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  	In 1968 I published in the American Journal of Hospital Pharmacy (25: 4245) a paper entitled "Toward a Sociology of Pharmacy." Included in that article, now 30 years old, was this observation.
	

	

	


	[image: a54ec4796fe9a3172d8c2ea0afb6b370.gif]
  	
  	[image: a54ec4796fe9a3172d8c2ea0afb6b370.gif]

	

	
  	Pharmacy has received relatively little attention from social scientists in the past. This neglect by the scientists has been responsible in part for the development of a strong movement toward behavioral self-analysis within pharmacy. Pharmacy offers a wide range of unique research opportunities which might be explored best through a joint effort by social scientists and pharmacists trained in applied social science.
	

	

	


	
  	
  	

	

	
  	Finally, we have such an effort.
	

	

	


	
  	
  	

	

	
  	One would be hard pressed to identify a combination of two individuals who bring to a project such as this such long and varied experience in pharmacy defined in its broadest terms. Dr. Gosselin can be described without hyperbole as an educator, entrepreneur, researcher, author, editor, professional leader . . . the list could go on. Dr. Robbins, too, can offer an impressive set of credentials; notable among them is his position as architect of "The Schering Report," an annual assessment of various matters of inter-, intra-, and supra-professional interest to pharmacists.
	

	

	


	
  	
  	

	

	
  	The need for continuing evaluation of pharmacy as a socialized profession continues. Introspection, especially that driven by expertise in the techniques of social science research, is a continuing need. Books such as this one serve the essential purpose of explaining to those inside the profession, as well as those outside, where pharmacy has been, where it is, and where it needs to go.
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  	From the Editor
	

	

	


	
  	
  	

	

	
  	As a career-long health care magazine editor, with most recent concentration in the clinical pharmacy arena, it was with great excitement and consequent increased anxiety that I received a phone call one day from Ray Gosselin asking me if I would like the opportunity to edit a book being developed by himself and Jack Robbins. Since magazines were more my forte than full-length books, some trepidation set in. Still, I had known these two gentlemen for over ten years and considered them to be pharmacy's acknowledged historians, sociologists, economists, educators, and prognosticators all rolled up into one. Besides, they always managed to relate some of the best stories, not just about the profession of pharmacy but about health care as we know it in these United States. I decided to venture ahead.
	

	

	


	
  	
  	

	

	
  	My first meeting with these two long-time college classmates and friends presented an interesting challenge to my editing acumen: Could I transform their two distinct manuscriptsand their two distinct points of viewand make them one? Fortunately, they prefaced their challenge by affording me the cocktail of my choice. Some 18 months or so later, I believe I have successfully met their challenge, and Inside Pharmacy: The Anatomy of a Profession now stands to be read in a singular voice by individuals within the pharmacy profession as well as those who need to obtain a better grasp of what pharmacists really do. Not being a pharmacist, I have come to appreciate what pharmacists do. My regret is that not all pharmacists really grasp what they can do to positively affect patient care in this country. Indeed, I have come to know and appreciate firsthand what Ray Gosselin and Jack Robbins have done and continue to do in defining pharmacy.
	

	

	


	
  	
  	

	

	
  	Read this book line for line, for there is no need to read between the lines. Neither of these two distinguished gentlemen has ever had the need to conceal what he thinks. Both are forthright, opinionated, and rarely concerned about what others might think. But between you and me, I think they would be delighted to know you have read what may be,
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  	finally, the book that best describes in precise terms the pharmacist of the 20th century and the future pharmacist of the 21st century.
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  	Pharmacy is a dynamic profession in constantly evolving phases of change. Very often the very practitioners who should be aware of these changes are so close to their traditional practices that they may not notice the changes taking place. The goal of this book is not so much to describe an objective accounting of pharmacy's social situation but rather to provide the reader with two authors' opinions on several policy issues in the profession of pharmacy.
	

	

	


	
  	
  	

	

	
  	The need for continuing evaluation of pharmacy as a socialized profession continues. We hope that this book will serve the essential purpose of explaining to those inside the profession, as well as those outside, where pharmacy has been, what it is, and where it needs to go.
	

	

	


	
  	
  	

	

	
  	This book traces the evolution of the pharmacist from compounder-dispenser to advisor-counselor. The book also examines the consequences of the profession's decision to adopt the Pharm.D. as its sole entry-level degree. For example, as technicians receive more and more training, and as the health care system continues to focus its attention on cost-control measures, what will the future hold for pharmacists? Moreover, what will the pharmacist of tomorrow be called, and, more importantly, what will he or she be doing?
	

	

	


	
  	
  	

	

	
  	This book also explores the impact on pharmacy of broad sociologic, demographic, and economic trends. It also examines controversial issues such as professional versus business objectives, managed cost care, cognitive services, pharmaceutical care, and the future roles of pharmacists. Clearly, one of the challenges pharmacists face is to create a demand for their services, which entails having the ability to successfully market to the public the pharmacist's professional functions.
	

	

	


	
  	
  	

	

	
  	Drawing upon the literature in sociology and social psychology, the book relates some theoretical constructs to the changing roles of the pharmacist. The book also covers such topics as pharmaceutical education, disease state management, managed care, and new technologies.
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  	Pharmacy's future will likely be decided by two factors: population and economics. Population, in and of itself, is a factor that has never been grasped completely nor firmly by members of the pharmacy profession. Our population is not only rapidly expanding, but life expectancies continue to lengthen. Pharmacy, as an integral part of the health care system, will continue to face the ever growing challenges of providing more people with more prescriptionsover 3 billion of them estimated to be filled soon after the turn of the century. In addition, the challenge will be to administer many of these prescriptions to an ever increasing aging population, one that demands variations in drug delivery systems and dosage scheduling. Yet pharmacy cannot concentrate on only the aging, for we have to look at the growing uses of novel medications in the pediatric population, the routine issuance of medications to the healthy for maintenance therapy, and the large mass of humanity who require prescriptions, regardless of age.
	

	

	


	
  	
  	

	

	
  	Economics always has had an immeasurable effect on the development of pharmacy. How pharmacists can dispense medications efficiently and directly to patients will always be a factor in understanding how to ultimately control health care costs. Part of the economic factor is the cost in educating future pharmacists. My coauthor has done a marvelous job in describing the history and future of pharmacy education. He has also provided insight into pharmaceutical care and disease management. Joe Cupolo, our editor, has done a superior job in bringing our views together. We have written this book so that pharmacy educators and pharmacy's future planners can evaluate and truly understand the role of the practicing pharmacist, the one on the firing line each day dispensing hundreds of prescriptions, the one who needs to have a broad-based knowledge of computer technology, the one who needs to have first-hand knowledge of the drugs he or she dispenses, and the one who may only need four years of pharmacy education to provide these serv-
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  	ices. For those who might be interested in an advanced pharmacy degree, a seven-year Pharm.D. program may be their course of educational pursuit.
	

	

	


	
  	
  	

	

	
  	We speak herein of an estimated 150,000 pharmacy technicians who perform well, and we address their role in the future. They do not have a degree in pharmacy, but some are certified by the Pharmacy Technician Certification Board. There is a threat from state legislators in the next ten years to give them the right to dispense medications, apart from pharmacists. With 3 billion prescriptions to be dispensed and the cost of the drugs increasing, it is logical to assume this to be the case. Pharmacists, beyond the four-year degree, may face severe competition in the market place. A four-year-degree pharmacist can work with technicians to handle this onslaught of prescriptions demanded by a very large number of ambulatory patients in the retail sector.
	

	

	


	
  	
  	

	

	
  	Economics will play a major role in health care delivery in the future. Up until 1997 very little was done to reduce costs in Medicare. Congress and the administration, in an era of economic prosperity, refused to address the faults in the system, although a few minor changes were made. After the year 2000 our health care system will need to be revamped or else face economic hardships. Hopefully, this book may offer some insight as to where and how pharmacy fits into this challenge.
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  	Chapter 1

Pharmacy: The Evolving Profession
	

	

	


	
  	
  	

	

	
  	As Mickey Smith so succinctly noted in the Foreword to this book, of all the major health-related occupations, pharmacy is the one that has received the least amount of attention from social scientists. The reasons for this lack of attention are not entirely clear. One important factor, however, may be simply a lack of interest on the part of social researchers. Even in the popular media, the pharmacist is seldom, if ever, cast in the role of the hero either in books, plays, movies, or television shows. We have to look very far to find a Dr. Doug Ross (from the television program ER) of the pharmacy profession.
	

	

	


	
  	
  	

	

	
  	To the outside observer, pharmacy may appear to be the most banal of the health professions. The pharmacist is often removed from the drama of the life-or-death situations faced daily by physicians and nurses and, thus, makes few headlines.
	

	

	


	
  	
  	

	

	
  	Nonetheless, pharmacy seems to be a particularly fertile field of study for behavioral scientists for several reasons: (a) because of the relative neglect in the past, (b) because of professional characteristics that appear to set it apart from other professions and occupations, and (c) because the profession has undergone dynamic technological and social changes in the past half century that have forced its members to adopt a variety of interesting adaptation modes.
	

	

	


	
  	
  	

	

	
  	Consider the fact that the art of pharmacy, as practiced for many centuries in Europe and the United States, was taken over almost completely by the U.S. pharmaceutical industry during the past 50 years. The mystery and symbolic professionalism of compounding prescriptions, with the attendant exotic smells and sounds of the back-room prescription department, have largely disappeared. The U.S. pharmaceutical industry, with its superior resources, research technology, mass-production techniques, and innovative packaging, can prepare and bring to market medications more efficiently and generally at lower costs than can the individual pharmacist.
	

	

	


	
  	
  	

	

	
  	In the mid-1920s, according to Charters, Lemon, Monell, and Fische-
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  	lis, 80% of all prescriptions required compounding with ''the special skill and knowledge of a trained pharmacist."
1 In the mid-1940s about 26% of prescriptions required some manipulation by the pharmacist, and by 1974 this figure, according to the National Association of Retail Druggists Journal,2 had dropped to just barely over 1% of all prescriptions dispensed in the United States.
	

	

	


	
  	
  	

	

	
  	True, these changes have probably benefitted the public, as well as, perhaps, pharmacy itself. The raw fact, however, remains that while the pharmaceutical industry has taken over the art of pharmacy, on a gender scale, it has not, in exchange, consciously created a substitute professional role for the pharmacist to play.
	

	

	


	
  	
  	

	

	
  	At the same time, other crucial changes were taking place. For example, quite paradoxically, as less and less demands were being made on the pharmacist's compounding skills, the colleges of pharmacy were expanding their curricula and the years of study required, from three in 1925, to four in 1932, to five in 1960.
	

	

	


	
  	
  	

	

	
  	In addition to the changes within the profession, many external changes, e.g., physicians' prescribing patterns, patients' shopping habits, the growing legislative and regulatory environment, and the growth of third-party payments in health delivery, forced various adaptive modes on pharmacists. As a benchmark for this section, it would be helpful to review previous research studies concerned with the profession of pharmacy.
	

	

	


	
  	
  	

	

	
  	Previous Studies
	

	

	


	
  	
  	

	

	
  	The few isolated studies on pharmacy that have been reported by behavioral scientists appear, in some way, to focus on the dualistic occupational role of the pharmacist. For example, Thorner (1942)102 and Weinlein (1943)31 were first to point out that pharmacy had the characteristics of both a profession and a business. This theme was later elaborated upon by McCormack (1956)3 in her sociological study of first-year pharmacy students. She found that pharmacy was undergoing major economic and technological changes and, as a marginal occupation between business and profession, was creating identification problems for its trainees.
	

	

	


	
  	
  	

	

	
  	McCormack3 found that the marginality of pharmacy was further revealed by the way in which pharmacists attempted to acquire a greater prestige for their profession, i.e., by viewing it as part of a medical-
	

	

	















 



  
  page_3
  



  	
  	
  	
  



	




	Page 3

	
  	
  	

	

	
  	scientific group. In this instance, the tendency toward closure, often regarded as an inherent characteristic of professions, was reversed. The pharmacist's aim was to force the established medical-scientific professions to include pharmacy.
	

	

	


	
  	
  	

	

	
  	McCormack concluded that pharmacy was a marginal profession because professional and business goals were often in conflict:
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  	Pharmacy is of special interest because, unlike new or anti-social occupations, its marginality is of degree rather than kind. Its structure is sufficiently undefined so that it may attract persons who are marginal in the social structure and who impose the concomitants of the ambiguous status on the occupation. Its functions are sufficiently unclear that the problems of acquiring sanctions and legitimacy persist.
3 (p. 308)
	

	

	


	
  	
  	

	

	
  	Wardwell4 pointed out that although there is a financial aspect to the practice of all professions, the financial dimension is more acute for the pharmacist principally because he sells nonpharmaceutical products in a context that resembles a retail establishment more closely than it does a professional office.
	

	

	


	
  	
  	

	

	
  	On the basis of these earlier studies of the profession, Quinney5 designed a study that classified pharmacists on the basis of their adherence to both business as well as professional roles. He hypothesized that because of the existence of the two divergent roles within the occupation of pharmacy, the pharmacist may choose either one of the roles while abandoning the other, attempt some compromise of the two, or attempt to avoid either set of expectations. As might be expected, Quinney found that the pharmacists adjusted to the situation of what he called "occupational role strain" by orienting themselves in various degrees to both roles.5
	

	

	


	
  	
  	

	

	
  	Another interesting aspect of Quinney's research is his examination of the relationship between pharmacists' differential orientation to the two diverse roles and the type of behavior they exhibited as pharmacists. Concerned about prescription violations that had been made by his sample of pharmacists, Quinney found that violations occurred with greatest frequency among business-oriented pharmacists and occurred least among the professionally oriented. Pharmacists of mixed and indifferent orientations were found to be intermediate in their behavior regarding violations.
	

	

	


	
  	
  	

	

	
  	In a study to assess the pharmacist's importance as a source of information to the public on self-medication, Knapp, Knapp, and Engel6 found that pharmacists were frequently mentioned as an information
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  	source, but were less often consulted than family members, friends, or physicians. Although the pharmacist was perceived as a more reliable source of drug information than the layman, he was perceived, especially in discount store settings, as being "too busy" to counsel customers on health matters. When he was asked, his answers were often considered by patrons to be irrelevant or inadequate.
	

	

	


	
  	
  	

	

	
  	A further important contribution to the analysis of pharmacy practice was made by Dommermuth
7 in his topology of retail pharmacies as community drug stores, professional shops, and supermarket prescription departments. Using the comparative rubrics of work arrangements, duties, and relationships, he concluded that the label of "pharmacist" may, in fact, apply to a segmented, loosely combined group "who pursue varying . . . objectives by differing means."
	

	

	


	
  	
  	

	

	
  	Similar to the concerns that some sociologists have had with the profession of pharmacy, pharmacists themselves have also been concerned with role definitions. Attempting to reverse the growing conception of the pharmacist as pill dispenser and merchandiser, many leaders in pharmacy have been advocating the expansion of the pharmacists' professional responsibilities. Parker,8 for example, responding to the increasing tendencies toward self-medication among the population and the increasing self-service and mass merchandising of drugs, has pleaded that drugs need to be controlled and that pharmacists must once again play a significant role as drug therapists. In this regard, the American Pharmaceutical Association has proposed a reclassification of drugs that would give pharmacists increased responsibilities, power, and control (Apple).9 Also, Penna10 has suggested that pharmacists should pay increasing attention to the conditions for which people seek self-medication and make sure that the choice of medication is appropriate. In this regard, he has suggested that pharmacists be alerted to possible mistaken self-diagnoses by patrons and should question them as to the length of time their condition has been present as well as how severe their symptoms are.
	

	

	


	
  	
  	

	

	
  	Although the expansion of the pharmacists' responsibilities as a drug advisor seems laudable, Apple11 has questioned the qualifications of many pharmacists to give adequate advice about drugs and has also noted the reluctance of many pharmacists to advise customers about drugs for fear of being sued. In another paper, Apple9 emphasized the need for pharmacists, given the proper education, to communicate with other health professionals and patients about proper use of drugs without becoming preoccupied with the liabilities that could result in accepting increased responsibilities.
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  	Defining What Pharmacists Do
	

	

	


	
  	
  	

	

	
  	Although there has been a great deal of concern regarding what the profession of pharmacy is or ought to be, empirical investigations of what pharmacists actually do have been few. Besides the work of Quinney previously cited, another significant published study of pharmacists' behavior has been reported by Knapp, Wolf, Knapp, and Rudy.
12 Concerned with pharmacists' performance as drug advisors to both physicians and patients, they designed a three-phase field study. Discussing here only their findings concerning the pharmacist-patient relationship, Knapp et al. first concerned themselves with advice given to a person who visited a sample of 36 pharmacists in a large metropolitan area. The patient, posing as a severe diabetic college student about to depart for a two-week field trip to Mexico, was concerned about the necessity of keeping his insulin under proper refrigeration. After discussing his problem with the pharmacist, the patient asked about the use of Dristan® for a summer cold he had been having and purchased the drug if so advised. (The ingredients of Dristan are contraindicated in diabetes.) Of the 36 pharmacists visited, 83% of them either sold Dristan to the patient or some similar, more expensive product.
	

	

	


	
  	
  	

	

	
  	Regarding prescription medication advice, Knapp et al. then sampled 12 additional pharmacies, five with a patient record system and seven without. An investigator posing as a client visited each pharmacy with a prescription to be filled for 24 Parnate® tablets. One week later, the same investigator visited the same pharmacies with a Tofranil® prescription. Of the 12 pharmacists who dispensed the Parnate, only one gave any warnings regarding its use, in spite of the serious warnings found on the package insert. Similarly, only one pharmacist in the sample, using a patient-record system, detected the contraindication of Parnate and Tofranil (a combination which can cause death) and called the prescribing doctor.
	

	

	


	
  	
  	

	

	
  	On the basis of these findings, Knapp et al. concluded, "It is painfully and deadly obvious that the pharmacists in our sample utterly failed the tasks presented themfailed to the point of exposing their patients to the unnecessary risk of possible death. . . . Statistics are of little use in cases such as this, both because of the overwhelming nature of the incorrect responses and the severity of the consequences of the pharmacists' actions"12 (p. 9).
	

	

	


	
  	
  	

	

	
  	Concerned with the perceived occupational roles of pharmacists, Knapp, Knapp, and Edwards13 conducted a study to assess the opinions of pharmacists held by physicians, patrons, and other pharmacists. Their
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  	results seemed to show that the pharmacist is placed closer to the concept of technician than he is to the concept of professional by all groups studied. Most of the subject groups, including pharmacists, did not appear to hold overly strong positive opinions about the role of the pharmacist. The lone exception to this were the pharmacy leaders who did hold strong positive opinions about the role of the pharmacist. Such strong opinion, however, is to be expected in a group that has a vested interest in the continued growth and success of pharmacy.
	

	

	


	
  	
  	

	

	
  	If pharmacists are generally unhappy with their roles, as evidenced in the Knapp et al. study, they are equally critical of professionally related others. For example, Lecca, Gold, and Smith,
14 in a study to assess pharmacists' response to a program by an individual pharmaceutical manufacturer, found that the majority (68 out of 119) of comments by the respondents were critical of the pharmaceutical industry. Because of the nature of the study, however, it was difficult to determine the representativeness of the comments or the extent to which the negative comments were reactions to general industry practices or to the activities of only a few firms. Moreover, many of the comments by pharmacists were contradictory (e.g., "there is not enough manufacturer/pharmacist contact. . .there is too much manufacturer/pharmacist contact.")14 In addition, a significant number of comments were unrealistic from an economic viewpoint, and many comments seemed to be based on simple misinformation.
	

	

	


	
  	
  	

	

	
  	One of the major shortcomings of the Lecca et al. study, however, was that while they found that the majority of their respondents complained about the pharmaceutical industry, the authors did not explore in any way the underlying social-psychological factors leading to pharmacists' negative attitudes toward pharmaceutical manufacturers.
	

	

	


	
  	
  	

	

	
  	The Pharmacist as Drug Advisor
	

	

	


	
  	
  	

	

	
  	One of the presumed bases for pharmacists' claims to professional status is their role as a source of drug information to physicians. Welch and Sandberg,15 in a survey among physicians in 12 different localities, found that physicians rated the pharmacist seventh in importance as a source of drug information, after The Physician's Desk Reference, clinical meetings, product package inserts, textbooks, and pharmaceutical
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  	representatives. It may be possible, however, that the physician utilizes the pharmacist for secondary types of information not otherwise readily available in the other sources, e.g., costs of drugs or availability of a particular brand in a given pharmacy.
	

	

	


	
  	
  	

	

	
  	In another phase of the Welch and Sandberg study, 60% of the physicians felt that the pharmacist's role as a source of drug information would be greatly improved, and he would be considered more than a mere technician in the eye of the physician, if the pharmacist were better educated about drugs. It may well be, however, that pharmacists do have enough education but that this education is not appropriate for the function that physicians feel that pharmacists should serve.
	

	

	


	
  	
  	

	

	
  	Based upon the increasing concern among pharmacists with their role as a drug advisor to patients, and considering the dualistic nature of their occupational role, Linn and Davis
16 conducted a study to (a) explore patterns of advice that pharmacists give patients about health problems, and (b) analyze those patterns of advice in relationship to characteristics reflecting their orientation toward their occupation (business versus professional). In the authors' analysis, advice that pharmacists render to patients was classified into one of three categories of behavior: (a) recommending a medical product; (b) making a physician referral; or (c) both types of advice. Using this classification as a dependent variable, the study tested the general hypothesis that business-oriented pharmacists as compared with professionally oriented pharmacists will be significantly more likely to recommend medications to patients than to refer them to physicians. Pharmacists' occupational orientation, the independent variable, will be reflected by the following different measures: (a) the occupational background of the pharmacist's father, the pharmacist's postgraduate education, and his store ownership status; (b) the pharmacists' ranking of their daily activities as well as their activity preferences; (c) their expressed attitude toward the pharmacist as a businessman; and (d) the economic environment of the stores in which they are employed.
	

	

	


	
  	
  	

	

	
  	The results of the patient visits to the pharmacies in the sample clearly show that pharmacists as a group varied considerably in terms of how they responded to two different health complaints. In response to the symptom of nervousness and sleeplessness, 71% of the pharmacists asked the patient two or more questions about his problem, only 29% needed to be probed by the patient to make a recommendation, and 94% finally suggested a medication (with or without advising medical consultation). On the other hand, in response to the symptoms of rectal
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  	bleeding and pain, only 36% of the pharmacists asked two or more questions, 66% needed probing before they would make a recommendation, and only 50% finally recommended an over-the-counter medication.
	

	

	


	
  	
  	

	

	
  	The finding that 94% of the pharmacists recommended a product for nervousness and sleeplessness seems to indicate that pharmacists as a group felt that recommendations for such common symptoms are within their professional domain and expertise. However, concerning the symptoms of rectal bleeding and pain, the findings indicate less consensus among pharmacists, with 21% recommending a hemorrhoid preparation without suggesting physician consultation and an additional 29% recommending purchasing a product and consulting a physician.
	

	

	


	
  	
  	

	

	
  	Analysis of the index constructed from questionnaire responses to six situations calling for pharmacist recommendations has given some indication that a general tendency to recommend products is greater among pharmacists who own their stores, come from middle or working-class background, who have not recently taken any postgraduate courses in pharmacy, or who are employed in stores where business has increased greatly or declined over the last three years. Similarly, pharmacists who are salaried, who come from professional-class backgrounds, who have recently had some postgraduate education, or who are employed in pharmacies where business has increased somewhat or remained the same were less likely to have exhibited a tendency to recommend products. Therefore, in testing the hypothesis that business-oriented pharmacists as compared with professionally oriented pharmacists would be more likely to recommend medications to patients than to refer them to physicians, the Linn and Davis study has presented some evidence in its support. However, since analysis of the relationship between pharmacists' occupational orientations and their actual advice to two programmed patients failed to demonstrate many significant trends, it may be that occupational orientations have meaning only in relation to attitudes toward recommending products. In the actual face-to-face encounters analyzed in the study, characteristics of economic interest or social position did not seem to be relevant factors in the type of advice pharmacists rendered and did not support the hypothesis under examination.
	

	

	


	
  	
  	

	

	
  	Thus, regarding the concepts of professional and business orientations, the Linn and Davis study has made attempts to define such concepts in a number of different ways. Needless to say, such concepts and their definitions have been under refinement and debate for years in the
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  	sociology of occupations and professions. However, few scholars have made any attempt to relate different definitions of their concepts to overt professional behaviors in any way.
	

	

	


	
  	
  	

	

	
  	Finally, it must be emphasized that the Linn and Davis analysis was only concerned with the general tendencies of pharmacists to recommend drugs or refer health complaints to the attention of physicians. No conclusions can be made regarding the appropriateness of the specific product recommendations pharmacists made in response to each of the six situations presented to them in the questionnaire.
	

	

	


	
  	
  	

	

	
  	Each of the studies cited previously has attempted to review a specific issue, at a given point in time, but with the possible exception of McCormack's
3 research, none of the studies has considered the technological, economic, and social changes in the past 50 years that have seriously affected the practice of pharmacy. Therefore, to gain some insight into the profession, it would be helpful at this point to review these relevant dynamics of change.
	

	

	


	
  	
  	

	

	
  	Dynamics of Change: The Past Half Century
	

	

	


	
  	
  	

	

	
  	The growth in the number of pharmacies during the past 50 years has not shown any consistent relationship to the growth in population because an elastic extension of nonprofessional functions has made it unnecessary, economically, for the supply of American pharmacies to bear any quantitative relationship to the demand for pharmaceutical services. Conversely, the "excess capacity," pharmaceutically speaking, of the average American pharmacy has permitted the growing demand for pharmaceutical service of recent decades to be absorbed without comparable increases in facilities, although pharmacists devote more of their time to the practice of their profession.
	

	

	


	
  	
  	

	

	
  	For the country as a whole in the half century before 1930, the available data suggest that the number of drugstores fluctuated rather narrowly at a ratio of about one drugstore to 1,850 to 2,250 persons. In the years between 1930 and 1947 such factors as the Great Depression, increased educational standards, and the impact of World War II combined to increase the ratio to one drugstore to 3,000 persons. From 1948 (when more consistent statistics began to be available) to 1960, the number of persons served by each pharmacy continued to increase, from an estimated 2,930 to 3,360. In 1974, with the growth in population and
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  	the closing of many smaller one-man pharmacies, there were about 50,000 drugstores in the U.S., or about one drugstore for every 4,200 people. During the 19251974 period the number of employed registered pharmacists (as contrasted with owner pharmacists) increased from about 30% of the 70,000 pharmacists in 1925 to about 60% of the 130,000 pharmacists in 1974. In the same period the proportion of women pharmacists increased from less than 1% in 1925 to about 13% in 1974.
	

	

	


	
  	
  	

	

	
  	Much of the decline in the number of pharmacies in a growing population can be attributed to changing transportation needs. In the early part of the century many people needed a pharmacy within walking distance. This is still popular in other countries, e.g., Australia. With the impact of the automobile, Americans were able to travel longer distances to go shopping. During the past ten years, American families have now assembled a fleet of two, three, or even four cars. Since access to transportation is no longer a concern, the emphasis is now placed on time constraints. Americans can get to a store, but they want that one store to satisfy all of their needs. This factor has led to the consolidation of chain pharmacies and the development of super discount stores and super grocery stores. In cases where transportation still remains a problem for some, mail-order pharmacies can handle the prescription needs of those individuals. In an ambulatory market place, which dominates the prescription business, the lure for purchasing additional merchandise is extremely appealing.
	

	

	


	
  	
  	

	

	
  	The drugstore soda fountain came into its own during the 1880s with the fight against the liquor business and with the passing of local and state legislation banning saloons and liquor stores. When national prohibition under the provisions of the Volstead Act became a fact (1919), the drugstore fountain business reached its climax. From 1919 to 1929 new installations were made, on average, at the rate of $19,500,000 a year, according to American Druggist.
17 By 1929, of the 54,747 independent drugstores, 31,813 had fountains; of the 3,518 drug chain units, 3,031 had fountains. In 1935, according to Delgado,18 drugstores took in $121 million from fountains, including meals, accounting for 6.8% of the total sales of meals for the whole country.
	

	

	


	
  	
  	

	

	
  	By 1960 the total soda fountain volume increased fivefold in American drugstores (to about $600 million), despite a decline in both the number and the proportion of drugstores with fountains. This decline was due largely to shortages of fountain personnel and materials during World War II, when one fountain in six closed, and
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  	many pharmacy owners found that the space could be used to better advantage.
	

	

	


	
  	
  	

	

	
  	Although community pharmacies have a professional function based on science, community pharmacies during the past 50 years have operated within the framework of business enterprises. As such, they shared increasingly in the pressures felt by small specialty shops and family businesses during this period. Under divergent influences, pharmacy tended to move off in all directions, becoming more varied than in other highly developed countries.
	

