries, the apothecary or pharmacist developed from pepperers or
spicers. The evolution of the English apothecary and pharmacist from the twelfth to the
nineteenth centuries is illustrated in Figure 1.2. Traders in spicery, which included crude
drugs and prepared medicines, evolved into either grocers or apothecaries. By the
thirteenth century, apothecaries formed a distinct occupational group in many countries,
including England and France.

During the Middle Ages the evolution of French and British pharmacy was almost
identical. In due course, the French apothicaire developed into the pharmacien, whilst
the English apothecary became a general medical practitioner. In Britain, trade in drugs
and spices was monopolised by the Guild of Grocers, who had jurisdiction over the
apothecaries. However, the apothecaries formed an alliance with court

- ]

Figure 1.2 The evolution of pharmacy in Great Britain, twelfth
century to 1841.
Source: Trease (1964).
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physicians, and they succeeded in persuading James | to grant a Charter in 1617 to form a
separate company, the Society of Apothecaries. This was the first organisation of
pharmacists in the Anglo-Saxon world.

The apothecaries were both physicians (but not surgeons) and pharmacists, diagnosing
and dispensing the medicines which they themselves prescribed. There were, however,
other groups involved in the sale and supply of medicines, the chemists and druggists.
The Apothecaries Act of 1815 confirmed apothecaries as physicians, and laid down the
training required to practise as such. Most apothecaries subsequently opted to practise
exclusively as general medical practitioners, and an opportunity was presented to the
other groups whose business was the sale and supply of medicines.

The organisation of pharmacy

In France, the pharmacien received official recognition with the establishment of the
College de Pharmacie in 1777, which ushered in modern French pharmacy. During the
17th and 18th centuries many people in continental Europe passed the examinations for
both pharmacy and medicine, and practised both. In some countries, developments took
place on a regional basis. In Italy, for example, Austrian regulations for the Lombardy
district in 1778 provided the stimulus for changes in pharmacy practice in the north of the
country. But it was only after the establishment of the new Italian Kingdom in 1870 that
uniform arrangements were established across Italy.

In Germany, pharmacists in Nuremberg formed themselves into a society as early as
1632. A regional organisation for north Germany was formed in 1820, and for southern
Germany in 1848. After the federation of German states, these two societies amalgamated
to form a national German pharmacists’ society, the Deutscher Apothekerverein, in 1872.
A few years later, in 1890, the Deutsche Pharamzeutische Gesellschaft was established to
promote pharmaceutical science and research. Early American pharmacy was heavily
influenced by immigrants from Europe. An Irish apothecary, Christopher Marshall,
established the first such shop in Philadelphia in 1729. The American Pharmaceutical
Association, open to ‘all pharmaceutists and druggists of good character’, was
established some time later, in 1852.

International cooperation between pharmacists has a long history. It had long been a
dream of many pharmacists to establish an international pharmacopoeia. German
pharmacists took the initiative to convene the first International Congress of Pharmacy,
which took place in Braunschweig, Germany in 1865. International congresses continued
to be held every few years in different countries, but there was no formal mechanism for
international contact. It was the Dutch Pharmaceutical Association that proposed at the
tenth congress in 1910 that a permanent association be formed. The International
Pharmaceutical Federation (FIP), with headquarters and secretariat at The Hague, was
founded in 1911, when the first meeting of delegates from around the world took place.

THE PROFESSIONALISATION OF PHARMACY, 1841 TO 1911

It is with the foundation of the Pharmaceutical Society of Great Britain in 1841 that the
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modern history of British pharmacy begins. The seventy years leading up to the
beginnings of the welfare state in 1911 were a time of rapid social change which saw the
increasing professionalisation of many occupations, including pharmacy. This section
focusses on four developments: the foundation of the Pharmaceutical Society of Great
Britain; pharmacists’ education and qualifications; the origins of the multiples in
pharmacy; and the nature of practice during this period.

The foundation of the Pharmaceutical Society of Great Britain, 1841

Early in 1841, a Mr Hawes introduced a Bill to Parliament that would have made it
compulsory for chemists and druggists to pass an examination before being able to carry
on their business. If they bandaged a finger or recommended a remedy they would be
deemed to be practising medicine, and hence would need to be medically qualified. The
leaders of the chemists and druggists took action, and on April 15, 1841 a small group
met at the Crown and Anchor Tavern in the Strand in London. They included William
Allen FRS, John Savory, Thomas Morson, and Jacob Bell, the son of a well-known
Quaker chemist and druggist, John Bell.

William Allen moved a resolution that ‘an Association be now formed under the title of
The Pharmaceutical Society of Great Britain’. It was seconded by John Bell and carried
by the meeting. The Society was to have three objectives:

“To benefit the public, and elevate the profession of pharmacy, by furnishing the
means of proper instruction; to protect the collective and individual interests
and privileges of all its members, in the event of any hostile attack in
Parliament or otherwise; and to establish a club for the relief of decayed or
distressed members’.

At its foundation, the Society was to consist of both members and associates. Full
membership was restricted to chemists and druggists who owned their own businesses.
Pharmacy managers, or assistants, even those who had passed the major examination,
could only become associates. Nevertheless, by the end of 1841 the new society had
around 800 members, and by May of 1842 membership had risen to nearly 2,000. In
December 1841 it acquired 17 Bloomsbury Square, London, as its headquarters. It was to
remain there until September 1976. Jacob Bell began a series of monthly scientific
meetings at his own home, and in July 1841 he published The Transactions of the
Pharmaceutical Meetings, later to be re-titled the Pharmaceutical Journal. The Society
gained legal recognition with its incorporation by Royal Charter in 1843.

Pharmacists’ education and qualifications

From its foundation, one of the main priorities of the Pharmaceutical Society was the
setting up of an examination system and a school of pharmacy. The examination system
consisted of an entrance requirement, followed by the Minor examination, which was
taken at the end of a four or five year apprenticeship. To become a full member the
associate was required to take the more advanced Major examination. Apprentices and
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assistants were advised to attend appropriate lectures, but the opportunities to do so were
few. The Society set up its own School of Pharmacy within its Bloomsbury Square
headquarters in 1842, but this was only available to those with ready access to London.

Branch schools were opened in Manchester, Norwich, Bath and Bristol in 1844, and in
Edinburgh soon afterwards. After 1868, privately owned schools of pharmacy began to
appear. In 1870 there were seven, only two of which were outside London. But by 1900
the number of schools offering courses in pharmacy had reached fortyfive. The number
of schools of pharmacy in Britain between 1880 and 1963 is illustrated in Figure 1.3. The
last privately-owned school, in Liverpool, closed in 1949.

The first Register of Pharmaceutical Chemists was established under the Pharmacy Act
of 1852. However, there was no requirement at that stage for pharmaceutical chemists
(i.e. those whose names appeared on the Register) to become members of the
Pharmaceutical Society. The Society was a voluntary association, and those who passed
the Major examinations were free to choose whether or not to become members. Only
with passage of the Pharmacy and Poisons Act of 1933 was it made compulsory to be a
member of the Pharmaceutical Society in order to practice.

The 1868 Pharmacy Act created a second legal category of pharmacist—the chemists
and druggists, whose names appeared on a separate register. The original members of this
group came from a wide range of backgrounds. Some had been in business before the
Act, some were associate members of the Society, some were assistants who had passed a
new modified examination, and some had passed the Pharmaceutical Society’s Minor
examination, which became the sole means of entry. The difference between the
pharmaceutical chemist and the chemist and druggist was simply one of educational
attainment. This two-tier structure to the pharmaceutical profession in Britain continued
until 1954, when pharmaceutical chemists became fellows of the Society and the two
registers merged.
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Figure 1.3 Schools of Pharmacy in Great Britain, 1880 to 1963.
Source: Earles (1965).

The origins of the multiples in community pharmacy

In securing the 1868 Pharmacy Act, The Pharmaceutical Society was satisfied that it had
achieved privileges, including the use of titles, on behalf of proprietor pharmacists. The
Society’s view was that the professional practice of pharmacy required that qualified
pharmacists must retain ownership and control. It maintained that since a corporate body
could not sit examinations or be registered as a pharmaceutical chemist, it had no right to
operate a chemist’s business.

But in the 1870s a number of limited companies, including Cooperative societies and
Harrods, began to sell medicines, using the term ‘chemist’ to describe that part of the
shop where this took place. In 1880 the issue of whether companies could own
pharmacies was tested in an important legal case, The Pharmaceutical Society v. The
London and Provincial Supply Association, under the 1868 Pharmacy Act. The
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Association had been deliberately registered as a company with the intention of enabling
an unqualified person to keep open shop for the sale of poisons. The legal argument was
about whether the word ‘person’ could include a company. If it could not, then
companies would not be able to own pharmacies. The Pharmacy Act applied only to
persons; a company could not be held guilty of an offence under the Act. The Society lost
the case in the County Court, but appealed against the decision to a higher Court, where it
won. However, the defendants appealed to the Court of Appeal. This court overturned the
decision of the previous court, so the Pharmaceutical Society appealed again, this time to
the House of Lords. At the hearing on 20 July 1880, the Law Lords confirmed the
decision of the Court of Appeal, deciding that the carrying on of a pharmacy business by
a limited company was indeed legal.

The decision meant that titles restricted to chemists and druggists by the 1868 Act
could now legally be used by companies, provided that a qualified person was employed
to carry out the sale of poisons. The decision meant that businesses consisting of large
numbers of branches were now possible. The impact was immense; over the next fifteen
years more than two hundred companies were registered for retail trade in drugs and
dispensing. The first limited company was that set up by an unqualified druggist, Jesse
Boot, in Nottingham. Boot called himself a cash chemist, and began opening branches.
His first was in Nottingham. By 1883 he had ten, and by 1900 he already had by far the
largest retail chemist chain, with more than 250 branches.

The practice of pharmacy

The emergence of the multiples was not the only threat facing proprietor pharmacists.
The nature of retailing was changing, with the emergence of department stores and the
growth of the cooperative movement. Sales of proprietary medicines expanded rapidly
during this period, but so did the number of outlets from which they were available, and
proprietor pharmacists needed to diversify to make a living. Many built up a substantial
photographic business, as well as developing their trade in toiletries and cosmetics, and
often tobacco products, wines and spirits. Figure 1.4 indicates the principal sources of
income for independent community pharmacists during the course of the twentieth
century.

In late Victorian Britain, many pharmacists also practised as dentists. Indeed, when the
first dental register appeared in 1879, following passage of the first Dentists Act in 1878,
two thirds of those appearing on it combined the practice of dentistry with that of
pharmacy. For thousands of pharmacies the extraction of teeth, making fillings and
crowns, and supplying false teeth were one of the most profitable parts of the business.
Although the Dental Act of 1921 restricted entry to the register to those who had
undertaken approved courses of study, it admitted those who had been practising for at
least seven years, and
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Figure 1.4 Sources of income of independent community
pharmacists, 1900 to 1995.
Source: Anderson and Berridge (2000).

for whom dentistry represented a substantial part of their business. As a result many
pharmacists were able to register as dentists and to carry on as before. The Chemists
Dental Association, which represented the interests of the chemist-dentists, was finally
disbanded in 1949, by which time it had five members.

NATIONAL INSURANCE TO NATIONAL HEALTH, 1911 TO 1948

The period between 1911 and 1948 is one that was dominated by two world wars. For the
country and for pharmacy, many things had to be put on hold. But the introduction of the
National Insurance Scheme in 1911 represents a major watershed in the development of
pharmacy practice. Post war plans for the reform of industrial relations were another,
leading to another important legal case, which resulted in a change of direction for the
Pharmaceutical Society. It is also a period during which the nature of pharmaceutical
products changed.

The separation of dispensing from prescribing

The provision of health insurance was to have a major impact on the fortunes of
community pharmacists in Britain. An early form of such insurance was provided by the
Friendly Societies, which had largely emerged in the eighteenth century. It has been
estimated that by 1815, nearly nine per cent of the population belonged to one. During
the nineteenth century membership continued to grow, such that by 1900 about half the
adult male population were covered by either a Friendly Society or a trade union.
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Community pharmacists began seeing more prescriptions, although most of the
dispensing continued to be done be the doctors themselves. The way in which the
proportion of written prescriptions dispensed by doctors and pharmacists changed during
the course of the twentieth century is illustrated in Figure 1.5.

The first major step in the state provision of health care came with the National Health
Insurance Act of 1911. The minister responsible for its introduction was David Lloyd
George. The Act created a national scheme of insurance against sickness and disability,
and applied to all workers over the age of 16 earning no more than £160 per year,
amounting to some 14 million men and women. It did not apply to their dependents,
although payments were made for the support of the family while the breadwinner was
ill. The insurance covered the cost of visiting the doctor and the supply of medicines.
However, before the introduction of the welfare state the pharmacist was effectively the
poor man’s doctor. Many acted as father confessors, with patients often telling the
pharmacist things they felt unable to tell the doctor.

It was in the National Health Insurance Act that the first legal distinction was made
between the prescribing and dispensing of medicines. Lloyd George was keen to
‘separate the drugs from the doctors’. He was of the opinion that paying doctors to
supply medicines encouraged excessive prescribing. When the National Insurance
Scheme was introduced, doctors were given financial incentives to prescribe
economically. The total sum for medical care was to be nine shillings per person, of
which one shilling and sixpence was available for the supply of drugs. However a further
sixpence (the so-called “floating sixpence’) was to be available for paying chemists if the
drug bill exceeded this limit. If it
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Figure 1.5 Proportion of all written prescriptions dispensed by
doctors and pharmacists, 1900 to 1995.
Source: Anderson and Berridge (1999).

wasn’t needed, it was credited to the doctor, thus giving the doctor an incentive to deny
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patients the use of expensive drugs. This arrangement was to have clear parallels 80 years
later with the advent of general medical practitioner (GP) fund-holding practices.

For community pharmacists, the National Health Insurance Act was a watershed.
Whilst the immediate impact was a threefold increase in the number of prescriptions
presented, decisions made at this time were largely to determine the shape of community
pharmacy in Britain for the rest of the century. A separate salaried service for the
dispensing of National Insurance prescriptions was resisted: companies as well as
proprietor pharmacists were to be allowed to contract for pharmaceutical services, and
special arrangements were agreed to allow doctors to dispense in rural areas where no
chemist was available.

The limitation of the Pharmaceutical Society’s functions

One of the major factors in determining the nature of pharmacy practice in Britain has
been the powers of the Pharmaceutical Society, and the way in which these have been
exercised. These powers have regularly been tested in the courts, and many of the cases
represent watersheds in the evolution of pharmacy practice. One such was the Jenkin case
of 1920.

In the aftermath of the first world war, the government was keen to reform industrial
relations in Britain, by setting up a number of schemes for negotiating wage rates and
other working conditions. The Pharmaceutical Society promoted the instigation of a Joint
Industrial Council for this purpose, for the whole of the pharmaceutical industry,
including manufacturing, wholesaling and retailing. The Society’s membership included
both employers and employees, and it was well placed to preside over negotiations
between them.

The Society’s plans came up against some powerful opponents, notably Jesse Boot and
pharmacists in Scotland. The latter obtained legal opinion on whether the Society had the
powers under its Charter, to become involved in negotiations about pay and conditions.
The Society decided to test its powers in the courts. Arthur Henry Jenkin was a hospital
pharmacist, and a member of the Society’s Council. He took out an injunction to restrain
the Council of the Society from undertaking a range of activities, including the regulation
of pay and conditions of service, to function as an employers’ association, and to provide
legal and insurance services to members.

The injunction was granted. At a hearing on 19 October 1920, the Court decided that
the Society did not have powers to regulate wages, hours of business, and the prices at
which goods were sold, or to provide insurance or legal services. As a result of this
decision, and just two months later, a separate body, the Retail Pharmacists Union, was
set up as a ‘union of retail employer chemists for the protection of trade interests’. It was
renamed the National Pharmaceutical Union in 1932, and the National Pharmaceutical
Association (NPA) in 1977. At the same time Jesse Boot established a Managers’
Representative Council to represent pharmacist-managers in his branches.

The triumph of professional regulation

After the Jenkin case the Society set about redefining its purpose, and changed direction.
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Indeed, it has been argued that the NPA is the true successor to the aims of the founding
fathers of the Pharmaceutical Society. A new Pharmacy and Poisons Act in 1933 clarified
the relationship between the Society’s Council, the Privy Council and its members. For
the first time every person registered as a pharmacist automatically became a member of
the Pharmaceutical Society: the distinction between registration under the Pharmacy Acts
and membership of the Society, which until that time had been voluntary, was ended.
Membership jumped from 13,800 in 1932 to 20,900 in 1933.

The 1933 Act added substantially to the Pharmaceutical Society’s statutory duties. The
Society was required to enforce the Act, and had to appoint inspectors, who must be
pharmacists themselves, for the purpose. The inspectors had to inspect the conditions
under which poisons were stored, the registers of sales, and the premises of registered
‘authorised sellers of poisons’, which included individual proprietor pharmacists and
corporate bodies having a superintendent pharmacist.

