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Table 34: Cronbach’s alpha reliability coefficient for internal consistency of

individual items relative to the scale for prospects of enhanced future collaboration

between general practitioners and community pharmacists

Items

Cronbach's Alpha
if Item Deleted

(especially chronically ill patients).

i. Collaborative care or co-management of patients

0.73

WESTERN CAPE
safety and therapeutic duplications

ii. Exchange of patient information for better clinical and | 0.69

therapeutic judgments

iii. Referral of patients to community pharmacists for other | 0.71

specialized services (for example, anticoagulation

service)

iv. Health promoticE===————=—=pnple, smoking | 0.68
I8 NIN NIN NIN NIN N)|

cessation, weight 10: Sy

v. Exchange of info II|I”|“I”I ients’ negative | 0.70

reaction to prescribe-

i —_UNIVERSITY of the-
vi. Exchange of inft issues such as | 0.69

5.5 TEST OF DATA NORMALITY

Shapiro-Wilks test was used to confirm the normality of the data because of the small

sample size used in the study. Table 18 presents the results of the normality tests for

the four scales that have been used for all statistical analysis. The results show that

data obtained from the scales that measured attitude to collaboration and current

collaboration between general practitioners and community pharmacists were not

normally distributed but the data obtained from the scales that measured general

practitioners’ perceptions of the professional roles of community pharmacists and

prospects of enhanced future collaboration between general practitioners and

community pharmacists were normally distributed. Non-parametric tests were used

for analysis as parametric tests require all data to be normally distributed. This also
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informs the use of medians and ranges as measures of central tendency and

dispersion respectively.

Table 35: Test of data normality using Shapiro-Wilks Test

Scales Shapiro-Wilks

Significance value

1.General practitioners’ perceptions of | 0.087
the professional roles of community

pharmacists

2.General practitioners’ attitudes towards | 0.000
collaboration with community

pharmacists

3.Current collaboration between general | 0.009

practitioners and community pharmacists

4.Prospects of  enhanced  future | 0.067
collaboration between general

practitioners and community pharmacists

56 SUMMARY OF MAIN FINDINGS
The salient findings in this study are summarised in bullet point form below:

e A relatively high response rate of 70.6 % was achieved in the study which
might be attributed to the study design and probably the payment of

consultation fees to buy participants over.

e General practitioners have good perceptions of the professional roles of

community pharmacists but favour traditional roles over advanced roles
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General practitioners have positive attitudes towards inter-professional

collaboration with community pharmacists especially at stage 0.

General practitioners have low-levels of collaboration with community

pharmacists mostly at stage 0.

Prospects of enhanced future collaboration are good especially at stage O.

General practitioners’ perceptions of the professional roles of community
pharmacists have a direct influence on their attitude towards collaboration
(r=0.691, p=0.0005) as well as desired collaboration (prospects of enhanced
future collaboration, r=0.630, p=0.0005).

General practitioners’ current collaboration with community pharmacists is
not commensurate with the good perceptions of their professional roles
(r=0.358, p=0.008), positive attitudes towards collaboration (p=0.007) and
good prospects of enhanced future collaboration observed in the study
(r=0.463, p=0.0005).

Non-dispensing general practitioners have more frequent collaboration with
community pharmacists than dispensing general practitioners (p=0.0005).

General practitioners’ who had spent more than 10 years in practice had
more positive attitudes towards collaboration compared with those less than

10 years in practice (p=0.03).

All other demographic characteristics did not have any statistically

significance on collaboration.

General practitioners identified the lack of remuneration for collaboration as

a barrier.

The absence of a government mandate or policy supporting collaboration

was stated as a barrier.
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Inability of general practitioners to share patients’ information with

community pharmacists was also stated as a barrier.

Some general practitioners stated that they did not need to collaborate with

community pharmacists.

General practitioners stated as a barrier the community pharmacists’

questionable professional ethics particularly over financial gains.
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CHAPTER SIX

DISCUSSION

6.1 INTRODUCTION

The main findings from the results obtained in this thesis would be discussed in this
chapter. The discussion would be divided into two sections; firstly the results in the
quantitative data would be discussed followed by discussion of the responses in the
qualitative data. For the quantitative data, the main hypothesis would be central to
the discussion while other findings of statistical importance would be briefly
mentioned; the current level and stage of collaboration between general practitioners
and community pharmacists in patient care would be discussed in the light of the
results obtained for this thesis. The influence of general practitioners’ perceptions of
the professional roles of community pharmacists on desired collaboration, which is
measured as the prospects of enhanced future collaboration between general
practitioners and community pharmacists in this thesis, would be explored. The
likelihood of enhanced future collaborations between general practitioners and
community pharmacists and the requirements to achieve this would be discussed.
Possible barriers to the envisioned collaboration would also be explored. In addition,
the reliability of the scale and the response rate observed in the study are also
discussed. For the qualitative data, responses to the open-ended questions would be
discussed under the headings described in the thematic diagram firstly as ways of

enhancing collaboration and secondly as other barriers to collaboration.

6.2 QUANTITATIVE DATA

Discussion of the results of the analysis of quantitative data collected in this thesis is

presented below in response to the research questions.

6.2.1 CURRENT LEVEL AND STAGE OF COLLABORATION BETWEEN
GENERAL PRACTITIONERS AND COMMUNITY PHARMACISTS IN
PATIENT CARE

Determination of the current level of collaboration between general practitioners and

community pharmacists is informed by the past disputes which occurred between
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dispensing general practitioners in particular and community pharmacists.
Knowledge of the current level and stage of collaboration would determine
measures that could be necessary to enhance inter-professional collaboration in the
future. Results obtained in this study showed that the general practitioners and
community pharmacists are collaborating at low-levels which means, any
interactions between the two groups only occurred like three times in six months.
Most of the interactions that occur are at stage O of the CWR model indicating
interactions of a discrete nature such as dispensing prescriptions that are faxed or
telephoned to the pharmacy, identifying adverse drug interactions and answering
drug information questions, all of which are typical of the drug-oriented traditional

roles of community pharmacists.