	

	


	
  	
  	

	

	
  	On the one hand, some pharmacies have been incorporated into sprawling supermarkets, where prescriptions and other products related to health may require less than 5% of the total floor area, according to a Drug Topics
19 survey. This infinitely variable mixture of pharmaceutical practice and variety-store merchandising has tended to cloud the "professional image" of pharmacy, especially when the entire establishment, and not just the pharmaceutical part, is labeled as a drugstore or pharmacy.
	

	

	


	
  	
  	

	

	
  	At the same time, there has been a countertrend toward more establishments that largely specialize in pharmaceutical services, including health-related supplies. In 1931 it was estimated that less than 1% of pharmacies (350 to 400) were receiving 50% or more of their total sales from their prescription departments. In 1974, according to the Lilly Digest,20 it was estimated that about 25% of all pharmacies derived at least half of their revenue from the prescription department.
	

	

	


	
  	
  	

	

	
  	The sharply increased demand for pharmaceutical services cannot be accounted for on the basis of population growth alone. More effective drugs, economic prosperity, less dispensing by physicians, and the tendency to prescribe individual drugs rather than compounds probably all shared in increasing prescription totals.
	

	

	


	
  	
  	

	

	
  	Not only has prescription practice grown, but its character has changed profoundly in the past 50 years. Within these five decades, a central function with which the profession was closely identified both by patients and by practicing pharmacists themselves, i.e., prescription compounding, was swept away by the combined effect of influences such as the final impact of the industrial revolution applied to pharmacy, the proliferation of individual drugs effective as therapeutic specifics, and the mass promotion of trade-named, ready-made prescription products.
	

	

	


	
  	
  	

	

	
  	The massive shift away from a scientific or nonproprietary nomenclature toward the present practice in which each company creates a trade-
	

	

	















 



  
  page_12
  



  	
  	
  	
  



	




	Page 12

	
  	
  	

	

	
  	marked proprietary name of its own for a prescription drug occurred largely within the same time span.
	

	

	


	
  	
  	

	

	
  	These and other pharmaceutical changes were by no means peculiarly American, yet pharmacy changed more erratically and quickly here than it did in some older countries as it was buffeted in the freer American economy without having fully developed moorings of professional maturity and firm traditions, or the same degree of government protection as part of a public health system. The community pharmacist, not well organized, unclear about the broader socioeconomic forces changing pharmaceutical practice, and harassed by new forms of competition both within the licensed network of pharmacies and outside it, became less certain of his position and prospectdespite the upswing in demand for pharmaceutical services that became obvious by the mid-1970s.
	

	

	


	
  	
  	

	

	
  	Summarizing the Dynamics of Change
	

	

	


	
  	
  	

	

	
  	Legal and ethical controls, a more uniform education and competence among practitioners, organizational structuring, the solidification of traditions, and group consciousness concerned with norms of responsibility and performanceall of these suggest a professional maturing of American pharmacy during the past half century.
21 Countervailing influences have been an almost complete loss of the practitioner's central function of preparing medication from the individual constituents and a commercializing development that tended to depreciate the average practitioner's valuation of the function for which he was educated and on which his claim as an independent professional largely depends.
	

	

	


	
  	
  	

	

	
  	Although large-scale industrialization of a drug production occurred in the 19th century, the withdrawal of prescription compounding as such occurred mainly between the 1920s and 1960s. Thus, while drugs became dramatically more effective during the present century, the practicing pharmacist lost much of his creative identification with the prescriptions he dispensed. At the same time, the multiplicity and complexness of the new materia medica gave the practitioner more potential as an expert advisor on pharmaceutical products to other health practitioners and, in a different sense, to lay patrons. Although by mid-century this role had become well defined as an objective, the transition into practice has developed slowly as a trend.
	

	

	


	
  	
  	

	

	
  	A corollary of this advisory function was the emergence of another
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  	goal: making the American pharmacy a center of health education literature for the laity. Begun in an organized way through a collaborative project in 1940 with the American Social Hygiene Association, such service has been fostered subsequently by the American Pharmaceutical Association (APhA), as sporadic funds permit. The scope and effectiveness of the community pharmacy as a community health education center was given its most definitive test by the APhA through a grant from the U.S. Public Health Service in 1963.
	

	

	


	
  	
  	

	

	
  	Two other trends that helped to blunt the impact of the withdrawal of the preparation of drugs from pharmacies into remote manufacturing laboratories were the rising number of prescriptions dispensed and some retrenching in the number of pharmacies. For example, prescriptions that nationally numbered close to 165,000,000 in 1931, had risen to 741,400,000 in 1963 and 1.5 billion by 1974. Reflected in these estimates are such changes as less physician dispensing, greater economic prosperity, and more prescribing of drugs individually (i.e., fewer complexly compounded medications). While the estimated number of prescriptions nationally was increasing, the network of pharmacies was decreasing numerically in relation to the population, from about one pharmacy to 2,000 persons (1930) to about one to 3,360 (1960). Such a noticeable increase in the average patronage potential seems large until compared with that in other highly developed Western countries. It is the unused capacity in the average American prescription department that has permitted pharmacy to fulfill the increased demand for pharmaceutical service without comparable increases in facilities. The trend toward larger establishments since World War II reflected more directly the influence of the concept of a supermarket or variety store, which could have a pharmacy as one of its units. A drift toward this type of ''drugstore" design has not been resisted as strongly in America as it has among pharmacists in other highly developed countries, partly because of a tradition associating drug dispensing with a general store, a concept with roots in an earlier America, and associating the practitioner with extensive nonpharmaceutical work as an accepted norm.
	

	

	


	
  	
  	

	

	
  	An equally noteworthy countertrend runs in the direction of devoting a higher proportion of the pharmacy to health-related services. For example, in 1930 fewer than 1% of all pharmacies were estimated to be receiving half or more of their dollar volume from the prescription department. This percentage rose through the 1960s to between 12% and 25% of all pharmacies. Today, that percentage has increased to over 50%.
	

	

	


	
  	
  	

	

	
  	These developments demonstrate that community practice of phar-
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  	macy in the U.S. has retained its variegated nature even though evolving to a new level and character. The pharmacist became less of a craftsman and more of a professional by pressures from deep-rooted social, economic, and technologic change, particularly during the past half century. The application of science to pharmaceutical endeavor has made the pharmacist's service qualitatively more effective and valuable to society, although the demand for his distinctively professional functions has been insufficient quantitatively to give the average practitioner a full-time occupation in America.
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  	Chapter 2

The Adaptive Role of the Pharmacist
	

	

	


	
  	
  	

	

	
  	An analysis of the studies cited earlier reveals that few, if any, of the previous studies attempted to correlate the dynamic changes in pharmacy during the past half century with the various modes that pharmacists have adopted in order to make their role expectations appear more consonant with their performance in the role of pharmacist.
	

	

	


	
  	
  	

	

	
  	Much as American society has a strong pragmatic orientation, an old tradition in American psychology emphasizes processes involved in the organism's adaptation to its environment. For the psychological functionalist, animal behavior rises in the service of the struggle for survival; action, in one way or another, is carried out in the interests of biological need satisfaction and therefore serves the purpose of facilitating survival. Such a view, of course, is not confined to the United States. Darwinian evolutionary theory is based on just these notions of conflict and adaptation for survival, and Freud also made use of similar ideas. However, there is probably no recent psychologist who leaned so heavily on these functionalist assumptions as did Hull.
22 If the animal is to survive, Hull reasoned, not only must it be sensitive to internal and external conditions that threaten its existence, but these conditions must then automatically lead to the behavior and learning which could improve the animal's survival chances. Organismic need and relevant features of the environment must somehow be "brought to bear upon the animal's movement-producing mechanism"22 giving rise to activity, and this activity should be learned to the extent that it leads to need satisfaction.
	

	

	


	
  	
  	

	

	
  	Abram Kardiner,23 a psychoanalytic psychiatrist, wrote extensively on adaptational modes. One of his chief concepts is the individual security system, that is, the modes of adapting through which the individual gains group approval and support. This concept is used as a means of linking intrapersonal needs and societal demands.
	

	

	


	
  	
  	

	

	
  	Kardiner has characterized his position as adaptational theory.23 Adaptational analysis starts with a condition that exists in a society and traces its consequences on the behavior of the members of the society
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  	and on the institutions they devise in order to adapt to the condition. For example, the Marquesans were faced with periodic starvation because of recurring drought. They resorted to female infanticide to reduce the population. Consequently, there were more men than women in the society. The result was polyandry. Since she had more than one husband to spend time with, the mother neglected her children. The result was animosity toward women. Neglect of children meant lack of restrictions on their sexual behavior. The result was a high level of sexual potency. Thus, food scarcity, polyandry, and lack of discipline of children influenced the development of individual members of Marquesan society. The institutions reflect, complement, and express the basic personality of the Marquesans. "In this frame of reference the social institutions of Marquesans did not appear as fortuitous or evolved, or borrowed patterns of cultural behavior, but rather as specific implements of human adaptation with a unique homeostatic pattern."
23
	

	

	


	
  	
  	

	

	
  	The directionality of change can be represented in terms of measures of size, incidence, or occurrence. Moreover, certain processes of change may be found to have a reliable and enduring direction. Most notable of these in the theoretical literature is the presumably universal tendency toward specialization or structural differentiation. But the question of why this should be so is commonly left unanswered, the process being taken as given. Durkheim24 and others sought a demographic explanation: growing numbers lead to more complex social arrangements, including positional and role differentiation. Extensive evidence does point to a high, but by no means perfect, correlation between size and specialization; however, the reasons for this correlation are left for the most part unexplained.
	

	

	


	
  	
  	

	

	
  	In Darwinian evolutionary theory, structural differentiation derives from selective adaptation of organisms to their environment. Since environments differ both cross-sectionally and temporally, the idea of selective adaptation provides a way of accounting both for the observed diversity in structural forms and for continuing change. The early sociologists, e.g., Spencer,25 also made use of this conceptual scheme in the theory of social systems, where it appears equally applicable. In this scheme, population or membership size would serve as a basis for increased potential variability, and differentiation internal to the system would be one mode of adaptation of the entire system to its environmental setting. Criteria of efficiency in optimizing goal achievementcriteria that may be overt and purposive in complex social systemswould then be particular forms of adaptation.
	

	

	















 



  
  page_17
  



  	
  	
  	
  



	




	Page 17

	
  	
  	

	

	
  	In reviewing the dynamics of change affecting the profession of pharmacy, an interesting paradox seems to appear: during the half century when the training period for a pharmacist more than doubled in length (from two to five years), and the quality of his scientific training increased immeasurably (from a somewhat loose apprenticeship system to that of a sophisticated and closely supervised college laboratory), the central role of the pharmacist, namely that of preparing and compounding medications, together with his identification with that role, has almost totally disappeared. How the pharmacist has adapted to this paradox will be explored from the perspective of social-psychological theory in the following section.
	

	

	


	
  	
  	

	

	
  	Role Definition
	

	

	


	
  	
  	

	

	
  	In general, the term "role" is used to represent the behavior expected of the occupant of a given position or status.
26 Thus, following the implication of the dramaturgical metaphor, an actor assigned to the position (or part) of Hamlet is expected to enact the role of Hamlet, the role being characterized by certain actions and qualities. A person who is assigned to the position of pharmacist (or who elects to be placed in such a position in the social structure) is similarly expected to enact the role of pharmacist characterized by certain typical actions and qualities. In this definition two features are emphasized: (a) expectations (i.e., beliefs, cognitions) held by certain persons in regard to what behaviors are appropriate for the occupant of a given position and (b) enactments (i.e., conduct) of a person who is assigned to, or elects to enter, a given position.
	

	

	


	
  	
  	

	

	
  	Role Conflict
	

	

	


	
  	
  	

	

	
  	Persons usually occupy multiple positions, some of which may be considered compatible, such as professor, father, and scientist, and some considered incompatible, such as high school teacher and bartender. The resolution of such incompatibilities has been studied in a number of contexts. These studies have provided us with a recognition of institutionalized rituals and personal adaptive techniques that serve to reduce the strain attendant upon occupying incompatible roles. A key assumption which underlies current theories of social roles is that multiple relation-
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  	ships with diverse role partners is a source of psychological stress and social instability. Goode
27 in particular supports this viewpoint, although it is more or less implicit in the writings of most role theorists. Goode introduced the term "role strain" to signify the difficulty of performing multiple roles, asserting that the resultant tendency toward strain is a ubiquitous feature of social life.
	

	

	


	
  	
  	

	

	
  	According to Merton,28 role conflict refers to discrepant expectations: on occasion, ego must choose between the expectations of A and B because compliance with the expectations of one will violate the expectations of the other. For example, the two major roles of the pharmacist, business and professional, are often conflicting. By its nature, the professional role is characterized as being other-directed, i.e., the individual in this role should be more concerned with the welfare of those depending on him than with his own short-term personal gain. Conversely, the business role is conceived of as being self-orientedthe American credo of capitalism and profit maximization. Although the business role is certainly present to some extent in other professional positions, e.g., physicians and lawyers, it achieves particular prominence in the position of pharmacists for the following two major reasons.
	

	

	


	
  	
  	

	

	
  	First, the pharmacist in his professional role is charged primarily with the responsibility of compounding and dispensing drugs. Since, with the present advanced state of technology, a large majority of drug products in use today are supplied to the pharmacist prepackaged in convenient dosage forms, by far the major duty of the modern pharmacist is the proper dispensing of prepackaged drugs. To much of the lay public, and indeed to many pharmacists themselves, the nature of their vocation is merely that of a specialized retailer dealing in a restricted commodity, prescription drugs. Thus, many pharmacists have adopted a business approach (e.g., discounting) to dispensing prescriptions as an item in commerce, rather than the promotion of pharmaceutical services that the professional role would call for.
	

	

	


	
  	
  	

	

	
  	Second, for the past century in the United States the demand for pharmaceutical services has not been great enough to support all pharmacists.29 This situation led to the development of many unrelated merchandising activities in the community pharmacy in order to provide the pharmacist with a living wage. This resulted in the increasing importance of the business role of the position of the pharmacist. With the advent of "scrambled merchandising," the modern consumer can find underwear, transmission fluid, and lawnmowers in some pharmacies. Although the majority of pharmacies do not go this far afield, most still
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  	carry a significant stock of nondrug items, which, in some cases, actually subsidize the prescription department.
	

	

	


	
  	
  	

	

	
  	This second factor produced almost automatically a role conflict for the pharmacist. When in the prescription department, he was expected to conform to professional role requirements, but when he was "up front," he was expected to be a businessman. It was inevitable that these role expectations would interact and conflict. If he accepted the premise that a prescription was a commodity like any other product, it was consistent that the business role expectations should prevail also in the prescription department (e.g., encroachment of a business role onto professional functions might provoke an unprofessional act such as substitution). If he were to completely conform to his professional role, however, it would conflict in some cases with his "up-front" promotion of some items not in the best interests of his customers (e.g., tobacco, liquor, ineffective but popular patent remedies).
	

	

	


	
  	
  	

	

	
  	Bates
30 stated that, in general, inconsistent roles that are part of the same position will either become consistent or one of the inconsistent roles will be eliminated. It would be extremely risky to hazard any predictions as to the long-term outcome in pharmacy. It is highly unlikely that the business and professional roles will become consistent with one another. The possibility of one or the other role being eliminated is also improbable in the foreseeable future because both roles have staunch defenders from both within and outside of pharmacy. For example, the American Pharmaceutical Association (APhA), American Medical Association (AMA), and American Association of Colleges of Pharmacy (AACP) strongly support the professional role while the National Community Pharmacists Association (NCPA) and the National Association of Chain Drugstores (NACDS) support the business role.
	

	

	


	
  	
  	

	

	
  	Bates also stated that inconsistent roles are allowed to exist in the short run by various defense mechanisms, but that the inconsistencies produce tension and anxiety in the individual. Because pharmacists seem to think that status or prestige lies with acceptance as professionals, efforts are made, at least superficially, to enhance the professional role (and their status) while maintaining the business role (as a means of insuring financial success). Attempts to enhance the professional role have sometimes been less than professional in themselves. Weinlein31 states that as manufacturers took away the function of compounding, some pharmacists attempted to create a new professional role by increased counter-prescribing, becoming, in essence, illegal physicians.
	

	

	


	
  	
  	

	

	
  	It is evident from this discussion that the concept of role is important
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  	and relevant to the understanding of the pharmacist and his relationship with others. In order to expand knowledge in this area, theory must be related to reality, and a systematic study must be undertaken of the way pharmacists have attempted to resolve their role conflicts. Sarbin and Allen
32 have identified four distinctive modes of adaptive responses to role conflict: (1) instrumental acts and rituals, (2) attention deployment, (3) change in belief system, and (4) no adaptation or unsuccessful adaptation.
	

	

	


	
  	
  	

	

	
  	Cognitive Strain
	

	

	


	
  	
  	

	

	
  	Instrumental acts are behaviors aimed at the external ecology in an attempt to modify the world of occurrences in which the ultimate source of cognitive strain is located. External events that create cognitive strain can be operated upon directly, and in many instances some aspect of the world of occurrences can be changed. For example, segregation of conflicting roles is an effective way of resolving cognitive strain. A performer can separate the conflicting roles in time or space so that only one is enacted at a time or only one is enacted at one place. A pharmacist can arrange to be in the prescription department when enacting the role of professional, and enact the role of businessman when dealing with salesmen and customers buying nonprescription products.
	

	

	


	
  	
  	

	

	
  	Another instrumental act that would reduce cognitive strain is searching for ways to modify the relative intensity of role requirements. If the requirements of one role are clearly more important or demanding than another, enactment of the more important role would take precedence over the other. Persons caught in the role-conflict dilemma often manage this type of instrumental act quite well. Excuses can be made for adhering to one role instead of the other. Accidents and white lies accomplish the goal of differentiating among roles in terms of relative degree of requiredness and priority. Finding socially approved means of enhancing the demand for conforming to expectations of one role instead of the other is facilitated by the existence of socially approved criteria for the assignment of priority. Thus, filling a prescription for a very ill patient has indeniable priority over selling a roll of film.
	

	

	


	
  	
  	

	

	
  	Another instrumental act for dealing with cognitive strain was pointed out by Turner.33 He suggested that a person may merge conflicting roles into a single new compromise role, which, of course, completely eliminates role conflict. Escape from the situation is an instru-
	

	

	















 



  
  page_21
  



  	
  	
  	
  



	




	Page 21

	
  	
  	

	

	
  	mental act that reduces cognitive strain. Faced with intolerable role conflict, flight from the situation may result. Flight can be geographical or social, the latter referring to changing one's social situation by seeking new social positions in which role expectations are not incompatible. When instrumental acts are unsuccessful, such behavior may still persist and in effect be transformed into ritual acts, which do not effectively alter the ecological events responsible for cognitive strain.
	

	

	


	
  	
  	

	

	
  	Instrumental acts, then, is the term used to designate behavior designed to act upon the distal occurrences in the ecology that are responsible for conflicting role expectations. Successful use of instrumental acts resolves the cognitive strain resulting from role conflict.
	

	

	


	
  	
  	

	

	
  	A second category of techniques for reducing cognitive strain is called attention deployment. Whereas the technique of instrumental acts has as its goal the modification of the external occurrences in the ecology that produce cognitive strain, deployment of attention operates on the sensory input and not on the occurrences. Employment of this technique does not alter the source of role conflict itself. Cognitive strain resulting from role conflict is minimized if one of the incompatible inputs is ignored. By diverting attention away from one input (or both), proximal events are altered and cognitive strain is thereby reduced. Modification of proximal stimulation through attention deployment has sometimes been called "compartmentalization." The extreme form of this maneuver can be labeled withdrawal. Use of this technique was quite common in the resolution of role conflicts of military chaplains.
34 An example of the type of role conflict faced by military chaplains is the following set of incompatible expectations: a minister is supposed to be close to his congregation; however, an officer should not be familiar with his men. By using the adaptive technique of attention deployment, chaplains were able successfully to reduce the cognitive strain resulting from conflicting role expectations. The chaplain looked upon himself as a clergyman when operating in the context of religious service, and as a military officer when dealing with matters covered by military regulations. Another way of describing the solution achieved by chaplains is to say that, while enacting one role, attention was directed only toward the role being enacted; the other, conflicting role was ignored through inattention to its role expectations. By effective deployment of attention, incompatible inputs can be avoided by attending to other stimuli instead. Cognitive strain would be reduced if attention were always deployed in such a manner as to preclude having to attend simultaneously to incompatible inputs.
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  	An example of this adaptive technique in the practice of pharmacy is probably best illustrated by the pharmacist who chooses to practice in a totally business environment, e.g., the prescription department in a large and bustling food supermarket. Here the pharmacist, because of the large differential in his salary as compared to the unskilled clerk, is able to devote himself entirely to the filling of prescriptions (the professional role) and thus has no contact either with the customer or the handling of many products (the business role).
	

	

	


	
  	
  	

	

	
  	A third technique for dealing with cognitive strain is to change the beliefs relevant to the incompatible roles. Incompatible inputs are rendered congruent by a change in belief about one or both inputs. This technique of resolving cognitive strain operates at the level of the cognitive system to produce a cognitive reorganization of the belief-value matrix that results in inputs consistent with each other. This technique does not modify the external occurrences themselves; that is, the conflicting events are not modified or eliminated. Through the process of belief change, a different meaning or interpretation is placed on the ecological events, making them compatible. Change in belief can be directed toward several aspects of the conflicting roles: the role expectations; the right of significant others to require the behavior (legitimacy of expectations); the likelihood of positive or negative sanctions being contingent upon role enactment; and the priority of role enactment.
	

	

	


	
  	
  	

	

	
  	A common example of this technique is the change of belief concerning priority to be given to role enactments. Resolution of role conflict can be accomplished by changing belief about the importance of one of the roles. That is, a change can occur in belief about the criteria by which relative importance and priority of roles are determined. Changing belief so that one role is more important or has higher priority reduces cognitive strain. In the Getzels and Guba
35 study of officer-teacher conflict among military personnel holding teaching assignments, the officer role was often considered the more important, and the conflict was usually resolved in favor of the more important role. Thus, some pharmacists may attempt to reduce their role conflict by changing their beliefs about either the professional or business aspects of pharmacy, and assigning a higher priority to one or the other of these roles.
	

	

	


	
  	
  	

	

	
  	Last of all, these three categories of adaptive technique may be unsuccessful if they are attempted but not carried through or they are not tried at all. In such cases, cognitive strain will persist at a high level, and inability to reduce it will produce a variety of somatic and behavioral effects. Cognitive strain produces low job satisfaction, little confidence in
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  	the organization, and high tension related to the job.
36 A decrease in effectiveness of role enactment (''Teacher") has been shown to be related to the degree of role conflict between "officer" and "teacher" roles.35
	

	

	


	
  	
  	

	

	
  	The choice of which of these adaptive techniques is employed by a performer experiencing role conflict depends on three factors. A past history of success in using a technique will increase the likelihood of its being used again. Also, a technique will be more likely to be used if social reinforcement from the audience has been received previously. Another factor that influences selection of adaptive techniques is availability. Thus past success, reinforcement from the audience, and availability are the factors that determine which of the four modes of adaptation a performer employs in attempting to resolve cognitive strain arising from incompatible role expectations. Since adaptive hypotheses deal with terms such as "profession" and "professionalism," it may be fruitful at this point to examine the characteristics usually employed to define a profession and how these apply to pharmacy.
	

	

	


	
  	
  	

	

	
  	Characteristics of Professions
	

	

	


	
  	
  	

	

	
  	Gould and Kobb37 define professions as occupations that demand a highly specialized knowledge and skill acquired at least in part by courses of more or less theoretical nature and not by practice alone, tested by some other authorized institution, and conveying to the persons who possess them considerable authority in relation to clients. Sociologically, the development of a profession involves more than just developing a distinct body of knowledge, for it involves the realization, as Emile Durkheim24 phrased it, that professionals are part of a moral community that links them socially not only to their clients and colleagues in their profession, but also to other groups with whose activities their skills must dovetail. In addition, the legitimacy of their professional contribution must be acknowledged by these other groups. In short, the legitimacy of professional guardianships of a body of knowledge depends not only on having a distinct body of knowledge, but on the acceptance of that guardianship by those beyond, as well as those within, the ranks.
	

	

	


	
  	
  	

	

	
  	The characteristics attributed to various occupations in order to prove that they are, in fact, professions show a remarkable similarity when tabulated.38 This list includes high income, prestige, and influence; high educational requirements; professional autonomy; licensure; commit-
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  	ment of members to the profession; desire of members to remain in the profession; codes of ethics; cohesion of the professional community; monopoly over a task; and intensive adult socialization experience for recruits.
	

	

	


	
  	
  	

	

	
  	According to Parsons,
39 professions and their members cut across many "universal" disciplines (e.g., biology and chemistry in the case of pharmacy) to form a field of application. The members become members mainly through performance (achievement) rather than heredity or nepotism. Because of their universalistic origins, Parsons says that a member of one of the professions must function as a professional within certain limited areas of ascribed competence (functional specificity) and that within these areas his attitude should be guided by norms of professional behavior (affective neutrality) rather than by his emotions, which might rule in other situations. The last characteristic that Parsons calls "professional" is collectivity orientation, which implies a sense of the common needs in precedence over selfish needs.
	

	

	


	
  	
  	

	

	
  	Bucher and Strauss,40 on the other hand, argue that professions are not homogeneous, static institutions or groupings of persons sharing the same title. They are, rather, moving, shifting, growing, splitting, assimilating bodies of persons held together at one point in time by a common name or label. Viewed from this perspective, professions are like social movements. They recruit only certain types of persons, they develop highly elaborate ideologies and supra-individual values, they have their own mechanisms of socialization, and they often attempt to proselytize and bring new persons into the fold.
	

	

	


	
  	
  	

	

	
  	Concerned with the general process of professionalization within the society and within individual aspiring occupations, Goode41 noted two traits that generate all the other characteristics that are considered typical of the established professions. They were a basic body of abstract knowledge and the ideal of service. In addition, Goode identified a variable that cuts across the two main generating variables. Specifically, Goode suggests that a category of occupations is set apart by one primary variable: whether the professional, as exemplified by medicine and law, must symbolically or literally "get inside the client," become privy to his personal world, in order to solve the problem that is the mandate of the profession.
	

	

	


	
  	
  	

	

	
  	Sociologists such as Vollmer and Mills42 have classified occupations as professional or nonprofessional on the assumption that, as types of work positions, professions are intrinsically different from nonprofessions in important and systematic ways. In recent years it has become
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  	apparent that popular usage of these terms has become a "class" criterion. That is, "professions" has included those occupations that are popularly called professions and excluded those that, in popular usage, have not been called professions. The suspicion has arisen, therefore, that what we are dealing with is categories of occupations defined by the labeling process rather than by characteristics of the work.
	

	

	


	
  	
  	

	

	
  	According to Friedson,
43 professions have, in fact, been those occupations whose strength has been sufficient to effectively claim the prestige of being considered a profession. Friedson argues that autonomy is an outcome of the power conditions of an occupation, not a function of technical requirements of an occupation's tasks. The professional occupations, for Friedson, are those that have triumphed in that power struggle that we call the division of labor.
	

	

	


	
  	
  	

	

	
  	At this point in time, pharmacy as an occupation contains within itself elements that are both professional and nonprofessional. Certain segments within the profession are clearly more professional, for example, the hospital pharmacist as contrasted with the community pharmacist, who deals with both professional and nonprofessional services and goods. In defining the more versus the less professional aspects of pharmacy, we will depart from the categories developed by Linn and Davis,44 who used the pharmacists' proximity to compounding medications as their criteria of professionalism (i.e., making medical preparations, dispensing prescription orders, advising and discussing health problems with patrons, socializing with patrons, handling patron purchases for over-the-counter drugs and supplies, and handling patron purchases for nonmedical products and services). In our view, proximity to the patient in a consultative role is a more accurate criterion of a pharmacist's professionalism.
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  	Chapter 3

Pharmacy Education
	

	

	


	
  	
  	

	

	
  	The 20th century has seen the matter of pharmacy education under constant revision and considerable discussion. From the early 1900s until today, we have seen monumental societal improvements and great breakthroughs in therapy, computerization of pharmacy, significant advances in the distribution system, and the need for pharmacists to comprehend these advances. As we are about to enter the 21st century, the issue is still not settled in terms of degrees, length of study, or whether or not other activities may replace part, or all, of pharmacy.
	

	

	


	
  	
  	

	

	
  	The major question involves economics, and it is a question of serious concern. In a rapidly growing population, will the public be able to afford or want to pay what pharmacists will cost? The drive for more education of longer duration, rather than a basic revision of academic content to reduce the duration of education, as has dominated in the 20th century, may not apply in the next century. High-quality pharmacists can be produced in less time by applying new teaching methods in the classroom. Perhaps, even the "classroom" has to be looked at realistically.
	

