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ABSTRACT 

The effort to enhance interprofessional cooperation in the healthcare environment has earned 

substantial traction in recent years. Increasing collaborative working between doctors and 

pharmacists has recently become a high priority within the health system. The study aims to 

discuss the barrier of interprofessional relations between doctors and pharmacists. The 

acceptability of the role for pharmacists within the healthcare system has been studied 

extensively. However, the existing published literature presents an insight into the transitioning 

of the pharmacist into the professional role and identity of a healthcare professional. The global 

drive towards improving interprofessional relationships in patient care is considering the 

increasing influence of medicines and complications of medicines regimens, particularly in 

chronically ill patients. Collaborative patient management by doctors and pharmacists has the 

potential to improve patient therapeutic outcomes in the healthcare environment. 

This Ph.D. aimed to determine the interprofessional relationships of doctors and pharmacists 

practising within the hospital sector of Pakistan. In Pakistan, pharmacists face barriers towards 

their professional role. They struggle for their recognition widely in the health system of 

Pakistan. The profession lacks significant recognition from other health professions and faces 

significant barriers to execute their role fully.  

 

A mixed-method approach was used in this study to provide valuable insights into the barriers 

of interprofessional relations between doctors and pharmacists. Following ethical approvals, 

the first phase was a cross-sectional survey was undertaken between 1100 participants (doctors 

and pharmacists) practising within the hospital settings of Pakistan (85% response). Analysis 

of returned questionnaires identified that more than 70% of the doctors' participants reported 

interacting with pharmacists at least once daily. The interaction was mainly related to drug 

availability inquiry. Most doctors expected pharmacists to ensure the safe and appropriate use 

of medicines to patients. More than 90% of pharmacists mentioned their inadequate training as 

a reason for not being able to interact with doctors on clinical issues professionally. In-depth 

qualitative work was undertaken in the second phase, which further explored barriers of 

interprofessional relations. The interviews were conducted with a purposive sample of 22 

participants (10 pharmacists, 12 doctors). Themes highlighting the main research questions 

have been established. Qualitative interviews provided insight into the processes of interaction 

between the two professional groups. Doctors in Pakistan consider pharmacists as experts in 
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drug-related information and are receptive to working in collaboration for the betterment of 

healthcare. However, barriers were hindering the development of this collaboration. 

From this study, it can be concluded that pharmacists are perceived as an integral part of the 

healthcare team. Enhanced Interprofessional collaboration between doctors and pharmacists" 

can be possible in the future but barriers need to be eliminated for this to be achieved. For the 

advancement of the healthcare system, it is necessary to utilise the expertise of pharmacists and 

develop harmony between doctors and pharmacists. This improved collaboration will 

ultimately benefit the outcome of pharmaceutical care. Pharmacists should be concerned about 

their professional role and need to be proactive in improving their service delivery. They should 

move towards collaborative care in order to provide optimal health services. This will pave the 

way for the expansion of the concept of pharmaceutical care in Pakistan's healthcare system. 

The project highlighted the barriers of interprofessional relationships between doctors and 

pharmacists. This research has highlighted that attitudinal barriers of doctors, pharmacist's 

education, hospital policies towards collaborative work, and trust of doctors towards 

pharmacists need to be improved in order to accomplish effective collaborative working 

between doctors and pharmacists. 

Keywords: Doctors, pharmacists, interprofessional relations, barriers, healthcare system, 

Pakistan.  
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1.0 CHAPTER ONE 

1.1 Background of Study 

The pharmacy profession has observed a marked paradigm of role allocation from a product-

focus to patient-focus practice [1]. In general, pharmacists are primarily considered to be the 

custodians of drugs; they are an integral part of pharmaceutical care. The provision of 

pharmaceutical care in medicine therapy results in improvement of outcomes regarding 

patients’ health and offers mortality benefits [2]. It is also known to provide financial and 

economic benefits to the state. At present, the pharmacists have been involved in conventional 

and administrative roles and have excluded themselves from clinical roles. [3] 

In the case of Pakistan, the government has promised to introduce pharmaceutical care services 

within the healthcare system in order to achieve morbidity and mortality benefits [4]. In 

Pakistan, the pharmacy profession is facing various barriers in comparison to the developed 

nations of the world, among which the shortage of qualified pharmacists and absence of 

practice guidelines for pharmacy practices are noteworthy [5]. In the interest of the 

establishment of effective and efficient pharmaceutical care services, participation of the 

hospital pharmacists in the medical management of a patient is requisite. Clear outlines should 

define the role of pharmacists and reflect upon essential contributions with respect to other 

healthcare professionals within their institute. [6] 

Interaction between healthcare representatives belonging to different areas of expertise is 

imperative. In the interest of provision of maximum benefit to the patients and adequate 

fulfilment of assigned duties, Pharmacist must effectively interact with doctors and other 

healthcare workers. A research paper gathered the important factors that affect 

pharmacist/physician relations and promote a healthy and effective work environment [7]. A 

research article concluded that poor communication between pharmacists and doctors is 

associated with more AEDs and can be addressed through the introduction of electronic health 

records [8]. A survey conducted in Pakistan concluded that most of the responding doctors 

favoured the extension of the currently designated role of pharmacists in the health care system 

and urged the concerned authorities to take measures to ensure this. [9] 

The study aims to determine the interprofessional relationships of doctors and pharmacists 

practising within the hospital sector of Pakistan. In Pakistan, pharmacists face barriers towards 

their professional role. They struggle for their recognition widely in the health system of 

Pakistan. The profession lacks significant recognition from other health professions and faces 

substantial barriers to executing their role fully. Moreover, it is evident from the literature that 
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Pharmacist as a professional is in transition characterised by considerable ambiguity and 

uncertainty concerning its status as the health care professional [5]. Substantial modifications 

have occurred within the profession of pharmacy in the past few decades. The response of the 

profession has been an effort towards a patient-oriented clinical role for pharmacists.  

 

1.2 Overview of The Thesis 

Previous literature apprising the development of this study is presented in chapter 2. To start, 

chapter 2 first discusses the healthcare systems of developed and developing nations. The needs 

and demands of those systems and the importance of professionalism in the health system are 

highlighted. The chapter then mentioned the theories of professionalism and societal aspects 

of professionalism, followed by the professionalism in the healthcare system. In addition to 

that, the chapter also guided the professionalism and inter professionalism in the pharmacy 

sector. As the focus of this study is the interprofessional relationships, the chapter then features 

the overview of pharmacy practice in developing and developed nations. After discussing the 

importance of professionalism and pharmacy practice, the study then highlights the 

interprofessional relationship of pharmacists and doctors in the health care system. This is 

followed by the barriers of interprofessional relations between doctors and pharmacists. The 

chapter gives an insight into Pakistan’s healthcare system, and the transition of pharmacy 

practice in the country is also discussed in this chapter. The chapter features pharmacy 

education and the opinions of doctors towards the role of Pharmacists in the health care system 

of Pakistan. The chapter concludes by presenting the problem statement of this study.  

 

Chapter 3 focuses on the techniques used in the present study, and its methodology and research 

design are presented in this chapter. It highlights the aspects of the mixed-method approach 

and the rationale of utilising it. The study follows a sequential explanatory design. The aspect 

of this design is also discussing in this chapter. The chapter then highlights the phases of the 

study. As discussed above those mixed methods have been followed in this study. The data 

collection methods, sampling method, recruitment of participants and data analysis are also 

performed provided in this chapter. Phase one of the study is the quantitative phase, in this 

cross-sectional survey was conducted from doctors and pharmacists in Pakistan, practicing 

within the hospital sector of the country. Followed by that is phase two, in which the qualitative 

phase has been discussed. In this phase, face to face semi-structured interviews were conducted 
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with the two professionals, and the methodology of interviews has been highlighted in this 

chapter.  

 

Chapter 4 is divided into two segments. In phase one, the results of the quantitative study are 

presented, and the perception of doctors and pharmacists is highlighted. In this phase, the study 

mentioned the opinions of doctors and pharmacists regarding the role of pharmacists in the 

health sector. This highlights the key information on the relations of both professionals and 

how they perceive the role of pharmacists, as this will provide the foundation for the next phase. 

The survey highlighted the poor relations of doctors and pharmacists and the authority of 

doctors in the health system. Because of these issues, the study aims to achieve the goal of this 

study, which is to determine the barriers of professional relations between doctors and 

pharmacists. In phase two, the semi-structured face to face interviews provides detailed insight 

into professional ties. In this section, the study focuses on the attributes which were not evident 

during the quantitative phase. Both respondents emphasised the core issues of these 

relationships, and the suggestions for improving them have also emerged from this study.  

  

Chapter 5 incorporates the findings of both quantitative and qualitative phases in terms of their 

implications for the interprofessional relationships of doctors and pharmacists.  

Chapter 6 This chapter addresses the conclusions that were drawn from this research study. It 

discusses implications for practice and provides a series of recommendations for stakeholders 

and policymakers that may improve the interprofessional relationship of doctors and 

pharmacists within the healthcare system of Pakistan. Also, various limitations of the study are 

highlighted. Moreover, recommendations, in addition to proposals for upcoming areas of 

research, are provided; these considerations are based on the research conclusions. 
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2.0 CHAPTER TWO: INTRODUCTION AND LITERATURE REVIEW  

2.1 Health Care Systems 

Determining simple, practical, and understandable methods for assessing the complexity of the 

health system's work remains a difficult goal. Health systems are complex and can be 

considered as the sum of all organisations, institutions and resources designed to improve 

health with limited resources [10]. Entirely, health care systems differ due to the different 

combinations of mechanisms that can be considered. Arranging health systems is important to 

inform policymakers and to promote health systems as well as immediate attention to inequality 

between different populations [11]. It is also in the interest of the United Nations (UN) and the 

World Health Organization (WHO) that systems be evaluated and compared to the policies that 

will be developed in order to achieve the sustainable development goals that have been signed 

by the 193 Member States. Efficiency of the health system is often seen as the degree to which 

health system goals have been achieved given the resources used to achieve these goals [12]. 

The initial health system performance evaluation of 191 WHO members was held more than a 

decade ago, for the first time by WHO. It emphasised mainly on the efficient improvement of 

the health system performance that could be improved by countries through constructing guides 

on the basis of consequences and factors of the health system. 

 This was the basis for several classifications that focused on the performance of the health 

system. This arrangement was published in a series of discussion papers by the World Health 

Organization [13]. 

2.2 Worldview of Health Care Systems 

In recent years, the issue of promoting health systems (HSS) has emerged on the agendas of 

many global health organisations. At a meeting in Japan in 2008, G8 leaders discussed this 

issue for the first time [14]. This issue has been considered and taken as top priority by The 

World Health Organization. It has been declared by consensual donors that, important 

resources have been assigned by them, in order to make the health systems stronger. Also, 

particular diseases have been focused by international health agencies, such as the Global Fund 

to Fight AIDS, Tuberculosis and Malaria (Global Fund), may be vigilant about these agendas 

because they worry that funds will be shifted from priorities-funds to strengthen health systems 

open the window. This focus among global health organisations is somewhat new. A number 

of healthcare firms have emphasised on particular infectious agents during the time period of 

mid-1990s to the mid-2000s Progress. The three leading vertical programs namely: The Global 
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Alliance for Vaccines and Immunisation (GAVI, established in 2000), the Global Fund (2002), 

and the US President's AIDS plan of emergency [15-17], were brought to life during this era 

in the history of international health.  

An outline has been proposed by The World health organization (WHO) in order to construct 

an agreement on making the health systems stronger. The World health organization (WHO) 

views the health system as a group of organisations and participants who aim to promote, 

restore and preserve health. There are six constituents: providing of services, a well-operating 

health workforce staff, efficient health information systems, entrance to medical products and 

technologies, sponsoring, management and control to ensure and observe performance [18]. 

Global health players such as PEPFAR, JAVI and Global Fund have adopted the definition. 

Furthermore, primary healthcare and global reportage is promoted by WHO and others in 

charge as a foundation of bolstering the health systems. The WHO Director-General responded 

to the concerns of member states when he took office, using the idea of basic health care to 

align organisational priorities and make them the subject of the 2008 World Health Report [19]. 

The 62nd World Health Assembly issued a resolution in 2009 on “primary health care”, 

including systems strengthening. 

(A) Health care systems of Developed countries  

Health and education are social sectors that require government support and funding. In 

developing countries, especially when most people are unable to afford expensive and 

exclusive medical services. Therefore, many developing country governments provide medical 

subsidies and social welfare orientation [20]. Of course, developed western countries also 

provide national medical services, which is common in Britain and Europe. Of particular note 

is that Cuba's health care system has set an example for all developing countries in the way the 

country provides world-class medical services to its citizens. Conversely, despite government 

support, India and South Asia's health systems have become popular with the public, and as a 

result, many have turned to private health services that are both efficient and expensive [21]. 

In most of the countries, the price of providing health care holds a major and growing load on 

its workers. The chief of health care needs to strengthen their performance gradually by 

compromising on costs and maintaining steady developments in excellence and admittance at 

the same time. Beneficial lessons might be extracted from international differences between 

health care systems in order to accomplish these challenging goals. In the light of this, 
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operational differences in the sector of health care, for instance, a combination of multiple 

resources can be connected as in belief to modifications in performances. 

Until recently, the United States was providing a privatised healthcare system that was 

thoroughly reformed in 2010 through the Health Care Reform Act (also known as "Obama 

Health Care Reform"). Despite strong opposition from Republicans and many private health 

care providers, President Obama managed to pass a health care bill, which is seen as the first 

step toward a health-oriented healthcare system in USA [23] 

(B) Role of Government In Health Care Systems 

Health care is a sector in which the government plays a leadership role as it relates to aspects 

of public welfare and social justice. This is why almost all countries of the world take upon 

themselves the mandate of government support for health care. However, healthcare systems 

in many countries around the world are in disarray due to a variety of reasons [24]. These 

include an increased burden on health care systems such as what happens with the NHS or the 

UK National Health Service, where massive numbers of patients and the scarcity of NHS 

medical personnel have made it one of the most efficient healthcare systems in the world being 

one of the worst [25]. 

Apart from that, the United States is another example (before the health care reform bill was 

passed) where the poor and needy were at the mercy of health care providers in companies 

whose ability to pay was more important than social care. This is the reason why many 

sociologists and health care experts often comment on the fact that healthcare should not be 

privatised and instead, the government should take over health care systems [26]. 

Factually  staying healthy means improving work productivity, ensuring employee health care 

is in the business’s best interests. Finally, health care is so important to the sector that it cannot 

be left to the private sector. Therefore, the main controversy or debate here is that the 

government should play an active and effective role in promoting social welfare and social 

justice [27]. 

2.3 Professionalism in Healthcare Systems 

Professional concepts for healthcare providers and organisations can provide decision guidance 

in financially difficult, rapidly changing environments and ethical challenges. Professionalism 

is based on a specific set of principles and obligations that guide specific career ideas and 

actions. These principles were explained to doctors in the Charter for the Professional Care of 
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Doctors. Physicians have widely accepted this charter, but its impact on healthcare quality and 

patient experience is increasingly seen as intertwined with professional healthcare 

organisations [28]. 

In fact, structural factors in the health care system may prevent clinicians from fulfilling the 

charter. Today, the size of the healthcare industry is $ 3 trillion, which is estimated to be 

"system waste", including during major reforms in medical services and payment models, 

hospitals and healthcare systems should focus on their financial health; At the same time, they 

can ensure the priority of their tasks, their ethics, effective operations, and the well-being of 

patients and healthcare providers [29]. Professional ideology recognises that useful and 

necessary work and its social benefits are top priorities. It cannot avoid financial gain and only 

requires these awards and pays full attention to professional services and social responsibility 

[30]. 

With more hospitals and hospital systems hiring doctors, healthcare systems are increasingly 

deciding what healthcare professionals do. As a result, healthcare organisations have an 

opportunity to positively and negatively influence their behaviour associate to staff and doctors. 

Most health care team members are excited about doing the right thing. However, there are 

many opportunities for healthcare providers and organisations to participate in activities that 

do not conform to the principles of the medical profession [31]. 

Every day, many departments question the professionalism of healthcare professionals and 

organisations. The difference in the health care industry is that in any industry, the company's 

false claims law solutions in 2003 were the most numerous, and the vast majority were whistle-

blowers of fraud and abuse [32]. In addition, the hospital has come under fire for charging full 

prices for patients who cannot afford them (uninsured or underinsured) and at the same time 

providing unnecessary care, and research reports say we are not sure  giving aspirin to a acute 

myocardial infarction (AMI) patient. In this challenging context, we all have a responsibility 

to recommit ourselves to our main mission. An attitude (a certain outlook or approach of 

tackling with relationships, errands, and circumstances), abilities, information and manners 

[33] are consisted in this commitment. 

Three integrated directions to provide services of prime quality are studied: skilled, scientific, 

and therapeutic. The foundation of this profession is included in the scientific position, 

consisting the science of  anthropological communication and its disorders. A number of 

physicians might not consider their profession as scientist, but it is efficient not to detach 
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science from practice.  . In 1984, Kamhi claimed that physicians should practice like clinical 

scientists. In Great Britain, the "clinical world" is an organised career. Among the goals, the 

Clinical Scientists Association of Great Britain aims to "promote, develop and encourage the 

study and practice of applying science to prevention, diagnosis and control of disease, disease 

and disability". All practitioners are suspected to promote this goal [34]. 

(A) Dutiful Responsibilities and Social Determination of The Pharmacy Profession 

The most trustworthy and reachable healthcare professionals include pharmacist as top of the 

list, they are considered as the most essential part of the healthcare team. This convenience 

allows pharmacists to cater more patient care activities, comprising therapy, precautionary care 

checks and medication management. According to the National Pharmacist Manpower Survey, 

in 2014, 60% of pharmacists provided services in the drug treatment department, and 53% of 

immunisations were performed. Ten years ago, only 13% of pharmacists provided drug 

management, and only 15% of vaccines were provided [35]. 

As pharmacists have the accessibility and a chance of daily dealings with the patients, they are 

settled in an exclusive position to spot prospective medicine interactions beforehand and are 

able to educate patients regarding effective drug use. These efforts possess a great impact on 

the satisfaction of patients and the quality of care. It also helps in controlling medical costs. As 

per the assumptions of the Americans, additional financial accountability for their healthcare, 

demand for low cost from consumers, and suitable medical services is increasing [36]. A 

fundamental role can be played by Pharmacists as they meet the needs of people by providing 

access to high-quality and economical preventive screening and immunisation facility. 

Pharmacist-run programs can help simplify the transition to care by reducing facilities like 

bedside prescription dealings, hospital discharge consultations of former hospital, telephone 

counselling to reduce adverse drug events, drug adherence, and hospital re-admission rates. In 

fact, a 2016 study by CVS Health Institute found that drug matchmaking programs could help 

patients review patient medications and provide compliance counselling during the transition 

from hospital to home, reduce hospitalisation by 50% and help to avoid unnecessary healthcare 

costs [37]. 

(B) Sociology of Inter-Professional Healthcare 

The Interpersonal Practice (IPP) looks forward to introduce a group of healthcare experts from 

various disciplines in order to provide the patients with the highest quality of care by doing 
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this, the IPP requires stakeholders to acknowledge and appreciate the contribution and 

experience that other healthcare professionals can make to patient care. Healthcare services 

have been a main concern for health services management, decision makers and governments 

globally. Providing integrating services has been a part of this cross-border professional 

collaboration. 