Furthermore, a disciplinary committee, the Statutory Committee, was to be established
with authority not only over pharmacists, but also over companies carrying on businesses
under the Pharmacy Acts. The Committee was given the duty of inquiring into any case
where a pharmacist (or other authorised seller of poisons) had been convicted of a
criminal offence. The first Statutory Committee met in July 1934, and the first name was
removed from the Register shortly after. A code of ethics for the profession followed
within a few years. The first ‘Statement upon Matters of Professional Conduct” was
eventually published in the Pharmaceutical Journal of June 17, 1944. It was revised and
extended in 1953, a process which has continued ever since.

It has been said that with the 1933 Act ‘professional regulation triumphed over
protection and trade unionism’. The Jenkin case had removed any prospect of the Society
being involved in negotiating terms of service for its members. The 1933 Act ended any
hope of the Society amalgamating with the Retail Pharmacists” Union and the Chemists’
Defence Association into a ‘British Medical Association for Pharmacy’. The objectives
of the Society were formally changed through a Supplemental Charter in 1953. The
words ‘the protection of those who carry on the business of chemists and druggists’ were
replaced by ‘to maintain the honour and safeguard and promote the interests of the
members in the exercise of the profession of pharmacy’.

Preparing pharmaceutical products: from bespoke to off-the-peg

During the course of the twentieth century the nature of pharmaceutical products, and
their mode of preparation, changed beyond all recognition. At the turn of the century,
many poor people still bought small quantities of ingredients to make their own home
remedies. An important role of pharmacists was to counter prescribe, to suggest a remedy
for a cold or a pain. They would usually make their own nostrums, such as cough and
indigestion medicines, to their own formulae, and using their own labels. There were
relatively few proprietary medicines available, and the vast majority of drugs in use were
galenicals (liquid medicines extracted mainly from plants), and minerals such as
potassium citrate and sodium bicarbonate. However, the ‘therapeutic revolution’ of the
1950s and 1960s led to the marketing by pharmaceutical companies of increasing
numbers of new chemical entities under brand names, and branded products came to



dominate the prescribing habits of many doctors. This trend was only reversed in the
1990s. Changes in the proportion of branded and generic drugs prescribed by doctors
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during this period are illustrated in Figure 1.6.

Figure 1.7 shows changes in the nature of the principal dosage forms in use during the
twentieth century. It shows the frequency with which particular dosage forms appeared in
the prescription books of a single pharmacy in south London. At the beginning of the
century over 60% of all medicines supplied were oral liquids, mainly mixtures and
draughts (single dose liquid medicines). Only a very small proportion were solid dosage

forms, and these were mainly pills and cachets; less
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Figure 1.7 Principal dosage forms appearing in prescription
books, 1900 to 2000.
Source: Anderson and Homan (1999).

than 2 per cent were tablets. By 1980 over 70 per cent of all medicines were supplied in
oral solid dosage form, mainly tablets and capsules; less than 8 per cent were supplied as
liquids. The period between 1930 and 1970 was one of great change in the practice of
community pharmacy, as the need for extemporaneous dispensing diminished and
preparation shifted from the dispensary to the factory.

PHARMACY IN THE NATIONAL HEALTH SERVICE

With the end of the Second World War the new Labour government set about
implementing a programme of reform, including a comprehensive National Health
Service (NHS). For pharmacy, its consequences were to be far-reaching. The NHS was to
be a major factor in determining the nature of community pharmacy practice for the rest
of the century. But it was not the only one. The basic tensions between trade and
profession within pharmacy were to surface as the powers of the Society were tested yet
again.

The impact of the National Health Service

By 1946 around 24 million workers, representing about half the total population, were
covered by the National Insurance Scheme, as the income limit was gradually increased.
The NHS, introduced on 5 July 1948, made the service available to everyone. Its
introduction had a major impact on the practice of community pharmacy in Britain.
Before 1948, dispensing prescriptions still accounted for less than 10 per cent of the
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income of most chemists. After 1948, 94 per cent of the population obtained their
medicines from registered pharmacies, and dispensing prescriptions quickly came to form
the major part of pharmacists’ income (see Figure 1.4).

Figure 1.8 illustrates the increase in prescription numbers dispensed during the
twentieth century. Within a year the number of prescriptions presented at chemists almost
quadrupled, from seventy million in 1947 to nearly two hundred and fifty million in
1949. Just as prescription numbers increased, so other parts of pharmacists’ traditional
business began to decline. The number of private prescriptions presented dropped
markedly, as did both requests for counter prescribing, and the sale of proprietary
medicines, since all medicines prescribed by the doctor were now available free of
charge.

Not surprisingly, most people preferred to go to the doctor for a prescription, even for
the most minor of complaints, rather than pay for something from the chemist. The drop
in the sale of proprietary medicines was to be short lived, however, as manufacturers
increased their advertising on television and in magazines from the early 1950s. The sale
of traditional chemists’ items, such as toiletries and cosmetics, and photographic
requisites, was threatened as other retailers entered these markets and specialist shops
opened. Dependence on income from secondary occupations, particularly dentistry and
optics, which had been common earlier in the century, had virtually ended, and many
proprietor pharmacists were persuaded to sell their businesses to the multiples.

The “‘disappearing’ pharmacist

The consequences of the increase in prescription numbers were farreaching. Almost
overnight, many pharmacists effectively migrated from the front of the shop to the back,
as they spent much of the
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working day dispensing prescriptions in the dispensary. At the inception of the NHS, a
majority of prescriptions still required the medicines to be compounded. Only a small
proportion was available commercially as tablets or capsules. Many pharmacists took the
opportunity to enlarge their dispensaries to meet the demand. Most felt that dispensing
was what they had been trained to do, and only a few took the opportunity to train
assistants to help with the dispensing. Most were happy with the increase in prescription
numbers as it brought a substantial increase in their income.

During the 1950s and 1960s, the numbers of prescriptions continued to increase,
although the nature of dispensing changed significantly. With new drugs being constantly
marketed, more and more of the drugs prescribed were available as tablets and capsules,
and the need for the individual making-up of medicines diminished greatly. By this time
the dispensing of prescriptions accounted for more than half the income of most
pharmacists, and the expectation of most new entrants to community pharmacy was to
dispense prescriptions at the back of the shop. Pharmacists slowly began to disappear
from the public’s view as access to them diminished.

Professionalism versus commercialism

The conflict between trade and profession has been a central issue throughout pharmacy’s
history (see also Chapter 12). Pharmacists have always been paid for the products they
sell, not the advice they give, and almost all engage in retail trade stretching beyond the
strict confines of pharmacy. As we have seen, the trade issue became accentuated after
1880 when it was established that companies had the right to establish pharmacy
businesses. Throughout its history, the Pharmaceutical Society has resisted commercial
developments which it perceived as having an adverse effect on the professional standing
of pharmacy.

By 1955, there was sufficient concern about the state of community pharmacy for the
Council of the Society to appoint a committee to report on the general practice of
pharmacy, with particular reference to the maintenance of professional standards. The
Committee submitted its report in 1961, and it was eventually published in the
Pharmaceutical Journal on April 20, 1963. The report suggested that it was undesirable
for nonprofessional business to predominate in a pharmacy, and that the extension of this
kind of business in pharmacies should be controlled.

An attempt to incorporate this principle into the Statement Upon Matters of
Professional Conduct was challenged and led to the Dickson case. A motion was put to
the Annual General Meeting of the Society in 1965, but owing to the large attendance no
vote could be taken, and a special meeting to consider the recommendation was held at
the Royal Albert Hall on July 25, 1965. Mr RCM Dickson, who was a director of the
Boots Pure Drug Company, sought an injunction to prevent the holding of the meeting,
claiming that the motion was outside the scope of the Society’s powers, and that if
implemented, would be a restraint on trade.

The Society was unable to satisfy the courts that the professional side of a pharmacy
business was adversely affected by other activities. The Society appealed to the House of
Lords, who upheld the decision of the lower court. The Society was judged to have no
powers to restrict the sale of certain goods from pharmacies. It could make rules affecting



Pharmacy practice 20

the nonprofessional activities of pharmacists, but only if the rules could be shown to be in
the interest of the public and the profession. The Society had attempted to control the
commercial aspects of pharmacy. The Dickson case demonstrated that it did not have the
power to do so.

THE EMERGENCE OF ‘THE NEW PHARMACY’: 1986 TO PRESENT

By the early 1980s there was widespread uncertainty about the future of pharmacy,
particularly community pharmacy. The Minister for Health, Dr Gerard Vaughan,
announced at the British Pharmaceutical Conference that ‘one knew there was a future
for hospital pharmacists, one knew there was a future for industrial pharmacists, but one
was not sure that one knew the future for the general practice pharmacist’. Pharmacy
needed to re-invent itself. Some important initiatives were taken. In 1982, for example,
the National Pharmaceutical Association began its ‘Ask Your Pharmacist’ campaign, in
which it promoted the use by the public of their local pharmacy. But what was really
needed was an independent and far-ranging inquiry into the profession. The result was
the “‘Nuffield Report’.

The Nuffield Report 1986

In October 1983 the Trustees of the Nuffield Foundation commissioned an inquiry into
pharmacy (Nuffield Committee of Inquiry into Pharmacy 1986). Its terms of reference
were ‘to consider the present and future structure of the practice of pharmacy in its
several branches and its potential contribution to health care and to review the education
and training of pharmacists accordingly’. The Committee of Inquiry was chaired by Sir
Kenneth Clucas, a former Permanent Secretary at the Department of Trade, and had
twelve members, only half of whom were pharmacists. It made a total of 96
recommendations, 26 of which related to community pharmacy.

The tone of the Nuffield report was very positive: ‘we believe that the pharmacy
profession has a distinctive and indispensable contribution to make to health care that is
capable of still further development’. The years which followed its publication were
dominated by the action necessary to implement the recommendations. Two aspects came
to dominate the discussion: whether a pharmacist needed to be on the premises in order to
supervise activities, and the extended role.

In order to have time to carry out the extended role, the pharmacist would need to be
able to leave the pharmacy at times, so that supervision could be exercised in other ways.
Eventually the pharmacy profession rejected this radical suggestion, and in 1989 the
Council of the Royal Pharmaceutical Society of Great Britain issued a statement to the
effect that ‘every prescription for a medicine must be seen by a pharmacist, and a
judgement made by him as to what action is necessary’. Pharmacists had not only
disappeared from view, but were now shackled to the dispensary bench.
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The extended role

The task of considering in what ways the role of community pharmacists might be
extended was delegated to a Joint Working Party of the Department of Health and the
pharmaceutical profession. This was set up in November 1990 with the following terms
of reference; ‘to consider ways in which the National Health Service community
pharmaceutical services might be developed to increase their contribution to health care;
and to make recommendations’.

Its report ‘Pharmaceutical Care: the future for Community Pharmacy’ (Department of
Health and Royal Pharmaceutical Society of Great Britain 1992) was published in March
1992, and it made a total of 30 recommendations. These included increasing the range of
medicines available for sale by pharmacists, the maintenance of patient medication
records by pharmacists, the extension of needle and syringe exchange schemes,
participation in health promotion campaigns, and having separate areas for providing
advice and counselling. The recommendations formed the basis for negotiations about the
scope of community pharmacy over the years that followed.

By the mid-1990s it was clear that most of the recommendations of the Nuffield Report
which could be implemented had been. Nuffield was a catalyst for change, but in order to
maintain the momentum it was necessary to involve the membership as a whole. The
Society’s response was to launch the Pharmacy in a New Age (PIANA) initiative in
October 1995. This was an attempt to involve as many members of the profession as
possible in the process of developing a strategy for the future of pharmacy. To assist this
process, six papers on factors affecting the future of pharmacy were published in
February 1996 as ‘The Shape of Things to Come’.

Over 5,000 pharmacists took part in the consultation process. The Council’s response
was a further document published in September 1996, The New Horizon (Royal
Pharmaceutical Society of Great Britain 1996). Four key areas for pharmacy involvement
were identified: the management of prescribed medicines; the management of chronic
conditions; the management of common ailments; and the promotion and support of
healthy lifestyles. The outcome of this process was the pub-lication in September 1997 of
a strategy for a twenty-first century pharmaceutical service under the title Building the
Future (Royal Pharmaceutical Society of Great Britain 1997), which set specific aims
and targets for each of the four areas.

Is pharmacy returning to its roots?

The ‘Ask Your Pharmacist’ campaign, the extended role, and the Pharmacy In A New
Age initiative can be seen collectively as an attempt to draw pharmacists out of the
dispensary (which was usually at the back of the shop), to the front of the shop where
they would be more accessible to the public. Here they would be the “first port of call’ for
the public seeking medical attention; they would be a source of advice and information
about medicines to the public; and they would prescribe from an increasingly long list of
recently deregulated medicines. At the same time as pharmacists were becoming more
accessible, doctors were becoming less accessible, as group practice became the norm,
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appointment schemes were introduced, and prescription charges continued to increase.

The idea of the extended role for community pharmacists has been taken up
enthusiastically by many countries, and seems set to develop further. The changes in
pharmacy practice in the last quarter of the twentieth century represented a shift away
from a product-oriented approach to medicines towards a patient-focused one. In many
ways, developments in the practice of community pharmacy since 1986 can be seen as a
return to the traditional role of the community pharmacist, which had been eroded
following introduction of the NHS in 1948: whilst the increasing prescribing role of the
community pharmacist has clear parallels with the role of the apothecary in earlier
centuries.

A BRIEF HISTORY OF HOSPITAL PHARMACY

The history of pharmacy prior to the start of the twentieth century is largely the history of
shop-based pharmacy. Yet pharmacy practice in hospitals can be traced back over many
centuries, and the history of hospital pharmacy is closely allied to the history of hospitals.
The history of hospital pharmacy can be considered within three time frames: an
emergent period up to 1897; a period of standardisation up to 1948; and a period of
expansion and consolidation since then.

The origins of hospital pharmacy to 1897

The first hospitals in Britain in which it is known pharmacy was practised were the
Roman military hospitals known as valetudinaria. As Britain converted to Christianity,
so the Church began to care for the sick and needy. Between 794 and 1547 nearly 800
hospitals were estab-lished, of which around 200 were for the care of lepers. However, in
medieval times hospitals were ecclesiastical rather than medical institutions, being
essentially for the refreshment of the soul rather than the relief of the body. In addition to
these hospitals, there were infirmaries attached to many monasteries throughout Europe.

Further hospitals were established by religious and craft guilds in the fourteenth and
fifteenth centuries, and a number of pest houses opened in the sixteenth and seventeenth
centuries to care for the victims of the plague. Many employed an apothecary and
contained a dispensary. The apothecary usually combined the roles of resident medical
officer and dispenser of medicines. Larger hospitals, such as St. Bartholomew’s and St.
Thomas’s in London, often also employed an apothecary’s assistant or apprentice, and
would undertake the preparation of most of their own medicines. Smaller hospitals often
employed the services of a visiting apothecary.

Passage of the Apothecaries Act in 1815 put a stop to the early development of hospital
pharmacy in Britain, since most hospital apothecaries devoted most of their time to
medical matters, and neglected the dispensing side. As the Linstead Report on the
hospital pharmaceutical service in 1955 was to note ‘the original development of the
pharmaceutical service in hospitals was checked when the apothecary obtained
recognition as a general practitioner of medicine, and explains why hospital pharmacy
had to make a fresh start in the middle of the last century’. During the second half of the
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nineteenth century, at least in the larger hospitals, the remaining apothecaries were slowly
replaced by qualified pharmacists, and some hospitals now began to insist that those
appointed be members of the Pharmaceutical Society.

The emergence of professional identity, 1897 to 1923

There was, however, no legal requirement that only registered pharmacists must be
employed in hospitals, and many institutions continued to employ unqualified people
with a wide range of backgrounds. Changes in the practice of pharmacy in hospitals in
the late nineteenth century led to the creation of a number of separate professional
associations. The Poor Law Dispensers Association was formed in 1897, and in the
following year The Public Dispensers Association came into being. The Association
consisted of London County Council asylum dispensers, prison and charity dispensers,
and a few hospital dispensers.

These two associations amalgamated in 1900, becoming the Public and Poor Law
Dispensers Association. By 1909 the title had became The Public Pharmacists and
Dispensers Association. At this time many of the pharmacists employed in the public
service were women. By 1908 over sixty per cent of practising women pharmacists were
working in hospitals and institutions. In 1916 the organisation decided that in future only
individuals whose names appeared on the register of chemists and druggists should be
elected as members. In 1917 it became the Public Pharmacists Association.