	

	


	
  	
  	

	

	
  	Pharmacy education now correlates directly with pharmacy economics, which today includes payers of prescription services. These payers are the pivotal players in this emerging managed care environment. Regulatory mandates and policy decisions by insurance companies and the federal and state governments have seen to this. Insurance companies have cut prescription services to the bone while making high profits in health premiums. The new breed of health consumers cannot, and will not, subscribe to "managed care" as the only solution to health care. This new generation of consumers, 56% larger than the previous comparable eighteen-year generation in senior prescription care, will demand a much greater prescription capability that will provide their medications quickly and close to home. In 1995, according to the 1996 HMOPPO Digest, there were 669 HMOs in America with an enrollment of some 67.6 million people.
45
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  	The Early Years
	

	

	


	
  	
  	

	

	
  	The early schools of pharmacy, like those in most other professions, required no study of liberal arts subjects. They were founded on a proprietary basis by practicing pharmacists as an adjunct to the apprentice system. Edward Kremers,
46 one of pharmacy's most authoritative historians, described the mid-19th century college program this way:
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  	It was the apprenticeship system improved, but still essentially the apprenticeship system. The time spent in the drugstore was, therefore, the prime requisite to a certificate of proficiency. The course or courses of lectures simply served as a kind of superstructure, their prime object being to bring into some system the information and experience irregularly acquired during an apprenticeship and assistantship of four or more years. (p. 61)
	

	

	


	
  	
  	

	

	
  	In spite of the rapid rise of the two-year program in the academically oriented colleges of pharmacy in state universities, the apprenticeship-proprietary system dominated pharmaceutical education until well past the turn of the century. Nevertheless, as long as the program was confined to two years, little action could be taken on the proposition that pharmacists needed additional courses in the basic sciences and a more thorough background of nonscientific, liberal studies. As program time increased, howeverfirst to three, and in 1932 to four yearseducators in pharmacy began more and more to consider what courses in the basic sciences, the humanities, and the social sciences should be added to the curriculum. Many of these forward-looking members of the profession were interested primarily in the sciences as a means of improving the professional aspects of the pharmaceutical curriculum. Nevertheless, others became increasingly aware that the professional man must be oriented toward a broader concept of responsibility. They pressed for a curriculum richer in the nonscientific disciplines that would improve the competence of pharmacists to render service in the fullest sense to customers and to the community as a whole. One of the most outspoken proponents of full collegiate education for pharmacists was Frederick J. Wulling,47 Dean of Pharmacy at the University of Minnesota. In the mid-1920s, when education for the professional had not reached even the four-year baccalaureate level, he proposed that pharmacy should "forthwith require completion of a junior college course and four years of professional pharmaceutical work as entrance to the calling." Wulling was obviously far ahead of his time, for even today, pharmacy has not achieved this ideal.
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  	During the 19th and early-20th centuries, very few spokesmen had suggested that studies related to social responsibility should be a part of the pharmaceutical curriculum, and the period from 1925 to 1945 was a veritable wasteland in this respect. In contrast, since 1945 there have been numerous references to the relationship between liberal studies and social competence. The discussions of this matter seem to fall into three classifications: those arguing for liberal studies as a means of cultivating competence to deal with problems of living in a world of tension; those focusing on the pharmacist's need for skill in the social aspects of daily living and practice; and those which recommend specific courses to meet these needs.
	

	

	


	
  	
  	

	

	
  	In every period of Western civilization until our own, the cultivation of the individual's intellectual capacities for their own sake has been a principal aim of formal education. But in our culture today with its dominant technological and economic orientation, the habit of pursuing knowledge solely for the sake of what it can do for the individual has given way to externally generated objectives that reflect the requirements of a given occupation and the practical needs of society. The literature on pharmaceutical education provides an excellent example of this situation. The journals are rich in materials on methods of teaching the technical aspects of pharmacy, and they frequently contain articles referring to the importance of educating pharmacists for social competence. But clear-cut expressions of concern for the personal enrichment of the individual are notably rare. The late-19th and early-20th centuries found most of pharmacy's efforts at improvement paralleling medicine's attempts to elevate the quality and quantity of instruction in the sciences. Then, during the second and third decades of this century, medicine rapidly extended its preprofessional requirements to accommodate more liberal studies. Following this general pattern of evolution, since 1945 pharmacy has also concentrated its efforts on the task of augmenting the liberal component of its curriculum. An examination of present-day practices in pharmaceutical education, however, makes it abundantly clear that the profession has a long way to go before the curriculum adequately reflects its ideals.
	

	

	


	
  	
  	

	

	
  	The Emerging Clinical Pharmacist
	

	

	


	
  	
  	

	

	
  	In 1960 the five-year program became mandatory for all accredited colleges of pharmacy, although a small number had adopted it somewhat prior to that date. The basic reason for extension of the educational
	

	

	















 



  
  page_30
  



  	
  	
  	
  



	




	Page 30

	
  	
  	

	

	
  	program in pharmacy was to provide the student with a better background in general education, specifically the humanities and social studies. A secondary objective was to permit a better sequence of the professional courses. Regardless of intent, it is fair to conclude that at most colleges it did not work out that way. As pointed out by Newcomer, Bunnell, and McGrath,
21 "the majority of colleges can hardly claim that they have used the fifth year to increase substantially the general education of pharmacists."
	

	

	


	
  	
  	

	

	
  	The educational programs of the 1950s and 1960s, with their emphasis on basic and applied sciences, produced a breed of pharmacist who has been characterized as the "scientist on the street corner." It was not until the middle or late 1960s that anyone questioned the utility of having a scientist on the street corner. Once this was done, it suddenly became apparent that the pharmacist was a silent, frustrated individual who had little, if any, opportunity to demonstrate his expertise. The phrase "overeducated or underutilized" was coined as an apt description of the products of our educational programs, and with it came the search for relevance. During the late 1960s, a new buzzword, "clinical pharmacy," entered the educational vocabulary of pharmacy. Ordinarily, the setting for teaching clinical pharmacy has been a hospital, for there the pharmacy student comes into frequent contact with other health professionals, including physicians and nurses as well as supportive personnel. More and more, however, it is recognized that the pharmacist requires experience with a broad range of ambulatory patients, so community pharmacies are also being utilized as a setting for clinical experience. Clinical pharmacy is, however, not just a single didactic or laboratory course. It is an entire concept of preparation for professional practice, and to do the concept justice requires introduction into the curriculum of a carefully structured package of clinically oriented courses. Inspection of the catalogs of various schools now offering this type of program reveals such courses as anatomy, pathology or principles of disease, biopharmaceutics, medical information, and immunology, as well as additional pharmacology accompanying the designated course in clinical pharmacy.
	

	

	


	
  	
  	

	

	
  	Economics and Education
	

	

	


	
  	
  	

	

	
  	Economics has played a major role in pharmacy education. Since the revision of 1960, economics has taken on only a minor role in curricu-
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  	lum development. This will change because pharmacy economics is a dominant factor in establishing the role of the profession in America's future.
	

	

	


	
  	
  	

	

	
  	It has been emphasized in previous chapters that there has always been a mixture of the business and the professional approach to pharmacy practice. These two entities are distinct and separate. Third-party payers, insurance companies, managed care organizations, and pharmacy benefit managers are impacting negatively on the profession of pharmacy. We need more skilled pharmacists trained in economics and business to assume influential positions within these organizations to help to influence the direction of pharmacy. There is a crushing need to explain the economics of pharmacy practice to these organizations and bring about a more positive aspect for the good of the profession.
	

	

	


	
  	
  	

	

	
  	Several years ago, many of us in the academic arena taught economics, accounting, salesmanship, management, and jurisprudence, many of which were required courses in the undergraduate curriculum. Many of the students who graduated from these programs, while dedicated to the profession, chose to continue their education in pursuit of an M.S., M.B.A., or Ph.D. While accounting and salesmanship are courses that can be attained outside the pharmacy education program, pharmacy economics, management, and jurisprudence cannot. In addition, a required course in elementary statistics, emphasizing population growth, should be required. One cannot accurately predict the future of one's business without an understanding of population growth, especially one that is growing rapidly and with much diversity.
	

	

	


	
  	
  	

	

	
  	Several excellent programs have been developed in the area of pharmacy economics, but virtually all are graduate programs. While curricula emphasizing pharmacy economics attract extremely capable students, most pursue a career in academia, leaving few of them to enter pharmacy practice and influence the course of the profession and the marketplace.
	

	

	


	
  	
  	

	

	
  	Since good curricula are dynamic and not static, no review of the present educational programs for pharmacists would be complete without some speculation as to the possible changes that will be effected in the future. One which we foresee is an ultimate reduction in the amount of time required to complete the education of a pharmacist. Whether this will come from an acceleration of present programs, or the incorporation of such elements as apprenticeship into the existing programs, or whether an outright reduction in the length of the course will come about, we are unable to say. Possibly the shortening will take place by all
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  	three of these methods, but it will be shortened. No one is going to advocate that a pharmacist who supplies the drug and the information for using it properly should be required to have more schooling than the physician who diagnoses the disease, and all indications are that this length of time will be drastically reduced in the future. Experimental programs now being tested at some schools of medicine have already reduced by one year the time required for completion, and apparently this is just a beginning. A reduction in the length of time required for pharmacy is bound to follow.
	

	

	


	
  	
  	

	

	
  	Finally, the pharmacist's role will continue to change, and the educational program must, of necessity, change with it or ahead of it. If the pharmacist is to prescribe or administer medicines as some predict, he must be educated to perform these roles. Whatever the future holds, education must maintain a flexible posture, which will enable it to provide the best possible programs in accordance with the needs of the profession and the public that it serves.
	

	

	


	
  	
  	

	

	
  	Current and impending changes in pharmacy, pharmaceutical sciences, national health care policy, and pharmaceutical economics will dictate changes in professional pharmacy career opportunities and pathways and in pharmacy education. The professional practice of pharmacy is adopting pharmaceutical care as its responsibility for the nation's health care needs. This concept demands increased knowledge and greater communication and experiential skills and warrants change in curriculum and degree emphasis.
	

	

	


	
  	
  	

	

	
  	Recognition of the pharmaceutical care role for the pharmacist is not new, and impetus for this change has been building over the last decade. Early recognition of the need for such a change was provided in a 1983 editorial in the New England Journal of Medicine stating, "It is my opinion that the clinical pharmacist came into being not because of a physician shortage, but because there was a real need at the interface of drugs and people for a person who was educated and trained in special ways"
48 (p. 1457). This same issue of the New England Journal of Medicine described the effectiveness of trained clinical pharmacists in reducing the cost and numbers of prescriptions. The American Pharmaceutical Association (APhA) has issued position papers supporting the pharmacist's role as a primary care provider in medication use management.49,50 The 1993 report of the Pew Health Professions Commission noted that, "The pharmacy profession is in the midst of a long period of internal reexamination and change."51 The Pew Commission made several very specific recommendations to the profession, including the following:
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  	 Initiate curricular reform that engenders competencies critical to pharmaceutical care.
	

	

	


	
  	
  	

	

	
  	 Develop peer review and evaluation that includes documentation and review of care delivered, analysis of the outcomes of care, and efforts to ensure the continuing quality of care.
	

	

	


	
  	
  	

	

	
  	 Develop and promote a medication-use information system for application to the ambulatory care setting.
	

	

	


	
  	
  	

	

	
  	 Develop a sufficient number and variety of ambulatory clinical training models and sites to provide ample educational opportunity for pharmacy and other health profession students in the delivery of pharmaceutical care.
	

	

	


	
  	
  	

	

	
  	 Identify the competencies required of faculty to teach the revised curriculum, and develop necessary training programs for faculty to acquire the requisite knowledge, skills, and attitudes.
	

	

	


	
  	
  	

	

	
  	The strategic recommendations of the Pew Commission reflect the existing trends in pharmacy practice and add further weight to the imperative for educational and program changes in pharmacy. Additional recognition of the pharmacist's role is found in a recent proposal by Senator Pryor [D-Ark.] that the Health and Human Services secretary "develop a schedule of services provided by pharmacists" and "create a schedule of payment for such services." Pharmacist services would include "counseling of patients by the pharmacist, reviewing the appropriateness of the prescription, checking for therapeutic duplications or drug interactions, and other tasks consistent with the practice of pharmacy"
52 (pp. 34).
	

	

	


	
  	
  	

	

	
  	Revising Accreditation Standards
	

	

	


	
  	
  	

	

	
  	In September 1989 the American Council on Pharmaceutical Education (ACPE) announced its intention to revise accreditation standards for professional degrees in pharmacy. Explicit in this Declaration of Intent was a desire to accredit only entry-level Doctor of Pharmacy degrees and to replace the existing two-tier degree structure of both baccalaureate and doctoral degrees with one new standard by the year 2000. A draft of the proposed standards was released by ACPE in February 1993; this draft reinforced ACPE's intent to implement new standards.53 This intent was supported by a variety of professional organizations, including AACP.
	

	

	


	
  	
  	

	

	
  	The ACPE was established in 1932 for accreditation of pharmacy
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  	education programs. In 1975 its scope was broadened to include approval of providers of continuing pharmaceutical education. The ACPE is an autonomous organization with a board of directors drawn from the AACP, the APhA, the National Association of Boards of Pharmacy (NABP), and the American Council on Education. The ACPE is recognized for accreditation by the United States Department of Education.
	

	

	


	
  	
  	

	

	
  	A ten-year revision process was announced by the ACPE in which the first five years were to be devoted to input and formulation of revisions, including definition of competencies and curricular content; the second five years were to be devoted to open hearings and comments.
53 The goals of the pharmacist's services were defined in the Declaration of Intent as the following:
	

	

	


	
  	
  	

	

	
  	 to provide drug therapy that is appropriate, safe, efficacious, and cost effective
	

	

	


	
  	
  	

	

	
  	 to educate and motivate patients to assume an appropriate and active role in self-care and the management of their drug therapy as related to their particular medical conditions
	

	

	


	
  	
  	

	

	
  	 to effect the appropriate distribution of medication to patients
	

	

	


	
  	
  	

	

	
  	In 1992 the AACP, subsequent to a significant period of study, passed a resolution supporting the entry-level degree and urged all colleges to begin the planning and implementation of a new entry-level degree at the doctoral level.
	

	

	


	
  	
  	

	

	
  	Even the very best education cannot last a lifetime. Education is now properly viewed as a continual process that is needed in almost every aspect of an adult's life. With the knowledge explosion that is taking place in pharmacy, health care, and business practice, it is imperative that pharmacists be life-long learners.54
	

	

	


	
  	
  	

	

	
  	We have entered a period in which professional education will become virtually seamless. That is, the current distinctiveness between undergraduate and continuing education will blur and may disappear altogether. It is already clear that more practitioners are going to be askedand expectedto serve as educators for students. Many experts see the future of faculty as ''facilitator" and "evaluator," rather than "teacher." When this fact is coupled with managed care, integrated disease management, OBRA 90 regulations, patient counseling, medication use review, etc., it appears that most pharmacists are simultaneously going to be practitioners and students.
	

	

	


	
  	
  	

	

	
  	Relative to this, many pharmacy continuing education (CE) programs
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  	have undergone significant changes in the past few years. Providers must serve practitioners who have diverse needs, some of which may be handled through curricular sequences of study (e.g., certificate or credentialing programs) and some which may be better met with a one-time or episodic learning activity.
	

	

	


	
  	
  	

	

	
  	The revolution that is taking place in pharmacy practice today is due to the implementation of managed care demands that entry-level educational programs, as well as the profession, reinvent themselves. Likewise, providers of continuing education must reengineer traditional programming to not only provide a mechanism to maintain existing competencies but to teach new skills and knowledge and to affect attitudes. It also falls under the purview of many college-based continuing education providers to offer mechanisms to attain advanced degrees (e.g., Pharm.D.) in a nontraditional manner. Most colleges of pharmacy are now incorporating aspects of pharmaceutical care into their curriculum, but other than episodic programming, not many providers of continuing education have made the commitment to teaching pharmaceutical care.
54
	

	

	


	
  	
  	

	

	
  	Restructuring Continuing Education Programs
	

	

	


	
  	
  	

	

	
  	One approach to restructuring continuing education programming is to develop a curricular-based approach to educational offerings rather than episodic programming. There are certain problems inherent to this approach since most CE providers do not have a "captive" audience as colleges have with full-time students. If a provider can develop methods to help overcome some of these obstacles, this approach will certainly provide a more structured learning environment and hopefully result in improved therapeutic outcomes.
	

	

	


	
  	
  	

	

	
  	Several pharmacy organizations and continuing education providers are now offering programming to accredit, credential, and/or certify pharmacists in certain areas, e.g., diabetes and asthma. A growing number of managed care and home care organizations already require pharmacists to provide them with supporting information regarding their pharmacy policies, practices, and/or competencies. Employers and insurance or third-party administration organizations have been pushing for improved documentation of quality in health care networks, including the highly visible pharmacy benefit.
	

	

	


	
  	
  	

	

	
  	One of the problems with certification and specialization of pharma-
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  	cists is the lack of national or international guidelines as to what constitutes a certification or credentialing program. For example, does the "certified diabetes pharmacist" from program A have the same competencies and knowledge base as the "certified diabetes pharmacist" from program B?
	

	

	


	
  	
  	

	

	
  	There also exist several managed care organizations and pharmacy benefits managers that have prescribed a specific set of educational requirements for those providers in a particular network. Pharmacy CE providers may be asked to develop and present specific credentialing and/or certification programs for members of the network.
	

	

	


	
  	
  	

	

	
  	Changes in the health care environment have brought significant changes to the role of continuing education in pharmacy. Once, the principal role of the pharmacist was to provide a palatable product. Today, it is clearly the problem-solving capacity of the pharmacist that will serve to propel pharmacy into the 21st century. Providers of continuing education face the monumental task of restructuring their programming to not only teach new skills and competencies, but also to remind pharmacists that the "way we used to do it" is gone, and we must reinvent the profession. Writer Alvin Toffler may have said it best when he wrote, "The illiterate of tomorrow won't be those who can't read and writeit will be those who can't learn, unlearn and learn again."
55
	

	

	


	
  	
  	

	

	
  	Yet pharmacy educators cannot affect change in the academic setting without possessing a realistic awareness of the professional practice setting. Pharmacy educators have not been cognizant of the tremendous volume of prescriptions that are dispensed under the control of pharmacists. In 1996 over 2.4 billion prescriptions were dispensed, and it is estimated by the year 2001 there will be in excess of over 3 billion.56
	

	

	


	
  	
  	

	

	
  	The principal issue of the pharmacy education debate is whether or not pharmacists remain in the forefront of pharmaceutical distribution of product or whether they move more directly into the evaluation of therapy aspects of the profession. There are unclear arguments for both sides. Pharmacists, by definition, have always been in charge of dispensing, but with the extensive expansion of prescriptions, they have also assumed much of the therapeutics and counseling role.
	

	

	


	
  	
  	

	

	
  	Changing times have added a great deal to what pharmacists should know (for example, how to deal with third-party payment plans, monitoring drug interactions, and counseling patients to improve compliance with drug regimens), and pharmacy education has responded to this.
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  	New courses (such as the "social and behavioral aspects of pharmacy," "contemporary pharmacy practice," "communications," ''pharmaceutical care systems," and "pharmacoeconomics") have been added to the curriculum to address the expanded educational needs of today's pharmacists. However, academia has been reluctant to use new, more efficient methods in teaching and has not been inclined to cut older courses or programs.
	

	

	


	
  	
  	

	

	
  	For the good of pharmacy, we must consider both therapeutics and pharmaceutical care within the sphere of the profession. Most academics are prone to favor the pharmacological-therapeutic side of the question. Pharmacy practitioners know that the massive distribution side is paramount. We need an educational arm that can produce a pharmacist who can handle each sector with adequate dispatch and in less time. During the past five years, because more schools of pharmacy are offering only the Pharm.D. degree, pharmacy education has tended to focus on hospitals as the center of the profession. The census of hospitalized patients has dropped markedly and today hospitals account for only a 1% rise in prescription growth rate.
56 It is obvious that the increase in the total number of patients has risen only in proportion to the rise in the population. Meanwhile, in the community sector, the total number of prescriptions has risen at a 10% growth rate.56 HMOs, who profess through their powerful advertising campaigns to be achieving a much larger share of the prescription market, capture only 15%.56
	

	

	


	
  	
  	

	

	
  	The Five-Year Versus the Six-Year Pharmacy Entry-Level Degree
	

	

	


	
  	
  	

	

	
  	For years before the adoption of the five-year B.S. in Pharmacy degree in 1960, the argument has been should this become a six-year Pharm.D. degree. The arguments were that a six-year Pharm.D. degree would not measure up to other doctorate degrees in health care. After a good deal of debate, pharmacy went to a five-year B.S. in Pharmacy degree. In retrospect, this was not in the best interests of pharmacy. A vastly improved four-year curriculum plus a seven-year Pharm.D. would have been a better choice. Once the B.S. degree was achieved, one could then pursue a M.S. degree or a Pharm.D., depending on whether the career path was to be in science or business. Beyond that one could pursue a Ph.D. degree or the ultimate seven-year Pharm.D.
	

	

	















 



  
  page_38
  



  	
  	
  	
  



	




	Page 38

	
  	
  	

	

	
  	degree. Those with a B.S. degree in pharmacy could select an M.B.A., if the interests were more to the business side of pharmacy, or any other administrative degree.
	

	

	


	
  	
  	

	

	
  	Following the vote by pharmacy college administrators to implement the five-year B.S. in pharmacy, the only course of discussion among pharmacy students was whether to pursue a B.S. in Pharmacy degree and a Pharm.D. degree. Those who favored the six-year Pharm.D. degree were free to do so, and the others favoring the B.S. degree could pursue this course. This division in pharmacy was logical.
	

	

	


	
  	
  	

	

	
  	However, in 1989 the American College of Pharmaceutical Education (ACPE) introduced an edict which made an otherwise polite struggle between the B.S. and Pharm.D. into a B.S. versus Pharm.D. debate. Had the argument remained B.S. and Pharm.D. degree, we would not find ourselves debating over which one would fit all of the varied practice sites. A Pharm.D. degree could have been developed along with revisions in the B.S. degree in order to provide a Pharm.D. specialist in pharmacy. A seven-year doctorate in pharmacy, geared to therapeutics, would have allowed us to observe the true value of the doctorate in pharmacy. Time in dealing with this complex subject, measured in tens of years, might have settled the question efficiently. In time, both degrees might have served well. There is nothing inherently wrong with both degrees in pharmacy. Perhaps, in 20 or 30 years, the Pharm.D. might have prevailed. Or, perhaps a four-year B.S. degree might have survived the economic onslaught. At the Pharmacy in the 21st Century conclave held in 1985, it was the prevailing attitude held by most of the participants that by the year 2000 a rising population alone would mean "a growth in our profession."
	

	

	


	
  	
  	

	

	
  	In the current B.S. and Pharm.D. trade-off, with only one academic year difference, student-to-student comparisons are not conclusive. We do not know if anyone in academia has bothered to find out. With over 80% of practicing pharmacists today possessing a B.S. Pharmacy degree, it is only natural to question the need for the extra-year degree. The six-year Pharm.D. degree with the additional year spent in rotations while still in school, versus the five-year B.S. Pharm. degree, in which the rotation is satisfied on the job, offers little else in distinguishing the two. The salary difference is not significant between a B.S. Pharm. and Pharm.D. degree in community pharmacy practice. There is no doubt that the extra year's education on the part of the pharmacist in pursuit of the Pharm.D. is costly for the individual and offers little recompense in the retail market.
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  	The extra year of rotations leading to the Pharm.D. degree makes no difference in hiring, but the cost to the individual is horrendous. A B.S. Pharm. degree requiring four years of a highly modified curriculum, plus a fifth year in rotation in a community pharmacy setting, would be extremely practical. Of course, enrollment in postgraduate continuing education would enable graduates to keep up with all of the latest professional changes.
	

	

	


	
  	
  	

	

	
  	A modified B.S. degree utilizing computer training in therapeutics would fill the needs of community pharmacy very well. Pharmacy technicians who have the task of preparing prescriptions for dispensing, under the control of pharmacists, can carry out this task. However, should the number of pharmacists be diminished, due to the need for new pharmacists to pursue a six-year Pharm.D. degree, or due to some of the prognosticators of pharmacy projecting a reduced need for pharmacists, then technicians would have to be licensed to dispense prescriptions. State legislators, who control the licensing and who have the mandate to reduce health care costs, would see the merits of educated pharmacy technicians. Pharmacy technicians, at much lower cost, would handle the billions of prescriptions being dispensed to ambulatory patients. Proponents of the six-year Pharm.D. degree would welcome this chain of events, for it would virtually eliminate the need for pharmacists to dispense medications.
	

	

	


	
  	
  	

	

	
  	Should this develop, pharmacy professionals would be divided into two separate categories: a pharmacy technician licensed to fill prescriptions, and a Pharm.D. pharmacist, without dispensing functions, limited to financial support via partial reimbursement from profit-seeking managed care organizations or private pay patients. This is simply not possible in the economic arena of the 21st century.
	

	

	


	
  	
  	

	

	
  	The main dilemma of the current ACPE regulations for the institution of the six-year degree is that matriculation requires less time than in any other health program, or for doctorate degrees in general. Pharmacy will have to consider a seven-year program just to keep its place in health care, or else other health care professionals will take over the function of pharmacists. Colleges and schools of pharmacy need to understand that in order to survive in the future, they will have to adopt a pharmacy technician program of limited length to accommodate the dispensing of billions of prescriptions in community pharmacy or be allowed to experiment with the current B.S. program incorporating a revised curriculum that can meet the demands of an ever growing prescription practice.
	

	

	


	
  	
  	

	

	
  	The danger, in the long run, is the movement toward separating the
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  	two main functions of dispensing and counseling; this would encourage other disciplines to take over the therapeutic aspects of pharmacy. Physicians, for example, with an oversupply in the future, could take over pharmaceutical care and leave dispensing in the hands of independent pharmacy technicians.
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  	Chapter 4

Pharmaceutical Care
	

	

	


	
  	
  	

	

	
  	Pharmacy has always been a caring profession. However, the focus of that caring has shifted over time. During the compounding and manufacturing era of the 1950s, pharmacists expressed their caring by preparing drug products in accordance with stringent quality control procedures. The unit dose era saw pharmacists caring by seeking to eliminate unnecessary nursing manipulations, ensuring that patients received their drugs and decreasing the medication error rate. The clinical pharmacy era had pharmacists providing drug information and monitoring pharmacokinetics. Until recently, activities centered on the drug and were geared primarily to the physician or to economics. Today, dissemination of the philosophy of pharmaceutical care is causing pharmacists to take full responsibility for actions devoted to ensuring the best possible outcomes of drug therapy for the least cost. Pharmaceutical care has become pharmacy's mandate. But pharmaceutical care cannot be embraced with rhetoric alone; it must be practiced.
57
	

	

	


	
  	
  	

	

	
  	There is ample evidence in the literature that pharmaceutical care does, indeed, improve patient care and patient outcomes. For example, Pauley58 found that asthma patients who are high users of hospital emergency departments (EDs) for acute asthma attacks experienced over 80% decline in frequency of ED visits as a result of ongoing pharmacist counseling.
	

	

	


	
  	
  	

	

	
  	Geriatric consumers, who account for over 30% of drug use in the U.S., were able to reduce the number of drugs taken and achieve significantly better compliance with their drug regimen after counseling by pharmacists, with no increase in costs.59 Ambulatory patients used significantly fewer health services, saving over $640 a year in health costs per individual, as a result of comprehensive pharmacist counseling.60
	

	

	


	
  	
  	

	

	
  	The real crux of the problem, however, is that pharmacists today are so busy filling prescriptions that they often do not have the time to counsel patients, although they are mandated to do so under OBRA 90 (The Omnibus Budget Reconciliation Act of 1990). This federal law applies
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  	to all practice sites, including community, managed care, and hospital pharmacies. Congress in effect designated pharmacists as the professionals who are in a unique position to detect potential problems with drug therapies. The legislation also incorporated profile monitoring to encourage cost effectiveness and appropriate therapy and to detect potential adverse effects and possible therapeutic interactions.
	

	

	


	
  	
  	

	

	
  	The original subject of OBRA 90 was the Medicaid patient. States were told that in order to receive funds for Medicaid programs they must direct pharmacists to maintain patient profiles and to establish standards for counseling Medicaid patients. Rather than create a system where some patients were "more entitled" than others, most states decided that counseling should be required for all patients, not just Medicaid patients.
	