The time interval used to determine the frequency of interactions is particularly
peculiar to this study as explained in chapter 4 (Section 4.8.3.1). Pojskic et al.
(2009) measured the frequency of collaboration within one week but the pre-test
informed the use of 6 months in this study. This result reveals the poor state of inter-
professional collaboration between general practitioners and community
pharmacists. Invariably, interactions rarely occur. It can be assumed that the
infrequent interactions between them are because neither of the two professionals
are ready to invest extra efforts to develop an inter-professional relationship,
probably due to the unresolved dispute that have always occurred between them.
The patient is caught in the middle of this controversy and denied the potential
benefits of collaborative practices. Another reason could be the issue of professional
hierarchy or dominance. General practitioners might feel that they are at the top of
the hierarchy of the medical profession and as such they do not need to collaborate
with community pharmacists. This reason was indicated as one of the barriers to
inter-professional collaboration by 73% of general practitioners in this study. Some
general practitioners explained further that their response to the statement was a way
of defending their professional competence although their appreciation for the role

of the community pharmacists revealed the ambiguity from the question.

Collaborations at higher stages of the CWR model could have been hindered
because general practitioners are not aware of the professional roles and skills of

community pharmacists. The general practitioners’ perceptions of the professional
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roles of community pharmacists and their attitudes towards inter-professional
collaboration with community pharmacists carried out in this study revealed that
general practitioners have good impressions of the professional roles of community
pharmacists but they still favour traditional professional roles above the advanced or
extended roles. Results from the study also show that general practitioners have
positive attitudes towards inter-professional collaboration with community
pharmacists but with preference for collaborative activities at stage 0 of the CWR
model. Higher perception scores for traditional roles and highly positive attitudes for

stage O activities are reasons for the observed stage of current collaboration.

This is an indication that general practitioners are more comfortable with
community pharmacists carrying out their traditionally technical roles which
emphasizes the drug product more than the more clinically, disease and patient-
oriented roles. The issue of community pharmacists encroaching on the professional
boundaries of general practitioners might be behind this thinking in view of the
battle for professional turfs which occurred between the two professions earlier in
South Africa (Gilbert, 1998).

General practitioners might also think that community pharmacists lack the
government’s mandate to carry out the extended and advanced roles as these are
evolving roles for community pharmacists. They assume that community pharmacists
might not be adequately skill to carry out such services as stated in the qualitative data
that ‘community pharmacists need lots of education’. General practitioners also seem
to question the effectiveness of such services in improving patients’ health outcomes.
These assumptions might have been responsible for the preference for the simpler,

less patient-oriented traditional roles.
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Similar observations were made from the findings in this study in studies carried out
in New Zealand, USA, Netherlands and India where general practitioners favoured
the traditional roles carried out by community pharmacists above the extended or
advanced roles (Bleiker & Lewis, 1998; Bradshaw & Doucette, 1998; Smith et al.,
2002; Muijrers et al.,, 2003; Adepu & Nagavi., 2006; Bryant et al., 2009).
Preservation of professional boundaries, mandate to practice, legitimacy, adequate
skills and effectiveness of extended and enhanced roles to improve the health
outcomes of patients were the reasons proffered for the observations made in these
studies. In India, Adepu and Nagavi also noted that although the law states that a
qualified person is essential to open and run a community pharmacy (Malik, 1984),
35% of pharmacies are run by non-pharmacists who rent the certificates of qualified
pharmacists. This influences the contributions such persons acting in the capacity of
pharmacists can make towards better patient care and giving educated and unbiased
information to general practitioners. General practitioners’ perceptions of the ability
of community pharmacists to carry out clinically inclined roles would be hampered in
this situation. He was also of the opinion that the academic qualifications required to
practice as a pharmacists should be upgraded to a minimum of five-year B.Pharm
program as in other parts of the world (Foppe et al., 2001) instead of the two-years
diploma training presently required for registration to practice. Fortunately, South
Africa has a well regulated pharmacy educational system as well as in the practice of
the profession, preference for traditional roles of community pharmacists could not
have been influenced by academic qualifications or irregular practices. More than half
of general practitioners in the study (55.6%) disagreed with community pharmacists
carrying out partnership prescribing (supplementary prescribing) with them.
Partnership prescribing or supplementary prescribing is an example of inter-
professional collaboration being practiced in NHS in England, Wales, Scotland and
Northern Ireland. Following diagnosis by a doctor or dentist, who is referred to as the
independent prescriber, a supplementary prescriber or a dependent prescriber can
prescribe ‘prescription only medicines’ (POMSs) and other classes of medicines as
agreed with the independent prescriber for the clinical management of individual
patients. This is different from the role extension being advocated for community
pharmacists in South Africa (Gilbert, 1998) but it can be a starting point for