Unification and standardisation, 1923 to 1948

Pharmacists in voluntary hospitals regarded themselves as rather different from their
colleagues in other institutions. They formed a separate organisation, as a pharmacy
section of the Hospital Officers Association. However, in due course the two
organisations agreed to merge. The inaugural meeting of the Guild of Public Pharmacists
was held on 23 January 1923. There was now a single body to represent pharmacists
working in voluntary hospitals, Poor Law institutions, prisons, and other branches of the
public service. With the creation of the Guild, public service pharmacy had come of age.
The first quarter of the twentieth century represented a period during which the salaries,
status, and prospects of such pharmacists had improved substantially.

The period from 1923 to 1948 represented a period of standardisation for the service.
But differences still remained between pharmacy in voluntary rather than municipal
hospitals, since there was no legal requirement to employ a pharmacist in hospitals, and
in many the supply of medicines was undertaken by medical staff, nurses, or under-
qualified dispensers. In 1939 the Pharmaceutical Society carried out the first survey of
hospital pharmacy. It found that over two-thirds of the 397 hospitals having one hundred
or more beds employed a fulltime pharmacist, and a further 13 hospitals used the services
of a local community pharmacist. Although only 15 per cent of the 543 hospital with less
than 100 beds employed a pharmacist, nearly half used a pharmacist outside to supervise
the dispensing.
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Consolidation and survival, 1948 to 1970

The introduction of the NHS in 1948 provided the opportunity for further development
and enhancement of professional aspirations. The Pharmaceutical Whitley Council, at
which salaries and conditions of service were negotiated, was the first to be convened.
However, initial optimism was soon dashed. Although national pay scales were agreed,
poor pay and prospects were to overshadow the practice of hospital pharmacy in Britain
throughout the 1950s and 1960s.

Despite these difficulties a number of important innovations were possible at several
centres, mainly in teaching hospitals where recruitment difficulties were less severe,
where locums could usually be recruited, and which tended to have larger establishments.
From 1965 onwards, at the Westminster and London Hospitals in London, and at
Aberdeen Royal Infirmary, developments were under way which required hospital
pharmacists to inspect prescription sheets on the ward rather than in the pharmacy.

Quality control for manufacturing was becoming more vigorous, and drug information
services were beginning to be developed, initially to support ward pharmacists. But for
most hospitals the capacity to introduce such innovations was severely limited by small
establishments, poor recruitment and no obligation on hospital managers to do much to
improve matters.

Expansion and development, 1970 to the present

Concern about the state of the hospital pharmaceutical service eventually persuaded the
government to set up a Committee of Enquiry. The Noel Hall Report was published in
1970 (Report of the Working Party on the Hospital Pharmaceutical Service 1970). At the
core of the recommendations was the belief that hospital pharmacy needed to be
organised on a larger scale, with several pooling their resources in Noel Hall areas, and
that these should be co-ordinated on a regional basis.

Other reports and health circulars promoted and legitimised many of the innovations
which had been developed in a small number of centres. Substantial pay increases were
awarded, a proper career structure was established, and the early 1970s saw a period of
rapid expansion and specialisation. By the end of the 1970s, ward pharmacy was
practised in most hospitals, a drug information network had been established, and other
specialities such as purchasing and radiopharmacy had emerged.

By the 1980s, financial restraint was being applied to the health service. Hospital
pharmacy was not immune. It was nevertheless able to establish new activities which
contributed to cost control, such as formulary development, and many pharmacists began
to specialise in a particular area of clinical pharmacy, such as paediatrics or cardiology.

The 1990s were to see some contraction of the service, as the more senior posts, at
district and region levels, disappeared following health service changes. Since then, the
service has had to contend with further rounds of health service reform, and finds itself
with a chronic recruitment crisis, mirroring experience in the 1950s and 60s.
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CONCLUSION

Since the formation of the Pharmaceutical Society in 1841, pharmaceutical politicians
and commentators have at regular intervals referred to pharmacy being ‘at the
crossroads’. This has led to a belief that pharmacy progresses from one crisis to another.
In fact, examination of these so-called crossroads indicates that each is different:
pharmacy has moved on from one crossroads to the next. Indeed, the metaphor of ‘being
at the crossroads’ is one to be found in all occupations and indeed in many walks of life.
It indicates the need to make often difficult choices at regular intervals, and it is one of
the strengths of pharmacy that it has had many choices to make.

The metaphor of the crossroads is less helpful in suggesting that progress is made by
choosing the ‘right’ route and rejecting the others. In fact, successful professions are
those that proceed along several routes from the crossroads simultaneously. With
hindsight, it can be seen that pharmacy suffered during the 1950s and 1960s by
proceeding down a single ‘structural’ route. It was assumed that status, respect and
prosperity would automatically follow from increased educational achievement, by
making the profession degree entry only. At the same time there was neglect of issues
concerned with ‘output’ and ‘outcome’; what were pharmacists, particularly those in the
community, actually doing? And how did this contribute to the well-being of the public?
The lessons of recent history for pharmacy are that survival and prosperity depend on its
capacity to respond to the wide range of technological, political, social and economic
factors which form the world in which it operates, and to keep it eyes firmly on the
‘added value’ it provides.
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SELF-ASSESSMENT QUESTIONS

Question 1: In what ways can the passage of the National Health Insurance Act in 1911
be said to represent a watershed in the development of pharmacy practice in Britain?

Question 2: To what extent did the introduction of the National Health Service in 1948
influence the nature of community pharmacy practice in Britain?
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Question 3: In what ways could the pharmacist be said to have ‘disappeared’ in the
decades following the introduction of the National Health Service?

KEY POINTS FOR ANSWERS

Question 1:
» The Act made a clear distinction between prescribing and dispensing for the first
time
e The idea of a salaried service for the dispensing of National Insurance
prescriptions was rejected
» Companies as well as proprietor pharmacists were to be allowed to contract to
provide dispensing services
« Within a year the numbers of prescriptions presented at pharmacies almost tripled

Question 2:
* Prescription numbers increased by over three times, from 70 million to 241
million
» Many pharmacists used existing shop floor space to enlarge their dispensaries
« With an on-cost payment of over 30 per cent, many pharmacists now saw the
dispensing of prescriptions as their main business and their principal source of
income
» Most pharmacists saw dispensing as the activity for which they had been trained,
and continued to undertake this work themselves, rather than employ and train
support staff to do so

Question 3:
« Since 1948, the majority of pharmacists had spent most of their working day at
the back of the shop in the dispensary. They only emerged when asked to do so. In
the public’s mind the pharmacist had effectively ‘disappeared’ as a front-line
health professional
» New entrants to the profession came to see the role of the pharmacist as someone
who dispenses prescriptions out of sight of the public. Few made a positive effort
to make themselves readily available to the public
 The nature of dispensing itself was changing dramatically during this period as
the need for extemporaneously prepared medicines diminished



2
The Pharmacy Workforce

Karen Hassell and Sue Symonds

INTRODUCTION

The contribution of pharmacists to health care and health gain has been the subject of
considerable debate. However, the impact of changing employment patterns in pharmacy
on the supply and demand for pharmacists has been largely neglected even though this
affects the way pharmacy is practised. The aim of this chapter is to describe the features
which characterise the current pharmacy workforce, to explore what changes have taken
place over time, and to discuss the likely impact of the changes on the supply of, and
demand for, pharmacy labour.

While the focus of this chapter is on UK pharmacists, many of the key workforce
issues discussed are more generally applicable. Direct comparisons of international
workforce data are not always possible, partly because of differences in terminology and
non comparable health care systems, but also because it is difficult to obtain data
matched by year. Some of the available international data on the workforce are presented
in Table 2.1.

WORKFORCE PROFILE IN THE UK AND OTHER COUNTRIES

In UK pharmacies, the workforce is divided into registered pharmacists and support
workers. Within community pharmacies, support workers include dispensers and counter
assistants, while in hospital pharmacies, dispensing technicians provide technical support.
At present there is no central register of support workers, so there is little information on
what proportion of the total pharmacy workforce they comprise. Any questions,
therefore, about skill mix, (the balance between work undertaken by professionally
qualified staff and by support workers), are difficult to address.

Pharmacists are, in most countries, obliged to register with a governing body—in the
UK this is the Royal Pharmaceutical Society of Great Britain (RPSGB). In 1997, 41,700
pharmacists were registered with the RPSGB. The number of pharmacists registered but
not practising is relatively constant, while in recent years around 500 pharmacists have
been added to the register in successive years, suggesting a growth in labour resources.
The majority (61%) in pharmacy employment are based in community pharmacy, while
approximately 16% are thought to work in the hospital sector (Royal Pharmaceutical
Society of Great Britain 1996a).

Workforce surveys conducted by the RPSGB do not distinguish between community
pharmacists who work as independent contractors, or owner/proprietors and those
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employed in multiple pharmacy companies. However, recent research has estimated the
proportion of employee pharmacists to be more than 60% (Magirr and Ottewill 1995).
Given the marked shift within community pharmacy over the last twenty years or so,
from independent contractor to small or large multiple pharmacies, the increase in the
number of pharmacists who are employees is unsurprising. The dynamics of the business
sector are such that rapid changes in ownership, particularly from the small groups to the
large multiples, are common. Lloyds Chemist plc, for example, began in 1973 as one
chemist shop, and by 1986 when the company was floated on the stock market, it
comprised 100 shops. By the early 1990s, after an intense period of take-over activity,
Lloyds pharmacy became the second largest owner of pharmacy outlets in the UK.

Data from the Department of Health in the UK confirm the growing trend towards
‘corporatisation’. The proportion of community pharmacies in England belonging to
large multiples (defined as those with over five stores) has grown from 17% in 1969 to
34% in 1995. This corporatisation process can be seen in some, but not all, of the
countries listed in Table 2.1. In Canada, the growth in the number of multiples is similar
to trends witnessed in the UK. In New Zealand, on the other hand, the majority of the
1100 retail pharmacies, because of legal restrictions on ownership, remain small
independently owned outlets (Norris 1997).

Since 1972, the RPSGB workforce surveys have provided estimates of the extent of
employment (whether full-time, part-time, or not in employment at all) of pharmacists in
different categories of occupation. Between 1972 and 1994 the number of pharmacists
working parttime increased from 17% to 30%. Whilst the majority of women pharmacists
on the register (60%) in paid employment work full-time, most part-timers (72%) are
women. There is a demonstrable relationship between part-time work, gender and age:
the majority of women who work part-time are aged between 30 and 39 years, while the
majority of men part-timers are aged 55 and over. Similar trends to these have been
observed in Australia (Anderson 1990), New Zealand (Norris 1997) and the USA (Knapp
1994).

The increasing proportion of women on the UK Pharmacy register indicates that they
will be in the majority by the year 2000. In fact, in a number of countries where data are
available, (e.g. Canada, New Zealand, UK) women are already in the majority in the
younger age groups. The impact that an increasingly female membership might have on
the pharmacy workforce is discussed below.

Whereas the exact composition of the pharmacy workforce varies across different
countries, there are also several notable similarities. Women now comprise nearly half, or
over half, of the pharmacy workforce in all the countries listed in Table 2.1, with the
exception of the USA. Most pharmacists work in community pharmacy and the
percentage in active employment is relatively high in those countries for which data are
available. Although the proportion of women pharmacists in the USA is smaller than in
the UK, the tendency for women with young families to work part-time is similar in the
two countries. In view of the continuing increase in the number of women entering
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Table 2.1 Pharmacy workforce data in 10 countries

Number of % in % in % in % Number of Date
pharmacistsfemale active communityhospitalpart-pharmacies
practice time

Belgium 13,000 52% 61% 4% 1996
Germany 50,372 59% 87% 4% 1996
France 55,106 61% 1993
Italy 55,000 52% 1993
Portugal 7,159 79% 50% 6% 1996
Sweden 7,425 45%  97% 81% 7% 1996
UK 41,743 47%  87% 61%  16% 24% 12,3001997
Canada 18,000 51% 25% 1991
USA 194,570 29%  88% 66%  24% 1992
New 2,500 45% 12% 1,1001991

Zealand

the pharmacy profession, and the younger age profile of women pharmacists compared
with men, the proportion of pharmacists working part-time is predicted to increase
(Knapp 1994). Similar trends have been noted in New Zealand by Norris (1997) and by
Muzzin et al. (1994) in Canada.

FACTORS AFFECTING SUPPLY AND DEMAND IN THE PHARMACY
WORKFORCE

Demand factors

A number of factors influence the supply of, and demand for, pharmacists (Table 2.2).

The increasing emphasis on primary care within the UK is likely to result in changes to
the nature of pharmacists’ employment, and will influence the demand for pharmacists.
An increasing number of pharmacists are being employed within general practitioners’
practices and similarly more are being appointed to managerial positions within the
health service. In addition, the drive towards enhancing efficiency within health care, has
resulted in the recognition of pharmacists as supplementary providers of health care
alongside general practitioners and other health care workers (Hassell et al. 1997). In
particular, recent UK health policy has called for community pharmacists to be used as
the “first port of call’ in the management of minor ailments.

While professional development factors such as these may have a positive impact on
the growth in workforce demand, developments within the general population may also
influence demand. Discussing pharmacy workforce issues in Australian pharmacy,
Anderson (1990) has argued, for example, that an increase in the prescription volume due
to the ageing population will also increase the demand for more pharmacists.

Commercial developments taking place within the retail sector are also likely to have
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an impact on pharmacy workforce demand. A growing number and proportion of
pharmacies are owned by supermarkets and larger multiples. These pharmacies tend to
have longer opening hours, and provide a greater number of pharmaceutical services,
which require pharmacists to leave the premises. Under these circumstances additional
pharmacists are required to fulfil the legal obligations for continual professional cover.

Changes have also taken place in the secondary care sector, with extended opening
hours and ‘out-of-hours’ clinics introduced by many hospital pharmacies. The extent of
these changes on the work patterns of hospital pharmacists is unclear, but is likely to
increase the demand for pharmacists who are able and willing to work flexible hours.

There has been speculation that an increase in demand for pharmacists in the retail
sector will create pressures in other branches of the profession. Local research studies
have already highlighted the difficulties experienced in some areas of the UK in the
recruitment of pharmacists into junior hospital posts (Royal Pharmaceutical Society of
Great Britain 1996b). While the precise reasons for these problems are not clear, (though
salary levels are likely to be a major factor), competition between the multiples for
existing pharmacy labour resources, as well as between the community and hospital
sectors, is only likely to exacerbate the problems.

Supply factors

Whilst commercial developments and changes within primary and secondary care have
been emphasised as increasing demand for phar-

Table 2.2 Factors influencing supply of, and demand for, pharmacists

Supply Demand

Increasing feminisation Shift towards a primary care led NHS
Increasing ‘Asianisation’ Increased patient through-put in hospitals
Age of practitioners Increasing corporatisation

Retirement rates Practice and professional developments
Career satisfaction Organisational changes—longer hours

Part-time working

Career motivation

Changes to the pharmacy course
Competition for posts Salary

macists, concerns have also been noted which point to their inadequate supply. Aside
from the more conspicuous factors that can affect the overall size of the workforce, such
as new registrations, deaths, retirements, and removals from the register, other forces are
likely to impact on workforce numbers. These factors, perhaps less obvious and
immediate in terms of their impact on career motivation and practice patterns, arise from
the demographic changes taking place within the pharmacy profession.



Pharmacy practice 32

Women’s entry into pharmacy and their impact on workforce issues

In all but four of the countries listed in Table 2.1, women comprise over half of the
registered pharmacy workforce. The number of women pharmacists has increased over a
relatively short period of time in the UK. The first UK workforce survey in 1964 reported
that women represented 19% of registered pharmacists. By 1981 t hey constituted one
third, and since then further increases have occurred at a rate of approximately 1% per
year. According to the latest published survey (Royal Pharmaceutical Society of Great
Britain 1996b) 47% of the UK pharmacy workforce are female.

In the UK, increasing female participation in paid employment has been an important
factor in the growth of overall labour resources over the past thirty years, so the
increasing prevalence of women in the pharmacy workforce is unsurprising. As in other
labour markets, female employment in pharmacy has certain distinctive characteristics.
For instance, female pharmacists, particularly married women with dependent children,
are much more likely to be involved in part-time work, compared with men (Fanaeian et
al. 1988), and although many women work in community pharmacy, they comprise the
majority in hospital pharmacy. They also tend to be concentrated at the practitioner level
and do not occupy senior positions in proportion to their number in the profession (Rees
and Clarke 1990).

In UK pharmacy, this so-called ‘feminisation’ process has led to concerns about
workforce shortages. If women undertake the primary responsibility for child care in their
families, inevitably they are unable to participate, full-time, in paid employment. Thus, it
may be assumed that an increasing proportion of women pharmacists may reduce the size
of the labour force, leading to a shortfall in the supply of pharmacists. However,
researchers in Canada have challenged this assumption. Muzzin and colleagues (1994)
speculate that female pharmacists are actually guaranteeing the survival of pharmacy.
Because of their preference for employment in retail pharmacy in the larger corporate
organisations, women are helping: ‘to reorient pharmacy away from its business base
and towards its chosen new professional jurisdiction of “patient counselling’”’. Muzzin
et al. (1994) also point out that female pharmacists in Canada are more mobile than men,
moving to geographical regions where staff shortages are greatest.