	

	


	
  	
  	

	

	
  	The heart of OBRA 90 is called Drug Utilization Review (DUR) and has three parts that impact on pharmacists:
	

	

	


	
  	
  	

	

	
  	1. Screening of the prescription before it is dispensed to the patient
	

	

	


	
  	
  	

	

	
  	2. Counseling of the patient
	

	

	


	
  	
  	

	

	
  	3. Documentation of relevant information by the pharmacists
	

	

	


	
  	
  	

	

	
  	Just whatofficiallyis "counseling"? OBRA 90 describes counseling as a procedure that includes offering to discuss with the patient (in person or by telephone) the following:
	

	

	


	
  	
  	

	

	
  	1. The name and description of the medication
	

	

	


	
  	
  	

	

	
  	2. The dosage form, dosage, route of administration, and duration of drug therapy
	

	

	


	
  	
  	

	

	
  	3. Special directions and precautions for usage
	

	

	


	
  	
  	

	

	
  	4. Possible severe side effects or adverse effects of interactions and therapeutic contraindications
	

	

	


	
  	
  	

	

	
  	5. How to self-monitor the therapy
	

	

	


	
  	
  	

	

	
  	6. Proper storage
	

	

	


	
  	
  	

	

	
  	7. Refill information
	

	

	


	
  	
  	

	

	
  	8. Action to be taken in event of a missed dose
	

	

	


	
  	
  	

	

	
  	Why such intense attention to compliance? And why now? The answer is the growing awareness of the true costs to the nation of noncompliance. Here is the bottom line as researched and reported by the highly respected Task Force for Compliance (an organization formed by 22 major pharmaceutical companies): The failure by Americans to take
	

	

	















 



  
  page_43
  



  	
  	
  	
  



	




	Page 43

	
  	
  	

	

	
  	prescribed medication properly costs the U.S. economy more than $100 billion yearly in lost productivity and extra medical costs. This is not just a wild guess. Here is how they break it down:
61
	

	

	


	
  	
  	

	

	
  	 $50 billion in reduced worker productivity and absenteeism
	

	

	


	
  	
  	

	

	
  	 $25 billion in hospital admissions traced to noncompliance
	

	

	


	
  	
  	

	

	
  	 $5 billion in nursing home admissions, again due to poor compliance with medication regimens
	

	

	


	
  	
  	

	

	
  	 $20 billion in premature deaths of working people and added treatment costs for ambulatory patients
	

	

	


	
  	
  	

	

	
  	Looking beyond this mountain of economic costs, the underuse or overuse of prescribed medicine can lead to serious illness and death for thousands of patients every year. As an example, the potentially fatal results of noncompliance have been very much in the news recently in stories about the spread of tuberculosis because patients failed to take their medications. Noncompliance is also a major factor in the failure of kidney transplants.
	

	

	


	
  	
  	

	

	
  	As for the future, noncompliance will continue to grow in the coming years. The number of prescriptions dispensed annually in the U.S. has already exceeded the two billion mark. And why not, with so many demographic factors pointing that way? As the population ages and chronic diseases such as high blood pressure, arthritis, and pulmonary diseases predominate, failure to refill medications will become an even more serious problem.
	

	

	


	
  	
  	

	

	
  	And then there's what might be called the "shadow" or unspoken problem. Patients are reluctant to tell their doctors that they have not followed that doctor's treatment regimen. Thus, it is difficult for doctors to identify noncompliance as the "cause" of their patients' failure to improve, leading to needless switching to other medications.
	

	

	


	
  	
  	

	

	
  	Poor compliance by patients often starts immediately after their visit to the doctor. Overall, 5.4% of patients who receive a prescription do not have their prescription filled. The incidence is even higher (8.5%) for those who received a prescription for a new medicationthat is, one for a drug that the patient had never used before.61 Patients who expressed dissatisfaction with their doctor's instructions regarding the medication were three times as likely not to have the prescription filled in contrast with patients who said they were satisfied with their doctor's instructions (11.6% to 3.8%).61
	

	

	


	
  	
  	

	

	
  	Now, some of the studies cited above indicate that counseling by pharmacists does, indeed, improve patients' compliance. That suggests
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  	that the pharmacist must speak to the patient one-on-one. Unfortunately, when some 2000 patients were interviewed in a very scientific poll,
61 only two out of five patients actually recalled speaking to the pharmacist about the prescription (42%). Although all Medicaid patients should have been counseled under the rules of OBRA 90, a mere 33% recalled speaking to the pharmacist. There was also a split by sex:
	

	

	


	
	
		Spoke to Pharmacist


	Women	46%
	Men	38%




	
  	
  	

	

	
  	Some people had absolutely no conversation with the pharmacist either in person or by phone. We asked them why that was the case. Most explained that there was simply "no need" for such an exchange, particularly since they had used the medication before.61
	

	

	


	
  	
  	

	

	
  	Accepting that patient-pharmacist conversations obviously have great potential to improve patient compliance, just where do theyand where should theytake place? The most popular locations at present are
	

	

	


	
	
	At the prescription counter	80%
	Off to the side of the counter	7%
	In a separate location set aside for counseling	3%




	
  	
  	

	

	
  	That is the way things are today, but would patients prefer, and benefit from, some other arrangement? Asked if they would feel more comfortable talking about their prescription with the pharmacist if there was a separate location set aside for counseling, 51% voted for the idea.61
	

	

	


	
  	
  	

	

	
  	But who wants counseling anywayand when? It is a mistake to assume that every patient wants counseling every time he or she picks up a prescription. Here are the circumstances under which patients believe their pharmacist should talk personally with them about their prescription:
	

	

	


	
  	
  	

	

	
  	 23% said every time you have a prescription filled
	

	

	


	
  	
  	

	

	
  	 36% said only if the patient asks
	

	

	


	
  	
  	

	

	
  	 35% said only when the pharmacist thinks it is necessary
	

	

	


	
  	
  	

	

	
  	With only one in four patients currently in favor of universal counsel-
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  	ing, it appears that there's a big education job to be doneon both sides of the counter.
	

	

	


	
  	
  	

	

	
  	Does the type of pharmacy where a prescription is filled make any difference in terms of patients' overall satisfaction with their pharmacist's instructions? Yes, it does:
	

	

	


	
	
		Very Satisfied with Verbal/Written Instructions


	Total	79%
	Independent	81%
	Discount pharmacies	77%
	Supermarkets	75%
	Chains	74%
	HMOs	72%




	
  	
  	

	

	
  	What is more, 75% of the patients in independent pharmacies said that the discussions with their pharmacist helped them in taking the medication. (This compares to 70% for chains, 67% for discount pharmacies, 66% for supermarkets, and only 61% for HMOs.)
61
	

	

	


	
  	
  	

	

	
  	The differences are even more magnified when patients commented on whether their discussions with pharmacists helped to improve their medical problems:
	

	

	


	
	
		Talking to Pharmacists Helped


	Discount pharmacies	57%
	Independent	51%
	HMOs	49%
	Chains	39%
	Supermarkets	35%




	
  	
  	

	

	
  	Patients' attitudes towards pharmacists acquired over a lifetime naturally color their across-the-counter dealings with pharmacists. Here is how patients expressed their attitudes on six major areas related to pharmacists:
	

	

	


	
  	
  	

	

	
  	1. The pharmacist's verbal instructions are very clear and complete: A strong 63% "strongly agree," suggesting a built-in receptivity to counseling when and if it is offered.
	

	

	


	
  	
  	

	

	
  	2. The pharmacist is usually busy but will spend as much time with me
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  	as I need to discuss the prescription: Just over half (53%) strongly agree. Can they see him or her behind the high counter?
	

	

	


	
  	
  	

	

	
  	3. The pharmacist really cares about me and how I feel: A somewhat disappointing 42% strongly agree here, perhaps suggesting the basis for further bonding of the patient-pharmacist relationship. Let us not forget how consistently pharmacists score above physicians and the clergy in surveys of the public on professional prestige.
	

	

	


	
  	
  	

	

	
  	4. The pharmacist answers questions that I did not think to ask the doctor: One-third (36%) strongly agree with this statement.
	

	

	


	
  	
  	

	

	
  	5. Sometimes the pharmacist seems to know more about the medicine than the doctor: With 34% strongly agreeing, they obviously respect the pharmacist.
	

	

	


	
  	
  	

	

	
  	In one additional question, a low score was definitely a welcome score. Only 7% of those interviewed strongly agreed that sometimes they are embarrassed to ask the pharmacist a question about the medicine.
	

	

	


	
  	
  	

	

	
  	Overall, the profile of the answers to those attitudinal questions strongly suggests that an openness to counseling is already in place and that patients are ready to enter the new age of mandatory counseling. But there is more to OBRA 90 than just counseling. Among the provisions of OBRA 90 is an emphasis on improving the collection and maintenance of patient profiles. Obviously this requires cooperation from patients, too. Are patients willing to provide information about their health and medical status to the pharmacist so that the pharmacy will have an up-to-date record to provide them with proper counseling when they do have new prescriptions filled? Almost eight out of tena strong and welcome responsesay yes to providing the necessary information to pharmacists.
61
	

	

	


	
	
		Willing to Provide Data for Profiles


	Total	77%
	Under 35	80%
	Women	79%
	Independents	80%
	Chains	79%
	Deal with a "regular" pharmacist	84%
	Medicaid patients	73%




	
  	
  	

	

	
  	Why is it so important to track all of these medications that an individ-
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  	ual patient is taking? Just consider that 32% of all patients take two or more prescription medications on a regular basis, and that figure skyrockets to 57% for those 55 and over.
61
	

	

	


	
  	
  	

	

	
  	If we accept that counseling is both necessary and here to stay, we have to ask ourselves if patients see this service as ''a free lunch." To find out, we asked respondents to tell us how willing they would bein support of mandatory counseling with every prescriptionto pay a fee to the pharmacist above the cost of the medication for this service. The answer, perhaps not too surprisingly, is that 62% say "no" to a separate fee for counseling, with 26% saying they did not know or were not sure. The minority who might consider paying a fee were split between those who named a figure under three dollars and those who would consider slightly more than that amount.
	

	

	


	
  	
  	

	

	
  	Patient Compliance
	

	

	


	
  	
  	

	

	
  	Surveying the battle against improper patient compliance, the Schering61 study conclusively shows that (1) the doctor's counseling is important and (2) the pharmacist's counseling is just as important.
	

	

	


	
  	
  	

	

	
  	The variations in the percent of patients who "took the medication exactly as directed" relate directly to the presence of doctor and/or pharmacist counseling:
	

	

	


	
	
		Took Exactly as Directed


	Not counseled by doctor or pharmacist	77%
	Counseled by doctor but not pharmacist	89%
	Counseled only by pharmacist	96%




	
  	
  	

	

	
  	This suggests that while both the doctor and the pharmacist are important in encouraging compliance, even on his or her own the pharmacist is uniquely situated to get results.
	

	

	


	
  	
  	

	

	
  	OBRA 90 legislates mandatory counseling of Medicaid patients and, as it is turning out, other patients as well. It provides a specific framework for pharmacists in regard to counseling and maintaining patient profiles. While most pharmacists refer to its provisions frequently to maintain compliance, there are many other steps a pharmacist can take to improve patient compliance:
	

	

	















 



  
  page_48
  



  	
  	
  	
  



	




	Page 48

	
  	
  	

	

	
  	 Review your counter arrangementsIs the location where you counsel patients private enough? Can they receive instruction without nosy neighbors listening?
	

	

	


	
  	
  	

	

	
  	 Train your staffmake sure the pharmacists and clerks who work with you know the new OBRA drill and comply with what you expect from them.
	

	

	


	
  	
  	

	

	
  	 Remember written instructionswhere appropriate, give patients instructions to take home as they may forget what both you and the doctor tell them. New computer programs make this easy.
	

	

	


	
  	
  	

	

	
  	 Become a familiar faceCome out from behind the counter and get to know the patient face-to-face as the first step toward establishing a trusting counseling relationship.
	

	

	


	
  	
  	

	

	
  	 Keep a compliance checklist in your headthree key words you probably already bear in mind are dosage, frequency, and duration. Also add advice on interactions with other medications or with food and drink, as well as possible side effects. These are areas that worry patients and may inhibit their taking their medication, especially a new medication.
	

	

	


	
  	
  	

	

	
  	 Offer aids to compliancepatients often do not know about the availability of such items as "counter caps" or medicine bottles with digital alarms. Display them near the checkout and explain how they work to interested patients.
	

	

	


	
  	
  	

	

	
  	 Be aware of the "want" as well as the "need"You might assume that your younger customers are too "cool" to want counseling, but this study proves that the younger customers with first-time medications to contend with are open to advice on how to take them.
	

	

	


	
  	
  	

	

	
  	 Remember the caution labelsThe brightly colored precaution labels on prescription containers go home with the patient and do their job day in and day out, even when the patient has forgotten what both you and the doctor have told them.
	

	

	


	
  	
  	

	

	
  	 Keep up your profilesWith the help of your computer, it is easier than ever to maintain up-to-date patient profiles and keep everyone's data current.
	

	

	


	
  	
  	

	

	
  	 The forgotten refillThe medication is not always finished doing its work after the patient takes the initial dosage. Call and alert patients if you feel they are in need of refills. They won't think you are pushy; they will think you are caring.
	

	

	


	
  	
  	

	

	
  	A new partnership has been formedOBRA 90 and the profession of
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  	pharmacythat promises to play an important part in the new battle to attack the nation's health problems. Looking back we realize that pharmacists have always been in the front line of this battle, reaching out to help patients and to encourage increased compliance. Today, though, there is a new and unprecedented urgency. The population is getting older, and the nation's ability to pay its health care bill is under question. As always, we know that the pharmacist can be depended upon to do his or her share as a dedicated health care professional who cares about patients.
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  	Chapter 5

Disease State Management
	

	

	


	
  	
  	

	

	
  	Disease state management is defined as the monitoring and managing of a patient's health care from the initial physician's examination through diagnosis of a disease, prescribed therapy, and medical outcome. It differs from the present health care system, which divides treatment into individually managed components, e.g., physicians, pharmacists, or laboratory services.
62
	

	

	


	
  	
  	

	

	
  	The underlying principles associated with disease state management are as follows:
	

	

	


	
  	
  	

	

	
  	 Practitioners must identify the different components of the disease and understand the disease course and its cost drivers, e.g., noncompliance or lack of prevention tactics.
	

	

	


	
  	
  	

	

	
  	 Treatment is based on the disease process rather than on reimbursement.
	

	

	


	
  	
  	

	

	
  	 Patient education and compliance programs are a must for chronic diseases.
	

	

	


	
  	
  	

	

	
  	 Treatment management must provide full continuity of care.
	

	

	


	
  	
  	

	

	
  	 Practitioners must have in-depth knowledge of the factors that influence the costs of managing a specific disease, e.g., the role of drugs in treating the disease.
	

	

	


	
  	
  	

	

	
  	 Reimbursement must be made on a shared-risk capitated basis.
	

	

	


	
  	
  	

	

	
  	In disease state management, pharmaceuticals and pharmacy services are important ingredients needed to provide positive health care outcomes. Key steps associated with use of pharmaceuticalsselecting the drugs for treating the disease state; building and using protocols for prescribing, using, and managing these drugs; establishing and conducting drug utilization evaluation procedures; developing compliance management strategies and tactics; conducting outcome measurements and reports; and using capitated risk-sharing agreementsare the basic components of pharmaceutical care. A number of diseases, including asthma, depression, diabetes, and pneumonia, have been identified as
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  	likely candidates for disease state management. Many hospitals and managed care institutions now offer these services.
	

	

	


	
  	
  	

	

	
  	Disease state management offers pharmacists exciting new roles. For example, pharmacists are needed to assist in developing, managing, and using pharmaceutical protocols. All states permit the pharmacist to make drug selection decisions if there has been an agreement, via protocols, between physicians and pharmacists.
	

	

	


	
  	
  	

	

	
  	Little doubt remains that pharmacy practice is changing, but the future is not bleak. Instead, it offers exciting challenges that will force practitioners and pharmacy school faculties to work together to improve the quality of health care. Pharmacists are perfectly equipped to take on the role of disease care managers, but they could see their opportunities dwindle given that nurse practitioners and physician assistants have already staked out counseling as their territory, too. In the late 1980s, for example, nurse practitioners and physician assistants although less qualified than pharmacists, began counseling specific groups of patientsthose with hypertension or smoking-related problems, for instanceas part of employer-sponsored wellness initiatives geared to reducing health care costs.
	

	

	


	
  	
  	

	

	
  	For pharmacists, disease management is a redefining of rolesa focus on pharmaceutical care and documentation of therapeutic outcomes.
63
	

	

	


	
  	
  	

	

	
  	No two disease management programs for depression or hypertension will likely require pharmacists to do exactly the same thing. That means pharmacists will have to juggle the demands of many different programs in the same disease category. There is no guarantee, for example, that one company's disease management program will target exactly the same problem as another company's, given how programs are customized for specific patient groups.
	

	

	


	
  	
  	

	

	
  	Because disease management brings new responsibilities to pharmacy, it also represents a change in the way pharmacists will do business. Dispensing is no longer just a vending of products but a partnering with managed care companies to help them to succeed in managing health care and controlling costs. To be adequately reimbursed, pharmacy will have to provide pharmacy benefits managers (PBMs) and plan sponsors with proof of the value of the services they offer. All of that suggests current efforts to document pharmaceutical care will pay off later.
	

	

	


	
  	
  	

	

	
  	By its nature, disease management helps health plan sponsors zoom in on high-cost diseases before they get out of control. Because disease
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  	management gives pointers on where employee prevention and intervention programs are needed, it has enormous potential to deliver significant savings in long-term medical costs. Because of that, however, disease management is often confused with wellness and prevention programs.
	

	

	


	
  	
  	

	

	
  	Even if there is as yet no universally agreed-upon definition, the shape of disease management is getting clearer. One thing is for sure: It will rely on teamworkon tighter coordination among PBMs, plan sponsors, and health care providers so that everybody works in tandem on specific diseases to improve their outcomes.
	

	

	


	
  	
  	

	

	
  	Disease management has also been defined by Zitter
64 as "a comprehensive, integrated approach to care and reimbursement based fundamentally on the natural course of disease, with treatment designed to address the illness with maximum effectiveness and efficiency." He further states that disease management "is characterized by five elements including (1) understanding of the disease course, including typical drivers of cost, (2) treatment based on the disease process rather than on reimbursement for a given therapy, (3) patient education and compliance programs for chronic disease management, (4) management of treatment that cuts across care settings and provides full continuity of care, and (5) funding the most powerful intervention regardless of treatment method or setting" (p. 1).
	

	

	


	
  	
  	

	

	
  	The following paragraphs will briefly discuss each of these important principles and consider the implications of these concepts for positive change in today's health care "marketplace."
	

	

	


	
  	
  	

	

	
  	Understanding of the Disease Course
	

	

	


	
  	
  	

	

	
  	To properly develop a disease management strategy, it is necessary to first understand the natural course of the disease. Such understanding includes etiology, the natural progression of the specific disease, and the resulting costs. For example, asthma is a chronic illness treated primarily in the ambulatory setting. However, 13 million Americans with asthma required $6.2 billion dollars in health care expenditures in 1990.65 Those costs have been shown to be concentrated in a small portion of that population, with 10% of the patients accounting for 70% of costs and 1% consuming at least 30% of total costs.66 Weiss notes that 43% of the dollar expenditures are associated with acute episodes involving emergency room use, hospitalization, and death.65 The National
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  	Jewish Center for Immunology and Respiratory Medicine in Denver has demonstrated that increases in expenditures to better diagnose, treat, and improve compliance in asthmatic patients could reduce overall expenditures by 25% to 50%. If universally applied to this chronic disease, over 1 billion dollars could be saved annually in the United States.
66 Similar conclusions and cost savings have been postulated for such an approach with other chronic illnesses such as cardiovascular diseases, depression, and diabetes.
	

	

	


	
  	
  	

	

	
  	Treatment Based on the Disease Process
	

	

	


	
  	
  	

	

	
  	Education of the diabetic patient regarding proper diet, exercise, glucose monitoring, and compliance for insulin and other drug therapy requirements has been shown to produce major reductions in acute hospitalizations and emergency treatment. Additionally, medical advances in treatment of preventable diseases, such as polio and measles, have justified shifting expenditures to vaccines rather than therapy directed toward treating the disease. Likewise, educational expenditures may provide the best value in dealing with another devastating preventable disease, AIDS. Shifting dollars from acute to preventive care poses a great challenge, particularly when insufficient acute care dollars are currently available (although adequate dollars would be available if we could reduce the frequency of acute illness).
	

	

	


	
  	
  	

	

	
  	Patient Education and Compliance Programs
	

	

	


	
  	
  	

	

	
  	Health care professionals treating chronic disease such as hypertensionwhere medication compliance is a key to disease controlshould consider aggressive programs to monitor and educate the patient. Investments in patient counseling, use of medication reminder devices, and monitors of compliance through pharmacy refill systems, and so forth, are warranted in order to avoid the more expensive medical crises such as myocardial infarctions and strokes. The remarkably effective asthma program at the National Jewish Center dedicates a week of "boot camp" for counseling and educating patients and families about the disease.66 The program includes training in the proper use of medications and compliance in order to help improve disease management and thus avoid acute episodes. In direct comparison, patients who received the
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  	week of training were 50% more likely to avoid hospitalizations during the following six months compared to those who did not receive the training.
66 Such data provide a true example of positive patient outcomes in which the training costs are repaid many times over.
	

	

	


	
  	
  	

	

	
  	Full Continuity of Care
	

	

	


	
  	
  	

	

	
  	Although outpatient drugs, home care, and even long-term care may not have been included as reimbursable standards of care in the past, disease management suggests we rethink those options. It may be well worth the cost of chronic medications, home visits, or alternate care programs if adverse events are avoided such as expensive emergency room visits and hospitalizations. Determination of appropriate plans for care can be accomplished by the use of case managers who evaluate the overall needs of each patient. The case manager would be "empowered" by the system to ensure the appropriate care be provided for optimal clinical outcomes at a reasonable cost.
	

	

	


	
  	
  	

	

	
  	Funding the Most Powerful Intervention
	

	

	


	
  	
  	

	

	
  	The scope of disease management would allow the consideration of costs versus return for each intervention as opposed to limitations based upon traditional funding or reimbursement. Investments in vaccines for children and influenza immunization programs for the elderly have proven to be appropriate investments both in patient outcome and avoidance of more expensive future costs. Globally, such initiatives are accomplished by funding comprehensive care for "covered lives" using managed care or integrated systems that assume the financial risks required to deliver necessary care. Some states are experimenting with waivers to allow health maintenance organizations to assume all care for Medicaid populations. This approach can pave the way for such programs to implement disease management methods for populations whose costs are typically out of control.
	

	

	


	
  	
  	

	

	
  	This new model of care identified as disease management almost seems too logical. If so, why is the model not already the accepted method for health care delivery in America? As long as the health care marketplace reimburses based upon component management, the system will continue to be slow to change. Clearly, the current "driver of
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  	change" is predominantly economic. Because of the inability to control costs with the component approach, employers and governmental groups are beginning to require providers to assume financial risks for overall care. However, once costs are driven down to base competitive levels, the next immediate driver of continued change will be the pursuit and documentation of quality of care (i.e., patient outcomes). The current component system is as deficient in assuring the delivery of quality care as in controlling costs. Managed care organizations and related integrated systems are beginning to assume responsibility for the quality of all health care for "covered lives" for one fee. As this practice becomes commonplace, disease management, rather than component management, may become the standard of care to assure both quality and cost efficiency.
	

	

	


	
  	
  	

	

	
  	Predictably, integrated health systems and managed care organizations have been the first organizations to become serious about this new paradigm of care. Because such groups assume more global responsibility for care for a capitated flat fee, they have more to lose (and more to gain) by improved management of all components of patient care. Large systems such as Harvard Community Health Plan, Mayo Clinic Foundation, Kaiser Permanente, Henry Ford Health System, and Group Health of Puget Sound are all involved in various activities based on disease management principles. As the scramble to align with managed care entities and to form integrated systems continues, other organizations, including most of our hospitals, will likely embrace this dramatic change. More than half of the managed care organizations responding to a recent survey stated that their organizations are considering, developing, or are actually implementing some disease management programs. Illnesses such as cardiovascular disease, diabetes, asthma, and infectious disease are being considered for such programs.
	

	

	


	
  	
  	

	

	
  	Other players in the marketplace also view disease management as an opportunity for maintenance of a successful role in the health care system of the future. In recent years, the burgeoning industry of "carving out" the prescription drug benefit and managing that benefit program contractually for the managed care organizations has become a billion dollar business. Pharmacy benefit managers, such as Prescription Card Services (PCS) and Medco, are now actively planning strategies and roles in disease state management. Because of their experience in managing this component for the managed care organizations, these organizations are in an excellent position to broaden that role to entire disease processes. The expertise generated in developing database models, es-
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  	tablishing compliance mechanisms for pharmaceuticals, conducting outcomes research, and targeting high-risk and high-use patients could contribute significantly to the ability of the managed care organizations to implement disease management. How these interventions will be structured remains to be determined. Some authors predict that alliances or partnerships with pharmaceutical companies will be the most logical combination of expertise necessary to produce disease management models. Others express concern that the breadth and scope of disease management, when successfully implemented, could ultimately contradict the very basis for pharmacy benefits managers (i.e., "carving out" and separating drug therapy from the rest of health care). Finally, some experts believe it more likely that such organizations will then "carve out" diseases rather than just drug therapy programs for their contracted services with managed care organizations.
	

	

	


	
  	
  	

	

	
  	The Role of Pharmaceutical Manufacturers
	

	

	


	
  	
  	

	

	
  	Many of the most successful pharmaceutical companies are embracing the disease management paradigm with hope of demonstrating the value of their products and their ability to perform in an expanded role in the marketplace. With the intense public and political scrutiny of the costs of the drugs themselveswhich actually accounts for only about 7% of total health care dollarsmany companies welcome the opportunity to demonstrate the impact of appropriate drug therapy on the other 93%. As the marketplace moves toward limiting the expenditures on drugs to a prescribed, finite amount, progressive pharmaceutical companies may be better served by expanding beyond the limits of product research and development. Instead, those companies will likely become involved in the broader paradigm of care. Perhaps product guarantees that assume risk for other aspects of care, if appropriate drug therapy is provided, could be one approach. Skeptics doubt that an industry so focused on drug products will be able to shift its focus to include the broader concept of disease management. Certainly, the pharmaceutical companies provide great expertise in disease and related drug research, in management and analysis of clinical data, and in pharmacoeconomic studies. These companies also provide manpower resources (pharmaceutical representatives) to communicate with physicians throughout the United States. Lilly's leadership in therapy for type I diabetes, Merck's cardiovascular expertise, and Schering's knowledge of asthma
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  	management are convincing examples of the historical role of industry in management of specific diseases.
	

	

	


	
  	
  	

	

	
  	Industry leaders such as Merck-Medco (West Point, PA), Lilly (Indianapolis, IN), Schering (Kenilworth, NJ), Pfizer (New York, NY), and Zeneca (Wilmington, DE) are making significant investments in the disease management concept. These investments vary from establishing separate companies, such as Lilly's Integrated Disease Management, to the creation of dedicated company divisions assigned this sole objective. Because the very concept of disease management is so allencompassing, it may not be possible for any one company to have all the tools necessary to expand.
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  	Chapter 6

Managed ''Cost" Care
	

	

	


	
  	
  	

	

	
  	The National Prescription Audit, which does a very commendable job in tracking all of the prescriptions filled in the United States, indicates that there are 488 therapeutic groupings or subgroupings of prescriptions within which community pharmacists dispense.
56 The number of medicinal agents and their dosage forms dispensed monthly by pharmacists is approximately 11,000 to 12,000. These numbers vary monthly as a result of climate, geographical location, and time of year.
	

	

	


	
  	
  	

	

	
  	Disease management, which is frequently advocated as a role for pharmacists, can have a varied effect on the community pharmacy prescription base. A look at some statistics is revealing. One of the most common maladies is asthma, which affects about 13% of the U.S. population. This 13% reflects only those who suffer from asthma, not those who would receive prescriptions medication for this. If all pharmacists were to specialize in disease management covering the more mainstream disease entities, such as asthma and diabetes, where would this leave the remaining 486 therapeutic categories that pharmacy must deal with? What about all of those 11,000 dosage forms dispensed each month? Attention should be given to each and every prescription drug, regardless of its therapeutic category.
	

	

	


	
  	
  	

	

	
  	The Normal Distribution of People
	

	

	


	
  	
  	

	

	
  	People who require prescription medications are in a constant relationship to the normal distribution of human beings. The more people, the more people who require prescription drugs.
	

	

	


	
  	
  	

	

	
  	There are about 200 million people in the United States who qualify for prescription drugs.68 Theoretically, if you calculate all of the individuals who need drugs on a baseline of the distribution of ambulatory patients according to the degree of illness ranging from "not ill" (e.g., oral contraceptives) to "precarious" (e.g., asthma), and match these with
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  	the total universe of patients, you would find the normal curve of distribution. If you applied this concept to a graph, the lines of the graph would resemble a "bell-shaped" curve. Statisticians have been familiar with this bell-shaped curve concept for many decades. It helps to explain the variability of human beings. Figure 6.1 is an example of the normal curve for prescription drugs.
	

	

	


	
  	
  	

	

	
  	The amount of knowledge patients have about their therapies varies considerably. Some patients come from the health care field and possess greater knowledge, and thus there is little pharmacists can do to influence them. Others, particularly in the new baby boom generation, are also relatively well informed from a health care point of view. These "boomers" are on a very tight daily schedule, in many cases with both spouses working. Because of this, their time spent in a pharmacy is limited. They may ask brief questions and expect concise answers. Some patients have a baseline of knowledge of therapy because they have had prior instruction either from physicians or other pharmacists. Some may have modest knowledge, some may have limited knowledge, and others may have no knowledge of therapy (see Figure 6.2).
	