The motivation for IPP accreditation stems partly from the recognition that chronic case 

management requires skills and input from an extensive number of health careers. However, 

although professional knowledge and IPP have been supported, conversed, and studied over a 

considerable period of time, translation into the workplace has produced different results. Once 

successful, it can be determined that inspection planners can reduce service duplication, 

improve patient outcomes, and increase employee satisfaction and hospital efficiency. 

However, it was also found that the inspectors caused inconsistencies, information 

concealment, and poor team performance [38-40]. 

Keeping the outline of social identity theory [41], professional identity theory and its extension 

in mind, biased conduct of professional crowds has been considered as threats to professional 

identity, dissimilar professional values, accommodation, offensive or abusive behaviour it is 

claimed that it is caused due to single contact. Coming in terms with the techniques that support 

the occurrence of identity threats, we claim to provide in depth analysis into a number of 

consequences of IPP transitions at the workplace.  IPP or collaboration is referred as a 

collaborative, patient-centric attitude towards health service delivery that makes full use of the 

skills and expertise of some medical professionals to help patients to get the best possible care. 

Although, IPP has been chosen as a technique to figure out a number of issues in the domain 

of health sector. An example consists, the Government of Australia, 2009; Australian 

Government Productivity Commission, 2005), 

A breakthrough, the implementation of such a medical team, has been shown to enhance 

innovation, reduce healthcare costs and wait times, and improve patient clinical conditions and 

use resources more efficiently. Concealment of information, conflicts, blocked innovation, and 

destruction of poor team results. The biggest factor in the failure of IPP is considered due to 

professional issues structured upon differences in terms with personal and professional identity 

threats Professional identification was found to play a major role in the success of the IP teams, 

as the teams reported poorly performing high-level identity threats. The critical plan towards 
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the success of IPP consists of getting to know the factors that will cause threats to professional 

identity.  

Keeping the outline of social identity and its extended theory in mind [41], it has come in light 

that it possesses a great threat to professional identity because of the bias treatment towards 

different professional individuals, dissimilar values between professions, accommodation, 

unpleasant or degrading work, and simple misconduct of communication. An insight into the 

query that why IPP translation in the workplace has produced different results was figured out 

by coming in terms with the underlying techniques for the growth of identity threats. Health 

workers include a large number of independent professions, who are usually educated 

separately from each other, thus creating different ideological and practical frameworks. The 

process of socialization and vocational education means that individuals may get to know their 

professional groups strongly and realize significant differences from other health professions. 

When reforms are a threat to traditional occupational groups and identities, professionals' 

clarity can be increased in the context of introducing these reforms [42-44]. When valuable 

social identities are threatened by different professional groups, differences, trends toward 

social classifications, and stereotypes can worsen, leading to defensive and conflict actions. 

Professional identity can be interpreted as a threat when there is a high risk of marginalization 

or the risk of a professional role or experience devaluation. In professional teams, opinions 

about the roles, values, and motivations of other professions may be incompatible with their 

own establishment of the profession or even reach an unfair or unfair negative attitude, while 

the simplification and revisionist structure of other professions hostile and uncooperative 

occupations, poor interactivity, and performance [45]. 

2.4 Pharmacy Practice World View 

Today, curative medicine has become the cornerstone of many health cares around the world. 

In fact, it is described as the "personal technology" of our time. They play an important role in 

reducing pain and suppressing pain, and they bring hope for treatment to millions of people. 

Today, there are many pharmaceutical developments, manufacturing, and sales industries 

worldwide. However, there are huge differences between drug use in developed and developing 

countries. Although pharmaceutical spending accounts for less than 10 percent of health 

expenditure in most developed countries, it is 15 to 30 percent in transition economies, while 

in developing countries, it is 25 to 60 percent. [46]. 
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It is the pharmacist’s responsibility to ensure that the drug is safe and effective and that the 

drug is used correctly. In a diverse manner, pharmacists take position in between medicine 

developers and producers, whereas consumers of drugs at the same time. They are rightly 

termed as the medicine experts of the community. Pharmacy is a health profession related to 

medicinal drugs. Under the Drugs Act of 1967, a therapeutic substance is "any substance or 

substance (not a device, device or device) given to humans or animals for medical purposes." 

This purpose may include "permanent or temporary diagnosis, treatment or prevention of the 

disease, and prevention or intervention of normal body functions". A vast range of components 

consisting not just over the counter and recommendation drugs, but also vitamins and blood 

products are also covered under this definition. In recent times, it has been stretched out to take 

in homoeopathic goods and herbs. 

Pharmacists' participation in therapeutic drugs ranges from the initial development of new 

chemical entities, their synthesis to drugs, their testing, sale, distribution, supply of patients, 

and ultimately the monitoring of patients who take these drugs. Nowadays, pharmacists are in 

a state of rapid development. As patients themselves increasingly use the information on the 

Internet to visit doctors, and the consequences of mistakes are getting larger, it is difficult for 

healthcare professionals to keep up to date. Pharmacy, not only medicine or nursing, is a 

profession where lack of care can harm patients or even die. For example, this could be due to 

the failure to detect the wrong dose or to provide the wrong medication [47].  

Promotion of safe, effective, and balanced usage of drugs is the prime role of every pharmacist. 

However, this role is executed in different ways in different parts of the world. In recent years, 

pharmacists' status has shifted from products to patients in many countries. Now, the focus is 

firmly on the patient's drug needs rather than preparing a beautiful product. These patient-

centric activities have evolved into the concept of "drug care", which has been defined as 

"responsible drug provision to achieve clear results that improve patients' quality of life" [48]. 

Medical care implies that the pharmacist is directly responsible for the outcome of the drug to 

the patient. 

The most interesting and exciting development in the recent times consists of the progressive 

clinical role of pharmacists. The prime focus of pharmacists has been transferred to emphasis 

on allocating pharmaceutical knowledge and skills with doctors, nurses, and patients instead of 

just preparing and delivering medicines. This reflects on the clinical training of the pharmacists 

and proves that they are the utmost contribution to the balanced use of drugs. It has been 
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recognized in few countries that this task is In some countries, it is recognised that this 

responsibility is distributed with other health professionals, and the word “drug management” 

is preferred. [49] Despite these advances, drug care and drug management remain ambitious in 

many parts of the world. 

The specific role of the pharmacist in society depends to a large extent on the economic, 

organizational, and organizational framework in which he operates, and therefore varies from 

country to country. An example states that, pharmaceutical companies are greatly affected by 

the method drugs are controlled, this enables free availability of medicines through any 

medium. However, some medicines are not allowed for sale through registered pharmacies, 

and some are permissible only to be bought by means of prescription.  These rules differ widely. 

The foremost determinant of the nature of the practice of pharmacists is in the economic 

framework for health care Most countries provide a mix of public and private health care, as 

shown in pharmacy services. 

There are also fundamental differences in the way you pay for medicines. Specifically, whether 

the patient pays for all or part of the drug or not who can own a pharmacy varies greatly from 

one country to other.  

Some countries allow possession of organizations that lead towards chain and multiples, some 

limit the possession of pharmacy to pharmacists only, whereas others give permission to sole 

pharmacies to have only single pharmacy. In accordance to these constraints, the contribution 

of pharmacists in the domain of health care is focused on five common themes, prescription 

drug administration, just because the patients can benefit more and take part in all phases of 

the chain, from the development of the drug to the provision and manufacturing process 

including information and support, pharmacists work to ensure that this is all provided. In long-

term condition management, they not only provide and support medications that patients need 

but are also increasingly involved in developing community-accepted common medical 

protocols, helping patients make the most of prescription medications and treatment outcomes 

that help ensure improvement. 

Pharmacists play an extremely important role in the controlling of common diseases, through 

providing accountable self-medication, giving guidance and assurance to individuals, 

presenting over-the-counter medications when suitable, and suggesting other health care to 

people when required. Specialized care. Through promotion and uplifting the flag of healthy 

lifestyle pharmacists are of great help to people in letting them maintain their health by 
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proffering health screenings, healthy life guidance and other facilities. A variety of services 

like blood pressure measurements, body fluid tests, cholesterol tests, pregnancy checks, 

smoking termination advice, and diabetes supervision involve the role of pharmacists. At last, 

contribution of knowledge on medicines and their utilization in terms of benefit of other 

healthcare professionals, including doctors and nurses are carried out by pharmacists. 

There are a large number of pharmacists in hospitals around the world. Although the core of 

the services provided here is still providing the necessary medicines to inpatients, the services 

here are increasingly focused on the patient. Many will also provide outpatient medications, as 

well as advice and information about their use. Large hospital pharmacy departments often 

have production units for sterile and non-sterile products and have facilities for manufacturing 

those commercially available products. Maintenance services like excellence control 

laboratories and computer facilities are provided by others. The role of hospital pharmacists 

has tend to become highly professional as they get indulged in the production of new drugs and 

the rational and effective usage of present drugs. Individual pharmacists now focus on areas 

such as drug information, prescription development and clinical trials [52]. 

One of the most important events in developing a hospital pharmacy is to transfer the practice 

from the pharmacy to the ward or clinic. The pharmacist started going to the ward to check up 

the prescription form and began to supply to avoid the need to send the prescription to the 

pharmacy, so the ward was not always available. This ward pharmacy has evolved into a 

clinical pharmacy intended for patients with increased pharmacist involvement in the ward, 

providing physicians with possible medical advice and assisting nurses in drug management 

problems. In fact, almost all pharmacies in developed countries have gradually moved from 

product-oriented products to patient-oriented [53]. 

Just the way pharmaceutical industries are diverse, an even more diverse range of opportunities 

are being provided to pharmacists.  A number of fresh graduates stepping in the industry have 

selected a job in which the abilities and knowledge of the pharmacist are unswervingly 

appropriate and valuable [54]. Research, expansion, construction, quality control and invention 

have been included in this. Following, some individuals, after acquiring experience and self-

assurance choose to transfer to domains such as registration of product, medical information, 

and clinical experience, whereas a limited number move to commercial, sales, and marketing. 

 

 



28 
 

(A) Pharmacy Practice in Developed Countries 

It is a common notion that the pharmaceutical services in the developing countries are carried 

out from the institutions or areas where the workers are based. The domiciliary services are 

near to absent and minimal efforts have been made to improve the situation. World Health 

Organisation has a significant say on this matter as it supervises the health standards globally 

and promotes well-being [55]. If US alone is considered today, pharmacists are allowed to 

administer the immunisation protocols in 44 states. Collaborative practice in this scenario 

points out towards the pharmacist who has been contracted with a physician to service the 

physician’s patients [56].  

The World Health Organization also played an important role in highlighting the importance 

of pharmaceutical education and ensuring that it aims to provide pharmacists with a future role 

in hospitals and the local community. The World Health Organization rolled out a descriptive 

document which encompasses the pharmaceutical standards to revolutionize the health sector. 

The opportunities in developed countries for pharmacists are growing exponentially as the 

concerns like disease growth, usage of drugs continue to rise [57]. The contribution of these 

pharmacists in developed states cannot be denied as WHO continues to invest in more and 

more practitioners by opening up vacancies worldwide. 

In practice, pharmacies are internationally renowned for their diversity . In fulfilling their 

mandate under the World Health Organization, the states look to create a balance between the 

services and infrastructure provided to developing countries. There is a huge difference 

between the number of pharmacists per 100,000 people in developed and developing countries. 

The number of practicing pharmacists are not constant across the globe, it is evident from the 

demographics as well. Lunde and Dukes, in a detailed review of the roles and functions of 

community and hospital pharmacists in the European healthcare system, found that both were 

completely different [58]. Pharmaceutical practices in the European countries have evolved 

rapidly, World Health Organisation enlists the developed countries in the region and the quality 

of their pharmacy profession [59]. The main drivers of change are business pressure, progress 

in government policies and remedies. 

Governments are increasingly seeking ways to control the cost of medicines and pass them on 

to consumers. For example, in the UK, hundreds of prescription drugs have been released to 

pharmacies in recent years alone. Patients can now buy things themselves that were previously 

only available under a doctor's prescription. Most European countries have repeated this policy. 
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The impact it has on pharmacy practice is significant: Patients are increasingly asking 

pharmacists for advice on the medical conditions they have been previously being prescribed. 

[59] 

The implementation of the competing instructions also had an effect. Over the counter drugs 

in many developed countries like US and UK are now sold at same prices at all outlets due to 

the price maintenance initiatives. Besides the fact that many of the drugs listed in the general 

sales list can be sold through any retail store, this places financial pressure on small independent 

pharmacies, and the number of these drugs may decrease. Other countries are moving in a 

similar direction. As of October 2001, a list of 250 medicines was available at many retail 

stores in Denmark, including gas stations. German pharmacists are fortunate to have almost a 

monopoly on the supply of medicines. Only 3% of the drug transaction value comes from 

outside the pharmacy, and there are no dispensing doctors. Germany is known for stringent 

policies to counter unethical practices in pharmaceutical field, the complications are deemed 

to reduce in upcoming times as a result of protective measures [60]. 

Today, pharmacy practice in the United States is distinguished by its diversity [61]. In the 

United States, community pharmacies are a small but important part of a comprehensive 

healthcare system, and their latest developments have been affected by the rapid growth in the 

use of medicinal drugs. A number of pharmacies operate in the US under the label of 

prescription medication. The drugs without the professional suggestions are easily accessible 

everywhere, in a service station or a normal vending machine. However, independent 

pharmacies in the United States continue to thrive due to the gaps in existing laws regarding 

medications. 

Every region has its own standards of pharmacy medicine, these standards are affected by a 

number of factors like the political outlook, or the economic strength and even social classes 

and cultures. This trend is observed in majority states in North America as well. Independent 

pharmacies too have to undergo rigorous struggle to get themselves registered or even exist in 

the mainstream industry. Both have found it difficult to get paid by providing care rather than 

products, and both face fierce retail competition. These pharmacies face the threats lower profit 

margin and more obstacles in their way too. The growing demand of the general public and 

increased public flux overshadows the efforts already made and is a big challenge for 

pharmacists [62]. 
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(B) Pharmacy Practice in Developing Countries 

Health care in most developing countries is a mixture of public and private services. 

Pharmacists are usually small businessmen who make a living selling medicine. In developing 

countries, the urban population is often richer than people who live in rural areas. This has a 

significant impact on the business outlook as pharmacists now prefer urban localities while the 

private sector prefers to settle in the rural areas [63]. There are many retail pharmacies in many 

urban areas in developing countries. Pharmacists play an important role in promoting product 

safety and proper use. Proven pharmacy features include easy access, to medicines, affordable 

products, and access to credit. 

In many rural areas, pharmacists are scarce, and these groups do not have access to drug 

services. Many African countries do not have access to the pharmaceutical facilities. East 

Africa too suffers from the same concerns, the demographics suggest that there is only one 

pharmacist for 60,000 people in the region. The shortage of pharmacists is a troubling concern 

as WHO reports suggest alarming figures in the African countries like Ghana. With the increase 

in health demands and new diseases, there have been wide range of chronic medicines and the 

poor adherence to the prescribed medicines lead to health complications as well. The Urban 

population in developing countries is more affluent therefore there is a drought of skilled 

professionals in the rural areas. Many countries use traditional therapies extensively, and a 

large number of traditional therapists are involved in the production and supply of medicines. 

Of course, the number of registered pharmacists does not reflect these [64].  

In many developing countries, pharmacists play a vital role in purchasing medicines. The WHO 

Department of Essential Medicines and Medicines Policy has stressed the importance of 

appropriate procurement practices, and the administration has shown that some developing 

countries usually pay for essential medicines at 150% to 250% of global market prices [65]. In 

the developing countries, the pharmacy training is focused more on the industrial sector due to 

the increased demand. Abandonment of weak regulatory frameworks for pharmaceutical sector 

and a focus on improved healthcare infrastructure will aid in dealing with the existing shortage 

of supply.  

Compared to other groups, the poor have a higher proportion of their income. By providing 

appropriate advice to promote rational drug use, pharmacists can reduce unnecessary and 

inappropriate product purchases. Unethical practices still prevail in healthcare sector, therefore 

the implementation of regulatory laws is empirical in ensuring the strict compliance. These 
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issues are existing more in the underdeveloped regions predominantly due to issues like 

inflation. 

2.5 Inter-professional Relationship of Pharmacists in Health Care Systems 

Health systems are moving towards more professional approaches to primary care. This team-

based model has a significant impact on the role of pharmacists in the primary health care 

system. Over the past decade, cheap clinical pharmacists have been integrated into many 

primary care funds in the UK, primary care teams in North America regions and similar medical 

institutions worldwide [66] Improve drug use through individual patient assessments and 

population interventions, provide education and drug information to other team members, and 

implement system-level improvements [67]. 

Pharmacists often face barriers to integration with these primary care teams. For example, 

many people lack a clear role, and the expectations of other team members about pharmacists' 

duties are often unclear. Additionally, patients often do not understand the pharmacist's role in 

this condition. Often pharmacists are unfamiliar with the roles of other team members and 

create difficulties in successful collaboration [68]. In the early stages, pharmacists often rely 

on other team members to help them integrate and create more jobs for nurses. Other frequently 

reported barriers to include physician resistance, lack of pharmacist confidence, insufficient 

support from pharmacists, insufficient space, and insufficient training of pharmacists [69]. 

(A) Intra-Professional Divisions 

Worldwide, health care services are increasingly being formed in groups rather than 

individually [70]. However, collaborative, interpretive professional practice is often interpreted 

as a clinical institution without mentioning the administrator. For example, Gilbert (2005), in 

a presentation on professional education in patient-centered practice, outlines 15 occupations 

that facilitate collaborative professional learning [71]. All of these are clinical majors, from 

counselling psychology to nutrition and dietetics to midwives, as well as core majors in 

medicine, pharmacy, dentistry, and nursing. Drinka and Clark (2000) pointed out the diversity 

and differences in the educational and empirical background of each team member in the article 

on interdisciplinary medical teams, but the description of the team. These figures clearly depict 

the role of health care practitioners in delivering high quality health services [72]. Perhaps the 

best concept for contemporary healthcare providers is almost the professional bureaucratic 

model Mintzberg. In this form, clinical professionals can freely control the operation of service 

providers and have administrative and support functions to protect and maintain clinical 
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professionals. Services are organized around traditional occupational boundaries, not to the 

comprehensive care needs of individual patients, and the political power balance between 

different professions determines the allocation of resources, usually refers to doctors, nurses, 

social workers and other clinical professionals’ discipline [73]. The hierarchies are developed 

in such a way that these clinical practitioners report to their superiors to coordinate on existing 

practices. Moreover, a system of accountability also deals with professional and human errors 

and their resulting consequences [74].  

 

Figure 1: Triad of Health care System 

(B) History of Doctor-Pharmacist Relationship 

Due to poor drug adherence and inadequate patient understanding of treatment plans, the 

growing problem faced by healthcare professionals today is the adverse consequences of 

patients. In 2010, 3.8 million inpatients and 3.3 million outpatients were related to serious 

preventable drug errors, costing the US $ 21 billion [75]. Additionally, a baseline review of the 

Virginia Medical Center in the District of Columbia showed that a discharge rate close to 75% 

indicates a drug difference. It is estimated that only 10% to 20% of patients fully comply with 

the drug. The stages of disease also have impact over the treatment procedures, therefore the 

patients with even mild symptoms are advised to consult their doctors in order to avoid health 

complications [76]. This is the responsibility of pharmacists as well to ensure a well-

documented treatment plan taking into account the history of patient as well. A graphical 

representation of triad of health care system is mentioned in figure 1. 