The growth in the number of women in pharmacy has led to some critical and
theoretical sociological analyses exploring women’s entry into pharmacy and into
professional occupations generally. The concept of ‘occupational segregation’, which
refers to the way women are distributed through occupational categories compared with
men, is central to this debate, as is the concept of ‘vertical integration’. Writing about
UK pharmacy, Crompton and Sanderson (1990), whilst viewing the increased
participation of women in the pharmacy workforce as one beneficial consequence of the
rising qualification levels among girls, nevertheless argue that work patterns in pharmacy
still reflect a ‘gendered division of labour’. To support this view, they cite women
pharmacists’ subordination to men in terms of job hierarchies and their concentration in
stereotypical ‘female’ niches and part-time work, which, although offering opportunities
for flexible working, are perceived as bringing fewer rewards. Consequently, what appear
better career opportunities for women are, in fact, simply an extension of women’s



The pharmacy workforce 33

disadvantage into new areas of work. This view is also associated with arguments that
professions in which women participate are those in which material rewards have
decreased and work has become routinised and de-skilled (Reskin and Roos 1987).

Looking at UK pharmacy, Bottero (1994) challenges this perspective, arguing that the
increased prevalence of women in pharmacy coincided with a raising of educational entry
requirements and with attempts to ‘professionalise’ the pharmacist’s role. The privileged
positions held by many women in pharmacy are an indication of success, not
subordination. Similar arguments have been put forward by Norris (1997) writing about
New Zealand pharmacy. Norris argues that women’s entry into pharmacy has coincided
with an up-grading of the profession, which has seen pharmacy in New Zealand increase
its science base and move from an apprenticeship entry model to one which requires
higher education qualifications in order to secure a university place. Moreover, Norris
(1997), in refuting the dominance of the secondary labour market thesis put forward by
Crompton and Sanderson (1990), has also pointed out that while many women do work
part-time, the majority nevertheless maintain a full-time commitment to their work. Both
Bottero (1994) and Norris (1997) urge a more in-depth analysis of the pharmacy
workforce. They suggest that ‘feminisation’ is an inadequate description of the process
that has occurred, not least because analyses of workforce change have tended to
overlook the changing identity and motivations of male recruits into pharmacy, as well as
age differences between men and women.

The increasing participation of ethnic minority groups in pharmacy

Until recently, the contribution to pharmacy of the UK’s ethnic minority groups and the
impact their presence is likely to have on wider workforce issues has been overlooked,
although ethnic minority groups make up a significant proportion of the pharmacy
workforce (Hassell et al. 1998). In a survey that included in the sample all 1991
pharmacy graduates, almost a quarter (23%) were from ethnic minority groups. Analysis
of university applications and admissions data shows that the trend in entry rates is
upward. Since 1990 when data on the ethnic background of applicants to higher
education institutions were first recorded, ethnic minority applicants have made up an
increasingly large proportion of all applicants and admissions to the 16 pharmacy schools
throughout the UK. This proportion is much larger than for many other courses leading to
a professional qualification (such as medicine, dentistry and law), and it is much larger
than would be expected given their numbers in the UK population as a whole (Hassell
1997).

Applications to UK schools of pharmacy are made through the Universities and
Colleges Admissions Service (UCAS). Using data supplied by UCAS, Table 2.3
compares the numbers and proportions of applications and admissions by ethnic group in
1990 and 1998. Just under two-fifths (39%) of applicants to pharmacy courses in 1990
were from students who classed themselves as belonging to an ethnic minority group,
while students from an ethnic minority constituted 33% of actual admissions in the same
year. By 1998, the proportion of ethnic minority applicants was 52%, while of those who
secured a place, 44% were from an ethnic minority group.

This and other work on ethnic minority pharmacists has highlighted a number of
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important differences between white and ethnic minority pharmacists regarding career
motivation, practice intentions, and employment patterns. Although ethnic minority
group pharmacists are represented in all sectors of the profession, they are over-
represented as independent business owners in the retail sector, and under-represented in
managerial positions. While several ethnic groups are represented, members of the Indian
ethnic group, most of whom are ‘twice migrants’ from East Africa, predominate.

Even in the relatively short time that ethnic minority groups have become significantly
represented in pharmacy, changes with respect to the ethnic profile of practitioners have
taken place. Older ethnic minority pharmacists are mostly East African Indian, whose
involvement largely reflects their cultural and socio-economic class background and the
economic opportunities that were available for independent pharmacy business
development shortly after their migration to this country. In seeking upward mobility
after migration to the UK, they chose to enter a profession which provided them with
opportunities to go into business for themselves. By so doing, they fulfilled a desire for
status, a preference to remain independent and autonomous, and they made the best use
of their ethnic resources and family expertise. As migrants, self-employment for the older
Asian pharmacists is viewed as prestigious, and employment of any family labour in the
business is viewed in relation to the long term benefits this provides for all the family,
rather than in terms of any benefits it gives to the owner personally.

Younger ethnic minority pharmacists however, are beginning to diversify in terms of
practice intentions, so that independent business is not as popular a choice as it was for
their predecessors. Changing preferences among the younger groups in part reflect
generational and ethnic group differences, as well as social class differences among the
more recent ethnic minority recruits. Pakistanis as an ethnic minority group per se, are
increasingly represented, as are ethnic minority women. Attributes such as autonomy and
independence, which business ownership affords, are not as important for these two
groups, and they have a greater tendency to want to work in hospital and corporate
pharmacy settings. However, there is some evidence to suggest that experiences of racial
discrimination may push them back into areas of practice where they are less likely to
encounter prejudice. So while culture and personal preference explains the presence of
many of the older East African Indians in the self-employed business sector, structural
factors such as racial discrimination, may be playing a small part in pushing the younger
ethnic minority pharmacists into selfemployment.

These changes may have important implications for the pharmacy workforce. Ethnic
minorities, some groups more than others, are certainly influenced by the perceived
business opportunities in phar macy. However, as we have seen, this is against a
background of
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Table 2.3 Number (and %) home applicants and accepted applicants to pharmacy
1990 and 1998 by ethnic group

Ethnic origin 1990 1998
Applicants  Accepted  Applicants Accepted

White 2906 (59%) 711 (63%) 1848 (45%) 860 (52%)
Indian 929 (19%) 194 (17%) 815 (20%) 280 (17%)
Pakistani 396 (8%) 77 (7%) 568 (13.7%) 189 (11.5%)
Bangladeshi 56 (1.1%) 9 (0.8%) 87 (2.1%) 27 (1.6%)
Chinese 87 (1.8%)  11(1%)  91(2.2%) 43 (2.6%)
Other Asian 128 (2.6%) 31 (2.7%) 164 (4%) 63 (3.8%)
Black African 242 (4.9%) 31 (2.7%) 275 (6.7%) 75 (4.6%)
Black Caribbean 23 (0.6%) 7 (0.4%)
Black Other 24 (0.6%) 5 (0.3%)
Other 74 (1.5%) 18 (1.6%) 95 (2.3%) 37 (2.2%)
Unknown 113 (2.3%) 44 (3.9%) 145 (3.5%) 56 (3.4%)
All ethnic minority 1912 (39%) 371 (33%) 2142 (52%) 726 (44%)
Grand Total 4931 1126 4135 1642

falling opportunities for ownership, and increasing employee status. In addition, large
shortfalls are expected in the future in the number of graduates filling hospital places
(Royal Pharmaceutical Society of Great Britain 1996b). Thus, any reluctance on the part
of the pharmacy profession to encourage diversification, or any reluctance among ethnic
minority pharmacists, at an aggregate level, to enter hospital practice could have serious
consequences for the health service in the future. Ethnic minority pharmacy graduates,
indeed all graduates, may require more encouragement to move into sectors other than
community pharmacy, particularly hospital pharmacy where a shortage of workforce is
anticipated.

The success of such a strategy will largely depend on the pharmacy profession’s
willingness to accept any such movement into new practice areas by the ethnic minority
pharmacists. It will also depend on increasing the awareness among white and ethnic
minority groups of where the job opportunities in pharmacy are, and encouraging new
recruits to consider a diversified range of career alternatives. Whether this happens is also
likely to depend on salaries in hospital practice matching those in community pharmacy.
Moreover, if ethnic minority pharmacists are experiencing discrimination in hospital and
corporate settings, there is a case for encouraging employers to eliminate any
disadvantages experienced by their staff.

Age and retirement

Another factor which will have an impact on the supply side of the pharmacy workforce
equation is the age of existing practitioners. More than one third of all men on the UK
register in 1994 were aged more than 55, compared with only 16% of the women. Many
independent business owners, mostly men in their 50s, are selling their pharmacies to
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multiples and taking early retirement. Although often remaining as registered
pharmacists, they may not return to work at all or may choose to work part-time for a
number of years. If early retirement becomes widespread, then workforce supply may
become even more problematic, especially if losses from the workforce are not matched
by gains.

The significance of part-time work in workforce issues

Part-time work in pharmacy is usually discussed within the context of other studies, such
as those concerning women in pharmacy, where it is seen as an important facet of women
pharmacists” working lives. Indeed, in the labour market as a whole, part-time work is
perceived as ‘women’s work’, as five out of every six part-timers in Great Britain are
female. Most of the literature on part-time work characterises it in this way, as ‘women’s
work’, where it is mostly viewed as ‘marginal’ (Myrdal and Klein 1956). It is often
perceived as a ‘trap’ by means of which women are exploited as part of the secondary
sector of the labour market, or of the reserve army of labour (Tam 1997). Other studies
have focussed on part-time workers as being in some way different from full-time
workers. There is reference to part-timers being, for example, less committed to their
work (Hakim 1995). In general, parttime work is rarely considered as an issue in its own
right, and furthermore, there is very little work on the nature of men’s part-time working
patterns.

Evidence suggests that pharmacy may be a special case. It represents a professional
occupation, where, in terms of salary, work conditions and status, part-timers might be
relatively less disadvantaged. It also differs in that a significant proportion of those who
work part-time are male. Part-time work patterns are also extremely varied. A workforce
survey conducted in 1978 differentiated between regular part-time work and casual or
locum work (Royal Pharmaceutical Society of Great Britain 1980). A later survey
undertaken in 1994 by the National Association of Women Pharmacists drew a
distinction between employee and self-employed part-timers and between those working
for independent or company pharmacies. A “‘qualitative workforce’ survey commissioned
by the RPSGB in 1995 has highlighted some part-time work as an ‘additional’
occupation, that is, work done in addition to other work (Jefferson and Korabinski 1996).

An even greater variety of work patterns undertaken by part-time pharmacists has been
described. They may work regular pre-arranged hours, or work at short notice. They may
have one pattern of working, or a combination of several, and the patterns usually change
over time as domestic circumstances and career aspirations change (Symonds 1998).
There are also some gender-related differences regarding parttime work patterns. Men are
more likely to be self-employed, to work for independent pharmacies or for a variety of
types of pharmacy, and to work at short notice or have a mixture of working patterns.
Women on the other hand, are more likely to be employees, to work for a multiple
pharmacy chain, and to have pre-arranged work patterns. Symonds (1998) has also shown
that the concepts of part-time work as either a ‘bridge’ or a ‘trap’, as described in
previous employment studies (notably Tam 1997) were found to have some application to
part-time work in community pharmacy. For some part-timers, their work is viewed as
part of a long-term career plan which enables them to make the transition (‘crossing the
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bridge’) back into full-time work or into another occupation. Similarly, for older
pharmacists approaching the end of their full-time career, part-time work is often seen as
part of the ‘winding down’ process—a ‘bridge’ into retirement. However, where part-
time work is seen as a ‘career break’, it is often perceived as a ‘trap’, which may have a
disadvantageous effect on long-term career and promotion opportunities. On the other
hand, this employment pattern does allow women, in particular, to pursue a ‘practitioner’
career and to care for a family. For these pharmacists a return to full-time work may not
be envisaged.

There is also a third concept of part-time work—as a ‘balance’— which can be applied
in the particular case of pharmacy. Some parttime pharmacists stress the importance of
having the freedom to choose where and when they work. They are most often
selfemployed pharmacists, rather than employees, and are taking advantage of the current
favourable labour market conditions in pharmacy. They prioritise their different
commitments: to family, to work, to study, to leisure pursuits and to community
activities, describing this prioritisation as a ‘balancing act’. They generally express a
high degree of satisfaction with their work pattern, seeing themselves as having the best
of all worlds.

Factors previously mentioned, such as the legal requirements that necessitate the
presence of a registered pharmacist on the pharmacy premises at all times, and the
extended opening hours of many pharmacies, mean that pharmacies, especially in the
community sector, may rely heavily on the services of part-time pharmacists. So whereas
the general assumption is that part-time work reduces the supply of pharmacists, it may
well be that part-time workers are actually filling a very real need.

Whilst research has shown that part-time workers have different and complex work
patterns which are interpreted as having positive or negative outcomes for them as
individuals, how part-time work is viewed by pharmacy employers has not yet been
investigated. There are other occupations where workers taking a career break, or
working part-time, are seen as creating a labour market ‘problem’ with which managers
have to deal. However, it may be that in the case of pharmacy, employers see part-time
workers as a valuable and flexible labour supply with the ability to adapt to different
work situations. They may see them as equally committed to their profession as fulltime
pharmacists, and fully justifying the investment that has been made in their training.

Other factors affecting supply

Other factors which affect the supply of pharmacists include the competition for posts,
(both within different geographical locations and within professional ‘specialties’), the
demands of training in a given specialty, and recruitment and retention policies in
different practice areas. In the UK, problems associated with these policies have largely
been attributed to pharmacists’ job dissatisfaction due to factors intrinsic to the job, such
as long hours, stress, and uncertainty over new working roles (Willett and Cooper 1996).
High levels of staff turnover within community pharmacy in the USA have similarly been
explained by the poor conditions under which pharmacists are expected to work. In one
study of USA pharmacy practice, long hours and lack of help from support personnel
were features of job dissatisfaction which led to the decisions of many pharmacists to
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leave their positions (Schulz and Baldwin 1990).

CONCLUSION

Despite workforce planning being fundamental to the continuing development of any
profession, robust empirical and detailed evidence about pharmacy workforce issues is
scarce, evidence varies between countries, theories explaining workforce changes are not
uniform, and arguments about workforce shortages are by no means resolved.
Nevertheless, several key features about the changing patterns of work and the demand
for pharmacists, which have been highlighted here, have a potential bearing on the
debate. Although pharmacist numbers have been increasing steadily, this trend may be
threatened by moves towards earlier retirement, by the growth in part-time working, and
by the increasing proportion of women on the register. Greater ‘corporatisation’ has
increased demand for pharmacists, and since hospital and community pharmacy must
recruit from the same pool of graduates, competition between sectors is likely to
exacerbate the problem.

Graduation, retirement and death are among the more obvious factors that alter the size
of the pharmacy workforce. Others include: individual career preferences on leaving
school, size of intake into schools of pharmacy, dissatisfaction with career choices, the
likelihood of female pharmacists with dependent children working parttime for at least
part of their working lives, and changes in the demand for pharmacists following a
reduction in the number of independent pharmacies.
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SELF-ASSESSMENT QUESTIONS

Question 1: List the factors which impact on the supply of, and demand for,
pharmacists.

Question 2: What key changes in the workforce have taken place in the last few
decades?

Question 3: In what different ways can part-time working be defined?

Question 4: Discuss the arguments for women’s entry into pharmacy being linked with
either the ‘up-grading’ or ‘down-grading’ of the profession.

KEY POINTS FOR ANSWERS

Question 1:
Supply factors include:
« Increasing proportions of women
« Increasing proportions of ethnic minority groups
« Age of practitioners
* Retirement rates
* Career satisfaction
« Career motivation
« Changes to the pharmacy curriculum
» Competition for posts
* Salary
Demand factors include:
« Shift towards primary care led health services
« Increased patient through-put in hospitals
« Increasing importance of large multiples
« Practice and professional developments
« Organisational changes, eg. longer hours

Question 2:
* More women
* Fewer men
 More ethnic minority groups
« Fewer independents
» More multiples
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Question 3:
 Marginal or secondary employment
* Levels of commitment
* A ‘Bridge’ to full-time work after career breaks
« A ‘Trap’ when career opportunities and promotion prospects are adversely
affected
* A ‘Balance’ where the best of both worlds between family and work is achieved

Question 4:
Evidence in support of up-grading thesis:
« Increased educational qualifications
* Greater professionalisation
* Most women work full-time
Evidence in support of down-grading thesis:
* Presence of job hierarchies in which women are kept at practitioner levels
» Work has become routine
» Work has become de-skilled
* The presence of a secondary (i.e. part-time) labour market
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Primary and Secondary Care Pharmacy

Catherine Duggan

INTRODUCTION

This chapter describes the influences of health policy on the delivery of pharmaceutical
care within community and hospital settings and the continuing development of seamless
pharmaceutical care between these sectors. Whilst the focus is on pharmacy in the UK,
reference is also made to comparable changes and influences on pharmacy in Europe, the
USA, Canada and Australia.