partnership. Community pharmacists in South Africa are requesting that the scope of
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scheduled drugs that they can prescribe independently be expanded from schedules 1
and 2, to include specific drugs in schedules 3, 4, and 5 under defined conditions. This
has been a source of discord between medical and pharmaceutical professions over
the years. With the response of over half of general practitioners in the study to
dependent or supplementary prescribing which requires collaboration between the
general practitioner and community pharmacists, the quest for independent
prescribing role extension would not be easily won. Gilbert (1998) suggested that
another reasonable way of resolving the problem would be for a committee to be
selected which would schedule some prescription drugs as non-prescription drugs so
that community pharmacists could have access to them during consultations with
clients. This is reasonable because it is not within the academic training of a
pharmacist to diagnose and prescribe beyond certain acceptable limits (Feinstein,
1985, p. 1027). However, assessment of the survey carried out on the activities of the
community pharmacists who were given permits to prescribe with access to all the
drug schedules in the rural areas suggested that they had more clinical and patient-
oriented practices, more interaction with other health professionals, a higher client
patronage, attended to a wider range of cases, and were more effective members of
the primary healthcare team. A reason for these successes might be because the
community pharmacists were practicing in rural areas where fewer general
practitioners might be available. Cheaper medical cost would be an attraction in any
location if the practitioner has received the relevant training required to act in such
capacity. In urban areas, the work load of the general practitioners would be greatly
relieved if community pharmacists are allowed to practice in a similar capacity. A
recent government policy has empowered pharmacists to become ‘authorized

prescribers’ in South Africa (South Africa Pharmacy Council, 2011).

Other advanced roles of community pharmacists were acceptable to general
practitioners in the present study at varying levels of agreement. More than half
(51.7%) of general practitioners in this study were highly in favour of community
pharmacists supervising repeat prescriptions for up to 6 months and participation in
health promotion programs. The high level of agreement to these services can be
attributed to the fact they are already being offered by community pharmacists in
South Africa. Both services are crucial in the treatment, management and prevention

of chronic diseases especially those associated with lifestyle. Considering the burden
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of these diseases in South Africa where both rural and urban dwelling citizens are at
risk (Groenewald et al., 2008), it is imperative that necessary action be taken to
educate people on preventive measures that can be taken to reduce or eliminate the
risk of developing these illnesses and wholesome management of those already living
with these conditions. With enhanced collaborative practices between general
practitioners and community pharmacists, more general practitioners and patients
would come to appreciate the impact of these services as information on patients’
adherence to therapy, and their response to therapy can be easily exchanged. General
practitioners in America, Europe, Canada, India and many more countries support
community pharmacists’ involvement in health promotion programs (Bond et al.,
1995; Martin et al., 1998; Plunger et al., 2000). Bryant et al. (2009) observed that
general practitioners in New Zealand were not in agreement with community
pharmacists supervising repeat prescriptions for 12 months probably because it is a
long time to keep a chronically ill patient away from medical check-up and this might
also deprive general practitioners of financial income.

A way of ensuring that collaboration is not limited to stage 0 is by intimating general
practitioners of the professional competence of community pharmacists as indicated
in models of team building like those proposed by McDonough and Doucette (2001),
Drinka (1994), or Sullivan (1998). They outline the different stages that teams have to
go through before reaching maturation. The CWR model proposed by McDonough
and Doucette being used in this study outlines the first stage of collaboration to be
stage 0 which is the professional awareness stage where interactions of a discrete
nature occur. These are the kinds of interactions that have been observed in this study.
For more meaningful collaborations to occur and also to improve patients’ health
outcomes, the other stages of the CWR model, from stage 1 need to be initiated.
Initiation of this stage of collaboration rests with community pharmacists (Doucette et
al., 2005). The frequency and direction of interactions are unilateral but as exchanges
intimating the general practitioner of the services offered by the community
pharmacists continue, and useful recommendations are made consistently over time
(Swan & Trawick, 1987), then the general practitioner comes to trust the pharmacist’s
expertise. The professional competence and ability of the community pharmacist is
recognized. Communication, trust, and dependence grow leading to more

collaborative practices at higher stages of the CWR model. The desired collaboration

115



envisioned between general practitioners and community pharmacists in this study is

described as the prospects of enhanced future collaboration.

Pojskic et al. (2009) in their study observed that collaborative working relationship
between general practitioners and community pharmacists in Ontario was low to mid
level. They concluded that it was underdeveloped because general practitioners had
five or fewer interactions a week with community pharmacists about patients’ drug
therapy management. The frequency and stage of collaboration observed here are

much higher than what has been observed in the South African scenario.

They also noted that very few general practitioners used pharmacists as their primary
source of medication information. In the six months period covered in the present
study, 51% of general practitioners have asked community pharmacists for
information three or fewer times, only 12% of them have asked over five times. Most
general practitioners explained that they used their official medical references often or
they called up the Medicines Information Centre (MIC) of the pharmacology
department in the University of Cape Town for medical information as well as other

available sources.

Despite general practitioners’ good perceptions of the professional roles of
community pharmacists and positive attitudes towards inter-professional collaboration
with community pharmacists, why are the low-levels of current collaboration still
being observed? Statistical evidence shows that current collaboration between general
practitioners and community pharmacists is moderately, positively, correlated to
general practitioners’ perceptions of the professional roles of community pharmacists
(p=0.008). This implies that general practitioners’ good perceptions of the
professional roles of community pharmacists may not yield the same level of current
collaboration between them. Current collaboration between general practitioners and
community pharmacists is also positively correlated with general practitioners
attitudes toward inter-professional collaboration (p=0.007). The implication of this is
that other factors influence inter-professional collaboration between general
practitioners and community pharmacists besides good perceptions of the professional

roles of community pharmacists and positive attitudes towards inter-professional
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collaboration. Other factors such as trust, communication, dependence, role initiation,

and role specification, are required to establish collaboration (Oandasan et al., 2006).