All these factors suggest the critical importance of this doctor-pharmacist relation. Doctors are 

directly involved in dealing with the patients, they document the information customer provides 

therefore the initially screening should be absolutely transparent and adequate [77]. Once the 

treatment plans are devised, the pharmacists are involved who use their pharmaceutical 

expertise and provide accurate medication as per the treatment plan. In addition, unclear patient 
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expectations of physicians impose a culture focused on self-reliance and independent 

physicians [78]. This culture changes, but cooperation with pharmacists may remain 

unattractive. The use of unsafe drugs at the same time needs to be mitigated, check and balance 

regarding patient’s compliance with the treatment plan is significant too. If it is clear that the 

patient did not take the medication as recommended, the person concerned can consult a doctor 

directly. The doctor will then know if there is a problem with the commitment and can treat the 

problem at the next patient visit. When the communication is only by phone or fax, the delays 

on both sides are frustrating because these professionals have easy access to each other and 

have established a symbiotic relationship, so they can quickly identify and resolve patient 

problems. Although this form of coordination is useful, it usually does not exist [80]. 

A strategy to address poor coordination between doctors and pharmacists can begin with the 

education and training stages.. It has been found that although pharmacy and medicine students 

have a similar understanding of pharmacy, pharmacy students usually demonstrate stronger 

knowledge of pharmacology, while medical students are better at prescription [81]. Based on 

these results, a physician’s discomfort with the underlying pharmacy can lead to medication 

errors, for example, because drug interactions cannot be determined at the time of the 

prescription. Likewise, the pharmacist's failure to determine the prescription error can disrupt 

the system of checks and balances.  In a full-featured system, pharmacists must be able to 

analyse patient data and written prescriptions to determine if they match properly. Combining 

undergraduate pharmacology courses or expanding joint clinical pharmacology training can 

provide two professionals with the opportunity to reduce the knowledge gap. Each group of 

students has advantages and disadvantages, so collaborative learning will be complementary 

[82], and in addition, early communication between doctors and future pharmacists will begin 

to demonstrate how another group of students can provide value in patient care. 

(C) Barriers of Inter-Professional Relations Among Doctors and Pharmacists   

Management literature identifies several potential challenges in fostering collaborative 

practice. There may be systemic determinants that can determine whether the cooperative 

practice is possible and to what extents [83], such as compensation plans, organization of 

professional practice, institutional policies, and physical environmental factors that may be 

beyond the control of the team. Within the team they may be dominant, members may have 

different interests, goals, expectations, methods, and experiences, which may complicate 

communication and create conflicts [84]. Team leaders must manage these different benefits 
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and take advantage of team formation. Differences between professionals may also include 

different levels of membership, prestige, salary, and other factors that add another challenge to 

management and negotiation of power arrangements.  

Doctors are reluctant to share the necessary patient information but are more interested in 

working with community pharmacists. If a community pharmacist can access a patient's health 

history and basic diagnostic data, recommending medications to physicians and patients who 

advise will be more specific and more relevant. In order to achieve effective cooperation, an 

effective two-way communication system must be implemented globally [85]. Interestingly, 

many doctors and patients oppose this solution. 

  2.6 General Overview of Pakistan 

(A) Pakistan’s Health Care System 

The role of pharmacists is evolving rapidly to keep pace with the needs of advanced healthcare 

systems. Pakistan is one of the most populous countries in the world with economic and social 

crises in the recent times as well. Pharmacists play a key role in dealing with the health concerns 

in the country [86]. The life expectancy in Pakistan is 64 years for men and 66 years for women; 

an alarming concern is the 50% illiteracy rate. In addition, they still face a challenge in the 

prescription process and the improvement and control of drug use, becoming key players. 

Normally the professional collaboration between the prescribers and the pharmacists is 

exemplary however this trend has been lacking in the developing countries [87]. The severe 

lack of standard operating procedures and guidelines makes it tough for the pharmacists to 

practice accordingly. Pharmacists also prefer to work in cities due to the availability of excess 

resources and support from the federal government in urban centers [88].  
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Figure 2: Map of Pakistan 

The recent development in the healthcare system of Pakistan is National public health. 

Moreover, the trends of teaching homeopathy and pharmacy have developed overtime as well. 

The ministry of health normally looks after the matters of national planning and coordination 

while dealing with public health [89]. Drug Control Organization is a company of the Ministry 

of Health. It encouraged the registration and licensing of local pharmaceutical units and 

importers of medicines and made it possible to participate in various activities around the 

world. Figure 2 showing the prominent cities of Pakistan.  

(B) Structure and Health Services in Pakistan 

Tehsil General Hospital (THQ) covers residents at the street level, The health system in any 

country depends to a large extent on available human resources [90]. Pakistan over the last few 

decades has observed a downfall as far as the long-term planning is concerned. The ever-

increasing population, the drought of resources and economic barriers have put Pakistan in an 

uncomfortable position during these years. The understanding of health infrastructure is 

outdated due to which life to death ration is quite high in the country. There is no systematic 

disease surveillance system, and the ability to use the information to make decisions is 

limited—the inadequate general capacity to conduct health policy and systems research [91].  

In recent years, a few pharmacists have been appointed to most public hospitals. Their role is 

limited to drug delivery, procurement, and stock control. Community hospitals and pharmacies 

lack pharmacy services because they are isolated, and pharmacists are not recognised as health 

care professionals. The lack of well-trained personnel and the lack of communication between 

the pharmacist and the public is also the main reason for the lack of awareness of the 
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pharmaceutical industry [92]. Figure 3 showing a brief review of Pakistan’s division of health 

care system. 

 

 

2.7 Pharmacy Practice in Pakistan 

(A) Challenges of Pharmacy Practice in Pakistan 

Although the role of pharmacists is recognised in community pharmacies, hospitals, and drug 

regulatory agencies elsewhere in the world, Pakistan's health care system is not yet aware of 

this role. There are many reasons for the lack of awareness of pharmacy in Pakistan, such as 

the lack of public health service pharmacists and community pharmacies, which has led to a 

lack of interaction between communities and pharmacists. At the time of independence, there 

was no pharmacy institute in Pakistan which was quite detrimental for the initial few years for 

Pakistan. The unavailability of skilled professionals and teaching institutes further added to 

increase situation of healthcare at that time [93]. There were no affiliated colleges where 

students can study pharmacy and later practice it in their professional lives. To address this 

issue, it has been suggested that the duration of an existing pharmacy residency program or 

hospital's professional internship after completing a five-year course be extended from six 

months to one year and that certain allowances should be mandatory. Pharm-D students in 

Pakistan are now allowed to participate as pharmacists in hospital’s executive operations, this 

Figure 3: Division of Healthcare System in Pakistan 
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enables them to get hands on customer experience and initiates their career as clinical 

pharmacists [94].  

 

Figure 4: Pharmacist dispensing to patients. 

(B) Establishment of Pharmacy Profession and Pharmacy Education in Pakistan  

As mentioned before Pakistan started of slowly in the field of pharmacy with no affiliate 

institutes in the country after partition. Later with the development of healthcare system in 

country, the pharmacy courses were formally inducted in the medical studies. The pharmacy 

course was initially a three-year undergraduate course, and then expanded to a four-year course 

from 1978-1979. At the time, the pharmacy approach focused on drug production, which 

helped provide qualified and skilled human resources to the pharmaceutical industry but did 

not consider the role of pharmacists in the pharmacy. In 2003, began to introduce Doctor of 

Pharmacy (Pharm.D) as a five-year professional degree program in Pakistan, focusing mainly 

on the clinical aspects of pharmacy. Approximately 2,587 pharmacists graduate each year. For 

the current population, this number is insufficient to provide the best health care [95]. 

If the statistics are observed now regarding the development of pharmacy sector in Pakistan, it 

can be noted that the operational pharmacy agencies in Pakistan are 28 in total. Pharmacists 

are now allowed to work both in the public and the private sector, the total number of registered 

pharmacists in the country are 8102. A number of regional pharmacy bodies have been 

established which overlook the pharmacy sector in each area. Globally pharmacists are 

recognized as clinical pharmacists, Pakistan is yet to realize this and formally document it for 
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the pharmacists in the country [96]. The pharmacy education is now federally monitored by 

the Pharmacy Council of Pakistan which manages the controlling and registering the 

pharmacists in each of the provinces. 

(C) Influence of Pharmaceutical Sector in Pakistan’s Healthcare System 

Human welfare is directly related to health. Beyond the importance of norms focusing on public 

health, there is also a positive correlation between a country's population health and economic 

development. An important part of public health is access to quality medicines, which account 

for a large proportion of health expenditures. In low and middle-income countries, total 

pharmaceutical expenditure accounts for approximately 30% of the total (public and private) 

health expenditure [97]. In addition, for low-income households in developing countries, the 

number of drug expenditure is particularly high compared to the global average of about 50%. 

Although statistics are not available for Pakistan, they are even higher in India, accounting for 

76% of the total health expenditure on medicines purchased by low-income households. 

Therefore, the pharmaceutical industry is particularly important for developing the public 

health outcomes of the country. The pharmaceutical industry is also an important contributor 

to the economy. The global pharmaceutical market was estimated at the US $ 11.05 trillion in 

2016 [98]. Although North America and Europe dominate the market in terms of sales, the 

pharmaceutical industry in many developing countries has achieved double-digit growth in 

recent years. The total size of the industry in Pakistan is estimated at 3 billion dollars. The 

Pakistani pharmaceutical industry contributes about 1% of Pakistan's gross domestic product, 

employing 150,000 people directly and 300,000 people indirectly. Although it represents only 

0.3% of the global market, the company that collects global healthcare data, IQVIA, ranks 

Pakistan as an "emerging market" and expects that Pakistan has enormous growth potential 

[99]. 

Despite its size, Pakistan's pharmaceutical industry has never experienced the growth and 

vitality of a growth-related industry. No backward linkages have been established, of which 

95% of raw materials are imported. In addition, Pakistan's pharmaceutical exports are currently 

about $ 200 million. By comparison, India's total drug exports in 2015 were $ 14 billion, while 

Jordan's exports were about $ 800 million (although the population is only 9 million). In 

addition, there are 201 US Food and Drug Administration (USFDA) certified factories in India 

and 4 factories in Jordan. This enables them to export to the United States, which accounts for 

60% of the global market. Pakistan's exports are sluggish, and there are no companies approved 



39 
 

by the US Food and Drug Administration. This is the international gold standard, which 

indicates that the country has low competitiveness and poor product quality [100]. 

2.8 Problem Statement  

Both pharmacists and doctors believe that the biggest obstacles to cooperative medicine include 

insufficient compensation, insufficient time, and the need to collaborate with many 

doctors/pharmacists. Reimbursement and infrastructure models, such as county detachments 

and electronic health records, may need to be changed to take advantage of collaborative 

practices between pharmacists and doctors to support optimal patient care. The following study 

aims to identify potential inter-professional barriers that exist within the health care sectors of 

Pakistan.  
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3.0 CHAPTER 3: METHODOLOGY  

3.1 Introduction 

This chapter will discuss the underpinning methodology used to determine the barriers of inter- 

professional relationships between doctors and pharmacists in Pakistan's healthcare system. 

This study has been done by using the mixed-method approach. The mixed-method method 

requires philosophical assumptions along with the quantitative and qualitative paradigms. The 

specific components of both qualitative and quantitative research have been explained. This 

chapter also explains the usage of the mixed-method approach for collecting the data. The 

concept of pragmatism and its role in this study will also be critically evaluated in this chapter. 

The use of a framework to guide the reader and the rationale for using a mixed-method 

approach are included in this chapter. Hence, this research's ultimate goal was to determine the 

barriers of inter-professional among doctors and pharmacists in Pakistan. 

3.2 Theoretical Framework 

Charles Sanders Peirce introduced pragmatism, and later Mead, Dewey, and James were the 

philosophers who continuously worked for its development. Pragmatism believes that the 

validity of truth can only be determined based on the outcomes that are both desirable and 

observable. This principle is known as a pragmatic rule or pragmatic maxim—the principal 

talks about the provisional truth rather than the absolute truth. Pragmatic rule or pragmatic 

maxim is the guiding principle during research. A pragmatic framework can be significant for 

bridging the gap between classic qualitative study and empirical scientific research. Several 

philosophers have said that this pragmatic approach is the philosophy of common sense, which 

feeds on humans' inquisitive nature towards nature [101]. 

The early pragmatists such as C.S. Peirce did not believe in the traditional methods of acquiring 

the knowledge. They thought that there could never be an absolute  truth in this world. The 

nature of reality can be singular or multiple realities because the researcher can combine both 

deductive and inductive thinking to present various reality perspectives [102]. Several 

philosophers and scientists believe that this theoretical framework is necessary for a strong 

foundation of research. Different researchers tend to consider different worldviews depending 

on what suits them best. 

 The main reason for choosing this framework for this study is to focus more on the research 

questions, their consequences, and multiple methods for collecting the data so that there is no 
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stone unturned. To get to a provisional truth (what suits best to the situation), the researcher 

combined inductive thinking with deductive one. While doing a social inquiry or a study that 

is based on social relations, several philosophers do not agree on the use of pragmatism as the 

paradigm.  

These philosophers believe that pragmatism will cause damage to the method of scientific 

research. This was one of the reasons that the initial success of pragmatism was slow, but once 

the researchers started to know about its benefits and the range of its diversity, they have 

continuously accepted this view over formalism. 

3.3 Epistemology/Ontology 

Several underlying beliefs on which a study is based should have significant importance. A 

world view or a research paradigm is a set of ideas of this world and an individual's position 

within it. Each paradigm has four main elements: 

• Methods: This includes the procedure that is done to gather the data and analyse it. 

• Methodology: This includes how a researcher determines what he wants to know 

about the world [103]. 

• Epistemology: This includes the relationship between the research and the world. 

• Ontology: This includes information about the nature of reality and what is still known 

about it. 

Epistemologically, positivism is objectivism. This means that the key to pragmatism is 

practicality. Here, the researcher collected the data by focusing on both the objective and 

subjective methods of collecting data, while positivism is purely objective. The positivism 

approach collects the data through observation and is objective towards influence works while 

investigating the data collected. 

While taking a pragmatic approach, both unbiased and biased perspectives of the knowledge 

are taken into consideration. This approach also values the objective as well as a subjective 

experience. The data collected was mixed, and every kind of question can tell a well-

established scientific story. This approach allows the researcher does not to focus on a single 

aspect of the study design. 

Ontology the branch of philosophy which considers the relationships and knowledge about 

different entities that exist in this world. This branch believes in the knowledge about different 

entities that exist in this world. It also includes the questions that will tell us about which truth 
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is accepted at the most provisional level of reality. Ontologically, this approach believes that 

the truth depends on the situation. It can be singular or multiple.  

Philosophers worldwide are slowly starting to accept the approach of pragmatism because of 

its diversity in gathering the data and analysing it. Some researchers have said that the 

pragmatic approach is significant because of its mixed methods, while the other ways are 

narrow and constricting.  

3.4 Philosophical Assumptions & Methodology Worldview 

The study aims to determine the inter-professional relationships between doctors and 

pharmacists in Pakistan. The pragmatism method is highly supportive of doing thorough 

research on the barriers of inter-professional relations among pharmacists and doctors. The 

mixed-method allows a researcher to focus on all different aspects of a study design and will 

help the researcher in gaining the data that is more accurate and precise than the data that will 

be gathered via using a single method. 

Any research needs to adopt a specific worldview and philosophical assumptions that can 

provide a strong foundation for their study. Similarly, the mixed-method approach also requires 

philosophical beliefs to guide how to design the research and then conduct it [104]. Researchers 

all over the world mostly undertake four different points of views in which a researcher 

operates: 

• The worldviews that are formed within the scholarly communities may vary from one 

community to the other. 

• The type of mixed-method design that is being used in the study also determines the 

choice of world view. 

• Mixed methods study can only be informed by multiple worldviews rather than a 

single worldview. 

• Only one “best” worldview for the mixed method approach is present. 

Several philosophers supported the stance that the choice of worldview depends on the 

researcher's type of mixed-method design. They further explained that if a researcher focuses 

only on qualitative research such as interviews and does not go to the second phase, i.e., the 

quantitative phase, it becomes more or less like a personal perspective than a study [105]. While 

focusing on the relation between the pharmacists and the doctors in various hospitals across 

Pakistan, the quantitative survey was done on the basis of the post-positivism perspective. 
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While doing this phase of the survey, the data were collected by observing and integrating the 

responses of the participants to the questions of the survey.  

The questions of the survey were strictly based on getting the knowledge about the reasons for 

the barriers among the two professionals and how these relations can be improved. It is one of 

the reasons that the worldview of pragmatism is growing rapidly, for this view combines the 

data of the qualitative and the quantitative survey and allows the usage of different methods to 

interpret the results of the findings. 

3.5 Research Questions 

Following are the questions that needed to be answered in this research study 

• What are the consequences of low expectations of doctors with pharmacists? 

• What are the barriers to inter-professional relations among doctors and pharmacists? 

• What are the perceptions, expectations, and experiences of pharmacists in their field 

of work, and how do they think they contribute to the success of Pakistan's health care 

system? 

• How can the relations between the two professionals be taken to bridge the gap among 

doctors and pharmacists? 

• What are doctors' perceptions, expectations, and experiences about the role of 

pharmacists in the health care system of Pakistan? 

3.6 Why Mixed Methods 

One of the most significant steps of conducting research is choosing the right methodological 

method. It has been observed over time that quantitative study is the dominant choice by 

researchers while dealing with the course that is related to health. These researchers did not 

focus on the qualitative survey. But over time, it has been found that quantitative surveys alone 

are not capable of answering all the complicated issues associated with our study topic [106]. 

Quantitative research with a large sample size can provide strong evidence by its objective 

approach; however, on its own, it tends to be weak in terms of gaining an understanding of the 

context behind the comments or observations of people. To get the answers to all the questions 

in the survey, researchers started to use a mixed-method approach. This led to the increased 

recognition of mixed methods instead of using a single procedure. 

Following is some of the significant roles that a mixed-method approach plays in performing 

a research design: 
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• The researcher is not confined to use a single method. He can use different types of 

forms for collecting data and then analysing them. 

• When the data regarding a topic was collected via qualitative methods and quantitative 

surveys, then the validity of the process increases, proving helpful in further study of 

the problem. 

• A situation cannot be explained by using a single worldview. The mixed-method 

designs allow a person to support the research with more than a single worldview. 

• When research uses both quantitative and qualitative surveys, then the chance of 

missing any factors decreases.  

The questions that might not be answered using only the qualitative method or only the 

quantitative method can be answered by using the mixed methods. 

3.7 The Case of Mixed Methods for Pharmacy Practice Research 

The topic of barriers of inter-professional that exist between doctors and pharmacists is not 

single-faceted. To collect the information regarding the research multi-faceted issue, it was 

vital to use a mixed-method approach. The mixed-method method works by combining 

quantitative and qualitative surveys, along with considering the philosophical assumptions 

[107]. This approach allows a researcher to gather information and apply the data to determine 

the study's overall strength. One of the other reasons for choosing this method was to ensure 

that the researcher could not focus on either quantitative or qualitative research. The mixed-

method allows pluralism and combines different ways when required. 

As discussed earlier, the thesis topic is multi-faceted; it is evident that a mixed-method 

approach is the best fit. The systemic review showed that the barriers of inter-professional 

relationships among doctors and pharmacists need both qualitative and quantitative evidence. 