In recent years, pharmacy, like other health professions, has undergone a change in the
way it is practised as a consequence of technological advance and the changes in the
nature of health care delivery. Changes in UK health policy beginning in the 1980s,
including increased accountability of prescribers, the shifting emphasis towards disease
prevention and self-medication, and a focus on primary care led health services. All have
impacted on the delivery of primary and secondary pharmaceutical care.

RECENT CHANGES IN HEALTH POLICY

Since the inception of the National Health Service (NHS) in 1948, successive
governments have struggled to balance the supply of, and demand for, health care. As
medicines and technologies advance, and expectations of health increase, so too does the
cost of meeting these demands. In the 1980s recommendations were made to increase the
effectiveness of management within the NHS and to make general practitioners more
accountable for the costs of the medicines they prescribed.

Legislation in 1990 imposed the principle of ‘market forces’ on the provision of health
care with separation of purchasers from providers of health care. Budget-holders
(purchasers) included health authorities, general practitioners and private health care
insurance companies. Suppliers (providers) included hospitals, private and voluntary care
units (residential and non-residential care). Contracts and agreements were drawn up that
itemised the costs of services, treatment levels and quality standards between the
purchasers and providers. The so-called ‘internal health care market system’ was in
place.

PRESCRIBING ACROSS THE HEALTH CARE INTERFACE

At this time, new contracts increased accountability for prescribing and threatened the
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long established relationship between primary and secondary health care. General
practitioners with constrained prescribing budgets were required to absorb the costs of
expensive drugs such as erythropoietin, growth hormone, intravenous antibiotics for
cystic fibrosis, ondansetron and fertility drugs prescribed at discharge by hospital
specialists under the new arrangements—a practice described emotively as ‘cost-
dumping’ by general practitioners who were left to ‘carry the costs’ in the community.

Guidance to ensure a smooth transfer of care for patients from hospital to their general
practitioner was issued by the UK government in 1992. This proposed a ‘shared care’
arrangement, whereby hospital consultants could notify general practitioners of any
changes to a patient’s diagnosis or drug therapy in adequate time, so that ongoing
treatment is maintained following patient discharge.

The pharmacist’s role in ‘shared care’

Since the inception of shared care, pharmacists have been encouraged to develop
guidelines for treatment in primary and secondary care, and provide expert
pharmaceutical advice to inform the cost-effective delivery of expensive new therapies
and ‘lifestyle’ drugs. These guidelines have numerous associated benefits such as cost-
effective integration of primary and secondary prescribing, increased knowledge of
newer therapies, and to provide support for general practitioners and community
pharmacists with shared responsibilities for monitoring new therapies. However, the term
‘shared care’ implied equal and shared responsibility for patients across the primary and
secondary sectors, which could be contentious. To overcome this, the delivery of a
consistent standard of care across the health care interface was renamed ‘seamless care’,
defined as: “...the desirable continuity in care delivery that a patient receives when they
move back home from a hospital, requiring both health care sectors to work in unison
rather than as separate entities’ (Barrett and Tomes 1992).

For seamless care to be achieved, effective communication between health care
workers in both sectors is required. The Royal Pharmaceutical Society of Great Britain
identified the concept of seamless care as an opportunity to explore the complementary
roles of community and hospital pharmacists, which had hitherto developed largely in
isolation of each other, and identify how they could best work together in the future
(Royal Pharmaceutical Society of Great Britain 1992).

The hospital pharmacist’s role in patient care

During the early 1980s, hospital pharmacists’ responsibilities included taking drug
histories, monitoring drug therapy and counselling patients. It was estimated that 15% of
hospital admissions for elderly patients result from medication related problems including
adverse drug reactions, drug interactions, inappropriate prescribing, and poor adherence
to the prescribed regimen (Taylor and Chaduri 1992). Research published in the 1990s
provided evidence for the additional roles of hospital pharmacists in addressing these
problems. For instance, prescribing errors or omissions were reduced when pharmacists
interviewed patients following hospital admission, and more appropriate medicines
management resulted from increased treatment review by pharmacists (Cantrill and Clark
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1992). In the USA, pharmacists were shown to prevent adverse drug reactions (Lin and
Anderson 1997), whilst in Canada drug-related problems were reduced as a result of
increased pharmaceutical care (Shalansky et al. 1996).

Hospital pharmacists increasingly provide drug advice, initiate prescribing, contribute
to continuity of care, and are actively involved in discharge planning, as described later in
this section. It has been suggested that as technicians assume a greater number of duties
in the pharmacy, pharmacists will be able to devote more time to ensuring the delivery of
seamless and effective pharmaceutical care (Dosaj and Mistry 1998).

Whilst hospital pharmacists in the UK have acknowledged their role in providing
seamless pharmaceutical care across the health care interface, has a comparable role for
community pharmacists been established?

The community pharmacist’s role in patient care

Increasingly, community pharmacists are assuming the role of medicines’ advisers and
regularly assist patients in the management of their medication. These roles are enhanced
by maintenance of computerised patient medication records (PMRs) and by the
increasing deregulation of drugs available for over the counter (OTC) sale, which enables
them to advise and treat a wider range of minor symptoms.

Legislation in 1990 recommended that appropriate information should be given to
patients whenever possible, to explain therapy and give full and clear instructions.
Subsequently, in 1995, UK pharmacists were required to counsel patients personally and
ensure that prescription details were understood (Royal Pharmaceutical Society of Great
Britain 1995). Likewise, patients throughout Europe and Scandinavia regularly seek more
information from community pharmacists as they perceive them as accessible and
appropriately qualified. Community pharmacists’ activities have extended to encompass
all issues of ‘medicines management’, including monitoring patient compliance,
modifying drug therapy, communicating medication risk, counselling on the use of OTC
drugs and medication review. In the USA, the development of programmes to deliver
medical aid, benefited from community pharmacists’ input and recommended that
pharmaceutical care be incorporated into such aid programmes to ensure cost-effective
use of the best available therapies.

Pharmacists’ input into medicines management has been increasingly successful. For
instance, pharmacists’ interventions have resulted in safe and effective medicines use and
reductions in drugrelated morbidity. Furthermore, community pharmacy-based PMRs
have been used to reduce drug-related problems resulting from incomplete drug-history
taking on admission to a hospital, whilst pharmacy involvement in discharge summaries,
has reduced prescribing errors. However, the transfer of information between hospital
and community pharmacists, although desirable, is not routine. Three quarters of
hospitals do not routinely supply written information for the patient’s community
pharmacist (Gray et al. 1996; Argyle and Newman 1996). Where communication has
been established, both hospital and community pharmacists are enthusiastic about
working together and the quality of patient care increases.
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Information transfer between the primary and secondary sector

Problems were found to occur with medication following discharge from hospital and it
has been suggested that approximately half of discharged elderly patients deviate from
their prescribed drug regimen. Even when patients bring details of their symptoms and
drugs to all consultations, discrepancies still occur, including changed doses, medicines
being stopped or new ones started. Possible factors for these discrepancies include
incomplete drug histories, continuation of drugs taken before admission, and changes in
drug therapy not attributable to clinical decisions. A lack of information may also
contribute to the incidence of these inconsistencies.

Effective communication between hospital and community sectors is essential to
ensure that practitioners and patients are adequately informed about their discharge
prescription and continuation treatment. Yet problems with supplies of prescribed drugs
continue to be identified. For instance, elderly patients may not be issued with new
prescriptions from their general practitioner following discharge, pre-admission supplies
of prescribed medicines have been found in patients’ homes, and medication
discrepancies have been identified on admission to nursing homes (Burns et al. 1992).
Overcoming these problems requires close liaison between hospital and community
pharmacists, to ensure the effective transfer of drug-related information.

Improving information transfer between hospital and community
pharmacy

Since the early 1990s, the provision of health care has shifted away from hospitals to the
community. The successful provision of seamless care requires co-operation across all
sectors of health care. Communication has been formalised between consultants and
general practitioners, and although the pharmacists’ role in seamless care is recognised,
there has not traditionally been a formalised means of communication between hospital
and community pharmacists.

Pharmacy discharge planning was thus initiated to formalise the provision of seamless
pharmaceutical care as:

‘...the process whereby a patient is moved from one care environment to
another with the assurance that all pharmaceutical requirements, including
information, can be communicated and maintained in a safe, timely, efficient
and user-friendly way’ (Jackson et al. 1993).

The Royal Pharmaceutical Society of Great Britain recommended that there should be
direct communication between hospital and community pharmacists, either by telephone
or letter, but recognised that it would be difficult to implement such a system. There was
a need for community support in continuing pharmaceutical care for elderly patients.
Checklists for hospital pharmacists were designed to assess individual need and plan a
programme of pharmaceutical care to facilitate the safe management of medicines
(Coombes and Horne 1994). This formed a basis for pharmaceutical discharge planning,
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with the patient presenting the checklist at their community pharmacy to aid the smooth
transfer of information.

The checklists initially formed the basis for pharmacy care plans, providing each
identified patient with a visit from their community pharmacist once they had returned
home, to ensure that all their pharmaceutical needs were met. The care plan was a means
of communication between the two health care sectors. Such care plans were, however,
specific for the elderly, labour-intensive and expensive to implement, but did provide a
high standard of pharmaceutical care (Binyon 1994).

At this time a number of studies described the discrepancies between supplies of
prescribed drugs following transfer of elderly patients from secondary to primary care,
though these focussed on elderly patients who tend to be prescribed more drugs than
other patient groups, and move in and out of hospital care more frequently. A study of
general medical patients, investigated the incidence of such discrepancies in the supplies
of prescribed drugs obtained by this patient group as they moved between hospital and
community care. When community pharmacists were provided with information
regarding drugs prescribed at discharge, the number of unintentional discrepancies
observed in drug supplies was significantly reduced (Duggan et al. 1998). This study
recommended that community pharmacists routinely received such information to reduce
these problems following hospital discharge.

The concept of working together to improve patient care does not stop at pharmacists
working with pharmacists across the health care interface but also has implications for
inter-professional working: ‘In a seamless service, organisational boundaries do not get
in the way of care for patients...” (Department of Health 1997)...‘a system of integrated
care, based on partnership and driven by performance...” (Department of Health 1998).

In 1999, the UK Government initiated and implemented Primary Care Groups to shape
services for patients by increasing multiprofessional working within the primary care
sector (see also Chapter 15). Such developments are not isolated to the UK. For instance,
pharmacists in the USA are being urged to take part in the development of drug therapy
guidelines for cost-effective quality care and to ensure the professions become integrated
(Rough et al. 1996).

CONCLUSION

By giving community pharmacists information regarding drugs prescribed at discharge,
they are able to be actively involved in the planning discharge process and reduce
problems with prescribed drugs. Pharmacists, in both primary and secondary health care
sectors, are able to capitalise on their drug knowledge base and, through interactions with
the patients, ensure informed medicines management.
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SELF-ASSESSMENT QUESTIONS

Question 1: Discuss the barriers to successful seamless care and how these have been
overcome.
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Question 2: How does pharmaceutical care fit into the wider agenda of the NHS?

KEY POINTS FOR ANSWERS

Question 1:
Communication between professionals has been repeatedly identified as the main
barrier for seamless care. This communication is particularly apparent when
documenting the development of hospital and community pharmacy over the last
decade. Each sector developed in isolation of the other. Drug-related problems
were seen to occur as a result of poor levels of communication, as simple as the
transfer of information, especially documenting the drugs prescribed to patients.
Developments included:
* Pharmacy checklists
« Pharmacy discharge planning
« Pharmaceutical care plans (especially for the elderly)
« Evidence-based approach to improving seamless pharmaceutical care
« Changing policy through evidence

Question 2:
The concept of working together to improve patient care does not stop at
pharmacists working with pharmacists across the health care interface. This fits
into the current and previous governments’ commitment to increased multi-
professional working.
The developments include:
« Local drive for quality through Primary Care Groups
« Promoting the unique role in the continuous standard of care patients receive
« Pharmacists are the health care professional who can ensure safe and appropriate
medicines management
 Pharmacists must discard the notion of the hospital or community practitioner,
whilst promoting the concept of pharmacist as the professional with medicines
management expertise
The evidence:
* The unique positions of community and hospital pharmacists
e The interactive component of advising or informing patients about their
medicines
« A concordant approach to understanding and informing patient behaviour
towards prescribed drugs
 Pharmacists are increasingly integrated in primary and secondary health care
teams
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Community Pharmacy in Europe

Foppe van Mil

INTRODUCTION

In Europe, pharmacies are places where the public can get medicines. This however, is
the only common denominator. In the past, pharmacy revolved around the manufacture
and provision of medicines, rather than on those who consumed them. However, in the
latter half of the twentieth century extemporaneous preparations largely disappeared in
many European countries, such as Denmark, Greece, Portugal and Sweden. In the
Netherlands they currently constitute 5.3% of all dispensed medicines. In the 1960s and
70s the focus of pharmacists’ activities shifted towards an increased emphasis on the
effects of medicines, namely clinical pharmacy. This change happened throughout
Europe, although the pace of change differed between countries.

Pharmacies in Europe differ considerably in terms of size, staffing and the services
provided, reflecting the independent development of health care across Europe. Before
discussing these elements, this chapter will explore some of the factors which serve to
explain these international variations.

The availability of medicines varies throughout Europe, due to differences in the
registration procedures and policies of their pharmaceutical industries. However, the
introduction of the European Agency for the Evaluation of Medical Products (EMEA) in
1993 will increasingly reduce this variation between countries belonging to the European
Union, although national authorities still have some power under the so called
decentralised procedure. The EMEA’s new system for the licensing of medicinal
products was introduced in 1995.

In most European countries only physicians, dentists and veterinary practitioners are
permitted to prescribe medicines. However, Irish pharmacists have prescribing rights and
in the UK it has been proposed that limited prescribing rights be extended to nurses and
pharmacists (Crown 1999).

PHARMACY EDUCATION

Although there have been attempts to promote international cooperation and
convergence, the content and duration of pharmacy courses vary greatly between
countries. In most countries there has been a shift within the curriculum away from
chemistry and biology, to a more clinical and social emphasis. The Scandinavian
countries, the UK and the Netherlands were the first to incorporate clinical pharmacy into
their curricula and Germany will probably include clinical pharmacy in the official
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pharmacy curriculum in 2000. There are however, still countries within Europe whose
pharmacy education does not encompass clinical pharmacy. Many countries now also
teach social pharmacy, including communication skills, as a separate subject area.

The duration of pharmacy courses varies between four and six years, with the average
age of pharmacy graduates between 22 and 26 years. Subsequently, graduates undertake a
further six months to four years of training before they are fully licensed as pharmacists.
In some countries, some of those involved in the supply of medicines are not university
educated. For example, some Scandinavian countries have receptars, who do not receive
a university education, but have approximately the same rights as pharmacists. Receptars
receive a two and a half year non-university training, which includes nine months’
placement in a pharmacy. They can therefore be compared with the Dutch assistant-
pharmacist. In the Netherlands, these assistant-pharmacists undertake a three year non-
university education which includes a placement in a pharmacy. Both professions may
only practice under (indirect) supervision of a pharmacist.

HEALTH CARE SYSTEMS

The national drug budgets in Europe vary between 9% (The Netherlands) and 26.4%
(Portugal) of the national health care costs in the different countries. The high percentage
in countries like Portugal and Spain (21%) can be explained by the relative low
expenditures on health care in general. This also explains why some governments are
more active in controlling drug costs than others. Nevertheless, the drug’s budget is an
important area for cost containment in most European countries. The cost of drug
consumption, per capita, in 1998 varied between 400 Euros in Spain and 690 Euros in
Switzerland. These differences are only partially due to different pricing systems but are
mainly due to differences in consumption volume. Although the majority of European
countries have a health care system wherein the rich support the poor, the systems for
paying for medicines vary widely. This results in differences in the access of the
population to drugs, depending on individual wealth and insurance systems. The UK is
alone within Europe in having a National Health System (NHS) which has enabled health
care costs, of which the drug budget is a part, to be controlled. Most other countries have
a form of NHS for people with a low income, usually called a sick fund, and a private
insurance system for people having a higher income. However, in some countries the
state supports the insurance companies by paying part of their expenses. The method of
remuneration in different countries is reflected in the administrative burden upon
pharmacies. Co-payment systems vary throughout Europe. A co-payment is that part of
the drug price paid by the patient. This can be a certain percentage, a stepped scale or a
fixed sum. Whatever the patient has to pay to a pharmacist to obtain a medicine is
regarded as the co-payment.