	

	


	
  	
  	

	

	
  	Defining the expectation of service for pharmacists as the dissemination of patient therapy information, we find not the same categorization of people noted in previous examples but a combination of those demanding information services.
	

	

	


	
  	
  	

	

	
  	As seen in Figure 6.2, some may choose not to seek information because they already possess the information about their therapy. Others may have a low desire for information. Within the largest category of people, we find those who might desire information, but this desire may not be of immediate concern. This group may be pleased if information is offered, but they would not be disappointed if it is not. In the other half of the curve we find those patients who may expect to receive information and those patients who may be expected to ask for information.
	

	

	


	
  	
  	

	

	
  	Health Care in America
	

	

	


	
  	
  	

	

	
  	The provision of health care in America has always been of the highest quality. The managed "cost" care system currently being implemented across the U.S. can treat the healthy individual very well, but when it comes to a patient with a serious health condition, this system either affords patients secondary treatment or ignores them completely. This is not the traditional standard of the American health care system.
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  	Figure 6.1

Distribution of ambulatory patients by degree of illness.
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  	Figure 6.2

Distribution of ambulatory patients by expectation of service.
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  	Managed cost care is simply managed cost, irrespective of human needs. Managed cost care, for all that it is worth, is trying to bring health care costs downward, regardless of the effect it may have on the lives of sick people. Managed cost care advocates have left out of the health care picture those who professionally understand it. The physician, pharmacist, and patient are omitted in managed cost care in order to bring about cost savings. These costs come at the expense of the patients and not out of managed cost care profits. Managed cost care's main aim is high salaries for its executives and high profits for its owners and shareholders. Little by little, health care as traditionally practiced in this country is virtually disappearing. There is no question that health care costs will increase as the population increases, but you cannot keep cutting costs forever.
	

	

	


	
  	
  	

	

	
  	Years ago, the cry was that the American health care system was really no system at all. It may have been disjointed and independent, but as a "system" it worked well. The physician, pharmacist, and patient had control of the system. Yes, costs were spiraling, but the approach that was used to bring them down was wrong. Many other systems other than managed cost care could have been applied to reduce costs and keep increases in line with inflation. It may have been a "cottage industry" that existed on a fee-for-service charge, but if you compare it to the value of health care today, can we honestly say we are better off today?
	

	

	


	
  	
  	

	

	
  	In order to bring about cost savings there was no need to implement outside managed cost care with all of its high-paid executives and profitability. In some settings, managed cost care organizations work well. As agents for maintaining good health by promoting proper exercise, diet, and health monitoring, they work efficiently. Yet when it comes to postpartum women, who in many cases are sent home 24 hours after delivery of their newborn with no evidence that full recovery has been made, these attempts to control costs are ludicrous. A new federal law instituted in 1995 will make this illegal by 1998 and extend the stay to 48 hours. Still, postpartum women are diverse and varied in their recovery periods, which may exceed 48 hours, and thus cannot all be expected to benefit from an allowable two-day recovery period. This cost-cutting measure not only affects postpartum women but their newborns as well. New legislation is being offered to remedy many such abuses under managed cost care.
	

	

	


	
  	
  	

	

	
  	Managed cost care, in its quest for profits, has allowed brilliant research physicians to leave hospitals and other long-term teaching facilities. Hospitals are now facing hardships as nurses protest their replace-
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  	ment with unlicensed aids, who work at much lower salaries. In addition, pharmacists are being replaced with lower-salaried technicians.
	

	

	


	
  	
  	

	

	
  	Managed "cost" care also has left its indelible mark on prescriptions, in which it stresses to physicians that they should ignore what they deem best for their patients and substitute the cheapest drugs they can find. This approach is not the same as generic substitution, in which pharmacists are entrusted to make legitimate replacements for the identical drug. What is most troublesome is that most of the policies regulating drug prescribing are formulated by people who are not physicians or pharmacists and are based upon lowering costs and raising profitability. But what effect do these policies have on the patient? Often physicians are surprised to find that the medication has been changed, to the detriment of the patient. Some of these drug changes have had serious consequences.
	

	

	


	
  	
  	

	

	
  	A Need to Evaluate the Present-Day System
	

	

	


	
  	
  	

	

	
  	The argument for managed cost care goes back a long time. Back in the 1960s, there were numerous discussions on how to deliver health care to patients at a reduced cost. The formative concepts behind managed cost care were initially viewed as viable entities, but today these entities have grown to be culprits in the health care system. America's health care system has turned into a corporate, profit-making system. A new structure is needed now to evaluate, criticize, and develop a better system.
	

	

	


	
  	
  	

	

	
  	Managed cost care is not for everyone. We run the risk for having the health care system disappear in the next century if we were to allow managed cost care to become the only system in health care. This system can only lead to a diminished role for practicing physicians and the elimination of pharmacy as a valuable component in health care delivery. Community pharmacy is practiced throughout America and is available to all citizens. Prescription medications, along with many other personal and household goods that ambulatory people require, are an essential economic part of community pharmacy business. This essential part will continue to expand as the aging baby boomers will have an even greater demand than their predecessors for prescription drugs. Intelligent, time-conscious consumers will change the nature of prescription medication purchases in the years ahead. Pharmacy has the es-
	

	

	















 



  
  page_65
  



  	
  	
  	
  



	




	Page 65

	
  	
  	

	

	
  	sential role of filling over 2 billion prescriptions per year and must be prepared to cope with the anticipated 3 billion prescriptions in the near future.
	

	

	


	
  	
  	

	

	
  	While technology may assist in the handling of prescriptions, there is no solution to handling the average 11,000 products pharmacists deal with across this nation. We know that community pharmacies are growing, despite the cost cutting of managed cost care. Forces outside of pharmacy may lead to the formal recognition of pharmacy technicians to legally dispense drugs. The money to be derived from health care insurance may not be there to cover the bare minimum expense for pharmaceutical care. The $76 billion spent by consumers for prescriptions can more than cover the expenses of the highly diverse capability required in community pharmacy. Skilled and trained technicians could likely do the job of dispensing all of these prescriptions.
	

	

	


	
  	
  	

	

	
  	Economics will dominate the health care setting in the future. It is now time to consider these factors. It is estimated that 64% of all prescriptions being filled today are paid for via a managed cost care plan.
69 That means 64% of the 2.4 billion prescriptions filled today are paid by third-party payers.70 The third-party payer method has been steadily increasing over the years, but not all of these payers are in managed care. Most of them are in managed cost care, which keeps quantities of medications high and limits fees for pharmacists. We have yet to see a precise definition of just what managed cost care is when it comes to prescription activity. Even in Great Britain with its socialized medicine, about 25% of prescriptions are filled outside of the system for"cash" or by private insurance premiums. If you apply this to the American health care system, 25% of 2.4 billion prescriptions is approximately 560 million, which is just about what pharmacies dispensed 20 years ago in the United States when things were much more profitable in pharmacy. Cash customers are not out of the question today, and any good health care system should not prevent them from appearing in community practice.
	

	

	


	
  	
  	

	

	
  	There are also new implications in how managed cost care is applied to physicians, who are governed by strict rules of behavior as to how they can diagnose the patient and how they can treat the patient. Managed cost care is a new and untried mode of health care that in many cases does not allow patients to see the doctor of their choice. In young adult care, which deals with accidents more than care, it is perfectly acceptable for a patient to see any physician or nurse practitioner. However, in the case of an older citizen with chronic disease, the patient may
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  	not necessarily see the same physician at each visit. This can be detrimental to the care of the patient because it allows for too many opportunities for consulting physicians to use different therapies. Patients have a right to select the physician who will treat them. People are varied and so are doctors. No one in a managed care administrative position should decide on this. This system places less emphasis on personal contact, which is very different from the way in which Americans have relied on health care in the past. Physicians and pharmacists need to join together for the benefit of patients. We cannot afford to have non-licensed individuals distributing medications to patients.
	

	

	


	
  	
  	

	

	
  	Managed cost care, which utilizes HMOs (health maintenance organizations) as its primary structure, is needed on a limited basis within our health care system. A rapid increase of a new breed of consumers is coming along in health care who will change in a very real way how health care professionals, especially pharmacists, will deal with the public. No longer will all patients be subservient to health care corporations and accept what is being offered.
	

	

	


	
  	
  	

	

	
  	The concept of Total Quality Management (TQM), which has found its way into consumer supplier behavior, will take hold in health care and for the betterment of the system. TQM addresses the treatment of customers as human beings with interests in the quality of products provided. TQM is measurable in the personalized services rendered. In recent years pharmaceutical care has gained wide attention as an approach to treating patients and has been used to describe pharmacy's new mission. The fact is, however, that TQM and pharmaceutical care cannot strictly be considered new concepts.
	

	

	


	
  	
  	

	

	
  	Pharmaceutical care, personalized professional service, patient care, and all the other names being given to the concept today reflect a return to a much earlier way of doing business, when there was an ample number of pharmacists to render the service. Pharmaceutical care is valuable and should be rendered whether or not it is compensated. The economics of health care being what it is, we should not count on receiving reimbursement for pharmaceutical care. We need more pharmacists trained in the shortest possible time in a TQM way.
70
	

	

	


	
  	
  	

	

	
  	We remember a prominent pharmacist saying in a public meeting "that our system will work perfectly when we get all of our patients thinking the same way." These are not "our" patients, and he forgot the human diversity in people. He should have said, "Our system will work perfectly when we learn the diversity of the patients, and treat them accordingly." One thing that we learned back in college was that ''no two
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  	people are exactly alike." This is probably the best motto that pharmacists can follow.
	

	

	


	
  	
  	

	

	
  	Managed care has many different meanings, but there is little doubt that we have entered the managed cost care era. Put into the hands of non-medical individuals, it rapidly becomes coordinated care, and dictatorial care, with little or no consideration for the individual patient. We are not sure that the new generation of recipients will accept it.
	

	

	


	
  	
  	

	

	
  	Industry and the Profession of Pharmacy
	

	

	


	
  	
  	

	

	
  	The pharmaceutical industry is an extremely important part of health care provision in the world. Without the new medications that industry develops each year, we could not have survived. It is a myth that most new drugs come out of government research. We can view health care distribution as an interconnective entity having four parts, each designated by the letter P. The first P stands for the producer of medications. The other three Ps are interconnected in the excellent distribution system that we have in the United States. This system is comprised of the physician, pharmacist, and patient. The physician and pharmacist have taken a "back seat" in the new health care delivery system, but level heads will return them to their rightful position, realizing the importance of their independent but highly related functions.
	

	

	


	
  	
  	

	

	
  	The distribution system for pharmaceutical products is enormous and complex. Industry, medicine, and pharmacy are linked together in this system. Legend prescription products find their way to the ultimate user through the prescriber, who does not take "possession" of the products but instead orders them for the patient, who then decides which pharmacy he should use to acquire the products.
	

	

	


	
  	
  	

	

	
  	Who pays for this service is often determined by third-party payers, who need to maintain control of the system to prevent overuse and underuse of products as well as illegal drug trafficking. However, they do not need to maintain control of the choice of medication.
	

	

	


	
  	
  	

	

	
  	Each party in this transaction has a specific function. First is the manufacturer of the product, who bears the research, development, and marketing costs, which can be formidable. Second is the physician, who by law is responsible for the prescribing of the product for which he does not take possession. Third is the pharmacist, who has the total inventory (often mandated by state law) of products, dispenses the drug, and, since the passing of OBRA 90, must now provide counseling to his patients.
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  	Fourth is the patient, who has a high motivation in learning about the medication but limited time in which to learn. Most patients are interested in the medication, its correct use, its mode of action, and its side effects.
	

	

	


	
  	
  	

	

	
  	This pattern of the four Ps has been ingrained in our prescription drug distribution system. The laws and regulations governing it are specific for the manufacturer, physician, and pharmacist and have been in existence for most of the 20th century. We have made tremendous progress in the delivery of health care, always with the people who will receive the prescription medication in the forefront. To participate in the system, physicians must have eight years of learning to prescribe; pharmacists must have either a five- or six-year course of study. The system works extremely well when you come to the realization that 200 million patients will use 55,000 community pharmacies to obtain a prescription drug in America this year.
	

	

	


	
  	
  	

	

	
  	Today, however, insurance companies and federal and state governments are using considerable pressure to try to alter this basic four-P relationship. With third-party payers and Medicare accounting for 67% of prescription volume, in which costs are largely set by negotiation, pharmacy's ability to keep up with the filling of billions of prescriptions and the counseling mandates of OBRA 90 has been seriously affected. Most pharmacists are trying to keep up with the new law, but their capabilities are being threatened.
	

	

	


	
  	
  	

	

	
  	The latest addition to this equation is the pharmacy benefit manager entities, which essentially are headed by nonmedical- and nonpharmacy-trained individuals. These entities, several of which are now owned by or affiliated with product manufacturers, directly specify how drugs are to be handled. They decide the price to be paid, suggest "switching" of products, and generally have entered the distribution system without as much as a word from the authorities in medicine or pharmacy.
	

	

	


	
  	
  	

	

	
  	Physicians and pharmacists, who are so busy keeping up with paperwork and meeting the burden of care and payments, have hoped for some kind of salvation from their leaders. We have heard very little from the pharmacy leaders on the PBM development. If we are going to go after the unlicensed physicians who are doing surgery with only a little training, then let us revise the whole system on prescription drugs, giving the pharmacists the same license to dispense without the regulations that now confine them. The distribution system for pharmaceutical products is of such magnitude that we can, and should, look for new ways of making it work as
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  	efficiently as possible. For the industry to create demand for its products among non-prescribers is not a step in the right direction.
	

	

	


	
  	
  	

	

	
  	Physician and Pharmacist Relationship
	

	

	


	
  	
  	

	

	
  	The basic relationship between a physician and a pharmacist has been predicated upon the concept that if you as a pharmacist disagree with the physician's choice of a prescription drug, you have the right to confer with the doctor before the medication is dispensed. Today, that relationship is being threatened by managed cost care. The roles of both physicians and pharmacists have been greatly reduced in the new health care model. Physicians and pharmacists have less input into the decision-making process of medication prescribing and dispensing. Because of that, opportunities for physicians and pharmacists to communicate and exchange ideas are minimized. This is cause for alarm when we comprehend that these two professional entities dominate the flow of 2.4 billion prescriptions to patients each year. They are tremendously important to the health and well-being of patients. The interaction between pharmacists and physicians is the backbone of good patient care and cannot be ignored. This relationship must be maintained to preserve our health care system.
	

	

	


	
  	
  	

	

	
  	Pharmacists should not invade the medical profession's authority to prescribe; the physician's choice is of paramount consideration. Clear consultation must be made between the physician and the pharmacist on just what drug is to be dispensed for the optimal therapeutic benefit to the patient, irrespective of cost or profitability. This is not always easy to accomplish. Physicians have been informed by the manufacturer about a particular product through detailing, advertising, and promotion. Pharmacists have picked up their own ideas about what they should dispense from a variety of sources such as manufacturers, third-party payers, and their own management. In addition, many pharmacists establish their own beliefs in products through their daily practice experience. The manufacturer, physician, and pharmacist are "locked together" for the good of the patient.
	

	

	


	
  	
  	

	

	
  	Industry and pharmacy are linked as partners in the distribution system. Each is of vital importance for keeping the prescription activity moving ahead. One has the responsibility for manufacturing and promotion whereas the other has the responsibility for distribution of the product. The patient and physician are in the middle between both; they are the joint "customers" in this equation.
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  	Chapter 7

Pharmacy Technicians
	

	

	


	
  	
  	

	

	
  	During 1996 community pharmacies dispensed 2.4 billion prescriptions to over 200 million users.
56 This is a staggering figure, given the number of pharmacists (just over 125,000) in the community setting. The tremendous volume of prescriptions dispensed in community practice in the United States is frightening in that it requires dispensing a new or refilled prescription about every ten minutes throughout an eight-hour day. Given all the third-party requirements, the mandatory OBRA 90 stipulations, determining which generic drug to use, and implementing pharmaceutical care considerations, there isn't much time left for the individual pharmacist to practice good quality personal care. In the case of the next population increase, the Baby Boomer cohort, we will soon exceed the 3 billion prescription mark. (By the time the baby boomer cohort reaches age 50, we predict a high prescription level of over 3.7 billion; the 3 billion number is a mid-range projection.)
	

	

	


	
  	
  	

	

	
  	Pharmacy technicians directly influence what could become a highly precarious situation. Their role in the approximately 55,000 pharmacies in the United States will need to be defined and accredited. The recognition and status of pharmacy technicians have advanced markedly, in part because of the creation of a national voluntary certification program. However, there are still unresolved issues relating to technicians that prevent pharmacy from realizing the full potential of this component of its workforce. Because of the immense pressures on all sectors of health care to contain costs without compromising quality, pharmacy should develop a more coherent plan for its technical personnel.
	

	

	


	
  	
  	

	

	
  	It is generally agreed that a technician must work under the supervision of a licensed pharmacist. There is a wide range of views about how to apply this basic concept in practice, as manifested by the assorted state laws and regulations on pharmacy technicians. This interstate disharmony reflects poorly on pharmacy in the eyes of public policy makers and employers.71
	

	

	


	
  	
  	

	

	
  	Through state licensure of pharmacists, the public has assurance that
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  	prescription medications are being handled properly. It is sometimes advocated that states should license technicians to shield pharmacists from the consequences of any substandard performance by technicians. Licensure, which entails government permission to practice an occupation based on demonstrated competency, could set the stage for eventual independent practice by pharmacy technicians. That would be in blatant conflict with the public's best interest. On the other hand, registration, which is the process of becoming enrolled on a list, is a good mechanism through which states may monitor the individuals employed as technicians.
	

	

	


	
  	
  	

	

	
  	Licensed pharmacists should have full authority to decide when and how to use technicians at practice sites that have a process for ensuring the quality of services. That process (and ongoing documentation of compliance) should be subject to review (and, when indicated, remedial correction) by the state board of pharmacy. The arbitrary constraints that most states now place on the employment and functions of technicians inhibit the optimum practice of pharmacy.
	

	

	


	
  	
  	

	

	
  	The profession has begun to standardize the training requirements for pharmacy technicians through the development of a model curriculum based on an analysis of tasks in all types of practice sites. After agreement is reached on training, pharmacy should begin applying the term "technician" only to those individuals who have completed the minimum training requirements and who are certified. At that point, different terminology should be used for other pharmacy supportive personnel who are less qualified, for example, pharmacy clerk or pharmacy apprentice. The critical importance of technicians in contemporary pharmacy practice demands that the profession invest the time and effort required to settle these unresolved issues.
71
	

	

	


	
  	
  	

	

	
  	Innovation is a change in the way of doing things. The practice of pharmacy changes daily through government regulations such as mandatory counseling for Medicaid patients, management planning, customer response, and technological advances. With change comes opportunity. As pharmacists expand their roles, technicians have the opportunity to change their roles. Innovation expands the role of pharmacy technicians in the practice of pharmacy.
	

	

	


	
  	
  	

	

	
  	The nursing shortages of the 1980s resulted in the innovative use of pharmacy technicians to dispense medications to patients. The technician checked medication administration records for accuracy in place of the nurses, who could then focus on patient care. Likewise, an increase in the demand for pharmacy services forces pharmacists to broaden their
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  	professional roles by providing care while meeting today's tight budget restrictions. The increased dispensing role of pharmacy technicians allows pharmacists to do more with less.
	

	

	


	
  	
  	

	

	
  	Health care demands that the pharmacist provide counseling, go on rounds with physicians, and offer therapeutic drug monitoring. As pharmacist continue to outgrow their dispensing roles, technicians will be called upon to fulfill that role.
72
	

	

	


	
  	
  	

	

	
  	Not Just a Technician
	

	

	


	
  	
  	

	

	
  	Gone are the days of being "just a technician." Today's technicians work in retail, community, institutional, and hospital pharmacies. Pharmacy technicians hold responsible positions in veterinary medicine, nuclear medicine, purchasing, sales, education, diabetic teaching, and robotics. Since the establishment of training programs for pharmacy specialists by the U.S. military more than 40 years ago, military technicians' functions have expanded beyond the typical pharmacy functions. The confidence the military has in technicians is because of well established technician training programs.
	

	

	


	
  	
  	

	

	
  	Standardized education, training, and continuing education programs are the keys to the expanded roles of pharmacy technicians.72 The Pharmacy Technician Certification Board (PTCB), which certifies technicians, was established in January 1995 after a year-long effort by the founding organizationsthe American Pharmaceutical Association (APhA), the American Society of Health-System Pharmacists (ASHP), the Illinois Council of Health-System Pharmacists (ICHP), and the Michigan Pharmacists Association (MPA). The goal was to create one national voluntary certification program for pharmacy technicians, replacing the Michigan and Illinois programs, which were franchised in 24 states and the military. PTCB was incorporated as a fully autonomous, nonprofit entity. One of the most pressing of the Board's initial tasks was to develop a sound certification process for pharmacy technicians. To this end, PTCB contracted with Professional Examination Service, a nonprofit company specializing in national certification and licensure examinations.
	

	

	


	
  	
  	

	

	
  	Since 1997 PTCB has certified more than 15,000 of the nation's 150,000 pharmacy technicians.73 Demonstrating the tremendous interest in national voluntary certification, more than 11,000 pharmacy techniciansfrom community (both chain and independent) and hospital
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  	pharmacies and representing home health care, long term care, mail service, managed care, and the militaryhave sat for the six PTCB examinations given thus far. In 1996 more than 3,000 pharmacy technicians registered for the July 27, 1996 Pharmacy Technician Certification Examination, administered at 120 test sites nationwide.
73
	

	

	


	
  	
  	

	

	
  	The examination developed by PTCB was based on the results of the 19911994 Scope of Pharmacy Practice Project as supplemented by the expertise of the PTCB Certification Council and the PTCB Pharmacy Technician Resource Panel. These two bodies within PTCB consist of pharmacists, pharmacy technicians, and pharmacy technician educators. PTCB exam development was guided by the standards of the National Commission for Certifying Agencies, the American Psychological Association, and the U.S. Equal Employment Opportunity Commission. The 7,900 technicians who applied to take the exam came from all areas of pharmacy practice.
	

	

	


	
  	
  	

	

	
  	The exam measures mastery of knowledge; it does not test competence, neither does it supplant the need for licensed pharmacists to control pharmacy operations. For employers the certification program offers evidence that a certified individual possesses knowledge that is important in the work of technicians; that evidence can aid hiring and promotion decisions. For technicians, the program offers an opportunity to gain recognition for having command of knowledge that is central to their work.74,75
	

	

	


	
  	
  	

	

	
  	To provide guidance on the role and regulation of pharmacy technicians, APhA and ASHP have developed a "White Paper on Pharmacy Technicians" for state boards of pharmacy and state pharmacy organizations. The white paper examines the growing role of pharmacy technicians, the current status of technician functions and training, and the issue of state board of pharmacy regulation and technician training.
	

	

	


	
  	
  	

	

	
  	Pharmacy technicians will have a growing role as pharmacists depend on them to facilitate expansion of the profession's scope of practice.
	

	

	


	
  	
  	

	

	
  	Most pharmacists probably agree with the above statement about pharmacy technicians, although many may have questions about how the profession should nurture the development of this component of the pharmacy workforce. These questions involve issues related to the functions, training, and regulation of technicians.
	

	

	


	
  	
  	

	

	
  	This white paper expresses the views of the endorsing organizations on these matters and is offered for the information and guidance of all elements of the profession, including pharmacy practice managers, supervising pharmacists, pharmacy technicians, technician educators, and state boards of pharmacy.
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  	In the interest of good communications and sound decision-making, it is important to use terms such as pharmacy technician, registration, licensure, and certification carefully and consistently. The following authoritative definitions are used for purposes of this book and are advocated for use throughout pharmacy:
	

	

	


	
  	
  	

	

	
  	Pharmacy technician: An individual working in a pharmacy who, under the supervision of a licensed pharmacist, assists in pharmacy activities that do not require the professional judgement of the pharmacist.
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  	Licensure: The process by which an agency of government grants permission to an individual to engage in a given occupation upon finding that the applicant has attained the minimal degree of competency necessary to ensure that the public health, safety, and welfare will be reasonably well protected.77 Within pharmacy, pharmacists are licensed by state boards of pharmacy.
	

	

	


	
  	
  	

	

	
  	Registration: The process of making a list or being enrolled on an existing list.78 Within pharmacy, some state boards have elected to register technicians who work under the supervision of licensed pharmacists.
	

	

	


	
  	
  	

	

	
  	Certification: The process by which a nongovernmental agency or association grants recognition to an individual who has met certain predetermined qualifications specified by that agency or association.77 Within pharmacy, technicians may voluntarily choose to become certified through an examination process administered by the PTCB. When an examination is used in a credentialing process such as certification or licensure, the examination must meet rigorous psychometric and legal standards for the sake of fairness to credentialing candidates and for protection of the credentialing body.
	

	

	


	
  	
  	

	

	
  	Technicians and Pharmaceutical Care
	

	

	


	
  	
  	

	

	
  	There is widespread acceptance among practicing pharmacists today that their primary mission is to help people make the best use of medications. Pharmacists want to take personal responsibility for facilitating the achievement of predefined outcomes from medication-related care that improve a patient's quality of life. The profession is in the process, on many fronts, of reengineering practice along the lines of this practice model, which is called pharmaceutical care or pharmacist care.
	

	

	


	
  	
  	

	

	
  	A key element in the profession's strategy for achieving pharmaceutical care is for the pharmacist to delegate routine functions to wellqualified, appropriately supervised pharmacy technicians. This will help permit pharmacists to free up time to focus on the medication-
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  	related problems of the patients they serve. Pharmacy's commitment to pharmaceutical care has significant societal implications; for ambulatory patients in the United States, the cost to the health care system of medication-related problems is approximately $77 billion annually.
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  	Coinciding with the pharmacist's desire to transform the mission of practice are a number of factors that have led pharmacy managers to reassess how traditional pharmaceutical services are provided. Key among these factors is mandatory pharmacist counseling of ambulatory patients. Other relevant developments include a sharp erosion of margins on dispensing services and cost containment in all sectors of health care delivery. Partly in response to all of these factors, more pharmacy managers are interested in employing technicians.
	

	

	


	
  	
  	

	

	
  	Pharmacy Technicians: Who, What, and Where
	

	

	


	
  	
  	

	

	
  	The occupation of"pharmacy technician" is still in the process of becoming defined consistently throughout the profession. Progress is being made (although some would say it is sluggish) in reaching consensus on questions such as the knowledge, skills, and abilities required of technicians; functions of technicians; training requirements; appropriate level of supervision; and recognition by regulatory bodies.
	

	

	


	
  	
  	

	

	
  	There is no definitive information on the number of pharmacy technicians in the United States. A recent survey estimated that approximately 47,000 pharmacy technicians work in hospitals.80 There are approximately 55,000 community pharmacies in the country; if, on average, 1.5 technicians are employed per pharmacy, there would be about 80,000 technicians in this sector of practice. Technicians also assist pharmacists in settings such as long-term care facilities, mail-service pharmacies, and home care organizations. An estimate of 150,000 pharmacy technicians in total seems reasonable.
	

	

	


	
  	
  	

	

	
  	The 19911994 Scope of Pharmacy Practice Project conducted a national task analysis of technicians in all states and in a wide array of practice settings. The results of that project are the best available data on the functions pharmacy technicians perform and on the knowledge they need in order to perform those functions.81 These findings are the basis for the new voluntary national certification program for technicians and the model curriculum for pharmacy technicians that is under development. Further, the results should be used by pharmacy more broadly to help establish a profession-wide plan for the development of the occupation of pharmacy technician.
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  	Among the findings of the Scope project were the following data on how pharmacy technicians, on average, divide their time:
	

	

	


	
  	
  	

	

	
  	1. Pharmacy technicians spend more than 26% of their time on collecting, organizing, and evaluating information in the process of assisting pharmacists in serving patients.
	

	

	


	
  	
  	

	

	
  	2. Pharmacy technicians devote more than 21% of their time developing and managing medication distribution and control systems; about half of this time is in the specific area of preparing, dispensing, distributing, and administering medications.
	

	

	


	
  	
  	

	

	
  	3. Pharmacy technicians spend less than 7% of their time providing drug information and education.
	

	

	


	
  	
  	

	

	
  	4. State pharmacy practice laws limit, to differing degrees, the ratio of technicians to pharmacists.
	

	

	


	
  	
  	

	

	
  	The training that current technicians have received is quite variable. In hospitals one-third of pharmacy technicians have received formal training, and the balance have been trained informally on the job. In community pharmacy practice most technicians have on-the-job training only.
	