Non-dispensing general practitioners were observed to have more frequent
collaborations with community pharmacists compared with dispensing general
practitioners (p=0.0005). The probable explanation for this is that patients who visit
non-dispensing general practitioners always have their prescriptions filled at the
pharmacy while patients who visit dispensing general practitioners would only visit
the pharmacy for medications they could not obtain from the prescriber. Collaboration
between community pharmacists and non-dispensing general practitioners is

envisaged.

General practitioners who had spent more than 10 years in practice had more positive
attitudes towards inter-professional collaboration with community pharmacists
compared to those with less than 10 years in practice (p=0.030). This may be due to
the fact that younger general practitioners (25 to 30 years) are poorly represented in
the study at 3.3%; this is likely because most of them undergo community service at
this stage and have not yet found a footing in private practice. Furthermore, they are
recent graduates, possibly filled with self confidence and having a need to prove their
professional competence as explained earlier. Older general practitioners on the other
hand, have over the years come to appreciate the complementary role of the
community pharmacists and are more appreciative of collaboration. Adepu and
Nagavi, (2006) had a similar view in a study of general practitioners carried out in

India.

6.2.2 INFLUENCE OF GENERAL PRACTITIONERS’ PERCEPTIONS OF
THE PROFESSIONAL ROLES OF COMMUNITY PHARMACISTS ON DESIRED
COLLABORATION

Desired collaboration (prospects of enhanced future collaboration between general
practitioners and community pharmacists) is positively correlated with general
practitioners’ perceptions of the professional roles of community pharmacists
(p=0.0005). This means that a good perception of the professional roles of community
pharmacists would yield the kind of collaboration desired in the future. Consequently,

it is expected that participants in the present study have good prospects of enhanced
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future collaboration based on the good perceptions of the professional roles of
community pharmacists which they have exhibited. Stage 0 collaborative practices are
favoured above other stages of collaboration. The explanation for this could be that
these are the traditional roles that general practitioners are used to community
pharmacists carrying out. As stated earlier, community pharmacists need to make
general practitioners aware that they perform these other roles. Pharmacy professional
bodies are required to organize regular training programs and courses for community
pharmacists to keep them abreast of latest developments in medicine and pharmacy.
Joint continuing professional education can be organized for both professionals to

meet and exchange ideas.

General practitioners’ attitudes towards inter-professional collaboration is also
positively correlated to prospects of enhanced future collaboration (p=0.0005).
General practitioners in the present study exhibited positive attitudes towards inter-
professional collaboration with community pharmacists. A positive attitude signifies a
positive mind-set for collaboration. Their perception of the professional roles of
community pharmacists was also positively correlated with their attitude toward inter-
professional collaboration (p=0.0005). Good perceptions of the professional roles of
community pharmacists and positive attitudes towards inter-professional collaboration
should yield good prospects of enhanced future collaboration.

6.2.3 WHAT ARE THE PROSPECTS OF ENHANCED FUTURE
COLLABORATION BETWEEN GENERAL PRACTITIONERS AND
COMMUNITY PHARMACISTS, WHAT DOES THIS ENTAIL?

The response of general practitioners in the present study to the prospects of enhanced
future collaboration with community pharmacists was generally positive but still
favoured collaborative practices at stage 0 of the CWR model. All the general
practitioners in the study consented to exchanging information on prescription issues
that may arise during the dispensing process. This is supportive of the positive
attitudes that they all expressed to community pharmacists contacting them if there
were issues with their prescriptions during the dispensing process. Full consent was
also given to exchanging information with community pharmacists in situations

where patients had negative reactions to prescribed medication. This also
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complements the 98.3% score on the positive attitude scale observed in their response
to community pharmacists alerting them of possible adverse reactions in patients.
These practices make up stage O collaboration which reflects the drug-oriented
traditional roles of community pharmacists. General practitioners favour these roles
because they are complementary to their own roles, and as such do not breach
professional boundaries. There are good prospects of general practitioners and
community pharmacists collaborating or co-managing patients especially chronically
il patients with only an 8.5% disagreement. This is stage 4 of the CWR model where
formalized agreements are put in place for the joint care of patients. General
practitioners rely on the knowledge and skill displayed by community pharmacists
who in turn rely on the clinical information provided to manage patients’ drug
therapy. Exchange of patients’ clinical information to help the community
pharmacists make better clinical and therapeutic judgments is an essential ingredient
in this process. Almost 80% of the general practitioners in this study agreed to
provide such information. In the USA, postgraduate community pharmacy residency
programs are organized by universities, pharmacy statutory bodies and community
pharmacy organizations to develop advanced knowledge and skills in the delivery of

pharmaceutical services in a community pharmacy setting.
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The NHS in UK required that certain trainings should be undertaken for pharmacists
to carry out advanced roles such as supplementary prescribing. Universities in the UK
also organize post-graduate trainings for community pharmacists. In Australia,
professional programmes funded under the community pharmacy agreement (CPA)
provide trainings for community pharmacists that explored expanded roles in
chronic disease management such as the Pharmacy Asthma Management Service
(PAMS) which is carried out in collaboration with general practitioners. Therefore,
community pharmacists who intend to collaborate at this stage would need to
improve their clinical and pharmacological knowledge. Future collaboration in
health promotion programmes such as smoking cessation, weight loss, and lipid
management with community pharmacists was supported by 97% of general
practitioners. Over 90% of them had shown good perception of this role of the
community pharmacists. A response to the-open ended question (qualitative data) on
ways of improving inter-professional collaboration commented on joint community
health promotion programs comprising of general practitioners, community
pharmacists, community primary health centres and other health professionals as a
way of encouraging collaboration and also educating the community. Considering
the burden of chronic diseases in South Africa where both rural and urban dwelling
citizens are at risk (Groenewald et al., 2008), it is imperative that necessary action
be taken to educate people on preventive measures that can be taken to reduce or
eliminate the risk of developing these illnesses and holistic management of those

already living with these conditions.