In many countries, e.g. the Netherlands and Denmark, the concept of co-payment has
now been fully accepted. In Germany, the physicians’ drug budgets are limited and they
are being punished financially if they overspend their budgets. In other countries, such as
Hungary, Greece and the Netherlands, governments are trying to influence drug
expenditure by stimulating pharmacotherapeutic discussions between physicians,
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pharmacists and sometimes hospital administrators.

Pharmacies are usually either independent or part of a chain. In Sweden the pharmacy
system is different from the rest of Europe. In fact all Swedish pharmacies are owned by
a ‘company’, Apoteket (called Apoteksbolaget up until 1999). All community and
hospital pharmacists are employees of this company. Although there have been attempts
to break this ‘company’s’ monopoly on drug-distribution, the issue is not scheduled to be
addressed until 2001.

Other providers of medicines

In a number of European countries such as Austria, France, Iceland, the Netherlands and
the UK, physicians may supply medicines to patients, usually in sparsely populated areas.
The reason for this is that pharmacies in those areas are not commercially viable, and
physicians are the most ready source of expertise about medicines. Often they are
supported by pharmacists who compound preparations and occasionally supply drugs to
the physician’s pharmacy. However, in Switzerland dispensing doctors can also be found
in cities and compete with pharmacists for their share of the drug-market.

Veterinary medicines are also sometimes dispensed through pharmacies, for instance in
Finland, Iceland and Luxembourg. In other countries veterinarians dispense these drugs.

Although some attempts have been made to establish mail-order pharmacy in different
European countries, this form of dispensing has not (yet) become popular, probably
because Europe is relatively densely populated compared with the USA. Internet
pharmacies have also not yet really penetrated the European market, although there are
signals that some Europeans are starting to buy their medicines from internet companies.
This applies especially to lifestyle drugs and alternative remedies.

Availability of over the counter medicines

Although Prescription Only Medicines (POM) are routinely supplied from pharmacies,
the outlets for over the counter (OTC) medicines are varied. For a long time OTC
medicines were only available from pharmacies, with the exception of the Netherlands
and Germany where druggists (a person with a license obtained after a two-year part time
non university education) were allowed to sell a limited assortment. The increasing
pressure from the pharmaceutical industry in the 1990s has changed this situation. Many
OTC medicines are now available in many countries through outlets, such as
supermarkets and petrol/gas stations. Some Scandinavian and southern European
countries still do not have this option with all medicines being sold through pharmacies,
although change is imminent. In order to reduce drug costs, there has been a move to
make some previously prescription only medicines available for sale. Consequently, the
sale of OTC medicines from pharmacies and other outlets in some countries has
increased (see also Chapters 9 and 10).

Professional protection

In the past, throughout Europe, only pharmacists could own a pharmacy (one pharmacy,
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one pharmacist). This is now changing, since governments want to introduce more
competition in the distribution process for medicines, in anticipation that costs will be
reduced.

In some countries, the government or pharmacy’s professional body regulates the
establishment/registration of a pharmacy. In the Scandinavian countries and the
Netherlands the latter system resulted in relatively large pharmacies. In the Netherlands
and Iceland this system has recently been abandoned. In Iceland this has resulted in
smaller more competitive pharmacies, but in the Netherlands no similar effect has been
observed. In Denmark and Norway the number of pharmacies is still restricted, and to
become a pharmacy owner involves a rather complicated selection procedure, which
ultimately benefits elderly pharmacists. However, in both countries, that system is under
political pressure as well, and in Norway, will change in 2001.

The size of pharmacies in Europe

The size of pharmacies in Europe shows large differences (Table 4.1). In some countries,
pharmacies serve relatively small populations (i.e. there are a large number of pharmacies
serving a relatively small population), e.g. those in France and Spain, which on average,
serve less than 3000 people, whilst in Greece an average pharmacy serves only 1900
people. By contrast, the average Danish pharmacy serves a population of nearly 18000,
though in Denmark there are satellite pharmacies which are an organisational part of the
main pharmacy.

Although there is a clear correlation between the number of clients and the average
size, calculated as surface area of the pharmacy, it is remarkable that this average surface
area also shows a large variation (Table 4.1).

The amount of time devoted to each customer in a pharmacy also shows variation
between countries. If one only considers the prescriptions dispensed to clients per
licensed staff member, then a staff member in Finland dispenses on average 24
prescriptions daily, in Great Britain 76, and in Spain 140 prescriptions per day. These
numbers are a reflection of the internal organisation of pharmacies. In Finland for
instance, the pharmacist often sits behind a desk when assisting the client. Packages are
opened and tablets counted. All medicines are dispensed with an individual label. In
Spain packages are never opened and the stock in the (small) pharmacies is limited.

Table 4.1 Average size and population served by community pharmacies

Country Average population Average size in m?

Austria 7841 200
Croatia 7385 100
Denmark 17869 470
Finland 6599 104
France 2667 80
Germany 3883 165
Greece 1143 47

Hungary 4878 80
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Iceland 5556 200
Italy 3563 60
Luxembourg 5429 120
Netherlands 10263 240
Norway 12760 270
Poland 6094 150
Portugal 3958 85
Spain 2075 70
Sweden 7368 300
Switzerland 4245 217

The staffing of pharmacies in Europe

Depending on its size, a pharmacy may have one or as many as ten pharmacists. Where
there are many pharmacists, there are usually few non-trained staff employed. In many
countries, pharmacy staff members are licensed, the exceptions being Greece, Spain,
France and the UK. These non-pharmacist staff members can perform some of the
dispensing tasks in a pharmacy. Their education, however, shows a broad variation.
Whereas in the Netherlands assistant-pharmacists are allowed to dispense drugs without
the necessity of a pharmacist on the premises, in almost all other countries the pharmacist
must be present and must supervise and control the dispensing process carried out by
assistants or technicians. This supervisory role does not require the pharmacist to control
all activities of a trained assistant, rather the pharmacist must have overall control of the
pharmacy.

The range of products available from European pharmacies

In Europe, dispensing of prescribed medicines comprises approximately 80% of a
pharmacy’s financial turnover. However, in Switzerland this figure is only 50%. In some
countries, pharmacies are heavily dependent on the sale of non-medical items such as
cosmetics and food. In Croatia, Italy and Ireland such items add more than 20% to a
pharmacy’s turnover. Cosmetics are particularly important in Portugal, Great Britain and
Ireland where they account for more than 10% of the turnover. OTC medicines constitute
a large proportion (around 30%) of pharmacies’ turnover in countries such as Sweden
and Switzerland.

The place of alternative medicines (herbal and homeopathic drugs) in pharmacies
varies, partially as a result of the historical developments in a particular country. In
Germany and the Eastern European countries for example, they are much more
prominent than in the Scandinavian countries, where they currently have a minimal place
in health care.
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The services provided in European pharmacies

Clinical pharmacy services

As pharmacists have embraced clinical pharmacy as a concept, their concern about
adverse effects and drug interactions has increased and they have found a new role in the
protection of patients from undesirable drug effects and drug-related problems. In most
countries this role is poorly structured and involves performing retrospective drug use
evaluations (see also Chapter 22). Prospective drug use evaluation, or medication
surveillance, is not yet standard in Europe although it certainly is part of the Good
Pharmacy Practice (GPP) concept in most countries.

Reliable medication surveillance can only be performed using a computer and when
key patient related data such as indications and contraindications are accessible. Although
the majority of community pharmacies in Europe are computerised, these systems were
not originally developed for a clinical pharmacy function, but rather to enable the billing
for the drugs dispensed and for labelling of medicines. Additionally, in most
Scandinavian countries privacy laws prohibit pharmacists from keeping patient-data for
an extended period of time on a computer.

Well-developed computerised medication surveillance can be found in the
Netherlands, but even here the indications for drug use are not available to the
pharmacist. In Iceland and Denmark concurrent drug use evaluation is always carried out
when patients present a prescription in the pharmacy. However, in these countries
essential patient data are also missing and, unlike in the Netherlands, patients in Iceland
and Denmark do not always go to the same pharmacy. In Austria, Croatia, Poland and
Sweden no medication data are kept in the pharmacy (see Chapter 22 for further details
on medication surveillance methods) for the time being.

Pharmaceutical care

Around 1990 in many European countries the focus of the pharmacist’s activities started
to shift from the drug to the patient. This was due in part to the pharmaceutical care
philosophy, developed first by Hepler and Strand (1990) in the USA. Currently, most
countries are trying to incorporate pharmaceutical care into the pharmacy systems,
stimulated by the national pharmacists’ organisations and the International
Pharmaceutical Federation (FIP). In practice many barriers to this implementation
process are apparent throughout Europe as shown in Box 4.1. Universities and national
pharmacists’ organisations are now trying to address these barriers.

Pharmaceutical care has not yet been assimilated across Europe. No clear change in
pharmaceutical practice can yet be noted in Italy, Greece and the former Eastern
European countries. The opportunities for pharmaceutical care appear to be greatest in
countries with large, well-equipped pharmacies such as those in Scandinavian countries
and the Netherlands, where the time and money barriers are not major issues.
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* Lack of resources

Lack of pharmacist’s time

The attitude and opinion of other health professionals
Inadequate communication skills by pharmacists

The health care structure in general

Box 4.1 The major barriers to implementing pharmaceutical
care as identified in a study of the Pharmaceutical
Care Network Europe (PCNE) conducted by the
University of Groningen in 1998-99

Another major barrier is where patients do not always visit the same pharmacy. In most
countries except Greece, Iceland, the Netherlands, Norway and Switzerland less than
80% of the people visit the same pharmacy when they need medicines. Because care is by
definition, a process over time, this is an important consideration.

Diagnostic testing

In the past, a wide range of diagnostic tests have been conducted in pharmacies. Urine
tests, for example, are performed by almost all pharmacies in Denmark, Germany,
Iceland, Spain and Switzerland, but not elsewhere. In the same countries plus Portugal
and Italy, patients can go to almost any pharmacy for a blood-pressure test. Spain is the
only European country in which the majority of pharmacies offer glucose testing.
Although the performance of blood and urine tests in pharmacies was quite common at
the beginning of the twentieth century, in most countries these activities are now
performed by specialist laboratories.

Drug information to the public

Most pharmacies in Europe provide drug information to the public, although this has not
always been the case. In many countries, physicians have long claimed the right to
provide patients with drug information as they feared patients would become confused if
they received such information from different sources. However, when the
pharmaceutical industry began to inform the patient (because of liability issues) the
situation changed. Patients often became upset when reading information leaflets in
packages and sought other sources of information. In the 1970s pharmacotherapy was
included in the pharmacy curriculum in most countries and consequently pharmacists
have the knowledge to provide appropriate drug information to the public. The
spontaneous provision of information from pharmacies is still limited. In Austria,
Denmark, France, Germany, Greece, Poland, Portugal, and Switzerland, medicines are
not labelled when dispensed. In most countries medicines are dispensed with special
patient information leaflets, either from the pharmaceutical industry or from the
pharmacy. However, this is still not routinely the case in Finland, France, Iceland,
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Ireland, Norway, Portugal, and the UK.

Drug information to other professionals

In some countries, pharmacists also provide drug information to other health
professionals, especially general medical practitioners. This activity is still developing,
and depends on an appropriate relationship between pharmacist and physician (see also
Chapter 15). In Croatia, Greece, Ireland, Italy, Poland, Portugal and Switzerland,
pharmacy organisations have reported that the relationships between the general
practitioner and pharmacist are ‘not so good’. However, governments are looking for
pharmacists to influence prescribing patterns to achieve cost containment. In the
Netherlands, for example, there are regular pharmacotherapeutic meetings between
general practitioners and community pharmacists. All pharmacists and general
practitioners attend regional or local meetings at least once every two months.
Prescription data are used to analyse and influence general practitioners’ prescribing
behaviour (de Vries et al. 1999). In Norway, Germany and Switzerland, attempts are now
being made to introduce a similar system.

CONCLUSION

Most pharmacies in Europe are moving towards a pharmaceutical care practice
philosophy. Although it is still unclear what pharmaceutical care means in different
countries, the patient is increasingly becoming the focus of pharmacists’ attention.
Concomitantly, clinical pharmacy has become increasingly important, as has the
provision of information to patients and health professionals.

It is clear that throughout Europe, pharmacies are under financial pressure even though
medicines are usually the cheapest treatment option available in health care.
Governments are seeking to reduce their health care budgets, and in particular their drugs
budget. Well educated pharmacists and influential pharmacists’ organisations are
required to inform these developments and facilitate the future development of
pharmaceutical service delivery across Europe.
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SELF ASSESSMENT QUESTIONS
Question 1: What major factors can you identify which influence pharmacy practice in

the different European countries?

Question 2: What kind of differences can you recognise in the products available in
pharmacies over Europe?

Question 3: What would be the influence of the staff size of a pharmacy on
professional possibilities, and what outcome(s) would the staff size possibly affect?

KEY POINTS FOR ANSWERS

Question 1: Pharmacy education and health care systems

Question 2: There is a large variation in the availability of nonmedical articles and
herbal remedies

Question 3: e.g. time available to serve a client, chances for pharmaceutical care,
chances for the provision of additional services. The outcome affected will be
patient satisfaction and possibly also clinical outcomes
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INTRODUCTION

In the USA there are fundamentally two types of health care system. The privatised
health care system, encompassing 80% of the population, is financed by premium
payments. The other system, covering 20% of the population, is financed by the
government schemes: Medicare and Medicaid. In the Medicare system free inpatient
medicines and hospital treatment are provided to those aged 65 and over and the disabled.
It excludes several types of treatment and nursing homes. The Medicaid programme
provides medical cover for poor people aged under 65 years who cannot afford to pay
insurance premiums. In the privatised systems, a premium is paid based not on the ability
to pay but on the services required and the probability of being sick. With insurance
schemes a health premium is paid to an insurance company and the individual is free to
go to any doctor or hospital for treatment. Insurance companies pay the bill. This has the
disadvantage of high costs for the insurance company as there is no direct control on the
provider of health care. In health maintenance organisations (HMQOs) the health insurance
company and the provider of health care have a contract with each other. The individual
is restricted to the doctors and hospitals nominated by the insurance company. HMOs
have subsequently become managed care organisations (MCOs) (see later).

Health care in the USA is provided by a range of differing organisations (see Box 5.1).

* Private, not for profit (e.g. Blue Cross/Shield)

* Voluntary not for profit (e.g. religious groups, industrial unions
and cooperatives)

 Federal Government systems (e.g. Veterans Administration,
Indian health services, prisons, etc.)

« State and Local Government services (e.g. State university
medical schools, etc.)

» Academic Medical Centers, attached to their teaching hospitals
and speciality clinics

Box 5.1 Organisations providing health care in the USA

Pharmacy as a component of the overall health care system must be compatible with it.
Growing expenditure on pharmaceuticals over the last decades has motivated employers,
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insurers and managed care organisations to better manage this cost. Between 1980 and
1990 prescription expenditures grew by an average of 9% per year, with prescription
prices outpacing nearly all other goods and services during the same period, the total
prescription drug expenditures reached $93.4 billion in 1998.

The US pharmaceuticals market is comprised of several sub-markets. There is the
conventional fee-for-service sector where there are usually only two parties, the
prescriber and the patient. Here, a branded drug product is usually prescribed, free from
any formulary or other controls. The patient pays for such medications out of their own
pocket, or in some cases, is partly or wholly reimbursed by an indemnity health insurer.
A second market is the institutional one, including hospitals, long-term care facilities,
governmental facilities, prisons, the military, and veterans care centres. Most often, these
large buyers make purchase decisions based upon annual tenders or solicited bids and use
generic products wherever possible.

A third market is the managed care market where branded and generic products are
used, based upon negotiations between manufacturers and managed care organisations,
regarding price, rebates and market share requirements. If an HMO was able to guarantee
that a particular product would maintain 90% of its therapeutic category sales, that HMO
would be able to purchase that product for its patients at a lower price than an HMO
guaranteeing a market share of 60%.

THE US HEALTH CARE SYSTEM

It might be more accurate to describe the US health care environment as a non-system.
Unlike the UK, where an overwhelming majority of care is provided, and paid for, by a
single organisation, the National Health Service, in the USA, there exist simultaneously,
a number of systems that do not routinely communicate with each other. This can lead to
inefficiencies, duplication, and ultimately, increased costs. This has a historical basis. The
founders of the USA escaped religious and other persecution and believed in ‘small
government’ that would do only what people could not do for themselves.