	

	


	
  	
  	

	

	
  	There are at least 90 formal technician training programs nationwide, many of them at community colleges or technical schools.
82 There is a national accreditation service for pharmacy technician training programs; 44 programs are accredited.83 The standards for national accreditation call for a minimum of 600 hours of training (contact) time, extending over a period of 15 weeks or longer.84
	

	

	


	
  	
  	

	

	
  	A consortium of national pharmacy organizations is currently developing a model curriculum for technician training. This work is based on the results of the Scope of Pharmacy Practice Project. Those developing the model curriculum hope that it will, over time, stimulate a higher level of standardization in the training of technicians. The groups involved in the initial steps of this project are the American Society of Health-System Pharmacists, the American Association of Colleges of Pharmacy, the American Association of Pharmacy Technicians, the American Pharmaceutical Association, and the Pharmacy Technician Educators Council.
	

	

	


	
  	
  	

	

	
  	In counterbalance to the professional practice imperatives in pharmacy, advances in drug product distribution technology may serve to reduce future demand for pharmacy technicians. The magnitude of this development is difficult to predict. Nevertheless, it seems likely that there will be a sizable demand for pharmacy technicians for some time
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  	to come, although the functions they perform and the knowledge and skills they need will change as practice technology evolves.
	

	

	


	
  	
  	

	

	
  	Establishing Practice Standards
	

	

	


	
  	
  	

	

	
  	The role of state boards of pharmacy is to protect the health and safety of the public in its interface with pharmacy services. State boards establish minimum standards for practicing pharmacists and license those who meet the qualifications. State boards also establish minimum standards for pharmacy facilities and license those that comply. Pharmacist and pharmacy licenses may be revoked if the state board has evidence that the public is at risk as a result, for example, of failure to comply with legal requirements. Through their firm control over who may practice as a pharmacist, state boards extend their reach to the work of nonlicensed personnel who work under the pharmacist's supervision.
	

	

	


	
  	
  	

	

	
  	State boards of pharmacy currently deal with technicians in a variety of ways. Some do not acknowledge the existence of technicians; some limit the type of pharmacies that are permitted to employ technicians; many establish technician-to-pharmacist ratios; some have training requirements for technicians; and some register technicians. Because of the growing importance of technicians in pharmacy practice, many state boards of pharmacy are reassessing their stance with respect to this component of the pharmacy workforce.
	

	

	


	
  	
  	

	

	
  	Some state boards of pharmacy have concluded that the registration of pharmacy technicians allows them to safeguard the public by tracking the technician workforce and preventing individuals with documented problems (such as substance abuse or drug product diversion) from serving as pharmacy technicians. State boards sometimes call their registration process ''licensure" even though it is more akin to registration. An important distinction is that licensure is a public sanction to engage in an occupation and is based on an objective determination (such as through a written examination) that the individual is qualified to do so. In the case of a health occupation, state licensure is designed to protect the public health.
	

	

	


	
  	
  	

	

	
  	Pharmacy Manpower Issues
	

	

	


	
  	
  	

	

	
  	The Pew Health Professions Commission recently released a report that urged reductions in the number of physicians, nurses, and pharmacists by
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  	10% to 25% for the purpose of meeting the needs of an "emerging new health system."
51 For pharmacy the report encouraged the profession to concentrate on clinical pharmacy (pharmaceutical care) and system management and to work with other health care providers. The use of pharmacy technicians will allow pharmacists to meet the challenges outlined by the Pew Commission while fulfilling pharmacists' legally mandated role of overseeing the safe distribution of prescription medications.
	

	

	


	
  	
  	

	

	
  	Pharmacy technicians can be brought into play to alleviate the condition of pharmacists overburdened in community pharmacy. The American Association of Colleges of Pharmacy has set down an edict to convert the five-year B.S. in Pharmacy degree to a six-year Pharm. D. degree for all pharmacists. The ploy, with the extra year's costly education, would be that fewer pharmacists would be needed to render pharmaceutical care to patients, while technicians would do the dispensing work. As the prescription population increases at a phenomenal rate over the next 20 years, states will find that technicians can be much more useful in dispensing prescription drugs. However, because of the inherent problems that can come from undertrained pharmacy technicians in dealing with the immense number of prescriptions, states will require that pharmacy technicians be fully licensed to dispense.
	

	

	


	
  	
  	

	

	
  	From this, we can envision an educational component involving technicians, perhaps leading to an Associates Degree in Pharmacy in two years. However, this will be done by state authorities all in the name of justifiable economics. The new Pharm.D. degree will have a difficult time establishing a market for itself, given the extra year's training and higher salary requirements. The many thousands of pharmacists with a B.S. in Pharmacy degree can, hopefully under the law, be held responsible for pharmacy technicians' performances.
	

	

	


	
  	
  	

	

	
  	Under the current system of regulating pharmacy practice in the United States, the pharmacistpharmacy technician relationship depends on the licensed pharmacist retaining responsibility for the functions that the pharmacy technician performs. This is appropriate and in the public's best interest. Any compromise in this arrangement would set the stage for competing occupations in the distribution of medications, which would be confusing and wasteful. Pharmacists have a responsibility to ensure that the technicians they employ are well trained and appropriately supervised and that they work under the guidance of clear policies and procedures that are based on the principles of continuous quality improvement. It is appropriate for state boards of pharmacy to review the written policies and procedures that govern the use of tech-
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  	nicians in a licensed pharmacy. Currently, there is no appreciable effort to demand that pharmacy technicians remain under the control of pharmacists. This could lead to a major clash between pharmacy technicians and pharmacists over the jurisdictions on prescriptions.
	

	

	


	
  	
  	

	

	
  	In this time of upheaval in health care, it is vital for pharmacy to position itself as a health profession that is closely aligned with important needs of patients. That is why such strong support has been given throughout the profession to the modern mission of the pharmacist, namely, helping people make the best use of medications. It will be difficult for the profession to fully achieve this mission without the use of well-qualified, appropriately supervised pharmacy technicians.
	

	

	


	
  	
  	

	

	
  	Although there is a compelling need for pharmacists to expand the purview of their professional practice, there is also a need for pharmacists to maintain control over all aspects of drag product handling in the patient care arena, including dispensing and compounding. No other discipline is as well qualified to ensure public safety in this important aspect of health care. Further, the economic foundation of community pharmacy practice is still tied to prescription dispensing. States will see that technicians will dispense, and with a two-year training they will have all of the skills needed to perform this function. A concerted effort is needed to protect the sum of $100 billion in prescription volume to be earned by pharmacy in the years ahead. The promise to pay pharmacists out of insurance dollars or to expect patients to pay, except in rare cases, cannot reach even a part of this total.
	

	

	


	
  	
  	

	

	
  	Pharmacy must find a way to cut its expenditures in health care, make a good profit in the purchase and sales of pharmaceuticals, render excellent care, keep the prescription business in the pharmacy, and learn that very excellent pharmacists can be educated in four years with a revised and modernized educational system and still possess all of the talents needed to succeed in the marketplace. Let these new four-year pharmacists with a B.S. in Pharmacy supervise the pharmacy technicians in dispensing the drugs. Once the new four-year curriculum is adopted, the current five-year group of pharmacists will adopt, by experience, all of the talents of the new four-year pharmacists.
	

	

	


	
  	
  	

	

	
  	At this point in history, the imperatives facing pharmacy with respect to pharmacy technicians are twofold: Maintain pharmacist accountability for the work of pharmacy technicians and foster innovation in the use of technicians under the supervision of pharmacists. These imperatives will be met by state board of pharmacy licensure of pharmacists and, where deemed appropriate, registration of technicians. The public will be well served by this approach.
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  	Chapter 8

Women in Pharmacy
	

	

	


	
  	
  	

	

	
  	Until World War II, pharmacists, similar to physicians, were almost always men. By 1972, almost a quarter-century later, barely 13% of employed pharmacists were women. In the next decade, this proportion doubled to 26%. An historic turning point came in 1984 when more women than men were graduated from pharmacy schools. In 1995 women comprised 38% of working pharmacists. That level is certain to rise, since now almost two-thirds of all pharmacy students and graduates are female. This continuing trend almost assures that the year 2000 will usher in the Century of the Woman in pharmacy.
85 To see how far women have come in pharmacy takes only a sideward glance at the other medical professions. Only one in five physicians is a woman. In dentistry, women comprise a mere 1 in 12.85
	

	

	


	
  	
  	

	

	
  	Why are so many women choosing pharmacy as a career? The dominant reasons given by most women and most men were similar: a blend mostly of altruism or service to society, an interest in science and medicine, a desire for a secure, well-paying, interesting career, and family and childhood influences85:
	

	

	


	
	
			Female

		Male


	Like helping people		23%

		24%


	Interested in science		20%

		19%


	Interested in medicine		21%

		18%


	Solid career		10%

		15%


	Good salary		16%

		9%


	Influence of family/friends		12%

		9%


	Family tradition		10%

		10%






	
  	
  	

	

	
  	Actually, one-third of all respondents disclosed a pharmacist in the familya brother or sister, spouse, cousin, aunt/uncle, or parent. Almost one in ten pharmacists is married to another pharmacist, making pharmacy a profession of togetherness.
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  	Naturally, not all women were of the same mind in targeting pharmacy as a career. For southern women, the primary reason was a good salary (23%), with service and science trailing far behind. For female HMO pharmacists it was an interest in medicine (26%) while for women over 40 it was an interest in science (33%).
85
	

	

	


	
  	
  	

	

	
  	The chain pharmacy has been the gateway to a pharmacy career for most women. Nearly one-half (47%) of recent female graduates were employed in chain store pharmacies. That is four times as many as in independent or department store pharmacies and five times the number in hospital or HMO pharmacies. Women outnumber men in chain store pharmacies by a ten-point margin (38% versus 28%).
	

	

	


	
  	
  	

	

	
  	Women pharmacists also report working in bigger and busier pharmacies that fill an average of 250 prescriptions per day, in contrast to the daily average of about 170 reported by men. More than half (53%) of women work in pharmacies with three or more pharmacists, while only about one-third (35%) of men work in such busy pharmacies. Both measures reflect the greater employment of women in chain pharmacies. Because women tend to work in high-volume pharmacies and have fewer management responsibilities, it would be expected that they would personally fill more prescriptions, which they do, dispensing an average 105 prescriptions daily compared with 92 for men.
	

	

	


	
  	
  	

	

	
  	Pharmacy Management: Still Male Turf?
	

	

	


	
  	
  	

	

	
  	As the historic majority in pharmacy, men naturally have about twice as much experience as have women. This fact may partially explain the minority presence of women in management. Pharmacy management still is a male turf but probably not for long. Currently, male pharmacists predominate overall as owners, managers, or directors by a 27-point margin (63% to 36%). Women's status is a mirror imagenearly two thirds (63%) remain staff employees compared with slightly more than one-third (37%) of men. Times are changing, however. Chain store pharmacies are providing a fast track to management status for women. Over a third (37%) of female chain pharmacy managers had been pharmacists for five years or less. Another third had six to ten years of experience.
	

	

	


	
  	
  	

	

	
  	The study85 also probed the controversial issue of gender discrimination in the workplace. If the news and entertainment media are to be believed, sexual harassment and other forms of gender discrimination are
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  	leading job hazards for American women. Indeed, sexual harassment complaints are the fastest growing category filed with the U.S. Equal Employment Opportunity Commission in the past year.
	

	

	


	
  	
  	

	

	
  	In search of the facts in pharmacy, interviewers asked female pharmacists whether they had ever experienced discrimination from within or from outside the profession. Of the 206 female pharmacists surveyed,
85 only three women reported they always experienced discrimination as women. Nineteen women reported frequent discrimination, making a total of 22, or just under 11% of women pharmacists. Forty-three percent reported occasional discrimination. On the other hand, 46% of the women said they had never experienced discrimination. The women pharmacists were also asked how they were treated by their male colleagues. An overwhelming 93% felt that they were regarded as equals.
	

	

	


	
  	
  	

	

	
  	Flagrant gender discrimination is so rare in pharmacy, but some differences must be noted with caution:
	

	

	


	
  	
  	

	

	
  	 Frequent or continual sexual discrimination seems to occur in chain stores at more than double the rate of those in independent pharmacies (17% versus 7%). In both practice settings, however, the reported rate was the same for managers as for employees, suggesting little or no bias originating with management.
	

	

	


	
  	
  	

	

	
  	 Larger pharmacies appear to be a safer haven for women. Female pharmacists reported twice the rate of sexual discrimination in outlets with only one or two pharmacists than those with three or more (14% versus 7%).
	

	

	


	
  	
  	

	

	
  	 Single female pharmacists seem to experience frequent or continual discrimination at double the rate of married female pharmacists (17% versus 9%).
	

	

	


	
  	
  	

	

	
  	To complete this inquiry, all pharmacists were asked three further questions. First, did they feel that physicians treat pharmacists as equals? Second, did they believe that physicians and patients consider female pharmacists to be as professional as male pharmacists? Finally, how do both genders perceive their relationship with physicians in the community?
	

	

	


	
  	
  	

	

	
  	The overall response to the first question was equally divided: 48% agreed that physicians treat pharmacists as equals, whereas 50% disagreed. More male pharmacists, however, felt that they were treated with equality than did female pharmacists (52% versus 44%). Female attitudes were a mirror image of these male opinions. More women than
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  	men (54% versus 45%) thought the profession was not treated equitably by physicians.
	

	

	


	
  	
  	

	

	
  	The second questionregarding physician and patient attitudesrevealed that seven out often pharmacists believe that both physicians and patients consider female and male pharmacists to be equally professional. The attitudes of men and women pharmacists were essentially similar.
	

	

	


	
  	
  	

	

	
  	However, major gender differences emerged in the responses to the final question in this serieshow pharmacists, men and women, saw their relationship to physicians. Men were significantly more likely to evaluate their relationship as excellent (36% versus 22% for women).
	

	

	


	
  	
  	

	

	
  	When it came to explaining the reasons for unsatisfactory relationships with doctors, men were far more prone (89% versus 64%) to lay blame on the physicians. The major complaints were that physicians spurned their advice, resented answering questions, were rude and condescending, and communicated with pharmacists only through office staff. Conversely, women were three times more likely (33% versus 11%) to present nonjudgmental reasons, such as being new in the community and having limited opportunity to speak to physicians.
	

	

	


	
  	
  	

	

	
  	A crucial and related issue is how male and female pharmacists evaluate the growing presence of women in the profession. Pharmacists as a group were almost evenly divided (45% to 46%) on whether more women will have a positive effect on pharmacy or make no difference at all. Only 8% said it will have a negative influence.
	

	

	


	
  	
  	

	

	
  	The positive thinkers, male and female alike, said that women tend to be more caring, understanding, and sensitive. In addition, they noted that women have good rapport with patients, are more organized and patient, and possess a variety of other virtues. A female chain pharmacist put it this way, "Women are more attuned to customers' feelings, more compassionate."
	

	

	


	
  	
  	

	

	
  	The "won't make a difference" people stressed the equality of men and women. A female HMO pharmacist in upstate New York declared that ". . .as long as people are qualified, that's all that matters." Others agree that gender is irrelevant as long as the job gets done, that the education and training of men and women are equivalent, and that women are accepted in all professions. In short, gender doesn't make a difference.
	

	

	


	
  	
  	

	

	
  	Gender did make a difference, however, in the response to the question of whether more women in pharmacy will be helpful to the profession. By better than two-to-one (63% versus 30%), more female than
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  	male pharmacists feel the profession will benefit from a greater presence of women:
	

	

	


	
	
			Female

		Male


	Positive effect on pharmacy		63%

		30%


	Negative effect		8%

		8%


	Won't make much difference		10%

		61%






	
  	
  	

	

	
  	This belief was embraced by women pharmacists across the profession. Working in independent stores or chain outlets, as employees or managers, younger or older, married or not, novice or seasoned, female pharmacists were much more likely to believe that good things will come from the feminizing of pharmacy.
	

	

	


	
  	
  	

	

	
  	Who Is This Negative Female Pharmacist?
	

	

	


	
  	
  	

	

	
  	It is surprising to discover that 40% of the negative pharmacists are female.
85 Who are these women who think that more of their gender will do the profession no good? Because their numbers are small, certainty is elusive. The majority appear to be middle-aged, in their early 40s, twice as likely to be married than not, and above average in household income. Much more so than their sisters in pharmacy, they chose the profession to help people and because of an interest in science. Most have been out of pharmacy school for more than a decade but at their current pharmacyfrequently in a department storefor two years or less. If they could start over, most would go into hospital pharmacy.
	

	

	


	
  	
  	

	

	
  	Women who felt that the increase in the number of female pharmacists will be bad for the profession also reported more conflict between the demands of job and home. As might be expected, their dissatisfaction with pharmacy as a profession is almost four times the average level. They have a strong and enduring tradition of pharmacy in their families. They are twice as likely to have a spouse who is a pharmacist, and eight times more likely to have had a pharmacist grandparent. As for carrying on their family tradition, they think pharmacy is a good idea for their sons but much less so for their daughters.
	

	

	


	
  	
  	

	

	
  	What do these women, as well as their male counterparts, feel is wrong about more women in pharmacy? Their major concerns are:
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  	 that women tend to lower the salary base of the profession
	

	

	


	
  	
  	

	

	
  	 that they look for part-time work
	

	

	


	
  	
  	

	

	
  	 that their families, rather than their work, will come first during child-bearing years
	

	

	


	
  	
  	

	

	
  	The male pharmacists who believe that more women will be bad for the profession are somewhat older than their female counterparts and, consequently, have been in practice slightly longer. Like the negative females, they entered the profession primarily because of a high interest in science, and they have more job/personal conflicts than average. They also confess to being torn by the pull of these opposing forces.
50
	

	

	


	
  	
  	

	

	
  	The negative males tend to be employed in hospital pharmacies, which is where the negative females would like to be. They are also, to a lesser degree, staff pharmacists in chain stores, which is where most positive females actually are.85
	

	

	


	
  	
  	

	

	
  	The acid test of contentment with life decisions may well be whether parents would want their children to follow in their footsteps. Pharmacists who did not already have a family member in the profession were asked whether they would want their son or daughter to become a pharmacist. Most would, but there were revealing difference in responsesdisparities clearly related to the gender of both parent and child.
	

	

	


	
  	
  	

	

	
  	Almost eight in ten (79%) female pharmacists and nearly two-thirds (64%) of men said they would want a daughter to become a pharmacist. On the other hand, 74% of female pharmacists and only 54% of male pharmacists wanted a son to follow their career pathways.85
	

	

	


	
  	
  	

	

	
  	The implications of this seem clear. Both genders in pharmacy sense that the profession may be more rewarding to women than to men in the future. The higher levels of male dissatisfaction and pessimism on many counts lend credence to this conclusion.
	

	

	


	
  	
  	

	

	
  	Although the influx of women into formerly entirely male-dominated professions has attracted much commentary from members of these professions, little investigation of the consequences of rapid, large-scale feminization has been undertaken for particular professions. The results of a pilot study86 in Canadian pharmacy suggest that fears of shortages due to women working part-time while they raise their children are unfounded. However, survey results suggest that women are differentially drawn into pharmacies run by corporations rather than independent businesses. This may allow them to reorient pharmacy away from its business base and toward its chosen new professional jurisdiction of counseling.
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  	Chapter 9

Population and Pharmacy
	

	

	


	
  	
  	

	

	
  	One of the most mystifying occurrences in America has been a lack of understanding of the population expansion. It is dramatic. We assumed that the population in the last 50 years would continue to grow at a responsible rate and that, somehow, the number of pharmacists would continue to expand in proportion to the population. What wasn't taken into account was the increased life spans of that population, especially the generation over age 65 who depend on an increasing number of prescription drugs.
	

	

	


	
  	
  	

	

	
  	Generations are measured in 18-year* cohorts but include 19 years of data. One of the most significant cohorts is what we call the Baby Boomer generation, those individuals born from 1946 through 1964. The Baby Boomers have had a major effect on health care, similar to the effect they have had on just about every other dimension of America's social life, economy, and future. Table 9.1 shows that there were 55 million people born in the generation between 1908 and 1926. These are people who now consume the highest number of prescriptions, about 39% higher than the average prescription user. Following that generation comes the 50 million people born between 1927 and 1945. Their leading edge of people became 65 years of age in 1992. Pharmacy has been dealing with a generation of 50 to 55 million people in our "old age" universe. The third generation in the sequencethe Baby Boomers, who accounted for 78 million birthssaw the leading edge of its generation turn 50 years of age in 1996. These individuals are much better educated and knowledgeable about medications than any generation before them.
	

	

	


	
  	
  	

	

	
  	This first "old age" generation, labeled in Table 9.1 as Government
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  	*There are actually nineteen years in the conventional generation span. The Baby Boomers were born from 1946 through 1964, an eighteen-year difference. However, if you count all the births that occurred from January 1, 1946, through December 31, 1964, this comprises a nineteen-year span. In counting actual years, one must leave off either the beginning year or the last year to arrive at an eighteen-year span.
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	Table 9.1 Population Birth Cohorts (number of actual births).
					Year When the Leading Edge Reaches Age


	Generation		Years of Birth

		Births (millions)

		55

		65

		75

		85


	Government Issue		19081926

		55

		1963

		1973

		1983

		1993


	Depression Era		19271945

		50

		1982

		1992

		2002

		2012


	Baby Boom		19461964

		78

		2001

		2011

		2021

		2031


	Baby Bust		19651983

		70

		2020

		2030

		2040

		2050


	Baby Boomlet		19842002

		74 (est.)

		2039

		2049

		2059

		2069


	18-year generations (includes 19-year totals); 19082002.
	Source: U.S. Bureau of the Census, 19901994.




	
  	
  	

	

	
  	Issue, is identified mostly with World War I. Almost 18 million served in the war, and many civilians were employed in defense plants. Of the 55 million births in that generation, about 24 million are still living, and all are now over 72 years of age.
	

	

	


	
  	
  	

	

	
  	The next generation, labeled Depression Era, was born from 1927 through 1945. Only 50 million births occurred in this cohort, due to declining birth rates associated with the Great Depression of the 1930s. World War II followed, and with so many men and women in the services, birth rates declined even further. The leading edge of this cohort reached age 65 in 1992. At this time, there are 43 million people of this generation still living, and this is the group that will command a major share of prescription drugs.
	

	

	


	
  	
  	

	

	
  	Thus, these two generations, the ''GIs" and "DEs," today account for 67 million Americans. Yet this pales in comparison to the next generation, the Baby Boomers, who had 78 million births in just one 18-year generation. If one were to divide the Baby Boomer's 78 million people by the previous generation's 50 million, it would show an increase of 56%. This remarkable increase is what concerns leaders in this country, especially in the area of health care.
	

	

	


	
  	
  	

	

	
  	If we were to use the mortality rate of the previous cohort, then the Baby Boomer generation would also expect to have 67 million persons over age 65, but all within one 18-year cohort. This is virtually a doubling of the geriatric population, which correlates to a doubling of the anticipated number of prescription drugs.
	

	

	


	
  	
  	

	

	
  	Population has always had a profound effect on prescription volume, and with life expectancy increasing at a rapid rate, we can expect to see
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  	many Baby Boomers living well into their 90s and 100s, generating a profound number of prescriptions. Table 9.1 shows the next generation, the Baby Bust generation born between 1965 and 1983. The reason they are called the Baby Bust generation is that the Baby Boomer cohort slowed the birth rate down from what it had been during 1946 through 1964. As it turns out, 70 million were born into the new generation. While this is down by 8 million from the Baby Boomer generation, the increase is 20 million over the 50 million of the previous generation. The Baby Bust generation is often referred to as the "X" generation, but authors vary as to which span of years constitutes the "Xs." The "Xs" are an interesting generation of purchasers who are often described as having behaviors different from what we have known in the past. The evidence is that the Baby Bust generation is reinforcing the concept of marriage, avoiding divorce, and planning families. The leading edge of this cohort will not reach age 65 until 2030, but those 30+ years will require many pharmacists, or licensed pharmacy technicians, to handle the immense volume of prescriptions required by this cohort.
	

	

	


	
  	
  	

	

	
  	The table shows the final cohort born from 1984 through 2002. It is projected that 74 million people will be born during this time.**
	

	

	


	
  	
  	

	

	
  	This will add thousands of pediatric and infant care drugs to the prescription market, in addition to those being consumed by the Baby Bust generation.
	

	

	


	
  	
  	

	

	
  	Ken Dychtwald, Ph.D., in his book Age Wave, treats the Baby Boomers as members of a new generation that is radically different from earlier generations.
96 This book is a "must read" for those interested in what will happen in the next century. In a section labeled "Convenience and Access May Be Just as Important as the Product Itself," he points out that, "With age, the concerns for comfort, satisfying purchasing experiences, and a minimum of hassles translate directly into a greater need for convenience."
	

	

	


	
  	
  	

	

	
  	The ambulatory prescription market, soon to reach 80% of all prescription sales, must be spread out so that 200 million people who want them can obtain them in an environment where they feel comfortable. The U.S. Census Bureau indicates that there are 23,435 "places" where census data are collected. These places range from a large metropolis such as New York City to a small rural town, each requiring a number of pharmacies to distribute the medications.
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  	**Projections have been made based upon the first eleven years of this generation and that the last eight years will be at the same rate.
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  	Dose Inflation
	

	

	


	
  	
  	

	

	
  	During the 1970s and 1980s the number of prescriptions did not increase at the same level as the population. This time period saw third-party payers and Medicaid intruding into the prescription business by stating that the quantity of a prescription should be increased to a larger amount. Prior to third-party intervention, many prescriptions called for relatively small amounts of medication, thereby requiring more trips to the pharmacy. This was not a bad precedent, for pharmacists had control over the medication, the patient, and the outcomes. Third-party plans quickly pushed through, for example, plans that required oral dosages of prescriptions to be dispensed in minimum orders of 100, which meant that the fees for several prescriptions were now consolidated into one. Instead of two or three fees per patron, the pharmacists would now only expect to receive one. This scenario is evidence of why individual dollar volume of prescriptions took a downward fall. Profits for the manufacturers of drugs remained high, third-party payers earned their income, but independent and chain pharmacies lost prescription revenue. This concept was labeled "dose inflation," where the total number of doses per prescription was increased, but the total number of prescriptions remained the same throughout the nation.
	

	

	


	
  	
  	

	

	
  	In time, as an increasing population brought more and more prescriptions to be filled, dose-inflation had come to its end, and third-party payers and Medicaid had to come up with "new" solutions to control their expenses and protect their profits in a rising prescription market. Some of these new solutions involved mail service, generic drugs, PBMs, and other "out-of-pharmacy" approaches. Managed care, or managed cost care, tried to take over the prescription market, but the strength of community pharmacy has, it seems, prevailed for self-preservation.
	

	

	


	
  	
  	

	

	
  	A recent report conducted by a prominent chain drug store shows that a total of over 2600 third-party plans are now covered in their 1300 stores. Their pharmacists are required to know all about these plans and to learn how to properly handle prescriptions within each specific plan.
	

	

	


	
  	
  	

	

	
  	Table 9.2 depicts the U.S. Bureau of the Census projections from 1995 through 2050. The Census Bureau uses three bases for projections: high, middle, and low. Neither the low nor the high bases have been shown to materialize in their projections. The middle projections are reasonable, based upon what has happened over the past 50 years of population growth.
	

	

	


	
  	
  	

	

	
  	The middle projections provide us with a 13 million increase in the
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	Table 9.2 Projections for Population in the United States: 19952050 (population data in thousands).
		Year	Total
	Low Projections	1995	262,051
	2000	270,259
	2005	276,316
	2010	281,180
	2020	289,553
	2030	292,902
	2040	290,351
	2050	285,502
	Middle Projections	1995	263,434
	2000	276,241
	2005	288,286
	2010	300,431
	2020	325,942
	2030	349,993
	2040	371,505
	2050	392,031
	High Projections	1995	264,715
	2000	281,957
	2005	299,941
	2010	319,536
	2020	363,213
	2030	410,991
	2040	463,579
	2050	522,098
	Source: U.S. Bureau of the Census, Current Population Report, 1990.




	
  	
  	

	

	
  	population by the year 2000. Using an average of nine prescriptions per individual in 1995, 13 million would yield about 120 million new prescriptions that would need to be filled in community pharmacies. By 2005, 250 million would be filled, and by 2010, that number would increase to 370 million. Thus, by the year 2050, over 1.7 billion prescriptions would have to be filled. These figures are hypothetical and apply to all citizens of the nation. Those over 72, who today are expected to purchase most of these prescriptions, would dominate the market.
	

	

	


	
  	
  	

	

	
  	Looking at the low projections, even by the year 2000 we could expect 70 million new prescriptions and by 2005, 140 million. If one wants to consider the high projections, the year 2000 would project 180 million prescriptions, the year 2005 would project 360 million prescriptions, and the year 2050 would project an amazing total of over 5 billion
	

	

	















 



  
  page_92
  



  	
  	
  	
  



	




	Page 92

	
  	
  	

	

	
  	prescriptions. In 1995, according to the U.S. Census Bureau, 32.3% of the people in the United States were over the age of 45. By the year 2000, that number will rise to 34.5%. By the year 2010, the number will have increased to 39.5%, and during the year 2050, there would be 42.7% of the population beyond the age of 45.
	