Sometimes while conducting research, a single type of survey can't answer all of the questions. 

So, to get more accurate answers, this thesis topic requires a mixed-method approach rather 

than using an available method. Mixed study methods allow the researchers to use systematic 

and theory-led approaches for practical and effective interventions in the health field [106]. 

Also, using different ways to collect the data suits this thesis more than using a single method. 

For example, if the researcher has conducted a quantitative survey but has not found the result, 

the mixed-method approach allows the researcher to take other methods to take into 

consideration rather than sticking to the previous one. Thus, a mixed methodology was adopted 

to fulfil all the thesis's requirements rather than focusing on one of them and neglecting the 
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others [108]. To meet the overall aim of the current study, an understanding of both doctors’ 

and pharmacists' expectations and experiences of pharmacists' role in the health care system of 

Pakistan should be determined. Detailed qualitative research is required to understand doctors' 

and pharmacists' inter-professional relations within the health care system.  

In line with this, thorough qualitative research is also necessary to understand the barriers 

among professionals, which is not allowing them to work in harmony for the benefit of patient's 

welfare and the betterment of the overall health care system. 

3.8 The Rationale Behind Using Mixed Methods  

In this thesis, triangulation was achieved by comparing the results of the qualitative interviews. 

The interviews of the pharmacists and the doctors revealed several factors that influenced the 

barrier between them. This step is included in the complementarity purpose [109]. The 

development includes using the results of one survey to start the next phase of the study and 

then integrating the surveys' findings. To check the inconsistencies in any factor or step of the 

survey, the initiation step is involved in detecting the contradictions. If some factor is still 

unknown or is showing some rejection, different methods are usually applied to expand the 

inquiry and get all the results needed [110].  

Creswell identified the six most commonly used designs for mixed methods research, i.e., three 

contemporary designs and three sequential ones [104]. All these methods are used depending 

on the topic of the study. The sequential explanatory system of the mixed method is one of the 

most popular of the sequential designs and has been described below: 

3.9 Sequential Explanatory Mixed Method Design 

Several different mixed methods can be used to collect the data. These methods are usually 

being chosen depending on the objective of the study. For this research, a sequential 

exploratory design was used. It is essential to gather the background information regarding the 

course's factors for adopting a sequential explanatory design. These steps are very important to 

run the surveys smoothly.  

Sequential Explanatory Mixed Method Design is usually used when there is strong quantitative 

evidence was present. Since this research program aims to study the relations between doctors 

and pharmacists in Pakistan, qualitative methods are also important [111].  

The research design had the objective of facilitating the analysis of the quantitative phase 

results by using qualitative methods to gain a deeper understanding. 
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Figure 5: Research Process 

 

In this particular thesis, the focus is given more on quantitative data rather than qualitative one. 

While determining the importance of mixed-method design, its practicality was also the point 

of importance. While conducting this research, this design of mixed methods takes a long time 

to completion. Out of the two variants included in the explanatory sequential design, the most 

common one is the follow-up explanation variant [112]. This variant is beneficial when a 
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researcher tries to analyse and find the connection between the quantitative data. On the other 

hand, if the researcher is trying to focus on the qualitative data, the participants-selection 

variants are chosen. 

3.10 Advantages of Using Sequential Explanatory Design 

One of the many advantages of using the explanatory sequential approach is that it allows a 

single researcher to do all the processes independently. When a single person is doing almost 

all the work, it is evident that this process takes more time than usual. It is mainly because of 

the interdependence of the qualitative and quantitative data and the combination of both kinds 

of research [113]. Following are the situations that should already be taken care of while 

choosing the explanatory sequential approach as the methodology design: 

• The researcher has sufficient time on his/her hand to conduct both quantitative and 

qualitative surveys. 

• The orientation of the research and the researcher is quantitative. 

• To collect a single type of data at a time and to analyse it, the researcher has enough 

sources to do it. 

• All the essential variables are taken into consideration, and the researcher knows about 

them and knows how to use the instruments to measure the construct. 

• The questions that are supposed to be answered are based on quantitative data. On the 

other hand, the same questions cannot be answered using quantitative data, and 

qualitative surveys are essential for getting the answers. 

• The researcher can get back to the participants to conduct the qualitative strand after 

completing the quantitative stand [114]. 

With such mixed methods, the researchers usually have full freedom in designing their 

methodology and theoretical framework. They also decide if they want to focus on qualitative 

or quantitative research. Taking the criteria in turn for this research, the theoretical perspective 

adopted by the researcher was a post-positivist framework for the analysis of quantitative data, 

such as the measurement of the variables in Phase 1, and a constructivist approach for the more 

in-depth description and analysis facilitated in the qualitative Phase 2. For this study, it was 

made sure that the data from both the qualitative and quantitative phase was combined to 

determine which topic needs more attention. 

Despite all the advantages and increasing importance of the mixed method designs, some 

obstruction should be considered to make sure that the study goes on smoothly, the first one 
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being the time frame. These designs take a lot of time for completion as the second phase of 

the surveys cannot be done until the first phase is done. Thus, this method might not be 

applicable for the studies with a low budget and a short period to complete it [115]. Several 

philosophers believe that the mixed-method approach of study is not universal and can cause 

difficulties.  This is mainly because all the factors that are usually taken into consideration 

while choosing the mixed-method approach are related to Americans. This limitation shows 

that the mixed-method approach cannot be used worldwide. But there is no empirical evidence 

present for this limitation which is why the whole world is using the mixed-method approach 

for conducting the research. As we have discussed before, the mixed method design has a 

pluralistic approach; the traditional philosophers have widely criticized it. These views come 

from those who do not recognize the importance of paradigms in the mixed-method design to 

those who do not even think that this design is time worthy. 

3.11 Initiation of Work 

For this research, the priority criteria refer to the greater weight that was given to the collection 

of quantitative data since the later exploratory Phase 2 was used to help provide an explanation 

for the results of the initial quantitative Phase 1. Finally, in terms of integration, it became clear 

that the data would be combined from the two stages, with the researcher using the analysis of 

Phase 1 set to help in choosing which topics should be explored further and to decide upon 

who to interview. Also, the findings were, of course, merged as the stage arrived for their 

interpretation. 

3.12 Phase One 

(A) Quantitative Procedures 

This passage provides a description of the procedures for the quantitative study used within 

Phase 1 of the research. Quantitative analysis carried out to elaborate the basic information 

about the relationship among doctors and pharmacists in Pakistan’s health system. This part 

will involve those professionals who are practising in hospitals only in various cities of 

Pakistan. This part of the study has been completed from Jan 2018 till April 2018. The survey 

was questionnaire based, and prior approval has been obtained from the hospitals, to  

perform the data collection. Volunteers/ facilitators aid has also been taken to speed up data 

collection, and the volunteers are only those who are practising in their own hospitals.  
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(B) Study Objectives 

The primary objective of a quantitative study is to elicit information from respondents about 

their current level of contacts and the perceived quality of relationships among doctors and 

pharmacists in hospital. It also involves questions regarding expectations and experiences with 

doctors. The survey also involves the level of satisfaction of pharmacists about the pharmacy 

curriculum in Pakistan.  

(C) Participants 

Given the ethical considerations of the research, the participant profile was limited to those 

who were at least a medical/ pharmacy graduate and practising in a hospital. Both females and 

males were included, i.e., those who had worked in hospitals and private and public hospitals. 

Data collection was conducted using a non-probability convenience sampling technique. Since 

there is considered to be selection bias and uncertainty with convenience sampling, it is viewed 

as a weak approach; as such, improvement to the representativeness of the sample was sought 

through three different measures. Firstly, questionnaires were distributed to participants of 

various ages and of both genders on different days and at various times of the day. Secondly, 

it was considered the larger the sample size, the more reliable the findings. Thirdly, an effort 

was made by the researcher to allow all participants present to complete a questionnaire if they 

so wished. In that manner, the approaches of the convenience sample could be improved, and 

it also aided the acquisition of a probability sample that had representative characteristics. The 

study sample size was estimated using an automated online calculator (RAOSOFT) [161]; three 

factors are taken into consideration by the calculator, i.e., the population and response 

distribution (for this study, 50%), the error margin (for this study, 5%), and the confidence 

interval (for this study, 95%). For this research, however, a total of 1,100 participants were 

invited to take part randomly (600 participants from doctors and 500 pharmacists). There were 

two reasons for choosing this number of participants. Firstly, it was recommended to have a 

larger sample size, especially as a convenience sample approach was being taken. Secondly, as 

the research project had the aim of providing a national narrative of Pakistan from both doctors 

and pharmacists, it was considered that a large sample size gave the researcher an improved 

means of finding sufficient participants for each category. The research purpose and the manner 

in which the findings would be used was fully explained to every study participant. All those 

who agreed to be a participant had to provide written consent. Assurance was given that the 

data would remain confidential.  
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(1) Doctor’s participants 

There were five sections within the questionnaire that were used with pharmacist participants—

starting from basic demographic information about participants, the interactions of doctors with 

pharmacists—followed by dichotomous scale questions, expectations with pharmacists, 

acceptance of pharmacists in the healthcare system, experiences of doctors with pharmacists 

and the involvement of pharmacists in medicines management.  

The researcher had detailed discussions with two of the supervisors (Director of Studies and 

2nd supervisor, a Clinical Pharmacist) at the University of Sunderland regarding the interaction 

of doctors and pharmacists. Discussions also covered the UK situation in detail, and the two 

countries were compared with account taken of the differences in the societal contexts and their 

cultural backgrounds. A number of stages for developing and refining the questionnaire were 

completed. The language of the questionnaire remained English as the basic education of 

medicine in Pakistan is English. The researcher gained help from peer doctors in Pakistan and 

used it in a pilot study for doctors. The pilot study of the initial questionnaire for doctors was 

undertaken by the investigator for four doctors working at two leading hospitals in Karachi. 

Each of the doctors was selected randomly, with those in attendance asked for their answers to 

the questions. Prior to commencing the main study, the researcher had discussions about the 

results of the pilot study with the supervisor, and the necessary amendments were made. 

Once the amendments had been completed, the chief investigator travelled to the various cities 

of Pakistan. The questionnaires were distributed among the participants of this group in the 

various cities of Pakistan. The details about each city and hospitals involved have been attached 

here. There were mostly closed-ended questions with few exceptions of open-ended questions 

in order to facilitate the respondent’s freedom of expression. In connection to that, questions 

relating to demographic details were also part of a survey. There were also questions related to 

the current level of contacts and perceived quality of relationships among doctors and 

pharmacists in the hospital. It also involves questions regarding expectations and experiences 

with doctors. Prior to data collection, approval letters from the hospitals were obtained. The 

researcher then distributed the questionnaires to the different departments of hospitals. The 

study was undertaken from January 2018 up to April 2018. There was an expectation that many 

participants would require a little further explanation to help them complete the questionnaire 

fully. Once the questionnaires were completed, the researcher collected them from the 

respective respondents. Out of the total of 550 people approached, 20 people did not participate 

because of lack of time. Also, 17 participants returned questions that were incomplete, and 
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which had to be excluded, and 10 of them did not return the questionnaires at all. Hence, a total 

of 483 questionnaires were completed successfully (87.81%), the results of which were then 

taken forward for analysis. 

Table 1: The response rate for the questionnaire 

Distributed 

questionnaires 

Returned Refused Uncompleted Not returned Response Rate 

550 483 20 17 10 87.81% 

 

(2) Pharmacist’s Participants 

There were five sections within the questionnaire that were used with pharmacist participants. 

Starting from basic demographic information about participants, the interactions of doctors 

with pharmacists. Followed by dichotomous scale questions, expectations with pharmacists, 

acceptance of pharmacists in the healthcare system, experiences of doctors with pharmacists 

and the involvement of pharmacists in medicines management. Numerous procedures and steps 

were passed from the initial meeting of the researcher with the academic supervisors through 

to reaching the final version of the questionnaire; these steps are summarised as follows: - 

▪ An initial questionnaire to be used for the pharmacists was developed with the aid of 

literature. 

▪ The questionnaire was taken for a pilot study on 10 participants from this group. 

▪ The results of the pilot test were discussed, and appropriate modifications were made 

to the questionnaire. 

▪ The questionnaire was administered within the various cities of Pakistan. 

▪ The data collected from Pharmacists practising in hospitals only. 

Once the amendments had been completed, the chief investigator travelled to the various cities 

of Pakistan, and a total of 500 questionnaires were distributed among the participants of this 

group in the various cities of Pakistan. The details about each city and hospitals involved can 

be found in the annexures section. There were mostly closed-ended questions with few 

exceptions of open-ended questions in order to facilitate the respondent’s freedom of 

expression; in connection to that, questions relating to demographic details were also part of 

the survey. There were also questions related to the current level of contacts and perceived 

quality of relationships among doctors and pharmacists in the hospital. It also involves the 

question’s role of expectations of pharmacists regarding their role in the healthcare system, 

experiences with doctors. The survey also involves the level of satisfaction of pharmacists 
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about the pharmacy curriculum in Pakistan and the role of pharmacists in medicines 

management. Prior to data collection, approval letters from the hospitals were obtained. The 

researcher then distributed the questionnaires to the Pharmacy department of hospitals. The 

study was undertaken from January 2018 up to April 2018. There was an expectation that many 

participants would require a little further explanation to help them complete the questionnaire 

fully. Once the questionnaires were completed, the researcher collected them from the 

respective respondents. In the case of volunteers, a complete overview of the study has been 

explained first, and then the same procedure is carried out by them took place. The volunteers 

were the part of the same hospitals from where the data has been collected. Out of the total of 

500 pharmacists approached, 32 people did not participate because of lack of time. Also, 50 

participants returned questions that were incomplete, and which had to be excluded, and 22 of 

them did not return the questionnaires at all. Hence, a total of 396 questionnaires were 

completed successfully (79.20%), the results of which were then taken forward for analysis. 

Table 2: Questionnaire response rate 

Distributed 

questionnaires Returned Refused Uncompleted Not returned Response Rate 

500 396 32 50 22 79.20% 

 

(D) Data Collection Methods 

Demographic questions about the individual doctors/pharmacist (age group, gender) were also 

included to build up a profile of respondents and ensure a variety of pharmacists/doctors were 

represented. The questionnaire was distributed in person at the hospital facilities. Completion 

took between 20-30 minutes, depending on the respondents’ level of contact and size of the 

area. All respondents were assured of the confidentiality of their responses and made aware 

that during the data inputting stage, all names and other identifying would be removed, and 

codes assigned and used for the remainder of the project. 

In Phase 1, questionnaires were used to conduct the cross-sectional survey design. Whilst 

questionnaires are the most common manner in which to collect data within research that is 

quantitative, and they can also be employed within research that is qualitative questionnaires 

can be a very effective method for describing populations by, for instance, counting the 

frequency of a particular event, for assessing the distribution of certain variables, or for 
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studying associations between variables such as sex, age, education, place of work, experience, 

state. As an instrument of research, the questionnaire has numerous advantages, with it being 

fairly easy to organize, and is also economical, both in terms of time and money, when 

compared with other methods such as interviews; this is the case, particularly when there are 

large numbers of participants spread over a broad geographical area. Interpersonal factors can 

have less of an impact when questionnaires are used, and they offer greater anonymity. Using 

questionnaires, however, can have several disadvantages, such as the possibility that questions 

may be unclear to certain participants and the response rate may be relatively low. Furthermore, 

it may be difficult for the direction of variable associations to be established. The researcher 

chose to hand the questionnaires out himself within the health centres in an attempt to overcome 

these disadvantages; personally, being there enabled the researcher to introduce the topic of the 

study and to encourage the participants to give frank responses. The researcher could provide 

clarification when needed and encourage participants to fully complete the questionnaires 

whilst they were in the waiting rooms. 

(E) Data Analysis of The Questionnaires 

As noted above, a cross-sectional survey was conducted with doctors and pharmacists 

regarding their inter-professional relations in Pakistan. SPSS version 24 was used for the 

analysis of data that was acquired by the questionnaire. 

The measurement variables: 

• Information of a demographic nature, such as gender, age, level of education, current 

job title, state, years of experience and place of work 

• Interactions of Doctors with Pharmacists 

• Interactions of Pharmacists with Doctors  

• Expectations of doctors with the role of pharmacists  

• Expectations of pharmacists with their own role in the health care system 

• Acceptance of pharmacists in the health care system 

• Experiences of doctors with pharmacists  

• Experiences of pharmacists with other HCPs 

• Perception of pharmacists regarding pharmacy curriculum in Pakistan 

• Integration of pharmacists in medicines management  
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(F) The Rationale behind the Choice of a Survey Questionnaire for This Research 

As noted by Creswell [116], the questionnaire is one of the most commonly used primary data 

collection tools. The survey-based study offered the best choice in terms of economy and time 

as a large target population sample was required to achieve the objectives of the research. The 

questionnaires are a prime means of describing a population and studying the relationship 

between different variables by undertaking the necessary techniques for test analysis. The 

questionnaires are consistent with the pragmatic paradigm approach adopted for this particular 

study. [117] 

Questionnaire questions can be open-ended or a combination of open and close-ended. Usually, 

closed questions are employed within research investigations that are quantitative. The 

researcher offers a participant a fixed number of possible answers to choose from within closed 

questions. There may be options in a ranking scale, such as questions with Likert-scale, 

multiple-choice questions, or simple questions requiring a simple yes or no response. [118] 

Questions that are closed tend to be helpful for gathering simple demographic data and for the 

categorisation of respondents. Also, it is easier to conduct an analysis on closed questions; their 

answers are easy to compare and, when compared with questions that are open-ended, less time 

is required for both the participant and the researcher. When a researcher uses open-ended 

questions, there are no answers from which the participant can choose; instead, the respondent 

has to answer in their own words to explain their opinions. This, of course, can be very 

beneficial since open-ended questions give the participant the opportunity to provide 

information in greater depth and express their personal feelings and perspectives on a particular 

topic. Closed questions can lead to artificially suggested answers, whereas open-ended ones 

give participants the latitude to take a different revealing angle on the question than the pre-

conceived view of the researcher. [119] 

For Phase 1 of the research, few questions were employed with both open and closed questions 

for the data collected from the participants (doctors and pharmacists). It was considered a useful 

way in which to build up baseline information from the sample. Also, given the large sample 

size of 1,100 participants, the questionnaire survey was considered to be an ideal approach. 

Furthermore, given the suitability for using a computer analysis program, such as the Statistical 

Packages for the Social Sciences (SPSS), the type of questionnaire chosen enabled 

identification of associations and trends between variables, and so the two questionnaires, i.e., 

one for the doctors and one for the pharmacists, were utilised in this study. Chi-squared 
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contingency table analysis with their corresponding probability (p) values were performed 

using SPSS version 24.  

 

Figure 6: Summary of interview process 
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3.13Phase 2 

(A) Qualitative Procedures  

Quantitative research can result in meanings that are closer to the beliefs of the researcher than 

to those of the respondents. Bryman [120] concurs, proposing that one facet of the distinction 

between quantitative and qualitative research is that the former is orientated to the specific 

concerns of the researcher and the latter to the perspectives of the research participants. This 

particular section has a description of the qualitative research methods that were used for 

addressing the study objectives of Phase 2 of the research project. Reicher and Taylor [121] 

note that with qualitative analysis, the researcher needs to be clear and explicit about what they 

are doing and what they say they are doing actually matches up with what they do.  As Creswell 

and Clark [122] note, qualitative research has the main aim of providing details of the 

experiences, opinions, or views of participants.  