Referral of patients to community pharmacists for other specialized services for which
they are trained (for example, anticoagulation services) received the least positive
response from general practitioners. The example used in the questionnaire could
have influenced the response observed as most general practitioners said they were
comfortable with the pathologists presently carrying out anticoagulation services. On
explanation that specialized services are not restricted to anticoagulation alone, most
general practitioners agreed that if evidenced training is undertaken, they would refer
patients to community pharmacists. Prospects of enhanced future collaboration
between general practitioners and community pharmacists entail communication in

the form of information exchange between the two professionals. On the negative

120



attitude scale, the highest percentage of general practitioners did not want to give
patients clinical information to community pharmacists. Current practice showed that
75% of general practitioners have never given patient’ clinical information and 20%
of those who have done it did so 3 or fewer times in 6 months. Most general
practitioners stated that giving out patients’ clinical information would be a breach of
‘patient-doctor confidentiality’. However, some of them expressed willingness to give
information with the patients’ consent. In a study carried out by Pojskic et al. (2009),
general practitioners considered community pharmacists’ lack of access to patient
information as a disadvantage and a barrier to collaboration. This observation was
also made in the barriers to collaboration section of this study. Fortunately, despite
poor information exchange observed in current collaboration, future prospects of
information exchange are quite positive.

Trustworthiness and dependence are other necessary exchange characteristics required
in building relationships. Other components required to ensure good prospects of
future collaboration as indicated by general practitioners are relationship initiation
which is most often dependent on community pharmacists, professional interactions
are also usually pharmacists initiated and unilateral but becomes bilateral as
professional recognition grows, competence and interdependency is established and
role specification is understood (Zillich et al., 2004). Role specification is a major
component of collaboration so as to prevent conflicts over trespassing of professional
turfs as observed by Howard et al. (2003), in a study of collaboration between
community-based expanded role pharmacists (ERPs) and family physicians in a
seniors’ medication assessment research trial (SMART) program carried out in
Canada. She postulated that expected roles of general practitioners and community
pharmacist in collaborative practices should be clarified. This is a major reason for the

establishment of collaborative practice agreements (CPA).

6.2.4 BARRIERS TO ENVISIONED COLLABORATION BETWEEN GENERAL
PRACTITIONERS AND COMMUNITY PHARMACISTS IN PATIENT CARE

General practitioners indicated that collaboration with community pharmacists would
be more attractive if it is remunerated. One of the reasons for this is the extra time and
efforts that would be required to establish collaborative partnerships with community

pharmacists. In stage 4 collaboration of the CWR model, the point where there is
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commitment from both parties to the collaboration, meetings are required to formalize
arrangement for exchange of information and collaborative patient management
(McDonough & Doucette, 2001) which are known as collaborative practice
agreements (CPA). Howard et al. (2003), in a SMART intervention program
concluded that compensation mechanisms for general practitioners and community
pharmacists involved in the collaboration should be worked out. In Australia,
government has been remunerating pharmacists involved in medication reviews in
residential aged care facilities since 1997 and in 2001 for community patients (Rigdy,
2010).

Another observed barrier is the absence of a government policy or mandate
supporting collaboration with community pharmacists. This statement suggests that if
a mandate for collaboration is issued, the practice may be established. The issue of
mandate and remuneration are factors that are intertwined and dependent on the
government, and professional bodies. The human resource shortages being
experienced in the public health sector in South Africa can be eased by recognizing
the potentials of community pharmacists like other practitioners in primary healthcare
and positively annexing it through collaborative practices with general practitioners
and the expansion of the roles of the community pharmacists which is the main thrust
for greater relevance in primary healthcare. The absence of official mandates leaves
collaborative practices to the choice of individual practitioners resulting in a lack of
uniformity in patient care. Several studies have reported that general practitioners saw
the absence of government mandate or policy supporting collaboration with
community pharmacists as a barrier (Dunlop & Shaw, 2002; Bryant et al., 2009). This
means that individual practitioners can decide for or against collaboration.
Governments in the United Kingdom, Canada, New Zealand, Australia and USA
through the Departments of Health and professional bodies have policies that support
collaboration. Sharing of patients’ medical information with community pharmacists
is seen as a breach of patient-doctor confidentiality as previously stated (Section
5.4.2.3). This hurdle can be overcome by involving patients in decision making
process considering that the patients’ wellbeing is the reason for the collaboration.
Farris, (2005) suggested that educating patients on the benefits of inter-professional
collaboration to their health would result in less resistance to information sharing

between general practitioners and community pharmacists. An example of
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government support was the introduction of electronic transfer of prescription-related
information between general practitioners and community pharmacies in the NHS in
England (Porteous et al., 2003). Some general practitioners indicated that they do not
need to collaborate with community pharmacists but the consequences and extent of
prescription errors are well documented; increased inter-professional collaboration
between general practitioners and community pharmacists could be believed to be
able to reduce such consequences (Easton et al, 2009; Rigby, 2010). General
practitioners stated that community pharmacists would favour financial gain over
professional ethics and give biased advice to patients. Multipurpose pharmacies were
considered to be unprofessional and distracting for healthcare practice. This view was
also expressed in a study by Hughes and McCann, (2003). In their qualitative
assessment of inter-professional barriers between general practitioners and
community pharmacists, the shopkeeper image of the community pharmacist
overshadowed his professional abilities. General practitioners suggested a “practice
pharmacist’s model” where community pharmacists were located within the general
practitioners’ practice and worked directly with them was a professional and preferred