	

	


	
  	
  	

	

	
  	The median age from the Census data shows that in 1960 it was 29.5 years. In 1995 the average was 34.0; in the year 2000 it is estimated to be 35.5; and by 2050 the median age will be 39.0.
	

	

	


	
  	
  	

	

	
  	The Vision of Pharmacy in the 21st Century
	

	

	


	
  	
  	

	

	
  	In March 1984, the first "Pharmacy in the 21st Century" conclave brought together prominent individuals from pharmacy, academia, industry, government, and many areas of practice to contemplate "Planning for an Uncertain Future" in pharmacy. The Institute for Alternative Futures and Project Hope organized this meeting. It was the first of scheduled meetings to be held at five-year intervals. This ground-breaking first meeting produced many factors that have been influencing pharmacy's future. Subsequent meetings came under the guidance of American Association of Colleges of Pharmacy and were focused more on education than on practice. Clement Bezold of the Institute for Alternative Futures depicted four future scenarios for pharmacy at the first meeting:
	

	

	


	
  	
  	

	

	
  	1. Continued growth: There is an optimistic extension of current technological and organizational arrangements and continued preeminence of the medical model and licensed physicians, whose job is aided by significant biomedical research breakthroughs and expert computer systems. Life extension is achieved for many.
	

	

	


	
  	
  	

	

	
  	2. Decline and stagnation: Economic hard times drive the decline in health conditions and health care systems. Innovation slows while older, reliable, cost-effective technologies and therapies predominate.
	

	

	


	
  	
  	

	

	
  	3. Disciplined society: An Orwellian reaction to the hard times of the 1980s and 1990s leads to a much more regulated society. Health is achieved through order and order through health. A national health care system evolves with solid information on what works for health promotion and disease treatment. Non-physician providers get more responsibility.
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  	4. Transformation: Western industrial civilization changes into a more decentralized, more participatory society with a value shift that emphasizes personal growth and cooperation. Health care changes dramatically as a less reductionist scientific approach recognizes the power of personal "body wisdom," which complements the "appropriate advanced technologies" that are common. Morbidity is shortened and death is more easily accepted, significantly lessening the cost of health care, including the demand for life-extension technologies.
	

	

	


	
  	
  	

	

	
  	Those of us who attended the meeting discussed these concepts. At the time, most of us saw continued growth as the fundamental direction of this profession. Very few believed that decline and stagnation would prevail. Others thought that transformation might take hold, but in 15 years there is little likelihood, except in some cases, that this is the way of the future. Perhaps as we enter the 22nd century there may be a place for transformation.
	

	

	


	
  	
  	

	

	
  	The disciplined society was one that many participants saw as logical but were afraid to accept it in the way that it was offered then. As the years have passed, we view the changes of the 1980s and 1990s as a way to a much more regulated society. These regulations, however, have come from the private sector. Third-party payers, managed cost care, insurance companies, and industry have all had their say in regulating pharmacy. This also includes the government, which through its many mechanisms has the ability to control pharmacy.
	

	

	


	
  	
  	

	

	
  	Diverse Pharmacy Interests
	

	

	


	
  	
  	

	

	
  	Pharmacy has had its many diverse factors. We praise the hospital pharmacists who have an intimate relationship with physicians and other health professions in their work. Hospital pharmacy has tended to level out in the total mix, although this does not mean the end is in sight. On the community level, independent and chain pharmacies have had their own battles to fight.
	

	

	


	
  	
  	

	

	
  	However, the coalition between the National Association of Chain Drug Stores and the NCPA representing independent pharmacies, which now controls over 75% of prescription volume, is highly welcome. Academia, removed from retail practice as it is today, not as it
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  	once was, has lost the sensitivity of community practice. The coalition of the NACDS and NCPA will be able to tackle reimbursement levels, streamline the work flow by using computers and advanced technology, and improve the plight of pharmacists.
	

	

	


	
  	
  	

	

	
  	The fear in pharmacy is that one sector can nullify what the other is trying to do. Pharmacy must see the whole picture and present a unified stance. Community pharmacy and hospital pharmacy are two different sectors, each with its own set of demands. Each should push for what it wants, but it cannot ignore the other. Together we are strong; divided, we are weak.
	

	

	


	
  	
  	

	

	
  	In predicting the future in pharmacy, it must be kept in mind that the ambulatory patients of the nation will want local pharmacies reasonably close to where they live so they can acquire the medications that they need. Look at the socialized countries of the world. England has maintained its retail pharmacy network after 50 years of socialized medicine. Australia, which is highly computerized, has not lost its retail sector. There are many others. A commodity pharmacy, with all of its personal and household merchandise, be it independent or chain, will survive in the future, for this is where 200,000,000 people will shop to get their medicines. There is no doubt that pharmacists will have to embrace the "new" methods of counseling and advice, but they must also retain control over the vast, and rapidly increasing, number of prescriptions.
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  	Chapter 10

Job Satisfaction: An Analysis
	

	

	


	
  	
  	

	

	
  	How Pharmacists Rate Their Profession
	

	

	


	
  	
  	

	

	
  	Stress. It has been called America's most pervasive health problem, striking more often than even the common cold. The annual cost of stress in America, measured by reduced productivity, accidents, and absenteeism, may run as high as $90 billion.
87 For individuals, the negative effects of stress can range from job or career dissatisfaction to irritability and forgetfulness to serious health problems such as ulcers and coronary heart disease.86 Research has documented that pharmacists, like many other professionals, face job-related stress and that this stress is associated with undesirable consequences.8890
	

	

	


	
  	
  	

	

	
  	For pharmacists, having a Pharm.D. diploma hanging on the community pharmacy wall doesn't necessarily mean that the owner is any happier or less stressed in the job than pharmacists with B.S. degrees, according to researchers at the University of Illinois at Chicago. Whether a community pharmacist possesses a Pharm.D. or B.S. degree has no bearing on job satisfaction or professional commitment, according to researchers Nancy Fjortoft, Ph.D., assistant dean for academic affairs, and Mary Lee, Pharm.D., associate dean and professor of pharmacy practice. Fifty-five percent of the 143 community pharmacists they surveyed were B.S. graduates from the Illinois college and 45% were Pharm.D. graduates.91
	

	

	


	
  	
  	

	

	
  	"The practice setting does have a lot to do with job satisfaction," Fjortoft related in the study published in Drug Topics and reported by Carol Ukens. "Community pharmacists have less time to get involved in educational activities and less opportunity for intrinsic rewards, which include the autonomy, challenges, and content of the job" (p. 380).
	

	

	


	
  	
  	

	

	
  	The results were quite different in the hospital setting. Pharm.D. pharmacists ranked higher in terms of intrinsic job satisfaction than did their B.S. counterparts, according to Fjortoft. Among the 122 hospital pharmacists in the survey, those with a Pharm.D. were spending signifi-
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  	cantly more time on activities that involved educating and less time processing prescriptions.
	

	

	


	
  	
  	

	

	
  	"Both hospital groups were comparable in terms of their professional commitment and extrinsic job satisfaction, which refers to the job environment and salary," said Fjortoft. "But Pharm.D.s were more intrinsically satisfied with the job than B.S. pharmacists. We attributed that, for the most part, to the additional clinical experience they got in school and the fact that Pharm.D.s may have had more options in regard to their practice sites and job responsibilities" (p. 380).
	

	

	


	
  	
  	

	

	
  	In another study of job satisfaction of some 670 community pharmacists conducted nationally by SRI International,
67 using a 6-point scale (where 1 = extremely dissatisfied, 2 = very dissatisfied, 3 = somewhat dissatisfied, 4 = somewhat satisfied, 5 = very satisfied, and 6 = extremely satisfied), community pharmacists were asked to rate their job with respect to the following:
	

	

	


	
  	
  	

	

	
  	 overall satisfaction
	

	

	


	
  	
  	

	

	
  	 roles and responsibilities as a pharmacist
	

	

	


	
  	
  	

	

	
  	 work environment
	

	

	


	
  	
  	

	

	
  	 hours worked
	

	

	


	
  	
  	

	

	
  	 amount of compensation
	

	

	


	
  	
  	

	

	
  	 benefits
	

	

	


	
  	
  	

	

	
  	 interactions with other health professionals
	

	

	


	
  	
  	

	

	
  	 interactions with pharmaceutical suppliers
	

	

	


	
  	
  	

	

	
  	 interactions with third-party payers
	

	

	


	
  	
  	

	

	
  	 opportunity to use education and expertise
	

	

	


	
  	
  	

	

	
  	Four out of five community pharmacists were satisfied with their jobs overall, 12% were extremely satisfied, 38% were very satisfied, and 29% were somewhat satisfied with their job overall.
	

	

	


	
  	
  	

	

	
  	In this study, 75% or more of community pharmacists were at least somewhat satisfied with the following aspects of their jobs: their roles and responsibilities, work environment, interactions with clients, and interactions with other health professionals. Furthermore, over half of community pharmacists expressed satisfaction with each of the other job characteristics except interactions with third-party payers. In both samples, about 70% of community pharmacists were dissatisfied with their interactions with third-party payers. Furthermore, sizable percentages (about 30% to 40%) were dissatisfied with the following aspects of their job: opportunity to use education and expertise, benefits, and amount of compensation.
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  	Looking at job satisfaction according to practice setting, i.e., apothecary type pharmacy, general independent pharmacy, and chain pharmacy, pharmacists in all three practice settings tended to be moderately satisfied with their jobs overall (mean = 4.2 to 4.5). Relative to pharmacists in independent settings, chain pharmacists were slightly less satisfied with the following characteristics of their job: roles and responsibilities as a pharmacist (mean = 4.5 versus 4.7), work environment (mean = 4.1 versus 4.7 to 4.8), interactions with clients (mean = 4.3 versus 4.6) and interactions with other health professionals (mean = 4.0 versus 4.2). They were somewhat more satisfied with their benefits (mean = 3.8 versus 3.5 to 3.6) and interactions with third-party payers (mean = 3.1 versus 2.5). Although they tended to earn higher salaries, they were not more satisfied with their compensation. Furthermore, despite the fact that they reported working an average of 5 hours less per week than pharmacists in independent settings, they were not more satisfied with the hours they worked.
67
	

	

	


	
  	
  	

	

	
  	Looking at job satisfaction by age, i.e., under 35, 3550, over 50, all three groups expressed satisfaction with their job overall (mean = 4.2 to 4.4). However, the middle age group of pharmacists (age 35 to 50) were less satisfied than the younger and older age groups with the following aspects of their job: roles and responsibility. as a pharmacist, hours worked, amount of compensation, and opportunity to use education and expertise. Relative to those age 50 or under, those over age 50 were the most satisfied with their work environment and interactions with clients.
	

	

	


	
  	
  	

	

	
  	Finally, when the job satisfaction ratings were analyzed by gender, men and women expressed similar levels of satisfaction with their job overall: both had a mean of 4.3. Perhaps because they work fewer hours per week than men (38 versus 47), women were slightly more likely to be satisfied with the hours they work (mean = 4.2 for women versus 3.9 for men). They also were slightly more satisfied with their roles and responsibilities as a pharmacist (mean = 4.7 versus 4.5) and with their interactions with third-party payers (mean = 3.2 versus 2.6). Although women earned less than men, they were not significantly less satisfied with the amount of compensation they received. However, they were less satisfied with their benefits (mean = 3.4 versus 3.7).67
	

	

	


	
  	
  	

	

	
  	In reviewing other studies of job satisfaction, the series of Schering Reports conducted annually by Schering Laboratories periodically examined this issue. For example, in Schering Report VIII,92 63% of some 400 pharmacists reported that they were very satisfied with their rela-
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  	tionships with fellow workers. Forty-four percent said that they were happy with their work in general. Another 42% said that they enjoyed contact with pharmacists outside of their immediate work environment. Thirty-four percent noted that they got great satisfaction from delivering patient care, and another 34% noted that they were very satisfied with the prestige of their profession. Finally, 32% reported that they were very satisfied with their ability to meet the needs of their patients. It is gratifying to note that of the six areas that provide satisfaction to pharmacists, four are people oriented.
	

	

	


	
  	
  	

	

	
  	When the study looked into the differences in satisfaction between male and female pharmacists, it was found that more men than women, 37% versus 26%, found great satisfaction in the degree of status and prestige associated with pharmacy. More men then women, 35% versus 26%, also appear to derive satisfaction in their ability to meet the needs and demands of patients. Interestingly, in only one area of work experience did more women than men find satisfaction, and that area was current salary. Twenty-four percent of the female pharmacists reported being satisfied, but only 18% of the males reported satisfaction with their earnings.
	

	

	


	
  	
  	

	

	
  	When we analyzed the responses of the pharmacists by age, we found that on all work-related experiences, older pharmacists are considerably more satisfied with their work experiences than are younger pharmacists. Clearly, older pharmacists are very satisfied with their relationship with fellow workers, their work in general, their contact with other pharmacists, their ability to gain personal satisfaction from patient care, the prestige of their profession, and their ability to meet the needs and demands of patients.
	

	

	


	
  	
  	

	

	
  	One measure of satisfaction with one's own choice of a career is whether or not it is perceived as worthy of being recommended to one's own children.
93 By a three-to-two majority, pharmacists in this survey would recommend that their son or daughter follow in their career footsteps. However, in what may be an intriguing harbinger of future trends within the profession, several said they would recommend a career in pharmacy for their daughters but not for their sons.
	

	

	


	
  	
  	

	

	
  	Here are the reasons a pharmacy career is seen as being good for one's own children:
	

	

	


	
  	
  	

	

	
  	Good career opportunity44%
	

	

	


	
  	
  	

	

	
  	Professionally rewarding23%
	

	

	


	
  	
  	

	

	
  	Financially rewarding23%
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  	Those mentioning career opportunity often mention relatively high job security and many job openings. (Especially for women, this also means flexibility in hours worked.) Professional rewards include challenge and self-satisfaction.
	

	

	


	
  	
  	

	

	
  	Reversing the coin, here are the reasons a pharmacy career is seen as being bad for one's own children:
	

	

	


	
  	
  	

	

	
  	Poor working conditions38%
	

	

	


	
  	
  	

	

	
  	Children not interested20%
	

	

	


	
  	
  	

	

	
  	Financially unrewarding17%
	

	

	


	
  	
  	

	

	
  	Poor career opportunity10%
	

	

	


	
  	
  	

	

	
  	The litany of factors contributing to poor working conditions include: long hours, no lunch, no breaks, stress, bad hours, and working weekends and holidays. Financial rewards are obviously in the eye of the beholder, figuring as a reason both for and against recommending pharmacy to one's own children.
	

	

	


	
  	
  	

	

	
  	Pharmacists' satisfaction with the working conditions in the type of outlet where they currently work by rating it #1 above all others varies greatly:
	

	

	


	
	
		Rate Own Outlet #1


	Independent pharmacists	71%
	Hospital pharmacists	81%
	Chain pharmacists	20%




	
  	
  	

	

	
  	While both independent and hospital pharmacists show a strong endorsement of the type of outlet they work in, few employed by chains do so. In fact, those working in chains are more likely to say the best working conditions are to be found either in hospitals (33%) or in independents (29%).
93
	

	

	


	
  	
  	

	

	
  	Presumably, pharmacists, like other professionals, choose to dedicate their lives to studying and practicing pharmacy in hopes of eventually finding that hard-to-define ''job satisfaction." To make it easier to define, we measured pharmacists' satisfaction in three specific areas.94
	

	

	


	
  	
  	

	

	
  	1. Overall satisfaction with the profession
	

	

	


	
  	
  	

	

	
  	2. Satisfaction with relations with pharmaceutical sales representatives (PSRs)
	

	

	


	
  	
  	

	

	
  	3. Satisfaction with relations with physicians
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  	Here is the current status of pharmacists' "satisfaction."
	

	

	


	
  	
  	

	

	
  	Overall Satisfaction with the Profession
	

	

	


	
  	
  	

	

	
  	Nine out of 10 pharmacists are satisfied with their "choice of pharmacy as a profession":
	

	

	


	
  	
  	

	

	
  	Completely satisfied49%
	

	

	


	
  	
  	

	

	
  	Somewhat satisfied42%
	

	

	


	
  	
  	

	

	
  	Somewhat dissatisfied8%
	

	

	


	
  	
  	

	

	
  	Completely dissatisfied1%
	

	

	


	
  	
  	

	

	
  	The highest degree of "complete"satisfaction is found among those employed by hospitals (57%), women (57%), and those who identified themselves as optimistic about the future of pharmacy (59%). By type of pharmacy, food stores have the lowest proportion of completely satisfied pharmacists (44%).
	

	

	


	
  	
  	

	

	
  	Pharmacists are very clear about the "greatest satisfaction" they derive from their pharmacy career, with seven out often saying it's personal contact and counseling with patients and other customers. Eleven percent cite working with doctors.
	

	

	


	
  	
  	

	

	
  	In any job, problems follow along with satisfactions. In the case of pharmacists, clerical complaints dominate the field, named by two-thirds (67%) of pharmacists. More specifically, the complaints include excessive bookkeeping and record-keeping chores in general and a distinct dislike for handling insurance forms and third-party claims. As expressed by one independent pharmacist in the survey who spoke for many, "I'm getting tired of watching the insurance companies trying to control my profession."
	

	

	


	
  	
  	

	

	
  	Pharmacists also suffer from some other problems:
	

	

	


	
  	
  	

	

	
  	 not enough time to counsel patients (15%)
	

	

	


	
  	
  	

	

	
  	 time spent trying to reach doctors (13%)
	

	

	


	
  	
  	

	

	
  	 poor work conditions, stress, and lack of time to complete tasks (11%)
	

	

	


	
  	
  	

	

	
  	Satisfaction with Pharmaceutical Sales Representatives (PSRs)
	

	

	


	
  	
  	

	

	
  	The majority of pharmacists express "overall satisfaction with the
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  	PSRs" who visit them:
	

	

	


	
  	
  	

	

	
  	Completely satisfied27%
	

	

	


	
  	
  	

	

	
  	Somewhat satisfied60%
	

	

	


	
  	
  	

	

	
  	Somewhat dissatisfied12%
	

	

	


	
  	
  	

	

	
  	Completely dissatisfied1%
	

	

	


	
  	
  	

	

	
  	PSRs are most welcome in supermarket pharmacies, where four times as many pharmacists are completely satisfied with their PSRs (32%) as are dissatisfied (8%). The ratio falls to two to one among chains and independents. Pharmacists talk to an average of 3.6 PSRs a week, but the average rises to 5.6 among independents.
	

	

	


	
  	
  	

	

	
  	On the question of whether "all PSRs are virtually equivalent" from one pharmaceutical company to another, options are split equally. Where differences are perceived, they are mostly on the positive side, that is, how much more informative, personable, or friendly some PSRs are. Negative differences between the PSRs of one company versus another are often perceived in terms of degree of pushiness.
	

	

	


	
  	
  	

	

	
  	Regarding the time spent with PSRs, a majority of pharmacists (62%) feel they spend about the right amount of time with them, while only 16% say they spend too much time and 23% too little time. Seeing so many sales reps, pharmacists form their impressions of the pharmaceutical companies from which the "best" sales reps come. Here, ranked, are their answers:
	

	

	


	
  	
  	

	

	
  	1. Eli Lilly
	

	

	


	
  	
  	

	

	
  	2. Merck
	

	

	


	
  	
  	

	

	
  	3. Upjohn
	

	

	


	
  	
  	

	

	
  	4. Glaxo Wellcome
	

	

	


	
  	
  	

	

	
  	5. Schering
	

	

	


	
  	
  	

	

	
  	6. Searle
	

	

	


	
  	
  	

	

	
  	7. Abbott
	

	

	


	
  	
  	

	

	
  	8. Bristol-Myers Squibb
	

	

	


	
  	
  	

	

	
  	9. Hoechst Marion Roussel
	

	

	


	
  	
  	

	

	
  	10. SmithKline Beecham
	

	

	


	
  	
  	

	

	
  	Satisfaction with Physicians
	

	

	


	
  	
  	

	

	
  	Asked to rate their satisfaction in the relationship between themselves and "the typical physician," pharmacists generally had positive experiences:
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  	 Completely satisfied28%
	

	

	


	
  	
  	

	

	
  	 Somewhat satisfied60%
	

	

	


	
  	
  	

	

	
  	 Somewhat dissatisfied10%
	

	

	


	
  	
  	

	

	
  	 Completely dissatisfied2%
	

	

	


	
  	
  	

	

	
  	The level of satisfaction is highest among independents, with those at both chain and supermarket pharmacies feeling less warmth in their relationships with doctors. A couple of comments from pharmacists may explain why they are sometimes dissatisfied:
	

	

	


	
  	
  	

	

	
  	 "They don't return our phone calls, even when there may be a problem with drugdrug interactionsand when we call them they just put us off."
	

	

	


	
  	
  	

	

	
  	 "Doctors just don't seem to have time for pharmacists, or for their own patients for that matter."
	

	

	


	
  	
  	

	

	
  	When pharmacists deal with PSRs, it is usually face-to-face, but with physicians it is a case of phone-to-phone. Pharmacists report that on a typical day they average 21.1 phone calls to physicians' offices, and receive 24.7 calls from doctors' offices. Only one phone call in four involves the pharmacist speaking directly to the physician, with the balance handled by the doctor's staff. Fully two-thirds (66%) of pharmacists would prefer to speak directly to the physician more often than is now the case. Increased communications would be helpful in the three areas for which pharmacists feel "doctors depend on them": information about side effects (19%), dosage (17%), and product information (12%). (Pharmacists feel doctors should depend on them more for these types of information than they currently do.)
	

	

	


	
  	
  	

	

	
  	As for the future of the pharmacistphysician relationship, about half (52%) of pharmacists expect that over the next five years professional relationships between pharmacists and physicians will remain as they are now. Of the balance, five times as many anticipate improvement (40%) as foresee deterioration (8%).
	

	

	


	
  	
  	

	

	
  	Those who expect deterioration see it being abetted by a variety of factors that include fax machines, doctors turning over more of their work to assistants, and the intervention of insurance companies.
	

	

	


	
  	
  	

	

	
  	In a more recent study,
95 when asked to describe their "overall satisfaction with (their) choice of pharmacy as a profession," an overwhelming majority declared themselves satisfied:
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  	Completely satisfied51%
	

	

	


	
  	
  	

	

	
  	Somewhat satisfied40%
	

	

	


	
  	
  	

	

	
  	Dissatisfied9%
	

	

	


	
  	
  	

	

	
  	The presence of complete satisfaction varied greatly by type of retail environment:
	

	

	


	
  	
  	

	

	
  	Completely Satisfied
	

	

	


	
  	
  	

	

	
  	Women pharmacists57%
	

	

	


	
  	
  	

	

	
  	Men pharmacists47%
	

	

	


	
  	
  	

	

	
  	The four most frequently cited areas of dissatisfaction are
	

	

	


	
  	
  	

	

	
  	1. Third-party involvement (33%): This is mentioned three times as often at independents as at chains. And, not surprisingly, owners/managers are more upset by these forms than are their employees:
	

	

	


	
  	
  	

	

	
  	Independents53%
	

	

	


	
  	
  	

	

	
  	Chains18%
	

	

	


	
  	
  	

	

	
  	Owners/Managers40%
	

	

	


	
  	
  	

	

	
  	Employees24%
	

	

	


	
  	
  	

	

	
  	2. Customer relations (28%): Behavior of customers appears to be particularly vexing to those working in chains and to women pharmacists:
	

	

	


	
  	
  	

	

	
  	Chains36%
	

	

	


	
  	
  	

	

	
  	Independents19%
	

	

	


	
  	
  	

	

	
  	Women35%
	

	

	


	
  	
  	

	

	
  	Men25%
	

	

	


	
  	
  	

	

	
  	3. Working conditions (24%): Those working in retail outlets, where the pharmacy may be considered "just another department," are most dejected about their working conditions:
	

	

	


	
  	
  	

	

	
  	Department stores/mass merchandisers46%
	

	

	


	
  	
  	

	

	
  	Supermarkets39%
	

	

	


	
  	
  	

	

	
  	4. Routine clerical (13%): The highest dissatisfaction with being bogged down in paperwork is expressed by hospital pharmacists (25%).
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  	The Nine Faces of (Dis)Satisfaction
	

	

	


	
  	
  	

	

	
  	Knowing the degree of overall job satisfaction or dissatisfaction is, of course, useful, but specifics need to be identified in order to address the root causes of job dissatisfaction with an eye toward reversing them.
	

	

	


	
  	
  	

	

	
  	Looking at nine major work-related factors that would reasonably be presumed to influence job satisfaction, the survey found that for only one does a majority of pharmacists express complete satisfaction:
	

	

	


	
  	
  	

	

	
  	1. Relationship with people you work with (72%): The greatest satisfaction can be found at independents (70%) and HMOs (78%). However, people at the managerial level (76%) feel they are getting along with their coworkers more often than do their employees (67%).
	

	

	


	
  	
  	

	

	
  	2. The degree of status and prestige associated with work (45%): Experience counts hereor at least mellows their perception. Those who have been pharmacists for 15 years or longer are more likely to be completely satisfied with their status (54%) than are pharmacists who have been in practice less than 15 years (37%).
	

	

	


	
  	
  	

	

	
  	3. Involvement in administrative decisions (35%): Justifiably or not, it is no surprise that employees (29%) feel shut out here compared to owners and managers (50%). Perhaps these employees will feel differently as they climb the management ladder.
	

	

	


	
  	
  	

	

	
  	4. Role in suggesting changes in staff (33%): Once again, there is a major schism between levels of management, with 45% of owners and managers completely satisfied with this aspect of their jobs compared to only 20% of employees.
	

	

	


	
  	
  	

	

	
  	5. Current salary (30%): Type of pharmacy environment is a major determinant here, with an above-average degree of satisfaction expressed by pharmacists working in independents (40%), HMOs (39%) and department stores (36%). There is an obvious dissatisfaction with paychecks at both supermarkets (20%) and hospitals (19%).
	

	

	


	
  	
  	

	

	
  	6. Policy decisions made by management (28%): For a high degree of complete satisfaction look to independents (46%) rather than to chains (22%) or department stores (12%).
	

	

	


	
  	
  	

	

	
  	7. Opportunities for promotion (27%): Men and women expressed about the same degree of complete satisfaction regarding opportunities for promotion, suggesting there is not much apprehension about a glass ceiling in the pharmacy profession. Hospital pharmacists (15%) seem bleakest about the prospects for a promotion.
	

	

	


	
  	
  	

	

	
  	8. Periodic salary increases (21%): Scheduled salary increases provide
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  	the most satisfaction among pharmacists at HMOs (35%). Those working in suburban stores (26%) feel they have better prospects than those working in urban areas (16%).
	

	

	


	
  	
  	

	

	
  	9. Time available to keep up with new developments in pharmacy (13%): There is a significant degree of dissatisfaction here, suggesting a problem in pressing need of a solution.
	

	

	


	
  	
  	

	

	
  	Ask a pharmacist the type of pharmacy he or she works in and you will already have a strong clue as to how happy he or she is at work. To test this thesis, pharmacists were asked to name the type of pharmacy they would choose to work in if they were just starting out in pharmacy (but given their current knowledge).
95 For four types of pharmacy, the choice would be repeated by the majority presently working in them, but for two other types of pharmacy only a few chose to remain there:
	

	

	


	
	
		Would Choose to Work in Same Kind of Pharmacy Again


	Hospital	79%
	Independents	70%
	HMOs	61%
	Chains	59%
	Supermarkets	36%
	Department stores/mass merchandisers	32%




	
  	
  	

	

	
  	Pharmacists admire particular types of pharmaciesand idealize them as a good place to workfor various reasons:
	

	

	


	
	
		Most Admired Types of Pharmacies with Reasons Why:


	Independent	
		Working conditions	55%
		Customer contact	30%
		Benefits/incentives/salary	8%
		Professionalism	8%
	Chain	
		Benefits/incentives/salary	48%
		Customer contact	24%
		Working conditions	21%
	Hospitals	
		Professionalism	33%
		Working conditions	25%
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  	It is important to look at what pharmacists say would influence them to select "one pharmacy over another" as a place to work:
	

	

	


	
	
		Factors Influencing Choice of Pharmacy to Work In


	Salary	57%
	Benefits and other incentives	40%
	Hours	30%
	Location	28%
	Atmosphere	18%




	
  	
  	

	

	
  	While a desire for a bigger paycheck is a given in any job, comments from pharmacists indicate that, indeed, money isn't everything:
	

	

	


	
  	
  	

	

	
  	 "I'd like the freedom to perform the duties of a pharmacist, not just be a robot."
	

	

	


	
  	
  	

	

	
  	 "I want a place where you can get away from dealing with third-party paperwork."
	

	

	


	
  	
  	

	

	
  	 "It's important to me to work in a place where management indicates that the pharmacy is more important than the other parts of the store."
	

	

	


	
  	
  	

	

	
  	Starting Over?
	