Qualitative research helps a researcher have a deeper appreciation of participant perceptions 

and how their world is structured within the context of everyday life. The most commonly used 

method for collecting data within qualitative research is the interview, which has been 

described as a conversation that is directed more or less towards the researcher's particular 

needs for data. An interview can be both flexible and practical and is especially appropriate 

when a researcher has the aim of obtaining detailed information, such as the experiences, 

feelings, or opinions of people. [123] A researcher can make observations within an interview 

with regard to changes in the facial expressions or voice or any other indications of participant 

feelings, and when it comes to undertaking an analysis of the data, such details can be very 

significant. Interviews may be totally open, semi-structured or highly structured. [124] An open 

or unstructured interview seeks to gain an understanding in depth of the point of view of an 

interviewee on a specific topic, whereas a semi-structured interview aims for particular 

information or knowledge that can be contrasted or compared to other views gathered across 

studies or within the same study. [125] An interview that is structured is similar to a 

questionnaire; it is undertaken with the participant face-to-face, with the aim of gathering 

participant information using a schedule with a particular order. The interview type chosen is 

dependent upon the research purposes with, for instance, certain studies using unstructured 

interviews, since there is a need for a deep exploration into how the participants feel or think 

about a particular research subject in question. [122] 
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The choice of analysis for this research lies in its flexibility, suitability to a pragmatic 

framework, ease of use, acceptability, its provision of a detailed description of data sets, its 

allowance for social as well as psychological interpretation of data and its ability to highlight 

similarities and differences across data sets. [126] 

This study aimed to enhance the understanding of relational networks through additional 

qualitative work. Interviews were conducted with a purposive sample of 15 respondents from 

both doctors and pharmacists across various cities of Pakistan. The interviews aimed to explore 

further details about the inter-professional relations among doctors and pharmacists practising 

in hospitals across various cities of Pakistan, such as their experiences of interaction, how they 

felt relationships had been achieved (or not), and the opportunities and constraints they faced. 

The interview schedule design was constructed by the research questions, literature review and 

the findings from the quantitative phase of the study. Interviews took place at a suitable place, 

and audio recordings were taken place and are transcribed verbatim. Interviews last between 

40 minutes and an hour. NVivo software was utilized to assist with the coding and organisation 

of qualitative data. 

(B) Qualitative Phase Objectives 

• To determine the relations of doctors and pharmacist in various hospitals in Pakistan  

• To help in the identification of poor relations among the two professionals  

• To help in the identification of the views of doctors and pharmacists about the role of 

pharmacists in the healthcare system of Pakistan 

• To help in identification of the perception of doctors and pharmacists about the 

integration of pharmacists in medicines management  

• To identify the perception of pharmacists regarding pharmacy curriculum in Pakistan 

(C) Sampling  

Corresponding with an explanatory mixed methods design, doctors and pharmacists for the 

interview in Stage Two were selected from the respondents to the survey. Although the 

overarching design for sample selection was purposive, within this framework, a modified 

random selection procedure was employed to select interviewees. There is no empirical method 

for calculating the number of participants required for a qualitative study. As such, the decision 

was made to initially interview 15 participants. The number of participants from each group 

was decided with the consultation of supervisory team along with the aid of available literature. 
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An additional five participants from each group will be selected but will be held in reserve and 

to be interviewed if data saturation will not occur with the first 15 interviews of each group. 

(D) The Interview Procedure 

The researcher have conducted all the interviews in Pakistan himself, and he made 

clarifications whilst there and made further in-depth questions, where possible when emergent 

themes became apparent. As well as the taking of notes, the researcher transcribed all the 

interviews. When the interviews began, to accord with the ethical approval for the research, as 

well as to accord with previous research techniques established for interviews, the interview 

nature will be contextualised, with the research purpose explained to potential interviewees. 

The participants selected were contacted at first by phone to arrange an appropriate date and 

time for the semi-structured interview, and this will be later confirmed the day before the 

scheduled interview. Prior to the commencement of each interview, the researcher was the 

interviewee an explanation of the research purpose and why they are being interviewed and 

informed the participants of the purpose for any findings obtained. The participants were then 

be asked to give their signature to a consent form, and assurance was given that data would 

remain anonymous and confidential and stored appropriately. The interviews had a duration of 

between about 40-60 minutes. The interviews were recorded, and an outline was also be 

handwritten, and a full transcription were performed later. All the interviews were undertaken 

by the researcher in person within offices or pharmacies.  

(E) Developing and Piloting the Interview Topic Guide 

Ryan, Coughlan and Cronin [127] suggest that developing the interview topic guide is central 

to obtaining data that will address the study’s purpose and objectives. The topic guide used for 

interviews in this study was informed by different sources, including the study’s research 

questions literature and the data collected from doctors and pharmacists in Phase One. The 

questions focused upon the following areas central to the study. The topic guide for the 

interview can be found in Annex IV.  

(F) Ethical approval for both phases  

Within academic research, particularly studies involving direct contact with people, it is always 

important to give full consideration to ethical matters. At the University of Sunderland, it is an 

essential prerequisite for research studies to receive formal ethical approval, and therefore this 
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was requested from the University of Sunderland Ethics Committee. The following matters 

were required to be addressed within the application: - 

• Drafting of an information sheet for the participants describing all study aspects. 

• Ensuring the participant gives their informed consent through submission of a consent 

form and ensuring that participants are clearly informed so that they can withdraw 

from the study whenever they wish without their rights being affected. 

• Ensuring any information acquired is retained confidentiality and anonymously, with 

the Committee needing to be reassured that information will be stored safely. 

• Any potential hazards or risks for the researcher and participants need to be identified 

and described for consideration by the Research Ethics Committee. 

• Prior to the participant signing the consent form, they need to be fully informed of the 

research nature and purpose. 

As the study involve doctors and pharmacists practising in hospitals across various cities of 

Pakistan. Individual ethics approval was also sought from each participating hospital. Once the 

nature of the study was explained fully to participants, their informed consent was sought, and 

their involvement only proceeded if that informed consent was obtained. Having established 

the risks involved in the study, these were shown to the Research Ethics Committee, and it was 

made clear that should a participant happen to have a poor reaction to their involvement in the 

study, they are free to withdraw. Any risks involved in the study needed to be completely 

identified and notified to the Research Ethics Committee of University of Sunderland. All the 

information gathered during the study was stored in electronic form on a computer using a 

password for protection. Separate approvals were sought from the ethics committee and can be 

found at Annex VI and VII respectively.  
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4.0 CHAPTER FOUR: RESULTS  

4.1 PHASE ONE: Quantitative Phase 

(A) Doctor’s perception, expectations, and experiences regarding the role of 

Pharmacists in hospital settings of Pakistan 

(a) Introduction  

The profession of pharmacy is often viewed as an allied health profession that is associated 

with the supply of medicines within a legally regulated environment. This is carried out by 

either dispensing prescription medicines following receipt of a doctor’s prescription or through 

over the counter (OTC) sales of non-prescription medicines [128]. This conventional view 

ignores contemporary changes in clinical practice that have occurred in many developed 

countries and focuses mainly on pharmacy practice associated with a retail pharmacy. It 

disregards the intricacy of practice in primary, secondary, and tertiary healthcare sectors [129]. 

Notwithstanding the importance of dispensing medicines in a safe and controlled manner, the 

modern practice of pharmacy incorporates a wide range of professional patient-oriented 

activities that aim to improve patient safety and health outcomes that are sometimes not directly 

linked to dispensing service [130-132].  

In many developed countries, pharmacists are either in process or have already been recognised 

as autonomous clinical practitioners. For instance, pharmacists in the UK have been licensed 

not only to dispense but also prescribe medicines [133]. During the past 25 years, pharmacists 

have been encouraged to embrace clinical responsibility and accountability, most notably with 

the development and application of Hepler & Strand’s (1990) description of the 

‘pharmaceutical care’ model [131]. The pharmaceutical care model or service is patient-

oriented care provided by the pharmacist with an aim to improve the patients’ treatment 

outcomes [130-132, 134]. Evidence highlights that pharmacists may have a substantial 

influence on patient’s well-being [135]. Despite some level of advancements in the pharmacy 

profession in few developed countries, there is a continuing resistance to the development of 

clinical pharmacy practice both in developed and many developing countries [136-138]. 

A potential barrier to acceptance of pharmacists’ role and benefiting from pharmacists could 

be due to the negative perceptions in doctors’ mind [134-141]. However, evidence indicates 

that a significant number of doctors were welcoming to the notion of an enhanced role 

envisioned for pharmacists and believed that few pharmacists performed their duties as per 
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international standards of practice [136, 138]. This belief was mainly due to the limited role of 

pharmacist, i.e., dispensing and compounding of medications [141-143]. Although there may 

be a belief in practitioners that pharmacists could  perform better in clinical roles, the medical 

profession essentially works to prevent this in the form of professional protectionism [144]. 

Pakistan is an economically developing country in the South Asian region. The health 

expenditure of the country was 2.6% of the total GDP in 2015 [145-147]. This was quite low 

as the healthcare spending of the UK was 9.9% of its GDP in the same year [148]. The 

healthcare system of Pakistan is comprised of private and state-funded hospitals [149, 150]. 

The state-funded health infrastructure is a three-tiered system comprising primary, secondary, 

and tertiary care facilities. The primary care facilities include basic health units and healthcare 

centres in rural areas. Secondary care includes ambulatory, acute and in-patient care, while 

tertiary care includes teaching hospitals at the district level [149, 150]. The total number of 

various healthcare facilities are 14,282 that includes 1,201 hospitals. However, with an 

increasing population, inadequate funds and inefficient distribution of healthcare staff, the 

health needs are not fulfilled by state-funded health structure. Therefore, the private sector 

contributes to the healthcare services and is utilized by a larger population of the country [147, 

149-151]. There is no difference in the practice of pharmacy in private and state-funded 

hospitals since both are regulated by the same health authority of Pakistan.  

The Western model of pharmacy practice in Pakistan’s healthcare sector is still developing. 

The Government of Pakistan formulated the ‘Drugs Act 1976’, which was similar to the UK 

Medicines Act 1968, for regulating the pharmacy profession [152]. It stated regulations for the 

manufacturing of drugs and their use as well as the role of pharmacists [152]. Unlike the 

Medicines Act 1968, the Drugs Act 1976 was not subjected to constant modifications 

considering the changes in clinical practice.  

Since the last decade, the curriculum of pharmacy education in Pakistan is being subjected to 

regular changes over time to accommodate the advancements in drugs use and the pharmacy 

profession. Initially, the practice of pharmacy in Pakistan’s healthcare system was focused on 

drug dispensing and compounding. Hence, a degree in pharmacy was designed as Bachelor of 

Science in Pharmacy (BSc. Pharmacy) comprised of 3 years of full-time courses with core 

subjects related to compounding and dispensing of medicine. This was later modified to a 

bachelor’s in pharmacy (B. Pharm), which was a four-year degree and had industrial pharmacy-

related courses. In 2008, the course was again modified to Doctor of Pharmacy (Pharm.D), 
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which was a five-year degree and had clinical and hospital pharmacy-related courses along 

with the previous ones [153-155]. This was done envisioning the clinical role of pharmacists 

in the country’s healthcare system [155,151]. Currently, as per the regulations of the Pharmacy 

Council of Pakistan, pharmacists are considered a part of the healthcare team without 

prescribing authority [31]. However, some misapprehensions and scepticism regarding their 

clinical role exist among doctors [142, 158-159]. 

(b) Methodology  

(i) Objective 

The aim was to evaluate doctor’s perceptions, expectations, and experiences regarding the role 

of Pharmacist in hospital settings of Pakistan. 

(ii) Study design, duration, and venues 

A cross-sectional survey was carried out from January 2018 to April 2018. The target 

population for this study was medical doctors. All doctors who graduated with a degree in 

medicine, with one year of house job experience and were practising in hospitals across 

Pakistan were included. There are 968 state-funded hospitals across eight administrative units 

of the country. Since the state-funded healthcare structure is inadequate to fulfil the healthcare 

needs of the population, most Pakistanis utilize private sector hospitals as well [147]. The study 

was conducted in 122 tertiary care hospitals in 27 cities of Pakistan that were in 6 administrative 

units of the country (figure 7).  
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Figure 7: Study Venues 
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Lahore 10 hospitals
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KPK

Peshawar 4 hospitals

Swat 4 hospitals

Mardan 1 hospital

DI Khan 1 hospital

Abbotabad 2 hospitals

Chillas 1 hospital
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Balochistan Quetta 3 hospitals

AJK

Muzaffarabad 2 hospitals

Kotli 2 hospitals

Mirpur 2 hospital

ICT Islambad 6 hospitals
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(iii) Target population and eligibility criteria 

The target population was doctors working in hospital settings in several cities of Pakistan. The 

eligibility criteria of doctors were adopted from Naqvi et al., i.e., licensed doctors who were 

currently working in healthcare settings of Pakistan for at least one year [148]. All licensed 

doctors working in the industry, academia and community clinics were excluded. They were 

excluded from the study since they were not working in the healthcare settings and may have 

different perceptions that may not be representative.  

(iv) Sampling strategy and sample size calculation 

The sample size was estimated using an automated online calculator (RAOSOFT) [160]. The 

official figures for the number of doctors with a basic degree in medicine are 186,980 [161]. 

This figure was considered as the total population, keeping an alpha error rate of 0.05 and a 

confidence level of 95%. The sample size was 540 plus a 2% drop-out rate (n=10). Initially, a 

list covering all doctors working at studied hospitals was prepared, then the simple 

randomization technique was used to select doctors. Finally, a total of 550 participants were 

approached randomly to participate in this study. Before the initiation of the survey, the doctors 

were given an explanation regarding the research purpose, and their consent to participate in 

the study was obtained. The questionnaires was in the English language, distributed as hard 

copy, in a face-to-face manner and, were collected later at a suitable time indicated by 

respondents. In some cases, the doctors were not keen on participating in the study mainly 

because of their busy schedule.  

(v) Research instrument development and validation 

The questionnaire was prepared with help from previous literature by a panel of experts, 

including two academicians and two clinical pharmacists [133, 151, 152]. There were four 

sections in the questionnaire that included demographic information about participants, the 

interactions of doctors with pharmacists, the reasons for their interactions and, the perception 

of doctors regarding their professional role in Pakistan’s healthcare settings. Apart from 

demographic questions, it included questions related to professional acceptance of pharmacists 

in the healthcare system, pharmacists’ experience of working with doctors and, the 

involvement of pharmacists in medicines management. The final questionnaire contained a 

total of 45 items and took about 25 minutes on average to fill in the response. The options for 

questions except for demographics were dichotomous, i.e., in yes/no format. The questionnaire 

was in the English language.  
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The questionnaire was subjected to content validation by a panel of experts that included three 

academicians, two clinical pharmacists and three pharmacists. Each member of the panel 

reviewed the questions and indicated them as essential/non-essential. Content validation was 

conducted using the methodology described by Lawshe and Rungtusanatham [153, 154]. The 

content validity index was reported at 0.81, which was greater than the cut-off value of 0.75 

required for establishing validity [154]. The reliability of the questionnaire was estimated using 

Cronbach alpha and was reported at 0.889. The intraclass correlation coefficient was 0.889 

(95% CI: 0.873 – 0.904). 

(vi) Data collection 

The questionnaire was delivered as hardcopy by hand and was either completed at the same 

date or collected at a later date as indicated by the respondent. Prior to handing the 

questionnaire, the participants were briefed about the study purpose.  

(vii) Data analyses 

Data were analysed by SPSS 24.0 (SPSS, Chicago, IL, USA) and reported as a percentage (%) 

and sample count (N). Chi-square (χ2) was used to analyse independent variables such as level 

of education; type of hospital; and previous experience, with; dependent variables, such as 

expectations of pharmacists; acceptance of pharmacists within the healthcare system; 

experiences of doctors with pharmacists; and involvement of pharmacists in medicines 

management. Statistical significance was accepted at a p-value less than 0.05. 

(viii) Consent and ethics approval 

All those who agreed to participate had to provide their consent before data collection. The 

study was approved by the Research Ethics Committee of the University (Reference Number 

00286). In addition, approval letters from the local hospitals were also obtained before data 

collection. 

(c) Results  

Of 550 questionnaires received in total, 483 were completed and used in analyses giving a 

response rate of 87.9%. However, sixty-seven questionnaires were discarded based on failure 

to comply with the given instructions. Most respondents were male (61.9%, n = 299) doctors. 

Almost half of the respondents (55.3%) possessed a specialized post- registration medical 

qualification, whilst almost a third (31.1%) had only a basic medical degree. Some doctors had 

overseas medical qualifications (13.7%), meaning that most respondents were trained and 

qualified in Pakistan. Almost equal proportion of doctors worked in state-funded (51.6%) and 
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private hospitals (48.4%), respectively. As judged by individual job titles, most respondents 

were classed as Resident Medical Officers (RMO) (56.7%), 17.8% were Medical Officer, 

Registrar (9.5%), and Assistant Professors were 9.5%. Few were Associate Professors (5.2%) 

and Professors (1.2%). 

Almost half of the respondents (45.3%) had work experience of less than 5 years, whereas 

36.6% had experience between 5 and 10 years, reflecting the predominantly junior grades of 

respondents. Whereas only 18% had work experience of more than 10 years. Areas of practice 

stated by respondents included internal medicine (27.3%), surgery (26.1%), paediatrics 

(22.4%) and obstetrics & gynaecology (10.1%). About 14% of doctors were working in 

departments, namely orthopaedics, ear, nose and throat (ENT) and, emergency (ER). The 

respondents involved in the study were from all provinces of Pakistan in the following 

proportions; Sindh (30.4%), Punjab (41.8%), Baluchistan (4.1%), Khyber Pakhtunkhwa (KPK) 

(13.3%), Islamabad Capital Terri- tory (7.5%), and Azad Jammu & Kashmir (AJK) (2.9%). All 

the respondents were registered with Pakistan Medical and Dental Council (PM & DC). The 

majority (83.4%) of participants had national professional memberships, while few doctors had 

both national and international memberships (16.6%). Table 1 illustrates the details about 

respondents’ demographics and relevant information. Among all respondents, slightly more 

than a quarter (26.5%) had interactions with pharmacists described as ‘weekly’, whilst the 

majority described more than once daily interactions with pharmacists (67.5%). Few (6%) 

doctors had them as a technician or having the technical role. Regarding the occupation of 

pharmacy, most respondents considered pharmacists as professional (70.2%), whereas a fifth 

(21.7%) considered pharmacists as part of a commercial enterprise. A relatively few 

respondents (8.1%) described pharmacy as both professional and business. Table 3 summarises 

these views. 