option.
6.2.5 RELIABILITY OF THE INSTRUMENT

The Cronbach’s alpha reliability coefficient for internal consistency of scales in the
instrument was computed to be above 0.70 which is recommended as the minimum
acceptable value for rho (r). The scales used in the instrument for this study can be
said to have a satisfactory internal consistency and are able to measure the intended
constructs consistently over time. The Cronbach’s alpha reliability coefficients for
internal consistency of items in each scale were also calculated using the item-total
statistics. Emphasis was focused on the “Cronbach’s alpha if item is deleted
measurement” as these values show the influence of individual items on the ability of
the scale to consistently measure the construct it is intended to measure. If deleting an
item increases the Cronbach’s alpha reliability coefficient of the scale, that item was
not adding value to the scale, and would not yield the same data for the construct
being measured over time. It should be removed from the scale. If deleting an item
from the scale causes a reduction in the Cronbach’s alpha reliability coefficient of the

scale, then the item would produce data that would consistently measure the intended
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construct. For general practitioners’ perceptions of the professional roles of
community pharmacists’ scale, With the exception of the item “Dispensing prescribed
medicines to the public” which had a higher Cronbach’s alpha if item is deleted value
(0.83) compared to the scales Cronbach’s alpha reliability coefficient, all other alpha
if item is deleted coefficients were below (0.82). This can be attributed to a
grammatical or typographical error observed during the study where the statement
read as “dispensing prescription medicines to the public” thus creating ambiguity,
misrepresenting the community pharmacists’ role and the intention of including the
statement in the scale. The item was not deleted because of the fundamental role it
plays in the thesis. All the items in the general practitioners’ attitudes towards
collaboration scale had Cronbach’s alpha if item is deleted values lower than the
scale’s Cronbach’s alpha reliability coefficient of 0.77. Deleting any item from this
scale would result in lower Cronbach’s alpha reliability coefficient for the scale.
Similar observations were made for items in the current collaboration between general
practitioners and community pharmacists’ scale, and prospects of enhanced future
collaboration between general practitioners and community pharmacists’ scales. All
the items in these scales had lower Cronbach’s alpha if item is deleted values relative

to the scale.

6.2.6 RESPONSE RATE

A relatively high response rate of 70.6% was observed in this study. This could be an
indication that general practitioners in this study are already aware of the advantages
of inter-professional collaboration with community pharmacists, and they are
interested in enhancing the collaboration to improve patients’ health outcomes or
though they are ignorant of the advantages of enhanced collaborative practices they
are willing to learn about them. Another possible source of positive influence on the
response rate could be the study design and data collection method which was a
mixed method, cross sectional, face-to-face, self-administered questionnaire survey
which gave participants an opportunity to interact with the researcher and express
their views for qualitative data. Most participants ensured it was a once-off survey
before consenting to participate in the survey. The introduction of a cash incentive in
the form of consultation fee payment also could have boosted the response rate.

Similar studies on inter-professional collaboration between general practitioners and
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The Literature on inter-professional collaboration has shown that with the
government support, collaboration is achievable. A policy and the introduction of
remuneration for general practitioners and community pharmacists in collaborative
practice would be a great encouragement for the enhancement of collaborative
patient management especially for the chronically ill who constitute a major health

burden in South Africa.

7.3 RECOMMENDATIONS FOR ENHANCING INTER-
PROFESSIONAL COLLABORATION BETWEEN GENERAL
PRACTITIONERS AND COMMUNITY PHARMACISTS

Some of the recommendations made here are obtained from the comments made by
general practitioners in the course of collecting qualitative data for the research on
ways of enhancing inter-professional collaboration with community pharmacists and
other barriers to collaboration that were not mentioned on the questionnaire. Other

recommendations were obtained from the reviewed literature.

1. Community pharmacists need to make general practitioners more aware of
their professional roles especially the extended and advanced roles. Inter-
professional training at university level should be encouraged.

2. Community pharmacists should communicate to general practitioners how
these roles could benefit their practice and consequently their patients.

3. Community pharmacists should be prepared to initiate interactions with
general practitioners for the patients’ benefit.

4. Community pharmacists should update their pharmacological and clinical
knowledge regularly through a continuous professional development
programmes.

5. Pharmacists’ professional bodies should make it mandatory for community
pharmacists to obtain credits necessary for registration by attending
continuing professional education lectures or doing on-line courses.

6. Pharmacists’ professional bodies should liaise with medical professional
bodies to jointly organize continuing medical education programs as well as

joint social events
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6.4

7.

10.

11.

Pharmacy professional bodies should initiate procedures to enlighten
government and health policy making bodies of the roles of community
pharmacists in healthcare

Government policy recognizing collaborative patient management by general
practitioners and community pharmacists.

Remuneration of collaborative or co-managed patient practices.

Government policy supporting a system by which community pharmacists
can access necessary patient records.

University education should emphasize an inter-professional collaboration
amongst healthcare workers and academic interactions between medical and

pharmacy students to help improve relationships in the future.

CONCLUDING REMARKS

The major concern of general practitioners and community pharmacists is the

improved health outcome of the patient. Necessary actions that are needed to secure

this cannot be overemphasized. To this end, identified barriers to collaboration

should be worked on with actions that would improve inter-professional

collaboration so as to enhance patients’ health outcomes. This can only be achieved

through continuous support from health practitioners, professional bodies and the

government.

Future research should aim at exploring the perceptions of community pharmacists

on inter-professional collaboration in South Africa and implementing interventions

to enhance such collaboration.
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Telephone +27 21 9592190

Fax +27 21 9593407/1276
Unlversny of Western Cape

13" September, 2010

Dear Sir or Madam,

Introductory letter to general practitioners

| am writing to you to discuss your possible participation in a research
study of general practitioners in the Western Cape. Your name was
randomly selected from a list of general practitioners registered with the
South African Medical Association (SAMA).