	

	


	
  	
  	

	

	
  	While many pharmacists, as shown above, would choose to work in a different type of pharmacy if given the chance, more than a handful would choose to work in a different profession altogether if they were "now faced with a career change." How many? A full 50% is the answer.
	

	

	


	
  	
  	

	

	
  	Where would they go and what would they do? There is no clear-cut answer. About half of those who would opt for a different choice mention something in the medical profession, but not all want to be doctors. Others seek a completely different field, sometimes even law.
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  	Chapter 11

Pharmacy Practice
	

	

	


	
  	
  	

	

	
  	The vast majority of patients in America today are ambulatory. Statistics indicate that 74.7% of prescription drugs are issued in community pharmacies versus 25.3% in hospitals, HMOs, and other clinics.
56 These data are confirmed by various statistical sources measuring the markets for prescription pharmaceuticals. In addition, the number of patients using community pharmacies for their prescription needs will continue to expand. This is based on population data that show a tremendous growth not only in the number of patients but in the life expectancy of these patients. This is easily evidenced by comparing the 78 million in the Baby Boomer cohort with the 18-year cohort that preceded it, which numbered only 50 million. Life expectancy has increased by 10 years in America over the past 20 years, which means that many more patients will have to be served when it comes to medicines. The generation that follows the Baby Boomer numbers 70 million, another sizable increase in population. All of these prescription users, involving over 11,000 dosage forms, can't be ignored. The demand for prescription medications in the ambulatory sector will be extremely heavy in the future, and pharmacy cannot abandon its heritage. Pharmacy technicians can be of material help. They should be recognized for what they can do, but pharmacy cannot let them command the distribution of drugs. Pharmacy is one profession that cannot be broken down into two.
	

	

	


	
  	
  	

	

	
  	Pharmacy needs to preserve the close to $100 billion in pharmaceutical sales to be carried by the community pharmacies in America. To lose this by granting pharmacy technicians the right to dispense without the sanction of pharmacists splits the profession. State legislators, already under pressure to contain pharmaceutical costs, could easily allow pharmacy technicians to dispense pharmaceuticals. The training of these individuals, except in one or two academic cases, has been delegated to persons outside of pharmacy. Community colleges have stepped into the fray to produce new technicians. Pharmacy education should prepare technicians for practice and provide for increasing responsibilities. Be-
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  	fore too long, the curriculum will demand two years, possibly four, to meet the need for the billions of prescriptions, which under the law cannot be issued without a responsible person in charge. Pharmacy technicians will need the education in order to fill what has been the traditional role of pharmacists over the years. Pharmacists, now required to pursue six years of mandatory education, will diminish in number to the point of survival, without the promised new billings that would cover them.
	

	

	


	
  	
  	

	

	
  	Pharmacy economics is a powerful measure and can be used against pharmacy. Recent legislation in California proposes two types of individuals to handle the work: a pharmacy technician to dispense the medication and a pharmacist to provide professional services. Economics, being what it is, cannot support both, and the dispensing of products is paramount. Of course, professional services are highly desirable and can be provided under one pharmacy practice. However, the cost of these services will have to be presented under the reimbursement for the prescription or else charged to the patient.
	

	

	


	
  	
  	

	

	
  	With the united strength of all community pharmacies working toward a solution, third-party payers will be able to see the value of proper reimbursement. The ability for third-party payers to provide prescriptions in other venues is seriously limited. No negotiation is possible when one of the two parties is in disarray, and pharmacy has not been unified in this area. Passing on some of the costs to the patient, when possible, may also offer a partial solution.
	

	

	


	
  	
  	

	

	
  	The magnitude of prescription business in America is so large, and increasing each day, that the total number of pharmacy technicians and pharmacists cannot be reduced. Pharmacy technicians, under the sanction of pharmacists, need to be utilized until the middle of the next century. It is hard to predict what may happen after that.
	

	

	


	
  	
  	

	

	
  	Technology has entered the field of pharmacy. Computers are in virtually all stores and most are up-to-date in handling prescription matters that would have shocked our fathers and mothers in the field before them. There is little that pharmacists can do today without computers. In large hospitals, robots and automated dispensing machines often have replaced technicians. This is entirely logical in hospitals, but in the community pharmacy with its 11,000 to 12,000 dosage forms, one has to take a much more careful look at this. Automated dispensing can assist the technician to become organized and to make his or her work more palatable. However, to place a patient in front of a machine that dispenses one of 12,000 dosage forms leaves much to be desired. Technology is highly needed, but the touch of human relationship is still going to
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  	be very important in handling prescriptions. Total quality management does not include automated prescription dispensing to patients.
	

	

	


	
  	
  	

	

	
  	Community pharmacy is no longer a label used by any one branch of pharmacy. It has become almost universal in its use. All of pharmacy serves the community, and many of the old ways have disappeared. Gone are the days when ''chains" and "independents" rivaled each other. Today, it really doesn't matter how many stores are owned by one firm. All face the same questions regarding reimbursement. It was easy to control pharmacy from the vantage point of third-party payers, because pharmacy left itself vulnerable to outside control. Independents for a long while complained of the chains' dominance in the field. While most independents worked hard at maintaining their business within the four walls of their stores, they neglected to see the tremendous growth of the prescription business beyond their single store. Chains were able to capture almost all of the expanded growth in prescription medications. If it had not been for chain drugstores, where would patients have gone for their new prescriptions?
	

	

	


	
  	
  	

	

	
  	Mail Order Pharmacy
	

	

	


	
  	
  	

	

	
  	Prescription medications are not volunteer purchases; they are purchases by demand. In 1965 Medicaid was passed, and this alone added to the tremendous volume of prescriptions. Chains have seen pharmacy infiltrated by food stores and mass merchandisers, who also saw the expanded demand for prescriptions and moved to fill them. Mail service has increased its impact on prescription sales, cornering a 6.5% share of the market.
56 Since a large segment of the consumer market would prefer to obtain their prescriptions in this fashion, mail order is expected to control over 15% of the prescription drug trade within the next five years. Mail service has always been a part of pharmacy, provided as a service by independents and chains largely for individuals who travel a great deal. While mail service is a growing segment of prescription sales, it will never replace the personal service that is the hallmark of today's community pharmacy.
	

	

	


	
  	
  	

	

	
  	However, there is the rising tide of adolescent stealing of drugs from mailboxes, which has police authorities concerned about this mode of delivery. Prescription products have been stolen and given to accomplices in the teenage drug scene. A notable case in Massachusetts led to some 30 students hospitalized due to drugs obtained in this fashion.
	

	

	















 



  
  page_110
  



  	
  	
  	
  



	




	Page 110

	
	
	Table 11.1 Total Prescription Sales (dollars in billions).
	Pharmacy Outlet	Dollars	1995% Share	% Change '95/'94
	Prescription channels	$65.6	74.6	+9.7
		Chains	$24.6	27.7	+13.2
		Independents	$15.8	18.0	+1.9
		Food stores	$10.3	11.7	+9.8
		Mass merchandisers	$9.5	10.8	+12.0
		Mail order	$5.7	6.5	+14.4
	Hospitals and others	$22.3	25.3	+8.2
	Grand totals	$87.9	100.0	+9.1
	Source: IMS International, Inc., 1996.




	
  	
  	

	

	
  	Mail-service prescriptions may come under the supervision of federal drug enforcement agencies, who may require that patients obtain them at the post office, a dilemma that mail authorities may not want to confront. Table 11.1 shows the market share of prescription sales obtained by each section of pharmacy outlets.
	

	

	


	
  	
  	

	

	
  	Table 11.1 verifies a continued growth in prescription sales across all pharmacy outlets, with chains showing a substantial one-year increase at 13.2%. In contrast, independents showed only a 1.9% increase. It is interesting to note that mail order showed a 14.4% increase, but this must be analyzed in terms of the base. This 14.4% increase is based on sales of only $5.7 billion and a small 6.5% share of market. Percentage increases on a small base will show a different relationship to those percentage increases on a large base. As the base of mail-order sales increases, the percentage of growth will decrease.
	

	

	


	
  	
  	

	

	
  	It is interesting to note that food stores and mass merchandisers have demonstrated increases in prescription sales that mirror what has been happening in the marketplace as ambulatory prescription buyers, with little free time, attempt to combine the purchase of their prescription medications with other nonprescription items in one shopping visit. Hospitals, clinics, long-term care facilities, HMOs (staff model), home health care facilities, and miscellaneous outlets showed an 8.2% increase based upon $22.3 billion in sales volume.
	

	

	


	
  	
  	

	

	
  	Patients as Consumers
	

	

	


	
  	
  	

	

	
  	To evaluate the changes in the profession, one first must examine the patients. There has been a great revolution in the behavior of people as
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  	consumers, and one can expect to see more in the future. The quantity and quality of consumers are changing. Ambulatory patients, who are the consumers of medications in the community pharmacies in America, are experiencing change. Patients are a highly varied lot, both educationally and emotionally, and are experienced in dealing with medications. The media have done a remarkable service in educating consumers about their health care. In addition, consumer agencies have helped to spur legislation to provide prescription labels and printouts that are easier to read and to understand. The typical prescription patient is time poor, not money poor, in obtaining his or her medication. This patient needs to ask specific questions, which pharmacists can answer efficiently and expertly. The astute pharmacist is aware that the majority of prescription buyers combine their prescription purchases with all sorts of others household goods.
7
	

	

	


	
  	
  	

	

	
  	Prescription buyers are diverse in what they want and will accept as services from their pharmacists. Some will demand and get the full professional services that a pharmacist can provide. Others will purchase their medication and leave the premises immediately. The much larger middle group will balance time and convenience on acquiring prescriptions and weigh other shopping requirements into the scenario.
	

	

	


	
  	
  	

	

	
  	In the coming generation, the number of prescription buyers will be over 50% higher than the previous prescription buyers group, and this group will be even more into the nuances of obtaining prescriptions. They are not afraid of doctors and are comfortable dealing with pharmacists. Public opinion has changed remarkably in the current era, and Medicaid has helped. People are living longer and more independently and have varied choices in acquiring prescriptions. Pharmacy needs to take a look at what consumers of prescriptions want. Pharmacy needs to listen to its patrons.
	

	

	


	
  	
  	

	

	
  	Over-the-Counter Pharmaceuticals
	

	

	


	
  	
  	

	

	
  	More than $18.7 billion of over-the-counter pharmaceuticals (OTCs) are sold in the traditional pharmacy outlets. This does not include OTC sales in nonpharmaceutical stores. OTCs have had phenomenal growth, and distribution has spread to many stores that do not have a prescriptions business. OTC sales have grown simultaneously with the FDA's approval of former prescription medications relieved of the prescription legend, notably ibuprofen and drugs such as Zantac®, Tagamet®, Pepcid®, and Axid®. While these medications have gone over-the-
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	Table 11.2 Total OTC Sales (dollars in billions).
	Pharmacy Outlet	Dollars	1995% Share	% Change '95/'94
	Prescription channels	$16.0	85.0	+5.0
		Chains	$5.4	28.9	+5.4
		Food stores	$5.3	28.3	+3.2
		Mass merchandisers	$4.3	23.0	+10.1
		Independents	$0.9	4.8	-8.2
	Source: IMS International, Inc., 1996.




	
  	
  	

	

	
  	counter, they continue to be available in prescription doses. This dualmarket approach has not caused the total number of prescription sales in the nation to drop. In fact, prescription sales continue to increase because of population growth. Yet OTCs present additional opportunities for pharmacists to counsel their patients on these medications. Unfortunately, the large majority of OTCs are distributed in grocery stores and other outlets that do not have pharmacies. There is a need to correlate prescription medications with OTCs for the good of the consumer. It appears likely that when a patient obtains a prescription medication, he or she may also need to purchase an OTC medication. This can only occur in a community pharmacy. Table 11.2 shows the distribution of OTC pharmaceuticals in traditional pharmacies.
	

	

	


	
  	
  	

	

	
  	All three of the leading pharmacy outlets dominate the OTC pharmaceutical market. These include chains, food stores, and mass merchandisers, each with approximately a 25% share of market. Independents show only $900 million in sales and a 4.8% share of market, which is a decrease in market share of 8.2%.
	

	

	


	
  	
  	

	

	
  	Hospital and Institutional Pharmacy
	

	

	


	
  	
  	

	

	
  	Table 11.3 shows sales to hospitals and institutional pharmacies in the United States. The $22.3 billion volume in these pharmacies is 25.3% of the total market share. Community pharmacies corner 74.6% share of market.
	

	

	


	
  	
  	

	

	
  	Hospitals show a 1.4% percentage increase in prescriptions from 1994 to 1995. This is small when compared to the 13.2% experienced by chains. Clinics and long-term care facilities experienced increases of 24.3% and 17.4% over 1994, but these also are based on small dollar volumes. HMOs that are not categorized as staff models are included
	

	

	















 



  
  page_113
  



  	
  	
  	
  



	




	Page 113

	
	
	Table 11.3 Total Hospital and Institutional Rx Sales (dollars in billions*).
	Pharmacy Outlet	Dollars	1995% Share	% Change '95/'94
	Hospitals	$11.1	12.6	+1.4
	Clinics	$3.6	4.1	+24.3
	Long-term care	$2.1	2.4	+17.4
	HMOs (staff model)	$1.3	1.5	-1.2
	Home health	$0.7	0.8	+4.3
	Other	$3.4	3.9	+11.5
	Totals	$22.3	25.3	+8.2
	*Dollar volume is shown in "ex-factory" dollars to gain the proper relationship between segments.
	Source: IMS International, Inc., 1996.




	
  	
  	

	

	
  	under "other." Hospital and institutional pharmacies show a fine line of performance, since they deal with highly sophisticated medications in large volumes but in limited numbers. This is the ideal environment for technology and automated prescription delivery systems to work. Hospital pharmacists work very closely with physicians in a collaborative and consulting role.
	

	

	


	
  	
  	

	

	
  	By virtue of its 9.7% growth rate, community pharmacy, with hundreds of physicians often far removed from the pharmacy, is where patients come to obtain both their medications and advice. This is where over 400 categories of therapeutic variation in prescriptions occur. This increasing sophistication in drug delivery systems will require even more community pharmacists to dispense medications in the future.
	

	

	


	
  	
  	

	

	
  	Pharmacy is a single profession. Hospitals, HMOs, clinics, and the others need to concentrate on their market, leaving community pharmacy to adapt to a rapidly growing phenomenon in America.
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  	Chapter 12

Future of Pharmacy
	

	

	


	
  	
  	

	

	
  	The U.S. Department of Labor, Bureau of Labor Statistics, has projected employment growth for the U.S. labor force based on various factors that cause shifts within the labor market. Technological and demographic changes, changes in the industrial structure of the economy, and changes in business practices are some of the factors that cause shifts from one industry to another and affect occupational growth rates.
	

	

	


	
  	
  	

	

	
  	The Bureau of Labor Statistics has projected growth for more than 500 occupations that are clustered into 11 groups reflecting similar types of work. The fastest growing cluster is health occupations. The fastest growing occupation, administrative support including clerical, is expected to experience a 3% increase. Production occupations are expected to decline.
97
	

	

	


	
  	
  	

	

	
  	Health occupations are expected to increase by 2.7 million jobs, in large part as a result of the aging of the population and longer life expectancy. In 1994 five health occupations accounted for 55% of all healthrelated employment. These same five occupations will also account for about 60% of the expected growth.97
	

	

	


	
  	
  	

	

	
  	On the other hand, the recently released Pew Health Professions Commission Report made some startling observations about the future of the pharmacy profession.51 Among them was a projection that the nation's pharmacy-to-population ratio, which stood at 55 per 100,000 in 1970, will rise to about 68 per 100,000 by the year 2020, resulting in a surplus of as many as 40,000 pharmacists. The 55 per 100,000 and the 68 per 100,000 imply that the nature of the population will not change. The Pew Commission urged prompt action to forestall the projected oversupply including a 20% to 25% reduction in the number of pharmacy schools during the next ten years.
	

	

	


	
  	
  	

	

	
  	The Pew Commission anticipates a continued strong demand for pharmacy school graduates; however, graduates must have new skill sets and be prepared to provide pharmaceutical care. The commission acknowledges pharmaceutical care as an evolving model for enhancing
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  	workforce skills in one of five case studies presented in its report. Pharmacy is the only profession singled out for its accomplishment in this regard.
51
	

	

	


	
  	
  	

	

	
  	The Changing Demographic Scene
	

	

	


	
  	
  	

	

	
  	The practice of pharmacy in future years will be influenced by many trends and issues, including cultural diversity, the aging population, changing drug and information technology, increasingly expensive new drugs, and the organization and financing of pharmaceutical care.98 The global perspective is immediately apparent when we examine immigration patterns and demographic projections. Minority groups will account for 20% of the U.S. population by the early part of the next century.99 This influx of minority groups directly affects the practice of pharmacy today, and will even more in the future, as pharmacy stakes its claim as a profession rooted in face-to-face communication with patients. The 1990 U.S. Census reports that 14% of U.S. citizens today speak a language other than English, and many of those do not speak English very well. The medical and pharmacy literature point out the fact that ethnicity and illiteracy have a profound bearing on the complexity of prescription drug management. There is an alarming increase in illiteracy in the United States that has created a consumer base that cannot read or interpret medical directions. In addition, it was noted that the United States has become a diverse multicultural society with an increase in the number of immigrants who cannot read or understand English. The authors stressed that the increasing complexity of sophisticated and sometimes experimental prescription medications may have directions for use that are confusing to the consumer, regardless of the consumer's literacy level. This problem is exacerbated by the fact that the changing pharmacy landscape emphasizes cost cutting, staff reductions, and the hiring of more technicians under the supervision of fewer pharmacists.
	

	

	


	
  	
  	

	

	
  	These facts emphasize that this nation must either deal with the issue of a common language in the next 50 years or face the consequences. Imperial Britain demonstrated the benefits of a common language in India, and Canada today demonstrates the hazards of the lack of one.
	

	

	


	
  	
  	

	

	
  	Pharmacists are faced with the dilemma of whether to adapt communications, including labels and patient information materials, to patients who do not speak English or to push for better education for diverse populations through a common language.
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  	Common wisdom suggests that the population is getting older, but one cannot assume that all prescription medications will be for the elderly. Of the prescription medications being used today, about 35% are purchased by individuals 65 years or older.
68 While this number may grow disproportionately in the future, as pharmacists we need to look at the entire population of prescription users, including newborns, young children, adolescents, young adults, older adults, and the elderly. The changes in the past 50 years have been great: The proportion of the population over age 65 years has risen from 8% to 12.5%.100 By 2040 it is likely that this portion will increase by another 60% to about one in five. This will represent the aging of the Baby Boomer generation and will be followed by a lower number of elderly persons. This factor alone is likely to have enormous potential for influence on health care and the practice of pharmacy. It will clearly challenge the profession's commitment to deliver both drugs and patient-centered pharmaceutical care.
	

	

	


	
  	
  	

	

	
  	The aging population will force immense capital investment in the health care system for infrastructure and education at a time when the working population will be smaller. How will the profession cope with this rise in the group most dependent upon drug therapy and pharmaceutical care? And what about the drugs themselves? What will drug therapy look like in 50 years? Will much of it still be palliativepseudosolutions to basic biological riddles that have not yet been solved? Or will molecular biology and genetics achieve manipulations that will indeed be curative?98
	

	

	


	
  	
  	

	

	
  	Whatever the answers to these questions, one thing is certain: The shape of medicine in 2040 is not known today. It is estimated that the stroke of scientific knowledge is now doubling every 22 months. What will it be in 600 months? Pharmacists may no longer be managing oral solid dosage forms but rather genetic manipulation and novel drug delivery systems.
	

	

	


	
  	
  	

	

	
  	The students that we will prepare in the last years of this century and the first years of the next must be thoroughly inculcated with the love of learning and the realization of the necessity of lifelong learning. Education for current practice will not suffice.
	

	

	


	
  	
  	

	

	
  	Advances in electronic data handling will help us cope with the information crunch. Not only will computers enhance drug design and discovery, they will also empower individual pharmacists by providing access to patient information now limited by time and distance. An electronic network of health care institutions and practitioners will permit current barriers of communication to be breached at last.98
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  	Electronic data processing will provide the means for a degree of accountability not seen at present in health care. Today's feeble efforts at drug-use review and drug-use evaluation will be supplanted by more sophisticated monitoring methods. Control of criteria and standards and access to the data themselves will be a major battle in the years to come. Fights over formulary composition and generic substitution will pale in comparison.
	

	

	


	
  	
  	

	

	
  	The rapid development of information science will paradoxically both empower individuals by disseminating information widely and concentrate the influence of those who control access to the information. The early portents of conflict between the users and the controllers of information are seen today in the development of prospective drug-use review criteria and the promulgation of treatment guidelines by the Agency for Health Care Policy and Research. The age-old struggle between the autonomy of individual professionals and systemwide efforts to standardize services and enhance quality will continue.
	

	

	


	
  	
  	

	

	
  	The Value of Improved Drug Therapy to Society
	

	

	


	
  	
  	

	

	
  	The better drug therapy gets, the more valuable it will be to society and the higher the prices that people will be willing to pay. The current squabbling about the true cost of research and development for new drugs and fair prices for drugs in the marketplace are only distractions. As long as the industry comes up with drugs that are highly valued by patients, it will be able to charge what the market will bear and will continue to make excellent profits. The government may be able to continue to force below-market prices on the drug industry as a purchasing agent for its clients, that is, welfare patients, veterans, the military, and some of the elderly. Still, the rest of the population will be willing to pay what it takes to get what is perceived to be good. Private third-party programs will cover what their clients want. Even if those clients are employers, the voice of employees will also be heard.
98
	

	

	


	
  	
  	

	

	
  	In the next 50 years it is likely that there will be many important new drugs (or products that will act like drugs), especially for conditions for which there is currently no therapy. The life cycle of these new drugs is likely to become shorter because of rapid advances in science. For these reasons, new drug prices will go up and up.
	

	

	


	
  	
  	

	

	
  	The pharmacist will be in a quandary: If pharmacist reimbursement continues to be linked directly to product cost, independent judgement
	

	

	















 



  
  page_119
  



  	
  	
  	
  



	




	Page 119

	
  	
  	

	

	
  	may be more difficult, given the very high expense of new drugs. If fees continue to be low compared with product cost, the pharmacist in the community setting will lose more ground economically. Prospective-pricing systems in place in the hospital setting have demonstrated that economic incentives can be aligned with professional goals, and a similar system will be developed for ambulatory care practice well before 2040.
	

	

	


	
  	
  	

	

	
  	The past 50 years have seen third-party coverage of outpatient drugs and pharmacy services grow from 0% to 30% of expenditures. A higher proportion of prescriptions is covered, but the extent of copayments reduces the percentage of expenditure. Because drugs are both highly valued and increasingly expensive, third-party coverage will grow. Whether this coverage will reimburse pharmacists on the basis of product costs or via some mechanism that provides incentives for pharmaceutical care could be the most important determinant of the shape of ambulatory care pharmacy services 50 years from now. To retain any semblance of an independent profession, pharmacy must act to separate reimbursement for its services from commissions on the sale of products.
98
	

	

	


	
  	
  	

	

	
  	Future Challenges
	

	

	


	
  	
  	

	

	
  	Beyond their patient-advocacy role, pharmacists will face other challenges in the changing health care environment. The needs of their patients will have to be balanced against the aggregate needs of an enrolled, capitated population for which clinicians have accepted financial accountability. No longer can clinicians treat patients without considering the resource cost of clinical decisions. Competitive pressures among capitated health care delivery systems will require providers to continually improve the cost-effectiveness of health care.
	

	

	


	
  	
  	

	

	
  	Resource limitations and capitation financing will be placing new demands on pharmacy. To improve cost-effectiveness, health care delivery systems will develop treatment protocols for rational use of highcost services, including pharmaceuticals. The resulting standardization of practice and improved access to clinical data within integrated health care systems could open the door for expansion of pharmacists' traditional dispensing role. Drug treatment protocols could become the springboard from which pharmacists move into new responsibilities in prescribing drug therapy and monitoring outcomes.
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  	Changes in health care will create other opportunities for expansion beyond pharmacists' traditional role as drug experts. Capitated health care systems may look to pharmacists or other allied health professionals to fill roles traditionally held by physicians, such as triage of patients and treatment of those with routine acute illnesses, monitoring patients with chronic diseases, and delivering preventive services. With their traditionally high regard from the public and their geographic accessibility to patients, pharmacists may be in an ideal position to fill these expanded roles.
101
	

	

	


	
  	
  	

	

	
  	Pharmacists of the future will also have increased mobility to take advantage of changing geographic needs for their services. This ability to move quickly has been made even less complicated by recent developments in the National Association of Boards of Pharmacy (NABP).101 A new computerized system developed by the NABP will allow pharmacists to transfer their licenses from state to state more easily and more quickly. The Electronic Licensure Transfer Program (ELTP) system will utilize state-of-the-art electronic communication technology.
	

	

	


	
  	
  	

	

	
  	The dynamic changes noted within pharmacy practice during the past half century will no doubt continue to evolve. For example, we found that one of the major sources of distress to pharmacists continues to be the duality of their practice roles. This distress will, like most other role strains, undoubtedly lead to more social changes within the profession.
	

	

	


	
  	
  	

	

	
  	In addition, many external economic, political, social, environmental, and legislative developments over the next decades will undoubtedly alter the way pharmacy will be practiced by future pharmacists. For example, as the demand for health services increases, either because of improved economic conditions or increased awareness, consumers will tend to self-medicate more and thus seek the professional advice of pharmacists on over-the-counter medications to a greater extent. Thus, more and more chain and independent pharmacists will be involved in the consultative role.
	

	

	


	
  	
  	

	

	
  	There is also the possibility that State Boards of Pharmacy will, sometime in the next several years, create a new class of over-the-counter drugs that may only be sold upon recommendation of, and after consultation with, a registered pharmacist. These laws will understandably affect how pharmacists practice in the future.
	

	

	


	
  	
  	

	

	
  	There are a number of other factors that will measurably alter the present character of pharmacy practice. For example, third-party payment programs, both public and private, will continue to expand, thus making pharmaceutical care more accessible to Americans. This expan-
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  	sion will not only mean that pharmacists will be filling more prescriptions but also that pharmacists will be exercising more decision making in the brand selected because many third-party programs encourage the pharmacists to exercise this prerogative.
	

	

	


	
  	
  	

	

	
  	Other factors that may come into play include increased use of technology (e.g., automated dispensing), computer-based data retrieval (e.g., drug interactions and patient information), and the increased utilization of technicians.
	

	

	


	
  	
  	

	

	
  	Pharmacists will also undoubtedly become much more involved with patient consultation on prescription-related matters, given the likelihood of passage of federal law requiring the enclosure of a patient package insert with each prescription. Since the terminology in the patient package insert is likely to confuse most patients, the pharmacists will undoubtedly be asked to help the patient understand.
	

	

	


	
  	
  	

	

	
  	As a result of legislation, all states have repealed or modified their existing antisubstitution laws, thus allowing pharmacists to select the brand of product to be dispensed in the case of a prescription for a multi-source drug. Thus, pharmacists will have to exercise increased professional judgement based on knowledge of drug products.
	

	

	


	
  	
  	

	

	
  	The Pharmacist of the Future
	

	

	


	
  	
  	

	

	
  	As a consequence of pharmacists' need to know more about the clinical aspects of rational drug therapy, the colleges of pharmacy will again modify their curricula in order to train patient-oriented pharmacists. These better-trained pharmacists will attempt to continue to expand the territorial boundaries of pharmacy where they adjoin those of medicine. Therefore, it is quite likely that pharmacists in the next decade will not only be involved with patients' compliance with their drug regimens, but may become involved in monitoring patients' blood pressure, screening diabetics, and providing nutritional advice and well-baby care.
	

	

	


	
  	
  	

	

	
  	Little doubt remains that pharmacy practice is changing, but the future is not bleak. Instead, it offers exciting challenges that will force practitioners and pharmacy school faculties to work together to improve the quality of health care.
	

	

	


	
  	
  	

	

	
  	One can expect the total number of community pharmacies to shrink to perhaps 55,000 because of efficiency, enlargement in capability, and mergers, but revenue will increase. This is a normal response to economic conditions. The difference in these numbers cannot be met by
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  	HMOs or other forms of managed care organizations. These organizations simply do not have the locations and the multi-attractions of retail pharmacies. HMOs are a reality of the current health care environment; however they can only provide a small percentage of the total prescription need and cannot match the capabilities of community pharmacy, including its merchandising skills.
	

	

	


	
  	
  	

	

	
  	The foundation of a profession is based on its essential social value. Pharmacy's social value will continue to be dependent on its practitioners' effective use and distribution of drug knowledge. The fact that changes have taken place and will continue to take place within a profession are indicative of continuous growth. The evolution of pharmacy practice from the early function of manufacturing, through the stage of dispensing, to the present phase of providing consultation to patients, and the trend to territorial expansion into patient counseling in the future, indicates that pharmacy is a dynamic profession, constantly undergoing change and growth.
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