The later sections of the survey report the expectations and experience of doctors as well as 

their acceptance of pharmacists along with p-values of three main variables of the study, i.e., 

education of doctors, type of hospitals, and work experience of doctors. Tables 4, 5 and 6 

indicate doctors’ expectations. Furthermore, Tables 7, 8 and 9 provide details about acceptance 

of pharmacist from a doctor perceptive. Besides, Tables 10, 11 and 12 tabulates the experience 

of doctors with a pharmacist, while Tables 13, 14 and 15 reports the details pertaining to the 

perception of doctors regarding the involvement of pharmacists in medicines management. 
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Table 3: Demographic Information  

Characteristics  Respondents (n=483) 

Gender 

Male 299 (61.9%) 

Female 184 (38.1%) 

Professional Education 

Basic Medical Qualification 150 (31.1%) 

Specialized Medical Qualification 267 (55.3%) 

Overseas Medical Qualification 66 (13.7%) 

Place of Work 

State Funded Hospital 249 (51.6%) 

Private Hospital 234 (48.4%) 

Current Job Title 

Professor  6 (1.2%) 

Associate Professor  25 (5.2%) 

Assistant Professor 46 (9.5%) 

Senior Registrar 46 (9.5%) 

Resident Medical Officer 274 (56.7%) 

Medical Officer 86 (17.8%) 

Years of Experience 

Less than 5 years 219 (45.3%) 

5-10 years 177 (36.6%) 

More than 10 years 87 (18.0%) 

Area of Practice 

Internal Medicine 132 (27.3%) 

Surgery 126 (26.1%) 

Paediatrics 108 (22.45) 

Obstetrics and Gynaecology 51 (10.6%) 

Others (Ortho, ENT, ER)  66 (13.7%) 

State of Practice 

Sindh 147 (30.4%) 

Punjab 202 (41.8%) 
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Baluchistan 20 (4.1%) 

KPK 64 (13.3%) 

Capital Territory 36 (7.5%) 

AJK 14 (2.9%) 

Are you registered with Medical Council? 

Yes 483(100%) 

Please state your Professional Membership 

National 403 (83.4%) 

International (Both) 80 (16.6%) 

 

Table 4: Frequency and reasons for interactions with Pharmacist 

Characteristics  Respondents (n=483) 

How often do you work directly with Pharmacists? 

Never/ Rarely 29 (6.0%) 

Once a week 128 (26.5%) 

Once a day 326 (67.5%) 

What are the most common reasons for these interactions? 

Drug availability queries 356 (73.7%) 

Drug alternative queries 48 (9.9%) 

Drug dosage queries 34 (7.0%) 

Side effects queries 16 (3.3%) 

Drug interaction queries 29 (6.0%) 

 

Table 5: Perception about Pharmacy Profession in Pakistan 

Characteristics  Respondents (n=483) 

Which of the following you think best describes the Pharmacist? 

Clinician 405 (83.9%) 

Technician 78 (16.1%) 

How would you define Pharmacy as an occupation? 

Professional 339 (70.2%) 
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Business 105 (21.7%) 

Both 39 (8.1%) 
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Table 6: Expectations of doctors from pharmacists:    

 

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

I expect pharmacists to 

educate my patients about 

the safe and appropriate use 

of their medication 

Basic 140 10 

0.078 

State 

funded 

224 25 

0.817 

<5 years 194 25 

0.387 
Specialized 238 29 Private 209 25 5-10 years 163 14 

Overseas  55 11 other 0 0 >10 years 76 11 

I expect pharmacists to 

monitor my patients’ 

response to drug therapy and 

let me know if a patient 

encounters any drug-related 

problem 

Basic 104 46 

0.000 

State 

funded 

198 51 

0.000 

<5 years 175 44 

0.000 
Specialized 253 1.4 Private 225 9 5-10 years 161 16 

Overseas 66 60 other   >10 years 87 0 

Be mostly involved in the 

technical component of 

dispensing (counting tablets 

and labelling) 

 

Basic 31 119 

0.000 

State 

funded 

53 196 

0.072 

<5 years 46 173 

0.000 Specialized 26 241 Private 35 199 5-10 years 11 166 

Overseas  31 35 other 0 0 >10 years 31 56 

Provide a “closed shop 

“service that just receives 

prescriptions from the 

clinicians and couriers the 

medicine to the patient 

Basic 
  

0.191 

State 

funded 

218 31 

0.163 

<5 years 203 16 

0.103 
Specialized   Private 214 20 5-10 years 153 24 

Overseas    other 0 0 >10 years 76 11 

Specialized 242 25 Private 51 183 5-10 years 33 144 

Overseas  66 0 other 0 0 >10 years 27 60 

Advise on the cost-

effectiveness of medicines 

for disease states 

Basic 134 19 

0.000 

State 

funded 

210 39 

0.038 

<5 years 189 30 

0.002 
Specialized 241 26 Private 212 22 5-10 years 165 12 

Overseas  47 19 other 0 0 >10 years 68 19 

Formally review patient’s 

medicines and discuss 

possible alterations to 

Basic 101 49 

0.019 

State 

funded 

180 69 

0.005 

<5 years 163 55 

0.003 
Specialized 186 81 Private 141 93 5-10 years 108 69 

Overseas  34 32 other 0 0 >10 years 50 37 
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medicines therapy with the 

clinician 

Supervise repeat 

prescriptions for a patient, 

according to agreed 

protocols 

Basic 80 70 

0.000 

State 

funded 

92 157 

0.041 

<5 years 79 140 

0.358 
Specialized 52 21.5 Private 66 168 5-10 years 53 124 

Overseas  26 40 other 0 0 >10 years 26 61 

Specialized 231 36 Private 214 20 5-10 years 152 25 

Overseas  55 11 other   >10 years 76 11 

Prescribe a medicine for a 

patient after the clinicians 

has made the diagnosis, 

decided on the category of 

medicine required and given 

the pharmacist relevant 

clinical details (partnership 

prescribing) 

Basic 62 88 

0.000 

State 

funded 

57 192 

0.000 

<5 years 51 168 

0.000 

Specialized 11 256 Private 16 218 5-10 years 22 155 

Overseas 73 66 other   >10 years 0 87 

 

Table 7: Doctor’s experience of working with pharmacist 

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

Pharmacists routinely 

counsel my patients 

regarding the safe and 

appropriate use of their 

medications 

 

Basic 134 16 

0.027 

State 

funded 

229 20 

0.837 

<5 years 179 40 

0.000 
Specialized 243 24 Private 214 20 5-10 years 177 0 

Overseas  66 0 other 0 0 >10 years 87 0 

Overseas  55 11 other 0 0 >10 years 65 22 

In my experience, 

pharmacists appear willing 

to take personal 

responsibility for resolving 

any drug-related problems 

they discover 

 

Basic 124 26 

0.000 

State 

funded 

207 42 

0.006 

<5 years 182 37 

0.000 
Specialized 251 16 Private 214 20 5-10 years 172 5 

Overseas  46 20 other 0 0 >10 years 67 20 
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Pharmacists routinely 

inform me if they discover 

clinical problems with my 

prescriptions 

 

Basic 119 31 

0.000 

State 

funded 

188 61 

0.000 

<5 years 199 20 

0.001 Specialized 241 20 Private 234 0 5-10 years 157 20 

Overseas  55 10 other 0 0 >10 years 66 21 

 

Table 8: Doctor’s acceptance of pharmacists’ role 

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

Design and monitor 

pharmacotherapeutic 

regimes 

 

Basic 119 31 

0.042 

State 

funded 

187 62 

0.000 

<5 years 188 31 

0.004 
Specialized 236 31 Private 225 9 5-10 years 146 31 

Overseas  57 9 other 0 0 >10 years 78 9 

Prevent prescription 

errors by near-patient pre-

screening of prescriptions 

 

Basic 136 24 

0.042 

State 

funded 

238 11 

0.009 

<5 years 205 14 

0.001 Specialized 245 22 Private 209 25 5-10 years 166 11 

Overseas  66 0 other 0 0 >10 years 76 11 

Treat minor illnesses 

(prescribing for common 

ailments) independent of 

other clinicians 

Basic 52 98 

0.000 

State 

funded 

44 205 

0.659 

<5 years 41 178 

0.001 Specialized 26 241 Private 45 189 5-10 years 37 140 

Overseas  11 55 other 0 0 >10 years 11 76 

Overseas  66 0 other 0 0 >10 years 87 0 

Review and stop 

unnecessary antimicrobial 

agents 

Basic 38 112 

0.000 

 

State 

funded 

54 195 

0.203 

 

<5 years 

 

42 177 

0.000 

Specialized  

 

26 

 

241 

5-10 years 22 155 

Private 40 194 Overseas  30 36 >10 years 30 57 

other 0 0 

Basic 141 9 
0.006 

State 

funded 

239 10 
0.001 

<5 years 201 18 
0.333 
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Liaise with primary 

healthcare providers 

about the care of patients 

Specialized 237 30 Private 205 

 

29 5-10 years 166 11 

Overseas  66 0 

>10 years 77 10 other 0 0 

 

Table 9: Doctor’s perception regarding pharmacists’ involvement in Medicines Management  

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

Do you think pharmacists 

should increase their 

involvement in medicines 

management? 

 

Basic 150 0 

0.001 

State 

funded 

240 9 

0.893 

<5 years 219 0 

0.000 Specialized 249 18 Private 225 9 5-10 years 159 18 

Overseas  66 0 other 0 0 >10 years 87 0 

Other than to dispense 

prescriptions, pharmacists 

are on the periphery of the 

core health care team 

 

Basic 135 15 

0.000 

State 

funded 

214 35 

0.000 

<5 years 204 15 

0.080 Specialized 258 9 Private 234 0 5-10 years 168 9 

Overseas  55 11 other 0 0 >10 years 76 11 

A pharmacist providing this 

service would not be calling 

my judgment into question 

 

Basic 11 139 

0.117 

State 

funded 

31 218 

0.163 

<5 years 20 199 

0.614 
Specialized 29 238 Private 20 214 5-10 years 20 157 

Overseas  11 55 other 0 0 >10 years 11 76 

Specialized 267 0 Private 27 207 5-10 years 177 0 

Overseas  55 11 other 0 0 >10 years 76 11 

I don’t feel comfortable 

with the autonomy 

pharmacists have when 

dealing with patients 

 

Basic 11 139 

0.001 

State 

funded 

238 11 

0.001 

<5 years 11 208 

0.054 
Specialized 11 256 Private 234 0 5-10 years 11 166 

Overseas  11 55 other 0 0 >10 years 11 76 

Specialized 195 72 Private 11 223 5-10 years 136 41 

Overseas  46 20 other 0 0 >10 years 67 20 

Pharmacist’s knowledge of 

pharmacology and clinical 

use of medicines is 

Basic 33 117 

0.000 

State 

funded 

164 85 

0.086 

<5 years 22 197 

0.699 

Specialized 11 256 Private 171 63 5-10 years 22 155 
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inadequate to intervene on 

the patient’s behalf 

 

Overseas  11 55 other 0 0 >10 years 11 76 

I have sufficient confidence 

in the clinical knowledge of 

pharmacists for them to 

provide this service 

 

Basic 124 26 

0.000 

State 

funded 

212 37 

0.000 

<5 years 193 26 

0.000 Specialized 267 0 Private 234 0 5-10 years 177 0 

Overseas  55 11 other 0 0 >10 years 76 11 

Pharmacists are sufficiently 

trained to provide this 

service. 

 

Basic 33 117 

0.484 

State 

funded 

64 185 

0.000 

<5 years 27 192 

0.004 Specialized 47 220 Private 27 207 5-10 years 42 135 

Overseas  11 55 other 0 0 >10 years 22 65 

Overseas  66 0 other 0 0 >10 years 87 0 

This service would improve 

patients’ medicine-related 

health outcomes  

Basic 141 9 

0.024 

State 

funded 

227 22 

0.037 

<5 years 184 35 

0.011 
Specialized 230 37 Private 199 35 5-10 years 166 11 

Overseas  55 11 other 0 0 >10 years 76 11 
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(d) Discussion 

Evidence indicates that coordination among healthcare professionals is essential to achieve the 

optimal patient outcome in any healthcare setting [163, 164]. Studies emphasize that the 

harmonization of clinical roles among health professionals must always exist [165, 166]. 

Though doctors considered pharmacists as part of the clinical team, however, our findings 

indicate that communication between them was not satisfactory.  

The findings revealed that demographic factors are a determinant in shaping doctor’s 

perceptions about pharmacists. The level of education, work experience and type of hospital of 

doctors influenced their expectations, experiences, and overall opinion about the pharmacists. 

Hence, our results are in line with the findings of Klopotowska and colleagues [148].  

Most doctors in our study were male; it was not reflective of the official figures for male and 

female doctors in Pakistan, which is roughly 50:50. A possible explanation for this occurrence 

could be the non-practising of female graduates. Most female graduates do not practice 

medicine after graduation and become housewives. This was highlighted in several news 

articles, and the phenomenon is termed as ‘Doctor Brides’ [167-169]. According to the 2016 

Asian Development Bank report, the number of Pakistani women pursuing a university degree 

has increased. However, only a quarter work outside [170]. The report of World Economic 

Forum 2018 placed Pakistan in the second-to-last place in the list for worst gender equality 

index [171].  

Most respondents had work experience less than 5 years. This occurrence may be due to the 

frequent migration of experienced doctors from Pakistan to developed countries [172]. Studies 

conducted in Pakistan highlighted a higher tendency among medical and allied health students 

to emigrate abroad. Most doctors who gain a certain level of work experience and seniority 

move to other countries. Those who stay in Pakistan may attain higher administrative positions 

and are involved in the practice to a lesser extent [173, 174]. 

In our study, the majority of the participant (67.5%) responded that they interacted with 

pharmacist daily, and the reason for their interaction was mainly related to drugs availability 

inquiry (73.7%). This finding highlights that doctors’ knowledge and perception of 

pharmacists’ role was limited as they mainly interacted with pharmacists for logistical issues. 

This limited interaction further highlights the partial recognition of the pharmacist’s role in 
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clinical settings. This finding is also consistent with the work of Khan and colleagues who 

evaluated the perceptions of doctors about pharmacists in public sector hospitals of Pakistan 

[143, 165]. 

Most doctors (89.6%) believed that pharmacists should guide patients about the safe use of 

medicines (p>0.05). The majority (87.6%) of doctors mentioned that they expect pharmacists 

to monitor patient’s response to drug therapy (p<0.05). Additionally, most doctors (66.5%) 

expected pharmacists to review patient’s medicines and discuss possible amendments to 

therapy with patients should there be a need (p<0.05). Besides, most doctors (84.9%) disagreed 

with the notion of pharmacists prescribing medicine for patients (p<0.05). The doctors believed 

that pharmacists could perform several clinical duties such as educating patients, designing 

therapy regimens, dispensing drugs and monitoring prescriptions for any errors [166]. The 

doctors were not welcoming to the idea of pharmacists treating minor illnesses during their 

stay in the hospital. Most participants (81.6%) did not want pharmacists to prescribe 

independently. The respondents (80.5%) did not believe that pharmacists could review and stop 

antimicrobial agents if they feel it to be unnecessary. This suggests that doctors were not 

comfortable with pharmacists intervening in prescriptions.  

Previous studies have reported that pharmacists have a substantial impact on patient safety in 

hospitals [175-177]. Evidence indicates that improved interactions between pharmacists and 

doctors foster safe and cost-effective therapy. Most doctors (87.2%) agreed that pharmacists 

were keen to accept the responsibility for resolving drug-related problems (p<0.05). 

Furthermore, the doctors (87.4%) responded positively that in their experience, pharmacists 

regularly advise them about any clinical problems they encountered in prescriptions (p<0.05). 

One of the core tasks in pharmaceutical care service provided by pharmacists is to look for any 

drug-related problem and resolve them [178]. Hence, the pharmacist may consider these tasks 

as their prime obligation. 

In our study, most doctors disagreed (84.9%) with the notion of pharmacists prescribing 

medicine as they feared that confrontation between doctors and pharmacists could occur if 

pharmacists are involved in prescribing. It is evident from studies that although doctors may 

agree to the concept of pharmacists as counsellors there is a hesitation among them regarding 

pharmacists’ independent prescribing and decision-making responsibilities [143, 160, 179]. 
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This perception is further strengthened by regulations and legalities as pharmacists in Pakistan 

are not allowed to act as independent prescribers [180]. 

The outcomes of the study indicated that doctors considered pharmacists for logistical queries 

regarding drugs and not for clinical queriers. This suggests poor communication among doctors 

and pharmacist. The doctors considered them to be drug dispensers. This finding is in line with 

previous studies [132, 148, 157-162, 181-183]. Moreover, most doctors negatively perceived 

that pharmacist in Pakistan lacked clinical expertise in recommending prescription drugs and 

believed that pharmacist could not properly execute the duties related to advance clinical 

pharmacy practice. 

The demographic variables of education level, area of practice and work experience of doctors 

influenced their perceptions about pharmacists and their roles. As the level of education 

increases, such as undergoing fellowship training or pursuing a masters, PhD, etc., that is 

usually done in a developed country. Doctors come across other allied health professionals and 

learn to work as a team to treat and ensure the achievement of treatment goals for patients. 

Such education, work experience and place of practice may help in increasing their awareness 

regarding pharmacists and their roles in clinical settings. This may change their mindset and 

build a positive perception about pharmacists.  

The results of our study, together with previously reported literature, highlight that the attitude 

of Pakistani doctors and their acceptance of pharmacists’ clinical roles have gradually 

improved over time [143, 160, 184]. However, the acceptance of pharmacists’ clinical role was 

linked to doctor’s experience of interaction with pharmacists. The doctors were generally 

receptive to consultation and counselling services provided by pharmacists but were 

impervious to their independent decision-making authority.  

According to the national legislation, pharmacists are required to perform their traditional roles, 

i.e., dispensing, drug information, etc., along with clinical roles that further includes medication 

utilization reviews, counselling, therapeutic drug monitoring, formulation of intravenous 

preparations, etc. However, the results of the current study reveal the gap between a 

pharmacist’s clinical knowledge and its application. The opportunities available for 

pharmacists to practise in Pakistan’s healthcare system are scant, and therefore pharmacists are 

not able to fully perform their clinical duties, and hence their potential of the clinical role 
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remains to be utilized to the full extent. The results highlight that there is a need to create 

awareness regarding pharmacist’s role in clinical settings. Therefore, integration of courses for 

inter-professional interactions among doctors and pharmacists should be added to the 

curriculum. This may be beneficial in the long run and may ensure satisfactory patient care 

[164, 179, 185]. Studies that could compare the benefits of pharmaceutical care with controls 

to demonstrate its effectiveness are recommended [186]. 

(e) Strengths and limitations of the study 

The study gathered response from a large sample of doctors spread across 26 cities of Pakistan, 

and a detailed analysis of their response highlights the extent of this problem. Such studies 

have not been carried out in Pakistan before. These aspects could be considered as strengths of 

this study. However, the results of this study cannot be generalised as responses from doctors 

in primary care hospitals as well as non-institutional doctors were not included. The views may 

differ among doctors based on hospitals and doctors’ expectations. Moreover, most doctors in 

our study had little work experience; the perception of experienced doctor may have been 

different.  

This study did not investigate the perceptions, expectations, and experiences of pharmacists. 

Further studies that investigate attitudes and experiences of pharmacists would provide a better 

understanding of the problem from the pharmacist’s point of view. The study was survey-based 

research and involved close-ended questions. Qualitative studies might be able to extract rich 

data and help explicate expectations as well as experiences of doctors regarding the same.  

(f) Conclusion 

The study highlights that doctor considered pharmacists as drug information specialists, 

dispensers, educators, and counsellors; however, their expectation of pharmacists performing 

the clinical role and being involved in direct patient care was limited. They seemed sceptical 

of advance clinical pharmacy roles such as intervening in prescriptions and medication therapy, 

consultations, prescribing, etc. The doctors were not welcoming to the idea of pharmacists 

working as a member of an allied healthcare team. There is a need to increase doctor’s 

awareness regarding the role pharmacists could play in Pakistan’s healthcare system. It is vital 

to involve pharmacists’ clinical rotations with doctors to develop a professional relationship. 