We are conducting a survey to find out

o your perception of the roles of community pharmacists in health
care

o your present level of collaboration with community pharmacists
and its relevance to patients therapeutic outcome

o perceived barriers to collaboration

o possible areas of collaboration in the future to further improve

the quality of care received by patients.

One of the investigators will contact you by phone towards the end of
September (from the 20™) to discuss your participation in the study.
You will be paid a general consultation fee for the time offered to
participate in this survey which should be about 20 minutes.
Participation in research is voluntary and you are not obligated to
participate. If you choose to participate, you may withdraw at any time
during the study.

If you want to discuss this study before the investigator calls you, you
may call Dr Kim Ward at the University of Western Cape, School of
Pharmacy (telephone: 021-9593440 ).

Thanking you in anticipation.

Sincerely,
Kim Ward (PhD) Elizabeth Egieyeh (B Pharm)
Research Supervisor. Student Researcher.
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FACULTY OF NATURAL SCIENCES
Private Bag X17 Bellville 7535
Telephone +27 21 9592190

Fax +27 21 9593407/1276
University of Western Cape

CONSENT TO PARTICIPATE IN RESEARCH

Purpose and Background

Elizabeth Egieyeh (B.pharm) and Kim Ward (Ph.D), from the
University of Western Cape, School of Pharmacy, are conducting a
research survey to determine the attitude of general practitioners
(GPs) to inter-professional collaboration with community pharmacists
(CPs).

Given the extent of medication management issues and a possibility
of more efficient use of resources within the health care system it is
therefore important that GPs and community pharmacists cooperate to
combine their skills in order to address and avert such problems and
promote judicious use of resources so as to improve patients
therapeutic outcome.

You are being asked to participate in this study because you are a
registered medical practitioner in the Western Cape.

Procedures

If you agree to participate in this study,

You will be asked to complete a questionnaire on determining the
attitude of general practitioners to inter-professional collaboration with
community pharmacists.

The questionnaire will be returned to the investigator for analysis.

Risks/discomforts

The questions might be discomforting.

You are free to discontinue your participation in the study at any time.
You may discuss your discomfort with the investigator.

Participation in research may involve a loss of privacy; however, your
record will be handled as confidentially as possible. Your name will not
be used on the questionnaire or other printed materials associated
with the study. You name will be linked to your study number and only
research staff will have access to this linking file. Any publications or
presentations of the findings from this study will not include personally
identifying information.
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Benefits

You will be providing important information on the roles community
pharmacists play and can play in the future and how collaborating with
them can actually help increase patient satisfaction i.e. patient
therapeutic outcome. This may assist you in the service you provide to
patients when they know that you and the community pharmacist they
visit are jointly concerned about them. There may be a societal benefit
of improved patient well-being, judicious use of resources such as
drugs, money, time, hospital admission incidences.

Costs

Your time, energy, patience and experience will be required in filling
the questionnaire. We will, however, pay your regular consultation fee
for this time occupied.

Questions

Dr Kim Ward is the researcher supervising this project. You have
talked to Mrs Elizabeth Egieyeh (0780464471) about this study. If you
have additional questions you may call her or Dr Kim Ward at the
University of Western Cape, School of Pharmacy (telephone: 021-
9593440)

If you have any comments or concerns about participation in this
study, you should first talk with the researchers. If for some reason
you do not wish to do this, you may contact the University of Western
Cape Ethics Review Board, which is concerned with the protection of
volunteers in research projects.

Consent

You will be given a copy of this consent form to keep. Participation in
research is voluntary. You are free to decline to be in this study, or to
withdraw from it at any point without penalty of loss of benefits to
which you are otherwise entitled. If you agree to participate, you
should sign below.

Date Signature of study participant

Date Signature of researcher
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APPENDIX I

QUESTIONNAIRE

PERSONAL INFORMATION (check as appropriate) :

1. AGE:

25— 30 years

31 - 40 years

41-50 years

51-60 years

More than 60 years

vi. GENDER:

Male

Female

3. YEARS IN PRACTICE

Less than 10 years

10-20 years

More than 20 years

4. NATURE OF PRACTICE

Dispensing doctor

Non-dispensing doctor

5. LOCATION OF PRACTICE : oo

6. NUMBER OF PATIENTS SEEN PER DAY :

Less than 10

10-20

20-30

More than 30
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B. PERCEPTIONS OF THE ROLE OF COMMUNITY PHARMACISTS

This section of the questionnaire seeks to ascertain your perception of the role of
community pharmacists in the improvement of the health status of the community

The roles of community pharmacists in the improvement of the health status of the
community should include the following (tick the box that best represents your
opinion):

Strongly | Agree | Disagree | Strongly
Agree Disagree

i.Dispensing prescribed
medicines to the public

ii.Carrying out X-rays and ultra-
sound scans.

li.Providing information to

patients on prescribed
medicines.

iv.Checking patients’
prescriptions  for indications,
safety and therapeutic
duplications.

v.Reporting adverse reaction to
drugs to prescribers and health
authorities.

vi.Advising on the cost-
effectiveness of medicines for
disease states
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Strongly
Agree

Agree

Disagree

Strongly
Disagree

vii.Monitoring patients’
adherence with therapy and
ensuring their medicine related
needs are met.