The different religious groups established their own hospitals to care for their own
communities as well as to provide for the poor. This was accomplished independently of
what was happening or being planned by other religious denominations. The military
services created a health care system of ambulatory sites and hospitals to take care of
their members, and dependants. The Veterans Administration established a network of
hospitals and clinics to serve those no longer in the military services. Medical faculties
provide care at major university sites to generate revenue, to provide patients for teaching
and research purposes and to offer their expertise in difficult and complex situations.
Cities and counties have established hospitals, originally for treatment of the poor, and to
compete with other urban areas, to attract industry, jobs and people interested in having
services nearby. Prisons have health services, and there are student health facilities at
colleges, nursing homes and mental health care centres. There is also another huge
establishment, the “for profit’ chains of hospitals, longterm care facilities, and emergency
care centres.
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PHARMACEUTICALS

There has been food and drug legislation in the USA since 1906. While it originally dealt
with adulteration and mis-labelling of products, it has gradually evolved into the Food
and Drug Administration (FDA), that today regulates food, drugs, cosmetics, medical
devices and radiation emitting equipment. There are only two categories of
pharmaceuticals:

« Those which require a prescription from a duly licensed practitioner (physician,
dentist, veterinarian, osteopath or optometrist). Some pharmaceuticals (i.e.
controlled substances) are controlled more carefully than others

« Those which may be sold anywhere, without any professional supervision

The latter group may be sold in any type of store, vending machines, door-to-door, mail
order, and are typically found at gasoline stations, hotel gift shops and convenience
grocery markets.

The FDA evaluates safety and efficacy only. Price is a separate matter for the
manufacturer to determine and for the marketplace to evaluate. The FDA approves the
label and in particular, the claims made for the product. It is not necessary to ask for
advance approval of marketing and advertising materials since the manufacturer knows
the limits of what claims have been approved. The FDA monitors the media and has the
ability to stop advertising that does not portray a fair balance between benefits and risks,
or activities that exceed the approved claims. A recent phenomenon in the USA is ‘direct
to consumer’ advertising of drug products requiring prescription. A manufacturer might
advertise to the public on television or in print that: ‘It is no longer necessary to suffer
from your allergies. Effective medication is now available. Ask your physician to
prescribe XYZ Tablets for you.” The FDA also monitors this.

Over the counter (OTC) medicines include antihistamines for allergies and as
hypnotics, topical steroid creams and ointments, topical antibiotic agents, H, antagonists
for ulcers, hair restorers, phenylpropanolamine as a decongestant and dieting aid and
dextromethorphan as a cough suppressant. In addition, there are many thousands of
preparations that have been available OTC for many years such as aspirin, some non-
steroidal anti-inflammatory drugs (NSAIDs), antacids, wart removers, laxatives, vitamins
and minerals.

Until the mid-1960s, a pharmacy transaction was a two-party interaction. The first
party, the patient, brought a prescription to the pharmacy. The second party, the
pharmacist, dispensed medication and charged a fee to the patient, who paid that bill.
Sometimes, that patient would have indemnity health insurance and would submit the
receipt for the prescription to the insurance company for eventual reimbursement. In the
mid-1960s, the government Medicaid program was introduced. This included outpatient
prescribed drugs for these unable to pay for their own medication. At the same time,
some trade unions obtained prescription drug benefit coverage, adding to their coverage
of hospital and doctor services.

It is often said that: ‘He who pays gets to call the shots.” This is equally true with a
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drug benefit. Certain events occur in the USA that are not permitted in other countries.
The payer establishes a network of retail pharmacies which agree to discount the
dispensing fee. A typical scenario would be where the usual and customary pharmacy
dispensing fee is $5.00 and where an insurer visits pharmacies, saying that the workers of
Zoom Motorworks will have a new medical insurance plan that includes prescribed
medicine. They are to print a directory of pharmacies where these prescriptions may be
dispensed at a copayment fee of only $2.00 per prescription. Your shop can be in that
directory if you agree to accept a dispensing fee of $3.00. In such a case, you collect the
$2.00 from the patient and $1.00, plus the ingredients cost from the health insurance
company (Navarro and Wertheimer 1996).

The pharmacist appreciates that $3.00 is lower than the customary payment, but may
agree on the basis that an increased number of customers will visit the shop, some of
whom will also purchase additional merchandise while waiting for the prescription to be
dispensed.

MANAGED CARE

Health insurers had little choice other than to reimburse for services rendered. However,
this was not acceptable for progressive, pro-active firms that wanted to have a say about
care, and not only pay the bills retrospectively.

In the mid to late 1970s, some health insurers evolved into Health Maintenance
Organizations (HMOs). They managed care as well as costs, established utilisation
review procedures, case management and cost control efforts and made contracts with
physicians, hospitals and pharmacies that would offer discounts based on their bargaining
power. Just as they set up their own network of community pharmacies, they sought
discounts at local hospitals and sent all of their patients to those one or two hospitals
offering them the lowest prices. For instance, they might ask for bids from
ophthalmologists for cataract removal procedures. If the going rate was $2000, they
would accept an offer of $1500 from one clinic for a two-year contract for ALL of their
patients requiring cataract removal. In two years, the bidding process would begin again,
and those ophthalmologists who were excluded for the past two years could be expected
to be aggressive bidders, perhaps opening offers at $1200 this time around.

HMOs subsequently became managed care organisations (MCOs). They were able to
compare the cost of prescribing, number of patients seen, etc., for different locations. Just
as they limited the number of ophthalmologists, they also limited the number of
pharmacies, and controlled the variety and selection of drugs they would pay for. This
was accomplished through the use of a formulary, a booklet listing all the prescription
medicines for which the MCO would pay.

MANAGED CARE PHARMACY

Managed care organisations place limitations on each of the participants in the health
system. Patients have some incentives and disincentives to influence their choices and
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have to face some limitations. Physicians have limitations on what they can prescribe and
pharmacists have constraints on their pricing and on what items they can expect to be
paid for. Let us examine these instruments of cost containment and quality assurance.

Formularies

There are two basic types of formularies: positive and negative. Positive formularies are
vastly more popular for a number of reasons. They are inclusive and specify which drugs
are eligible for reimbursement. If the practitioner does not find the beta blocker required
in the formulary, the beta blocker section will present acceptable alternative agents in that
category. The positive formulary gives control to the publisher. If it is not listed, it is not
paid for. A negative formulary is exclusive and lists drugs not covered. There is a
constant battle to use a positive formulary, which lists each new product as it is marketed,
hence excluding the product until enough information is available or until such time that
the formulary committee can discuss it and make a decision. A negative formulary is a
never ending endeavour and must be revised almost constantly.

Formularies serve several purposes. They may be used as an instrument to eliminate
inferior, less effective or more dangerous items. They can be a tool to contain costs by
including only the least costly items in each category or those found to be optimally cost-
effective. And they may be used as a revenue source. Some managed care organisations
ask a fee from manufacturers to have drugs listed in the formulary. There are business
negotiations undertaken routinely where an additional discount is offered to MCOs if a
specified product achieves a certain market share.

Co-payments

Co-payments are fees charged to the patient at the time of dispensing. There have
traditionally been two co-payment levels; one for drugs in the formulary and one for non-
listed medications. A typical co-payment for a covered drug varies from $6.00 to $12.00.
The co-payment for non-formulary items can be $20.00 to $35.00 or more and would
serve as a strong incentive for the patient to authorise the dispensing of the cheaper
medication. This was the conventional system, but a new feature is being added widely
around the country—the use of a third copayment level. The third level is usually the
least expensive if the patient is willing to accept generic (multi-source) medications.
Here, the generic drug might have a $4.00 co-payment; the branded formulary-approved
item $8 per dispensing act, and the non-formulary medication might require a payment of
$35, for a one-month supply (Wertheimer and Navarro 1998).

Prior authorisation is used as an interim step. Often it is used as a utilisation
management tool until a formal formulary decision is made. Providers might have to
telephone the MCO and describe the rationale for the new or authorisation-requiring
drug. The mere fact that a telephone call is required usually serves as a deterrent to its
use. Prior authorisation is seen as reasonable for drugs with a high liability due to off-
label (i.e. unconventional) usage.

A patient brings his or her plan membership card and the prescription to any pharmacy
participating in the network of community pharmacies. The pharmacist enters the patient
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identification information and the prescription data into the computer and instantly
receives a message from the Pharmacy Benefit Management (PBM) company or directly
from the MCO. Patient eligibility is checked, the co-payment rate is provided to the
dispensing pharmacist and a drug utilisation review (DUR) process is initiated. If the
drug is contraindicated with other drugs used by that patient, dispensed at any network
pharmacy, a message is sent to the dispensing pharmacist, alerting the pharmacist to the
situation. Similarly, if a sugarcontaining syrup is prescribed for a diabetic patient, that
would be called to the attention of the pharmacist.

Not visible to the pharmacist or patient are the data gathering functions of the
computer system. It is typical for PBMs to track the percentage formulary compliance of
the physicians, percentage generic drug use, cost per patient, average cost per
prescription, total cost for prescribed drugs, compared to other physicians within the
same category and location.

DRUG DISTRIBUTION SYSTEM

The vast majority of prescription medicines are dispensed through community
pharmacies, with a growing percentage through large corporate chains, pharmacies
located in supermarkets and from mail service pharmacies. Recently, internet based
pharmacies have emerged, though these generally use a mail service pharmacy to deliver
drugs. While their market share is currently small, it is expected to grow rapidly due to its
convenience, speed and price advantages.

PHARMACY PERSONNEL

Pharmacists attend university for a six-year program leading to the Doctor of Pharmacy
(Pharm. D.) degree. This usually comprises two years in general studies followed by four
years at a pharmacy faculty. After the university requirements are satisfied, a state
licensure examination is sat. Each of the 50 states conducts its own examination.

It is common to see the pharmacist assisted by a certified technician or assistant.
Technicians are most widely used in hospitals, and in the mail service pharmacy areas.
State laws usually regulate the maximum number of assistants who may be supervised by
one pharmacist. In the future we will see an increasing incidence of robotics and
automation within pharmacies.

CANADA AND MEXICO

Canada has a type of national health insurance program, operated through each of the
provinces and territories. Essentially everyone is covered. Fees are established centrally
and there is a combination of public and private institutions, which work side-by-side.
Benefit design varies slightly from province to province. The provincial governments
determine their own formularies. Virtually all Canadian residents are included in the plan.



Pharmacy practice 68

The same drugs as in the United States are marketed by the same multinational firms
within the Canadian market.

Mexico is more difficult to characterise since three systems operate independently and
in parallel. A large social security system operates that provides care for the poor.
Another huge system provides care for government employees and some employees of
government-owned firms. Both of these groups have formularies and other utilisation
controls. There is also a robust and rapidly expanding private sector made up of fee-for-
service care and the newly emerging managed care and indemnity health insurance
market places.

Unlike its sister North American nations, one may walk into a Mexican pharmacy and
purchase over the counter nearly all drugs with the exception of narcotics and scheduled,
abusable products. The personnel at pharmacies are usually minimally educated lay
people. Prices are frequently half of those in the USA or Canada. Mexico also shares one
positive feature with Europe, not seen in the USA or in Canada: pre-packaged medicines.
In the US, the pharmacist dispenses a prescription for 36 or 45 or 90 tablets by counting
that number of tablets from a bottle of 500 or 1000 tablets.

CONCLUSION

Pharmacy is practised differently in every region of North America reflecting different
social, political, economic, historical and financial traits, customs and traditions. It is
impossible to say which systems are ‘right’. Likewise, it is would be over simplistic to
state which systems are ‘best’. Some are more efficient or more controlled, but the basic
question is whether the drugs/pharmacy sector can satisfy local expectations and remain
compatible with changes and improvements in the overall health care delivery system.

All three of these systems are vastly different from the health care delivery
characteristics seen in other countries and yet they appear to function adequately. It
remains an intriguing question as to whether certain system features might have universal
benefit and be applicable elsewhere.

FURTHER READING

Fincham, J.E. and Wertheimer, A.l. (1998) Pharmacy and the US Health Care System
(2" Edn.), Haworth Press, New York.

Health in the Americas (1998 Edition) Pan American Health Organization, Washington.

Raffel, M.W. (1980) The US Health System: Origins and Functions, Wiley, New York.

Health Statistics from the Americas (1998 Edition) Pan American Health Organization,
Washington.

Wertheimer, A.l. and Smith, M.C. (1989) Pharmacy Practice: Social and Behavioural
Aspects, Williams and Wilkins, Baltimore.



Pharmacy in North America 69

REFERENCES

Navarro, R. and Wertheimer, A.l. (1996) Managing the Pharmacy Benefit, Emron,
Warren, New Jersey, p 53.

Wertheimer, A.l. and Navarro, R. (1998) Managed Care Pharmacy: Principles and
Practices, Haworth, New York, pp 318-20.

SELF-ASSESSMENT QUESTIONS

Question 1: Describe the structure of the US health care system.
Question 2: What are the different categories of drugs sold in the USA?

Question 3: Why did indemnity health insurance firms move to become Managed Care
Organisations (MCQs)?

Question 4: What are the advantages of a positive formulary over a negative one?

Question 5: Describe the US Medicaid and Medicare programs.

KEY POINTS FOR ANSWERS

Question 1: A ‘non-system’ comprising a large number of parallel and often
duplicative service providers, having little communication with each other, from
governments, religions, for profit firms, etc.

Question 2: Two general categories:
« Over the counter (OTC) drugs—can be sold at any site: pharmacies, gift shops,
vending machines, mail order, door-to-door, grocery stores, etc. Copious label
information negates the need for any professional supervision.
 Prescription drugs—can only be sold pursuant to a practioner’s order.
Prescription orders can be telephoned, faxed or e-mailed to the pharmacy, except
for controlled (abusable) substances, where additional controls are in place.

Question 3: Indemnity health insurance (reimbursing) firms cannot manage,
influence or control what they do not know about until after the fact. MCOs can
dictate what services will be used by patients and from where they will be
obtained.
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Question 4:
* A positive formulary does not include items (including new drugs) until action is

taken to list them
« A negative formulary is always behind newly introduced products that can arise

without warning

Question 5:
» Medicaid is a welfare type program for persons who qualify as being medically
indigent
* Medicare, operated by Federal Government, is a health insurance program for the
elderly, independent of wealth or income. Workers pay premiums during their
working years to the Federal Government
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Pharmacy in Developing Countries

Felicity Smith

INTRODUCTION

The United Nations (UN) classifies countries into developed (or industrial) and
developing, based on their level of economic and industrial development. A sub-group of
developing countries are designated as least developed countries (LDCs). These are
countries with very low per capita income. Based on this classification, in 1998, of 179
countries, 50 were classified as industrial and 129 as developing of which 48 were
designated as LDCs. Despite this classification, there are countries which possess some
features typical of developed and other characteristics typical of developing countries.
For example, countries in the Middle East, have been described as being neither
exclusively developed or developing, but ‘in-between’ with wide variations of wealth
(Stephen 1992).

The classification by the UN corresponds to many important national features of the
political, social and economic profile of a country. These features are reflected in the
resources available for health care, the provision and delivery of health services, the
health status of the population, as well as the role of health professionals and patterns of
drug use. Many of the poorest developing countries are hampered in their endeavours to
improve the economic, social and health status of their populations, because of having to
service vast debts to industrialised countries.

The World Health Organisation (WHO) has identified particular problems in
developing countries in relation to the supply and use of drugs. In response to these
difficulties, the WHO believes that pharmacists can make an important contribution in
health care, by promoting the safe and appropriate use of medicines (World Health
Organisation 1988a).

This chapter will discuss the delivery of pharmacy services in the context of political,
economic and social outlooks of developing countries, patterns of health problems and
wider health service policy objectives and provision. The roles of pharmacists and the
practice of pharmacy should reflect the specific health needs and health care problems of
developing countries. Although, there are differences between developing countries, there
are also many similarities which result in common issues for pharmacy services.
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HEALTH IN DEVELOPING COUNTRIES

Patterns of morbidity and mortality

There are striking differences in the morbidity—the distribution of disease in a
population—and mortality patterns—the distribution of deaths as a proportion of the total
population—between developed and developing countries (see Box 6.1). Although many
developing countries are experiencing changes in morbidity and mortality,

In 1997, approximately 43% of an estimated total of 40 million
deaths in developing countries were due to infectious and parasitic
diseases. In developed countries this was the cause of only 1% of (a
total of 12 million) deaths. Circulatory disease is a major cause of
mortality in developed countries (46% of deaths in 1998), although
this has begun to decline. What is notable is that in developing
countries deaths from circulatory disease (although still accounting
for lower proportions of deaths than in developed countries) increased
from 17% to 24% in the period 1990-1997 (World Health
Organisation 1998).

Box 6.1 Examples of differences in mortality patterns for
developed and developing countries

towards patterns generally associated with developed countries, nevertheless, in
developing countries, diarrhoea, malnutrition, malaria, HIV infection, tuberculosis and
other tropical infectious diseases persist as major health problems. The patterns of
morbidity and mortality will be important determinants of the drugs required, and
pharmacy services should be geared to the health needs of the country.