Moreover, it may be helpful if seminars are conducted on the importance of clinical pharmacy 
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services in the healthcare system. Such activities would provide an opportunity to recognize 

the accomplishments and limitations of a pharmacist’s clinical role. 
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(B) Pharmacist Viewpoint Towards Their Professional Role in Healthcare System: A 

Survey of Hospital Settings of Pakistan  

(a) Introduction  

The profession of pharmacy has evolved from a product-focused practice to a patient-oriented 

one [187]. In general, the primary duties of the pharmacist include providing drug information, 

medicines management, preparation and dispensing of medicines, counselling of patients, and 

formulating pharmaceutical care plan for patients [188]. The pharmaceutical care plan is an 

individualized service provided by the pharmacist that aims to improve the quality of a patient’s 

health [189]. Pharmaceutical care involves a collaborative relationship between the pharmacist 

and the physicians to improve the health status of patients [190]. It was envisioned that in 

future, pharmacists would be greatly involved in clinical and administrative roles and their 

traditional roles of pill counting, packaging and dispensing would be performed by technicians 

and trainees [191]. Literature suggests that pharmaceutical care practice has a substantial 

positive effect on healthcare and disease management in developed countries [192, 193]. 

However, the situation is different in developing countries as the application of pharmaceutical 

care is hindered due to time constraints, lack of standard reimbursement, less access to patients’ 

records, poor communication among healthcare professionals, insufficient number of qualified 

pharmacists and absence of government and hospital policies [193].  

A pre-requisite to establishing efficient pharmaceutical care services would be the greater 

involvement of hospital pharmacist as a member of allied heath team with more interaction 

with other healthcare professionals. Effective implementation of this service requires an 

understanding of a hospital pharmacist’s perception towards the concept of pharmaceutical 

care, their role in direct patient care and, the extent and level of interaction with other healthcare 

professionals. The traditional role of the pharmacist has always been purchasing and inventory 

management of medicines along with ensuring their safety and efficacy [194]. However, with 

the introduction of the ‘Pharmaceutical care’ concept by Hepler and Strand during the 90s, the 

traditional role of the pharmacist has transcended from medicine provider to a patient care 

provider [195]. During the last few decades, pharmacists have practised pharmaceutical care 

to improve patients’ treatment outcomes and maximize the benefits of medication therapy to 

patients [190, 196]. 
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According to the World Health Organization, pharmacists are deemed to perform advisory 

roles for allied health team and must have specialized knowledge and skills in their domain of 

practice [197, 198]. In Pakistan, the health authorities have resolved to introduce 

pharmaceutical care services within the healthcare system to improve patient’s quality of life 

[199]. However, the concept of pharmaceutical care is relatively new and is not understood 

well among pharmacists, allied health professionals and the public. In addition, the lack of 

qualified pharmacists and the unavailability of practice guidelines for pharmacy practice hinder 

the role of the pharmacist in Pakistan’s healthcare system [200]. There is an acute shortage of 

pharmacists in all healthcare sectors. Moreover, hospital pharmacists are involved to a greater 

extent in traditional pharmacy services and administrative activities than in clinical pharmacy 

services. Furthermore, it has been observed that pharmacy graduates in Pakistan preferred to 

join pharmaceutical marketing and sales jobs. [201-202].  

In recent time, useful and modern adaptations has observed in the policy and education of the 

pharmacy profession [203]. Moreover, the current pharmacy practice model in Pakistan 

requires modifications concerning collaborative practice supported by evidence and should 

have confined perspective in its application and conceptualisation [204-205]. As this paradigm 

is novel in Pakistan, it requires more planning for future perspectives suitable to the country’s 

policies. At the same time, it is imperative to find out what pharmacists perceive about 

pharmaceutical care service and their supposed engagement with the other medical staff to 

understand the determinants that hinder their clinical role in the Pakistani healthcare system. 

The health authorities of Pakistan should implement pharmaceutical care practices in the health 

system of the country to improve the safe use of medicines and improve patients’ quality of 

life [206]. The present study was conducted to evaluate the acceptability of pharmacists as 

patient care provider, their relation and interaction with the doctors and, their perception about 

performing medicines management services. Thus, the study evaluated pharmacists’ viewpoint 

regarding their professional role in the healthcare system of Pakistan.  
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(b) Methodology  

(i) Objective  

The primary objective of this study was to document the attitude of pharmacists towards their 

role in Pakistan’s healthcare system, their experience with doctors and perceptions towards 

involvement in medicines management.  

(ii) Study design, duration, and venues 

This study was a cross-sectional survey that was conducted for a period of four months from 

January 2018 up to April 2018. Pakistan is a South Asian country and hosts a population of 

over 220 million. The healthcare system of Pakistan consists of state-funded and private sector 

healthcare facilities [207]. There are 968 state-funded hospitals across 8 administrative units 

of the country. Since the state-funded healthcare structure is inadequate to fulfil the healthcare 

needs of the population, most of Pakistanis utilize private sector hospitals as well [208]. The 

study was conducted in 122 tertiary care hospitals in 27 cities of Pakistan that were in 6 

administrative units of the country (figure 8). 
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Figure 8: Study Venues for Pharmacists  
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ki
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an

Sindh

Karachi 20 hospitals

Hyderabad 6 hospitals

Larkana 4 hospitals

Nawabshah 4 hospitals

Sukkur 1 hospital

Mirpurkhas 4 hospitals

Punjab

Lahore 10 hospitals

Rawalpindi 10 hospitals

Faislabad 6 hospitals

Gujranwala 2 hospitals

Multan 7 hospitals

Sialkot 4 hospitals

Bahawalpur 2 hospitals

Rahim Yar Khan 2 hospitals

Mianwali 1 hospital

KPK

Peshawar 4 hospitals

Swat 4 hospitals

Mardan 1 hospital

DI Khan 1 hospital

Abbotabad 2 hospitals

Chillas 1 hospital

Swabi 1 hospital

Balochistan Quetta 3 hospitals

AJK

Muzaffarabad 2 hospitals

Kotli 2 hospitals

Mirpur 2 hospital

ICT Islambad 6 hospitals
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(iii) Target population and eligibility criteria 

The target population was pharmacists working in hospital settings in several cities of Pakistan. 

The eligibility criteria of pharmacists were adopted from Naqvi et al., i.e., licensed pharmacists 

who were currently working in healthcare settings of Pakistan for at least one year [209]. All 

licensed pharmacists working in the pharmaceutical industry, academia and community 

pharmacies were excluded. They were excluded from the study since they were not working in 

the healthcare settings and may have different perceptions that may not be representative.  

(iv) Sampling strategy and sample size calculation 

Data collection was conducted using the convenience sampling technique due to the 

unavailability of a database that could highlight the exact number of pharmacists practising in 

various hospitals across Pakistan. The study sample size was estimated using an online sample 

size calculator (RAOSOFT) [210]. As per the country’s pharmaceutical data obtained from 

WHO 2010 report, there were roughly 10,000 licensed pharmacists working in all settings of 

Pakistan [211]. This figure was considered as the target population. A 5% margin of error and 

95% confidence level was set. The required sample size was 500. A 2% drop-out rate (N = 10) 

was added to yield the final number of 490 pharmacists. 

(v) Research instrument development and validation 

The questionnaire was prepared with help from previous literature by a panel of experts, 

including two academicians and two clinical pharmacists [194, 212, 213]. There were four 

sections in the questionnaire that included demographic information about participants, the 

interactions of pharmacists with doctors, the reasons for their interactions and, the perception 

of pharmacists regarding their professional role in Pakistan’s healthcare settings. Apart from 

demographic questions, it included questions related to professional acceptance of pharmacists 

in the healthcare system, pharmacists’ experience of working with doctors and, the 

involvement of pharmacists in medicines management. The final questionnaire contained a 

total of 45 items and took about 25 minutes on average to fill in the response. The options for 

questions except for demographics were dichotomous, i.e., in yes/no format. The questionnaire 

was formulated in the English language.  

The questionnaire was subjected to content validation by a panel of experts that included three 

academicians, two clinical pharmacists and three pharmacists. Each member of the panel 

reviewed the questions and indicated them as essential/non-essential. Content validation was 
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conducted using the methodology described by Lawshe and Rungtusanatham [214, 215]. The 

content validity index was reported at 0.81, which was greater than the cut-off value of 0.75 

required for establishing validity [215]. The reliability of the questionnaire was estimated using 

Cronbach alpha and was reported at 0.889. The intraclass correlation coefficient was 0.889 

(95% CI: 0.873 – 0.904). 

(vi) Data collection 

The questionnaire was delivered as hardcopy by hand and was either completed at the same 

date or collected at a later date as indicated by the respondent. Prior to handing the 

questionnaire, the participants were briefed about the study purpose.  

(vii) Data analysis 

The data were analysed using statistical software (SPSS, Chicago, IL, USA, version 24.0). The 

results were reported as sample count (N) and frequency (%).  Cross tabulation and chi-square 

(χ2) test were applied to assess the association between the independent variables (education, 

type of hospital and experience of pharmacists) and dependent variables (attitude, experiences 

of pharmacists with doctors and the involvement of pharmacists in medicines management in 

the hospitals). The cut-off for statistical significance was a p-value of 0.05 or less.  

(viii) Consent and ethics approval 

All those who agreed to participate had to provide their consent before data collection. The 

study was approved by the Research Ethics Committee of the University (Reference Number 

00286). In addition, approval letters from the local hospitals were also obtained before data 

collection. 

(c)  Results  

Of the total 500 pharmacists approached, 396 questionnaires were completed giving a response 

rate of 79.2%, the results of which were then taken forward for analysis. Most respondents 

were male (64.1%) and had Pharm.D (Doctor of Pharmacy) degree (74.5%). Almost equal 

proportions of the respondents worked in state-funded (50.3%) and private hospitals (49.7%), 

respectively. As per the job titles of respondents, most respondents were working in the 

capacity of pharmacist (91.7%). Among all respondents, almost 60% had experience from 5-

10 years. The majority (66.9%) were associated with inpatient pharmacy. Almost all (99.2%) 
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respondents were registered with Pakistan Pharmacy Council. The demographic information 

data are tabulated in table 10.  

Table 10: Demographic Information   

Characteristics  N=396 (%) 

Gender 

Male 254 (64.1%) 

Female 142 (35.9%) 

Professional Education 

Bachelor of Pharmacy/ Master of Pharmacy 87 (22%) 

Doctor of Pharmacy (Pharm.D) 295 (74.5%) 

Overseas Qualification 14 (3.5%) 

Place of Work 

State Funded Hospital 199 (50.3%) 

Private Hospital 197 (49.7%) 

Current Job Title 

Pharmacist 363 (91.7%) 

Senior Pharmacist 26 (6.6%) 

Chief Pharmacist 7 (1.8%) 

Years of Experience 

Less than 5 years 68 (17.2%) 

5-10 years 236 (59.6%) 

More than 10 years 92 (23.2%) 

Area of Practice 

Inpatient 265 (66.9%) 

Outpatient 105 (26.5%) 

Oncology pharmacy 26 (6.6%) 

State of Practice 

Sindh 143 (36.1%) 

Punjab 175 (44.2%) 

Baluchistan 9 (2.3%) 
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KPK 44 (11.1%) 

Capital Territory 17 (4.3%) 

AJK 8 (2.0%) 

Are you registered with Pharmacy Council? 

Yes 393 (99.2%) 

No 3 (0.8%) 

KPK = Khyber Pakhtunkhwa, AJK = Azad Jammu and Kashmir  

 

Upon eliciting the opinion of pharmacists as to how they describe the pharmacy job, most of 

them (N = 362, 91.4%) mentioned that pharmacy duties are mostly clinical. However, a small 

number of pharmacists (N = 34, 8.6%) mentioned the duties as technical. In response to the 

question of how they would describe pharmacy as an occupation, most pharmacists (N = 351, 

88.6%) mentioned it as a professional occupation, while some pharmacists (N = 20, 5.1%) 

believed it to be a business profession. A similar number of pharmacists (N = 25, 6.3%) 

mentioned pharmacy job as both professional and business occupation.  

Most participants (N = 365, 92.2%) reported that they interacted with doctors daily, while some 

pharmacists (N = 18, 4.5%) reported that their interactions with doctors were on a weekly basis. 

Few pharmacists (N = 13, 3.3%) reported that they rarely interacted with doctors during their 

duty time. In response to the question regarding the most common reasons for these 

interactions, most pharmacists (N = 287, 72.5%) mentioned drug availability queries while 

some (N = 39, 9.8%) mentioned queries regarding drug alternatives. A small number of 

pharmacists (N = 29, 7.3%) mentioned queries related to drug interactions, while a similar 

number of participants (N = 25, 6.3%) highlighted queries regarding dosage. Few pharmacists 

(N = 16, 4%) mentioned queries related to adverse drug reactions as one of the most common 

reasons for interactions. The data regarding pharmacists’ attitude towards their role in the 

healthcare system and their experience with doctors are tabulated in the following tables. In 

addition, data related to the perception of pharmacists about their involvement in medicines 

management are tabulated in table 4. All items were cross-tabulated with three independent 

variables, namely the level of education of doctors, the nature of hospitals, and the work 

experience of the pharmacist.  
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Table 11: Perception regarding the professional role of pharmacists         

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

To be available for 

clinician consultation 

during ward rounds 

 

B/M 

Pharm 

71 

(17.9%) 

16 

(4.0%) 

0.031 

State 

funded 

169 

(42.7%) 

30 

(7.6%) 

0.031 

<5 years 65 

(16.4%) 

3 (0.8%) 

0.009 Pharm.D 
268 

(67.1%)  

27 

(6.8%) 

Private 181 

(45.7%) 

16 (4%) 5-10 years 211 

(53.3%) 

25 

(6.3%) 

Overseas  
11 

(2.8%) 
3 (0.8%) 

other 0 0 >10 years 74 

(18.7%) 

18 

(4.5%) 

To communicate or 

liaise with other 

healthcare 

professionals 

delivering patient care 

to facilitate positive 

health outcomes 

 

B/M 

Pharm 

78 

(19.7%) 
9 (2.3%) 

0.005 

State 

funded 

193 

(48.7%) 

6 (1.5%) 

0.000 

<5 years 67 

(16.9%) 

1 (0.3%) 

0.031 
Pharm.D 

269 

(67.9%) 

26 

(6.6%) 

Private 163 

(41.2%) 

34 

(8.6%) 

5-10 years 209 

(52.8%) 

27 

(6.8%) 

Overseas  
9 

(2.3%) 
5 (1.3%) 

other 0 0 >10 years 80 

(20.2%) 

12 

(3.0%) 

To dispense and 

accuracy check the 

supply of medicines to 

patient (counting pills, 

labeling, and accuracy 

checking) 

 

B/M 

Pharm 

67 

(16.9%) 

20 

(5.1%) 

0.036 

State 

funded 

161 

(40.7%) 

38 

(9.6%) 

0.018 

<5 years 63 

(15.9%) 

5 (1.3%) 

0.021 
Pharm.D 

259 

(65.4%) 

36 

(9.1%) 

Private 176 

(44.4%) 

21 

(5.3%) 

5-10 years 203 

(51.3%) 

33 

(8.3%) 

Overseas  
11 

(2.8%) 
3 (0.8%) 

other 0 0 >10 years 71 

(17.9%) 

21 

(5.3%) 

To provide a “closed 

shop” service: 

receiving prescriptions 

from a practitioner and 

couriers the dispensed 

medicine to a patient 

only 

B/M 

Pharm 

11 

(2.8%) 

76 

(19.2%) 

0.001 

State 

funded 

54 

(13.6%) 

145 

(36.6%) 

0.000 

<5 years 16 

(4.0%) 

52 

(13.1%) 

0.623 
Pharm.D 

59 

(14.9%) 

236 

(59.6%) 

Private 24 

(6.1%) 

173 

(43.7%) 

5-10 years 46 

(11.6%) 

190 

(48.0%) 

Overseas  
8 

(2.0%) 
6 (1.5%) 

other 0 0 >10 years 16 

(4.0%) 

76 

(19.2%) 
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To check that 

prescriptions do not 

have drug-drug 

interactions 

 

B/M 

Pharm 

55 

(13.9%) 

32 

(8.1%) 

0.017 

State 

funded 

156 

(39.4%) 

43 

(10.9%) 

0.093 

<5 years 61 

(15.4%) 

7 (1.8%) 

0.004 Pharm.D 
231 

(58.3%) 

64 

(16.2%) 

Private 140 

(35.4%) 

57 

(14.4%) 

5-10 years 173 

(43.7%) 

63 

(15.9%) 

Overseas  
10 

(2.5%) 
4 (1.0%) 

other 0 0 >10 years 62 

(15.7%) 

30 

(7.6%) 

To formally review a 

patient’s therapy and 

to make necessary 

changes to help 

promote positive 

health outcomes 

 

B/M 

Pharm 

71 

(17.9%) 

16 

(4.0%) 

0.031 

State 

funded 

169 

(42.7%) 

30 

(7.6%) 

0.031 

<5 years 65 

(16.4%) 

3 (0.8%) 

0.009 
Pharm.D 

268 

(67.7%) 

27 

(6.8%) 

Private 181 

(45.7%) 

16 

(4.0%) 

5-10 years 211 

(53.3%) 

25 

(6.3%) 

Overseas  
11 

(2.8%) 
3 (0.8%) 

other 0 0 >10 years 74 

(18.7%) 

18 

(4.5%) 

To prescribe therapy 

for a patient following 

a clinician’s diagnosis 

(partnership or 

supplementary 

prescribing) 

 

B/M 

Pharm 

79 

(19.9%) 
8 (2.0%) 

0.001 

State 

funded 

187 

(47.2%) 

12 

(3.0%) 

0.816 

<5 years 66 

(16.7%) 

2 (0.5%0 

0.032 
Pharm.D 

282 

(71.2) 

13 

(3.3%) 

Private 184 

(46.5%) 

13 

(3.3%) 

5-10 years 224 

(56.6%) 

12 

(3.0%) 

Overseas  
10 

(2/5%) 
4 (1.0%) 

other 0 0 >10 years 81 

(20.5%) 

11 

(2.8%) 

To prescribe therapy 

for a patient 

independent of 

clinician’s diagnosis 

following an initial 

patient assessment 

(independent 

prescribing) 

B/M 

Pharm 

55 

(13.9%) 

32 

(8.1%) 

0.017 

State 

funded 

156 

(39.4%) 

43 

(10.9%) 

0.093 

<5 years 61 

(15.4%) 

7 (1.8%) 

0.004 
Pharm.D 

231 

(58.7%) 

64 

(16.2%) 

Private 140 

(35.4%) 

57 

(14.4%) 

5-10 years 173 

(43.7%) 

63 

(15.9%) 

Overseas  
10 

(2.5%) 
4 (1.0%) 

other 0 0 >10 years 62 

(15.7%) 

30 

(7.6%) 

 

 



90 
 
 

 

Table 12: Experience of pharmacists with doctors  

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

Pharmacists routinely 

counsel patients 

regarding the safe and 

appropriate use of 

medicines 

 

B/M 

Pharm 

72 

(18.2%) 

15 

(3.8%) 

0.002 

State 

funded 

181 

(45.7%) 

18 

(4.5%) 

0.606 

<5 years 64 

(16.2%) 

4 (1.0%) 

0.007 
Pharm.D 277 

(69.9%) 

18 

(4.5%) 

Private 182 

(46%) 