viii.Monitoring blood pressure,
blood glucose levels and
cholesterol levels

ix.Be a source of clinical advice
to general practitioners, such as
selection of a medicine for a
particular disease state

x.Be a source of clinical
medicines information to general
practitioners such as adverse
effects of medicines

xi.Make dose adjustments to a

patient’s medicine using
protocols  established  with
prescribers (e.0. inhaled

steroids in asthma)

xii.Supervising repeat
prescriptions for a patient,
according to agreed protocaols,
for up to 6 months, contacting
the general practitioner if a
problem arises (continuation
prescribing)

xiii.Prescribing a medicine for a
patient after the general
practitioner has made the
diagnosis, decided on the
category of medicine required
and given the pharmacist
relevant clinical details
(partnership prescribing)

xiv.Carrying out surgical
procedures
xv.Participating in health

promotion programmes in the
community (diabetes screening,
run stop smoking clinics, weight
reduction programmes)
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C. ATTITUTUDES TOWARD COLLABORATION WITH COMMUNITY PHARMACISTS

This section seeks to determine your opinion on collaboration with community
pharmacists in patient care (tick the box that best represents your opinion)

Strongly | Agree | Disagree | Strongly
Agree Disagree

vi. Community pharmacists
should contact me in
cases of issues with
my prescription
during the dispensing
process (e.g. dosage
errors, contra-
indications etc.)

ii. Community pharmacists
should alert me of possible
adverse drug reaction to the
prescribed medication.

iii. Community pharmacists can
call me to refer patients to them
for services they have specially
trained for besides dispensing
(e.g. anticoagulation service.)

iv. I will accept drug
information( dosage, drug
interaction,...) from the

community pharmacist

v. | will give patients’ clinical
information to community
pharmacist to assist in making
judgments

vi. A formalized arrangement for
exchange of information
between the community
pharmacists and the General
practitioners is vital to patient
care
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D. CURRENT COLLABORATION

How many times have the following activities occurred between you and any
community pharmacist during the past 6 months? (tick the box that best
represents recent collaboration)

More than
5times

4-5 times

2-3times

Once

Never

i. A community pharmacist
contacted me because of
issues with my prescription
during the dispensing
process (e.g. dosage errors,
contra-indications etc.)

ii. A community pharmacist
alerted me of possible
adverse drug reaction to the
prescribed medication.

iii. A community pharmacist
visited/called me to request
for patient referral for
services beside dispensing
for which he has specially
trained (e.g. anticoagulation
service)

vi. | referred my patient to a
community pharmacist for
(iii.) above

v. A community pharmacist
provided me with drug
information on asking
(dosage, drug interaction...)

155




More
than
times

5

4-5 times

2-3times

Once

Never

vi. | provided my patients’
clinical information to the
community pharmacist for him
to make better therapeutic
judgments.

vii. A community pharmacist
and | have developed a
formalized arrangement for
exchange of information and
provision of services.

viii. How many times has such
collaboration improved
patients’ health outcomes?

D. BARRIERS TO COLLABORATION WITH COMMUN ITY PHARMACISTS

The following issues may hinder
pharmacists in patients’ care (tick the box that best represents your opinion)

my collaboration with community

Strongly
agree

Agree | Disagree

Strongly
Disagree

i. The funding stream currently does
not support pharmacists and general
practitioners collaborating on
medication

management

ii. Government policy now gives
sufficient recognition to this approach
to patient care

iii. Patients may find it unacceptable
for their medical information to be
shared with community pharmacists

iv. ~ Other than to dispense
prescriptions, pharmacists are on the
periphery of the core health care team

v. A community pharmacist’s
knowledge of pharmacology and
clinical use of medicines is

156




inadequate to intervene on the
patient’s behalf

vi. | have sufficient confidence in my
clinical knowledge to provide this
service.

vii. The patient may get conflicting
information regarding medicines use

viii.  This collaboration would not
improve patients’ medicine-related
health outcomes

ix. | don’t feel comfortable with the
autonomy pharmacists have when
dealing with patients

x. | don’t have the time to discuss
patient-related medicine issues with
community pharmacists

xi. | have never been contacted by
any community pharmacies

Xii. There is no community pharmacy
practice in close proximity to my
surgery

xiii.  The relationship  between
community pharmacists and general
practitioners is  too financially
competitive to encompass this service

xiv.Pharmacists can give biased
advice on the use of medicines due to
commercial pressure

Other barriers (please state)

157



E. FUTURE EXPECTATIONS

This session seeks to know in which area you will like to collaborate with a
community pharmacist in the future.

Prospects of enhanced future collaboration with community pharmacists

As a general practitioner | would like to collaborate with a
community pharmacist in the following areas in the future:

Strongly Agree Disagree Strongly
Agree Disagree

i. Collaborative care or co-
management of patients
(especially chronically ill
patients).

il. Exchange of  patient
information for better clinical
and therapeutic judgments

iii. Referral of patients to
community  pharmacists  for
other specialized services (e.g.
anticoagulation service)

v. Exchange of information
resulting from patients’ negative
reaction to prescribed
medication

vi. Exchange of information on
prescription issues such as
safety and therapeutic
duplications

In what other ways do you think the collaboration between community
pharmacists and general practitioners can be enhanced to improve the
patients’ therapeutic outcome?
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Privare Bag X17, Bellville 7535

OFFICE OF THE DEAN S A
DEPARTMENT OF RESEARCH Tekphone: +17 21 9502945980
DEVELOPMENT e ——

22 June 2080

To Whem It May Concern

I hereby certify that the Senate Research Commities of the University of the Westem
Cape has approved the methodology and the ethics of the following research project by:
Dr K Ward (School of Pharmacy)

Research Project Inter-professional collaboration betwesn
general practitioness and community
phanmacists: general practitioners’
perspectives

Regisiration no: 1429

r: Research Development Office
University af the Western Cupe

UNIVERSITY of the
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