There are marked differences in the population structures of industrialised and
developing countries, with developing countries having higher proportions of younger
people. However, as in industrialised countries, the populations of developing countries
are also ageing, which will have implications for health care needs and provision. Despite
this, infant mortality remains high. In the least developed countries, in 1995, 40% of
deaths were children under 3 years. Although this is projected to fall as these populations
age, it is still projected that in 2025, 23%. of deaths will be in this age group (World
Health Organisation 1998).

In main developing countries mortality and morbidity rates, health status and health
care provision vary significantly between urban and rural areas. In general, access to
amenities such as clean water, sanitation facilities and health care are better in urban
areas.
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Determinants of health

The relationship between poverty and health, both between and within countries, is
widely acknowledged. Many people believe that poor health and poverty are so closely
linked that major improvements in the health status of the world’s poorest people cannot
be realised without addressing the underlying political, economic and socioeconomic
factors. The low levels of economic development and the lack of finance is reflected in
the extent and quality of infrastructure, education, housing, transport, social support,
enforcement of law, nutrition, etc, all of which affect health status, and the ability of
governments and health professionals to provide appropriate services to address the
health needs of their populations. In favouring primary health care, the WHO identified
the need for an approach to health care which emphasises low-technology, preventative
services rather than high-technology curative care, with community-based provision,
based on local resources and services, targeted at local priorities and needs.

A landmark in the development of health policy was the International Conference on
Primary Health Care which took place in Alma-Ata in 1978. This conference called for a
new approach to health and health care that would lead to a more equitable distribution of
health care resources, and emphasised that primary health care would be the most
effective means of achieving this. States were invited to formulate, strengthen and/or
implement strategies to achieve a goal of ‘health for all by the year 2000°. Many
countries did so. In the subsequent decades, some countries achieved vast improvements
in the health status of their populations. However, in many LDCs difficulties in providing
basic health services to many population groups persist.

The WHO, in promoting primary health care to address the extreme health problems in
developing countries, recognised that these problems were a result of complex
interactions between political, social, economic, environmental and lifestyle factors; and
that they needed to be tackled as such. For example, the lack of access to clean water is a
major health hazard for many people. In many developing countries, especially in Africa,
there is a high prevalence of waterborne infectious disease. Schistosomiasis (bilharzia) is
transmitted as a result of faecal or urinary contamination of water in which people bathe.
There are an estimated 300-500 million cases of malaria annually and between 1.5-2.5
million deaths, most of which occur in sub-Saharan Africa (WHO 1998). Dehydration
from diarrhoea as a result of gastrointestinal infestation is a common cause of death
among young children.

Health status is inextricably linked to the role and opportunities of women in society.
Investment in the education of women is seen as an important factor, both as a mark of,
and in promoting, political, economic and social development in society. In the LDCs, in
1995, an estimated 51% were believed to be illiterate, the majority of whom were women
(UNESCO figures quoted in World Health Organisation 1998). In most households and
societies, informal health carers are predominantly women. Thus, the increased emphasis
on the education of girls and women, both contributes to health care indirectly though
promoting socio-economic development, and directly as a result of informal carers being
in a position to understand more about health problems and the use of drugs and other
therapies. It is to women that information about health and medicines should principally
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be targeted. llliteracy, especially among women, has major implications for the provision
of pharmacy services in developing countries.

Although many health problems in developing countries are rooted in poverty and low
levels of development, it is clear that problems cannot be addressed by the health sector
alone. Problems are often compounded by a lack of high quality facilities and
professional services (including pharmacy services) where they are most needed. Drug
therapy exists for many of the most prevalent health problems in developing countries.
However, as a result of wider problems, these drugs are often not available when needed,
and although pharmacists could assume an important role in providing guidance on their
use, they too are often in short supply.

THE PLACE OF PHARMACY

Health care world-wide is a mixture of public and private provision. Pharmacists may be
formally integrated within a national or public system or they may exist as independent
practitioners alongside other professionals or organisations providing health care. In
some countries, a public or a private system predominates, in others different systems
exist side by side. Even in countries in which most health care is financed by private
individuals (by direct payment or voluntary insurance) and/or provided by commercial or
voluntary organisations, some public sector involvement is usual. In general, public
sector provision provides at least a basic service for the poorest people in society, for
whom health care would otherwise be inaccessible. Similarly, in countries with health
services funded from general taxation or compulsory insurance, some health care is
invariably purchased by individuals from private organisations.

In many of the poorest countries, publicly provided health care is often inadequate to
meet the basic needs of the population, even though a high proportion of the population
may depend on it for their care. Health insurance schemes exist in many developing
countries. These are not generally comprehensive, being either private voluntary schemes
in which people opt to pay a premium and in return receive specified services as required,
or public sector schemes which are commonly restricted to specific sectors of the
population. For example, in Egypt, the Government Health Insurance is available to
public sector workers.

In many developing countries, a private health care market, funded by private
individuals (or voluntary insurance contributions) and provided by private practitioners or
institutions, exists independently from the public sector. As in any market, the services
provided in the private sector are generally those for which purchasers are able and
willing to pay. It is generally the most affluent individuals in any society who are able
and willing to purchase health care privately. Thus, the services provided in the private
sector are largely geared to their perceived needs. In developing countries, urban
populations tend to be wealthier. Consequently, health professionals often prefer to work
in cities, and private sector health care tends to be concentrated in urban rather than rural
areas.

Within developing countries there are often huge discrepancies in wealth, health and
access to health care. Again, these often follow the urban-rural divide: hospitals, well-
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equipped clinics and private health facilities being more accessible in the urban areas.
The more wealthy people in developing countries are often keen for resources to be
directed to high-technology curative services of a standard that approaches those of
industrialised countries. Directing health personnel and resources to primary care in the
poorer rural areas requires a tough political will, and has perhaps limited the
achievements of primary health care in many countries. In discussing health care in the
Arab world, Stephen (1992) describes how politicians, particularly in developing
countries, are pressurised by the educated urban classes and the majority of the medical
profession to promote high-technology hospital-based services, rather than focusing on
primary health care initiatives designed to improve the health status of poorer people in
the rural areas.

Drugs account for a significant proportion of health expenditure. Many developing
countries are unable to find sufficient funds to ensure continuous supplies of essential
drugs to remote areas. In some publicly funded facilities, consumers are expected to
make some payment on using a particular service; these contributions are termed co-
payments, e.g. prescription charges or contributions to the costs of drug therapy.

Charging for health care, including drugs, may deter people in need of services or
therapy from using them. This may be particularly detrimental when long-term drug use
is important for successful therapy, when symptoms may subside before the end of a
course of therapy, and for people with very low incomes. However, co-payments also
provide the health sector with a much needed source of finance.

A system of co-payments was the basis of the Bamako Initiative of the United Nations
Children’s Fund (UNICEF). The proposal was that UNICEF would provide essential
drugs for use in primary care maternal and child health clinics on the condition that
charges would be made for drugs and services, and the resulting income spent on health
workers’ salaries or other aspects of primary care services. Not surprisingly, the proposal
was controversial. It was criticised on both ethical grounds, e.g. charging sick and poor
people for essential medicines, difficulties in operating the scheme and deciding what to
charge, especially as some drugs were donated at no cost to the governments (Kanji et al.
1992) (See Box 6.2).

The Bamako Initiative, involving co-payments for drugs became incorporated into
pharmaceutical policy at primary care level in many developing countries. It is believed
by many to have provided positive benefits as a means of promoting essential drugs
programmes and community participation in primary health care.

It is common for pharmacists in the public sector, or those employed by a hospital or
health care organisation, to receive a salary.

In Rwanda, where 70% of people were estimated not to have
access to essential drugs, concern has been expressed that the
Bamako initiative, whilst expecting to increase the availability of
essential drugs, may not address the difficulties of access to these
products for many of the poorest people (Habiyambere and
Wertheimer 1993). In Nepal, community financing for essential drugs
was reported to have raised the finance needed to supply essential




Pharmacy practice 76

drugs and reduce wastage. However, concern was expressed that the
revenues were not put to optimal use (Chaulagai 1995).

Box 6.2 Example’s of the impact of the Bamako Initiative

Pharmacists in the community however, are generally private practitioners. Pharmacists’
incomes are usually largely obtained directly from the public through the sale of
pharmaceuticals and other products, and to a lesser extent by payments through health
agencies or insurance companies. Additional services which may be provided (e.g.
administration of injections, consultation, interpretation of medical reports) are often not
remunerated. There has been much debate on the advantages and disadvantages of
different methods of payment. Many people believe that remuneration should seek to
achieve optimal professional practice (and many payment systems in industrialised
countries have been devised and modified to achieve specific health care objectives). In a
system in which pharmacists’ income is derived from the sales of medicines, they have a
financial incentive to sell expensive products, irrespective of whether or not this is the
most appropriate response to an individual’s health needs. In discussing this issue,
Cederlof and Tomson (1995) cite research which demonstrated that interventions to
influence selling behaviour of drug retailers, which resulted in no financial losses to the
retailer, were more likely to be successful than those which had a negative impact on
their income. They considered ways in which financial incentives for pharmacists to
provide essential rather than non-essential drugs could be incorporated into health policy.

As with other private health care facilities in developing countries, pharmacies are
generally concentrated in the urban areas, where there is a market for drugs and hence an
income for the pharmacists and their staff. Thus, the urban-rural divide in many
developing countries, extends to pharmacy services (professionals being more numerous
in cities) and the availability of drugs (usually a wider range and more dependable
supplies in urban areas). However, problems of irrational drug use in urban areas in
developing countries are also well documented.

Fees for private primary medical care are determined by doctors. The costs of care and
patients’ perceptions of their health needs will influence the extent of their use of medical
services. To avoid costs of medical consultation, many people are believed to go direct to
a pharmacy for medication. Thus, pharmacies may fulfill a health need for people who
cannot afford to see a doctor, or where there is no medical practitioner available.

DRUG USE AND POLICY

There is a positive correlation between a country’s health expenditure per person and its
wealth. This trend is reflected in expenditure on drugs. Per capita drug consumption in
developed countries has been estimated at 10 times that of developing countries (World
Health Organisation 1988b). Drugs may account for a high proportion of the health
budget, e.g. in Egypt, Morocco and Yemen, up to 70% of health spending is on
pharmaceuticals (most of it through private financing) (World Health Organisation 1998).
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It has also been shown that poor households spend a higher proportion of their income on
drugs than rich ones (Mills and Lee 1993).

It is easy to assume that the principal determinants of drug use relate to health
problems and health status, i.e. that patterns of drug use will reflect a country’s health
needs. However, differences in drug use between countries are subject to a wide range of
political, economic and other factors. For example, drug policy (e.g. whether or not a
country has a national drug policy in operation) and its regulation will influence which
drugs are on the market. The availability of products will be affected by the country’s
infrastructure and transport. The health care system will determine whether or not
consultations with professionals, as well as drug therapy, are free at the point of use and
to whom; people’s ability to pay may determine their consumption. The accessibility of
health professionals to the public will have an impact on the extent of self-medication and
the appropriateness of drug use. Education and information for professionals will affect
the quality of prescribing, advice-giving and non-prescription drug recommendations. In
many developing countries ‘Western’ medicine exists alongside other traditions of care.
These social and cultural contexts will also affect health-seeking behaviours and drug use
(see also Chapter 7).

Two major problems of supply and use of drugs in developing countries commonly
highlighted, are the non-availability of essential drugs to many people and irrational use
of both prescribed and nonprescription medicines.

WHO action programme on essential drugs

In reviewing the world drug situation in the 1980s, the WHO estimated that of 5 billion
people in the world, between 1.3 and 2.5 million, the majority of whom lived in
developing countries, had little or no regular access to essential drugs (World Health
Organisation 1988b). In an effort to improve the availability of medicines, the WHO
devised the Essential Drugs List, comprising around 300 products, which is updated
approximately every 3 years. The WHO estimated that approximately 200 to 300 drug
products should be sufficient to address the health care needs of the majority of the
populations in developing countries, and the Essential List is intended as a model from
which individual countries draw up their own list to comprise drugs which ‘satisfy the
health care needs of the majority of the population and should therefore be available at
all times in adequate amounts and in appropriate dosage forms’ (World Health
Organisation 1998).

The Action Programme on Essential Drugs was introduced in 1981 to promote the
development ot national drug policies and essential drugs lists. The WHO advocates that
every country should have a national drug policy that provides a framework for an
adequate supply of safe and effective drugs of established quality, at an affordable price,
which are properly prescribed and used. The programme was established to provide
operational support to countries developing national drugs policies (World Health
Organisation 1992). The WHO recognises that problems such as the lack of resources,
poor infrastructure, shortages of skilled personnel. difficulties of planning and enforcing
policy and the economic crisis have resulted in limited success of programmes. Although
large numbers of people are still without regular access to essential drugs, the WHO



Pharmacy practice 78

reports that the situation has improved (World Health Organisation 1998).

Many developing countries, including over 80% of African countries have a national
drug policy. Although many were initially devised to make available essential drugs, they
also aim at rationalising the use of drugs through better information, prescription and
compliance (Health Action International 1997) (Box 6.3).

In Bangladesh, prior to the introduction of a national drug policy,
the drugs market was described as being ‘flooded” with products
which were believed not to be appropriate to the people’s health
needs such as many tonics, vitamin mixtures, cough and cold
remedies, blood alkalizers and many other undesirable products
which accounted for a third of expenditure on drugs, whilst essential
drugs were mainly imported and in short supply (Quadir et al. 1993).
A national drug policy was introduced to address these problems.
However its success was hindered internally as a result of inadequate
resources for implementation, a lack of trained health personnel,
antagonism from within the medical professional who feared
restrictions on their prescribing; and by opposition of drug companies
who feared that these developments and recommendations from the
WHO, if they were more extensively applied in developing countries,
would threaten their commercial interests (Rolt 1985; Quadir et al.
1993).

The introduction of a national formulary in Zambia was reported to
have improved the availability of essential drugs and provided a
foundation for rational prescribing (Baker 1984). A report of the
Essential Drugs Programme in Tanzania, identified a need to improve
local production, quality assurance, inspection, intersectoral linkages
and active local participation in shouldering the financial burden to
ensure the programme’s sustainability and self-reliance (Munishi
1991).

Box 6.3 Examples of national drug policies

Drug donations

Many developing countries, in an effort to meet the needs of their populations, have
received drug donations from other countries. However, concerns have been expressed
about the suitability of these products. Many instances have been reported of donations of
products of poor quality (sometimes unacceptable for use in the donor country), products
that have expired or are near to their expiry date, or inappropriate to the needs of the
population. Guidelines have now been devised by the WHO in collaboration with other
organisations, summarised in Box 6.4.
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Drug donations should:

* Be guided by close communication with recipients regarding
their needs

 Be included in national lists of essential drugs

* Be of assured quality

» Comply with quality standard in both donor and recipient
countries

 Be in appropriate form, quantities, presentation

» Have appropriate labelling, packaging and shelf-life

Box 6.4 Guidelines for drug donations (World Health
Organisation 1999)

Problems of irrational use

Irrational drug use refers to the prescribing and/or consumption of ineffective, unsuitable,
sub-optimal and/or unsafe pharmaceutical products. Many researchers have highlighted
the incidence and prevalence of irrational drug use in developing countries. They have
explored associated factors and attempted to explain some of the structures of, and
processes in, the delivery of care, from the perspectives of both health professionals and
consumers, that lead to irrational use. Fabricant and Hirschhorn (1987) assert that the use
of conventional pharmaceuticals is based on a rational-scientific model, but that in
practice drugs are distributed, prescribed and used in highly irrational ways.

Many features in patterns of drug use have been found to be common to developing
countries. These include inappropriate treatment with unsuitable products, extensive
practice of poly-pharmacy, due to both wide use of combination products and multiple
prescriptions, frequent injections and use of coloured preparations and vitamins (Laing,
1990). Drug use in Uganda, which displays many features typical of developing
countries, has been characterised by extensive poly-pharmacy, frequent demands for
injections, overuse of antibiotics, self-medication without adequate knowledge and
information, misuse of drugs and the ability to pay as the main criterion for providers to
give drugs without a prescription (Health Action International 1997).

The wide availability of ‘prescription’ medicines without a prescription has been
documented in many developing countries. Products can be purchased from pharmacies
when available, but in rural areas there are often no pharmacists. People are forced to rely
on untrained personnel, obtaining drugs from other drug stores or through hawkers and
peddlers. Many researchers have identified the co-existence of formal (legal) and
informal (outside legal or professional control) sectors for the distribution of medicines in
developing countries. Van der Geest (1991) describes how the formal and informal
sectors in Cameroon are closely interwoven. For example, he cites instances such as the
supply of medicines to official institutions being offered for sale on the ‘informal circuit’.
Van der Geest recognises the potential for inappropriate drug use as a result of
distribution through the informal sector, but he also points out that the infor