15 

(3.8%) 

5-10 years 222 

(56.1%) 

14 

(3.5%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 77 

(19.4%) 

15 

(3.8%) 

Pharmacists are 

willing to take 

personal responsibility 

for resolving any 

medicines-related 

problems they 

discover 

 

B/M 

Pharm 

73 

(18.4%) 

14 

(3.5%) 

0.000 

State 

funded 

180 

(45.5%) 

19 

(4.8%) 

0.008 

<5 years 67 

(16.9%) 

1 (0.3%) 

0.001 

Pharm.D 284 

(71.7%) 

11 

(2.8%) 

Private 191 

(48.2%) 

6 (1.5%) 5-10 years 225 

(56.8%) 

11 

(2.8%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 79 

(19.9% 

13 

(3.3%) 

Pharmacists are 

focused on ensuring 

the safety of patients 

with respect to the 

therapeutic use of 

medicines 

 

B/M 

Pharm 

70 

(17.7%) 

17 

(4.3%) 

0.014 

State 

funded 

184 

(46.5%) 

15 

(3.8%) 

0.023 

<5 years 66 

(16.7%) 

2 (0.5%) 

0.008 
Pharm.D 270 

(68.2%) 

25 

(6.3%) 

Private 168 

(42.4%) 

29 

(7.3%) 

5-10 years 211 

(53.3%) 

25 

(6.3%) 

Overseas  12 

(3.0%) 

2 (0.5%) other 0 0 >10 years 75 

(18.9%) 

17 

(4.3%) 

Pharmacists respect 

the autonomy of 

patients and act to 

promote the concept 

of concordance 

 

B/M 

Pharm 

73 

(18.4%) 

14 

(3.5%) 

0.000 

State 

funded 

181 

(45.7%) 

18 

(4.5%) 

0.025 

<5 years 66 

(16.7%) 

2 (0.5%) 

0.002 
Pharm.D 284 

(71.7%) 

11 

(2.8%) 

Private 190 

(48%) 

7 (1.8%) 5-10 years 226 

(57.1%) 

10 

(2.5%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 79 

(19.9%) 

13 

(3.3%) 
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Table 13: Pharmacy curriculum in Pakistan 

 Education Agree 
Disagre

e 
P-Value Type Agree 

Disagre

e 
P-Value 

Experien

ce 
Agree 

Disagre

e 

P-

Valu

e 

The 

curriculum 

adequately 

addresses 

all clinical 

aspects of 

Pharmacy 

practice 

 

B/M Pharm 71 

(17.9%) 

16 

(4.0%) 

0.000 

State 

funded 

174 

(43.9%) 

25 

(6.3%) 

0.204 

<5 years 65 

(16.4%) 

3 

(0.8%) 

0.00

0 

Pharm.D 274 

(69.2%) 

21 

(5.3%) 

Private 180 

(45.5%) 

17 

(4.3%) 

5-10 

years 

218 

(55.1%) 

18 

(4.5%) 

Overseas  9 (2.3%) 5 

(1.3%) 

other   >10 

years 

71 

(17.9%) 

21 

(5.3%) 

Generally, 

I am 

satisfied 

with the 

Pharmacy 

undergradu

ate 

curriculum 

 

B/M Pharm 56 

(14.1%) 

31 

(7.8%) 

0.000 

State 

funded 

158 

(39.9%) 

41 

(10.4%) 

0.001 

<5 years 64 

(16.2%) 

4 

(1.0%) 

0.00

0 

Pharm.D 275 

(69.4%) 

20 

(5.1%) 

Private 179 

(45.2%) 

18 

(4.5%) 

5-10 

years 

214 

(54.0%) 

22 

(5.6%) 

Overseas  6 (1.5%) 8 

(2.0%) 

other 0 0 >10 

years 

59 

(14.9%) 

33 

(8.3%) 

The 

balance of 

theoretical 

and 

practical 

aspects of 

the 

curriculum 

is correct 

B/M Pharm 71 

(17.9%) 

16 

(4.0%) 

0.000 

State 

funded 

171 

(43.2%) 

28 

(7.1%) 

0.385 

<5 years 61 

(15.4%)  

7 

(1.8%) 

0.00

3 

Pharm.D 268 

(67.7%) 

27 

(6.8%) 

Private 175 

(44.2%) 

22 

(5.6%) 

5-10 

years 

214 

(54.0%) 

22 

(5.6%) 

Overseas  7 (1.8%) 7 

(1.8%) 

other 0 0 >10 

years 

71 

(17.9%) 

21 

(5.3%) 
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for 

contempor

ary 

practice 

 

The 

introductio

n of a 5-

year 

Pharm-D 

program in 

Pakistan’s 

pharmacy 

schools 

will 

develop 

better 

practitioner

s 

B/M Pharm 
55 

(13.9%) 

32 

(8.1%) 

0.017 

State 

funded 

156 

(39.4%) 

43 

(10.9%) 

0.093 

<5 years 61 

(15.4%) 

7 

(1.8%) 

0.04 

Pharm.D 
231 

(58.7%) 

64 

(16.2%) 

Private 140 

(35.4%) 

57 

(14.4%) 

5-10 

years 

173 

(43.7%) 

63 

(15.9%) 

Overseas  
10 

(2.5%) 

4 

(1.0%) 

other 0 0 >10 

years 

62 

(15.7%) 

30 

(7.6%) 

 

 

Table 14: Involvement of pharmacists in Medicines Management  

 Education Agree Disagree 
P-

Value 
Type Agree Disagree 

P-

Value 
Experience Agree Disagree 

P-

Value 

Pharmacists should 

increase their 

involvement in 

medicines 

management 

 

B/M 

Pharm 

45 

(11.4%) 

42 

(10.6%) 

0.000 

State 

funded 

135 

(34.1%) 

64 

(16.2%) 

0.028 

<5 years 54 

(13.6%) 

14 

(3.5%) 

0.000 
Pharm.D 229 

(57.8%) 

66 

(16.7%) 

Private 153 

(38.6%) 

44 

(11.1%) 

5-10 years 182 

(46.0%) 

54 

(13.6%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 52 

(13.1%) 

40 

(10.1%) 
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Current state or 

private funding does 

not support 

collaborative work 

between pharmacists 

and clinicians in 

medicines 

management 

 

B/M 

Pharm 

75 

(18.9%) 

12 

(3.0%) 

0.004 

State 

funded 

181 

(45.7%) 

18 

(4.5%) 

0.025 

<5 years 60 

(15.2%) 

8 (2.0%) 

0.004 

Pharm.D 282 

(71.2%) 

13 

(3.3%) 

Private 190 

(48%) 

7 (1.8%) 5-10 years 229 

(57.8%) 

7 (1.8%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 82 

(20.7%) 

10 

(2.5%) 

Medicines 

management 

challenges the 

clinician’s authority  

 

B/M 

Pharm 

60 

(15.2%) 

27 

(6.8%) 

0.051 

State 

funded 

152 

(38.4%) 

47 

(11.9%) 

0.189 

<5 years 46 

(11.6%) 

22 

(5.6%) 

0.478 
Pharm.D 217 

(54.8%) 

78 

(19.7%) 

Private 139 

(35.1%) 

58 

(14.6%) 

5-10 years 177 

(44.7%) 

59 

(14.9%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 68 

(17.2%) 

24 

(6.1%) 

I feel inadequately 

trained to deal with 

clinicians on clinical 

medicine-related 

issues on behalf of 

patients 

B/M 

Pharm 

87 

(22%) 

0 (0%) 

0.000 

State 

funded 

193 

(48.7%) 

6 (1.5%) 

0.000 

<5 years 59 

(14.9%) 

9 (2.3%) 

0.055 
Pharm.D 245 

(61.9%) 

50 

(12.6%) 

Private 153 

(38.6%) 

44 

(11.1%) 

5-10 years 200 

(50.5%) 

36 

(9.1%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 87 

(22.0%) 

5 (1.3%) 

Patients will get 

conflicting 

information regarding 

medicines use if 

pharmacists develop 

their medicines 

management services 

 

B/M 

Pharm 

39 

(9.8%) 

48 

(12.1%) 

0.000 

State 

funded 

77 

(19.4%) 

122 

(30.8%) 

0.585 

<5 years 19 

(4.8%) 

49 

(12.4%) 

0.009 

Pharm.D 95 

(24%) 

200 

(50.5%) 

Private 71 

(17.9%) 

126 

(31.8%) 

5-10 years 83 

(21.0%) 

153 

(38.6%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 46 

(11.6%) 

46 

(11.6%) 

Enhanced clinical 

input will further 

B/M 

Pharm 

51 

(12.9%) 

36 

(9.1%) 
0.000 

State 

funded 

162 

(40.9%) 

37 

(9.3%) 
0.001 

<5 years 66 

(16.7%) 

2 (0.5%) 
0.000 
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develop my current 

relationship with 

clinicians 

Pharm.D 280 

(70.7%) 

15 

(3.8%) 

Private 183 

(46.2%) 

14 

(3.5%) 

5-10 years 219 

(55.3%) 

17 

(4.3%) 

Overseas  14 

(3.5%) 

0 (0%) other 0 0 >10 years 60 

(15.2%) 

32 

(8.1%) 
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(d) Discussion  

Pharmaceutical care is an integral part of pharmacy practice in any healthcare setting, and its 

application varies from one country to another depending upon health regulations. 

Pharmaceutical care services are advanced in developed countries and involve pharmacists in 

more clinical and patient-oriented roles. However, the involvement of pharmacists in 

pharmaceutical care service and the extent of service coverage is limited in developing 

countries such as Pakistan as there are low number pharmacists employed in hospitals. Their 

duties, at most times, are confined to drug dispensing, procurement, and inventory management 

services, i.e., they mostly perform traditional pharmacy services [213, 216]. It has been 

mentioned earlier that greater involvement of pharmacist in direct patient care and extensive 

interaction of pharmacists with allied health members would set the platform for improved 

pharmaceutical care services, thereby benefiting the patients. This could only be achieved when 

pharmacists are involved in traditional duties to a lesser extent. The traditional duties could be 

performed by pharmacy technicians [195].  

Most pharmacists mentioned that their role was clinical oriented and interacted with doctors 

on a daily basis. This highlights that Pakistani pharmacists understand the concept of 

pharmaceutical care, consider themselves as member of the allied health team and regard their 

duty as clinical or patient-oriented one. Most pharmacists agreed on their role and duties in the 

primary health practice that indicates that they were aware of their role as a healthcare 

professional and considered participation in drug prescribing and therapeutic procedures as a 

must. This concept of enhancing pharmacists’ capabilities and allowing them to contribute to 

the primary health care system is being promoted, especially in developing countries [217, 

218]. This was also in line with the role envisioned by the WHO for pharmacists, i.e., to serve 

in an advisory capacity for other healthcare professionals in ensuring safe and appropriate use 

of medicines [198, 199].  

The data pertaining to the experience of pharmacists with the doctors highlighted that 

pharmacists were willing to contact the doctors to discuss patients’ condition and medication 

therapy. However, the general perception of doctors is negative. Evidence indicates that doctors 

perceive that pharmacists are incapable of providing direct healthcare service to the patient. 

This negative perception is prevalent among doctors despite considering pharmacists as 

knowledgeable and experts in counselling patients about drug dosage and its safe use [212]. 
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Besides, most patients in Pakistan are unaware that they can consult pharmacists if they 

experience any drug-related problem during therapy [213]. Due to this negative perception 

among doctors and public incognizance, the pharmacists have limited opportunities to assume 

the role of direct patient care provider and main resort to practising managerial and 

administrative tasks in public and private healthcare sectors. 

It was observed that the perception of pharmacists about their role in medicine management 

was quite positive. The pharmacists believed that they were capable of providing this service; 

however, the number of pharmacists who had such expertise and training was low. This 

occurrence is logical given the previous pharmacy curriculum that was focused on educating 

and training pharmacy graduates in drug manufacturing and dispensing. Thus, pharmacy 

graduates were mostly inclined towards pharmaceutical manufacturing and medicines 

dispensing. In India, a neighboring country, the situation was similar to Pakistan’s pharmacy 

education scenario as Indian pharmacy graduates and practicing pharmacists, despite being in 

a large number, was educated in preparing and dispensing medicine only [219].  

Pakistan’s pharmacy curriculum was revised in 2008; the four-year degree of Bachelor of 

Pharmacy (B.Pharm) was upgraded to a full-time five year Doctor of Pharmacy (Pharm.D) 

degree program. It was upgraded to strengthen pharmacy graduates’ clinical knowledge and 

practice [220, 222]. Studies mentioned that, on average, 2587 pharmacy students graduate from 

Pakistan’s pharmacy schools every year. However, this number is not sufficient to meet the 

demands of the pharmacy profession in the country’s healthcare system [223]. According to 

available evidence, currently, 8102 – 10000 pharmacists are working in Pakistan, of which 

55% are involved in the production of pharmaceuticals, and only 15% are engaged in 

community pharmacy [201, 223]. Moreover, in addition to inadequate and untrained resource, 

doctors were reluctant to engage the pharmacists in medicine prescribing and related tasks 

[224].  

There is a need of understanding the role of pharmacists in the Pakistani healthcare system and 

focus on their training and utilization in the health sector. The issue of under-recognized role 

could be addressed by attaching pharmacy schools with hospitals similar to medical schools so 

that pharmacy students may be able to practice their clinical knowledge in patient care and 

improve clinical skills [223]. Moreover, Pharm.D graduates must be given extensive duties in 
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the clinical pharmacy services so that they can progress and effectively play their role as 

healthcare professionals [225]. 

Apart from traditional pharmacy roles, pharmacists must assume the clinical role that 

contemporary healthcare service demands. Khan and colleagues highlighted that most doctors 

in Pakistan do not consider pharmacist as integral member of allied healthcare team [229]. 

There is a need to increase their awareness regarding the role pharmacists could play in 

Pakistan’s healthcare system. Evidence highlights that pharmacist’s inclusion in disease 

management as a member of allied health team have improved patients’ treatment outcomes 

[227]. Randomized controlled trials involving pharmacist – driven pharmaceutical care model 

in Pakistani patients with chronic illnesses such as diabetes, hypertension, rheumatoid arthritis, 

etc., have shown significant improvements in treatment outcomes [228-230]. This evidence 

base would improve pharmacists’ standing in healthcare.  

Secondly, pharmacists would have to increase patient awareness about their role. They would 

have to perform their role as disease educator and counsellor. The patients would not be able 

to understand the impact a pharmacist could make in the healthcare system unless the 

pharmacists take the initiative. Patient education and counselling may not be clinically effective 

if the pharmacists do not have pharmaceutical care skills [209]. Therefore, it is essential to 

teach these skills to pharmacy students in Pharm.D curriculum and provide them with 

opportunities to practice them during summer attachments or experiential training [222, 232]. 

This would be helpful as the pharmacy students would assume the role of pharmacists in future. 

There is a need to add the provision of a counselling room in regulations for healthcare settings 

as this would provide an opportunity for dissemination of information regarding disease and 

therapy. Moreover, such a provision would enhance patient satisfaction and improve the 

recognition of pharmacists as patient care provider [209, 233]. 

(e)    Limitations of the study 

The results of this study may be interpreted with caution as a pharmacist from primary care 

hospitals and community pharmacies were not included. Therefore, the findings of this study 

reflect the opinion of pharmacists from clinical healthcare settings only. The views may differ 

among pharmacist based on the workplace. The study was survey-based research and involved 

closed questions. Qualitative studies could investigate extensively and may provide an in-depth 
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explanation of expectations as well as experiences of pharmacists within the healthcare system 

of Pakistan. 

(f) Conclusion  

Pharmacists in Pakistan are willing to perform their duties and provide direct patient care using 

their clinical knowledge and expertise, pharmaceutical care skills and, experience in medicines 

management. However, they seemed sceptical of advanced clinical pharmacy roles such as 

intervening in prescriptions and medication therapy, consultations, prescribing, etc. It is 

essential to integrate pharmacists’ clinical rotations with doctors to inculcate a professional 

relationship. Moreover, it would be helpful if training and seminars are conducted on the 

importance of clinical pharmacy services in Pakistan’s healthcare system. Such activities 

would provide an opportunity to recognize the accomplishments as well as limitations of 

pharmacists’ clinical role. Further studies are recommended to explore the concerns of 

pharmacists regarding these services so that they can be adequately addressed. 
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4.2 PHASE Two: Qualitative Phase 

(A) Doctors’ view about the role of Pharmacists in hospital settings of Pakistan.  

(a) Introduction 

Internationally, there is an increasing inclination for improving collaborative practices between 

doctors and pharmacists who are engaged in patient management with the objective of 

enhancing therapeutic results [234]. A joint statement by the International Pharmaceutical 

Federation in 1998 Congress reiterated the extent of dependency between the roles of the 

physicians and pharmacists in achieving optimal therapeutic results [235]. To achieve better 

therapeutic outcomes, it also stated that professionals need to recognize and appreciate each 

other’s professional expertise, communicate efficiently and be reliable [236]. Furthermore, 

given the number of therapeutic issues and the prospect of more effectual use of resources 

within the healthcare system, it is vital that doctors and pharmacists collaborate to syndicate 

their skills in order to address and prevent medication related complications, enhance the 

therapeutic outcome and encourage careful use of resources [237]. However, the conflict 

between doctors and pharmacists over professionalism greatly undermines the benefits of 

professional collaboration. Numerous factors have been highlighted which might have 

hindered relationship within the healthcare system. [238] This includes the disparity in 

position, reputation and power rendered to different members of the healthcare team. 

Furthermore, an absence of interaction and misunderstanding of responsibilities by doctors and 

other members of the primary healthcare team have been stated to weaken the ability of the 

primary healthcare team.  Cooperation between doctors and pharmacists could enhance patients 

health results. The incorporation of pharmacists in direct patient care has been fruitful and 

resulted in improved medicine management in Australia and Europe [239]. With increased 

collaborative practices between doctors and pharmacist, drug therapy can be increased through 

the implications of solutions to identified medication therapy complications. [236] 

There are some studies conducted in developed countries, explored the attitudes of doctors 

toward inter-professional collaboration with pharmacists, but none have thus far been done in 

Pakistan, which highlighted the barriers of professional relations between doctors and 

pharmacists.  
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(b) Aim 

The aim of this study was to highlight the opinion of doctors regarding the role of pharmacists 

in hospitals within the healthcare system of Pakistan.  

(c) Methodology 

(i) Interviews Development  

As explained in the methodology chapter, face to face semi-structured interviews was utilized 

for this part of the study. The interview guide was postulated after analysing the results of the 

quantitative phase and previous literature and can be found in the annex IV.  

(ii) Study participants 

Participants were recruited using purposive methods until saturation of themes was achieved. 

The participants were from five cities of Pakistan. Karachi, Hyderabad, Islamabad, Lahore, and 

Peshawar, from Nov 2019 until Jan 2020. The participants included in this part of study belongs 

to all major cities of Pakistan. Few major cities were left behind because of Law-and-Order 

situation in those areas and as per university guidelines, any areas which has law and order 

problem should not be included in the research. Arrangements for the time and place of 

interviews were made during the initial contacts. Written consent was obtained from the 

participants prior to the interview.  

(iii) Data analysis  

The interviews focused on doctors’ opinion on the role of pharmacists within the healthcare 

system of Pakistan. Probing questions were used where necessary. Each interview had lasted 

approximately forty to sixty minutes. All the interviews were conducted in English, audio taped 

and transcribed. The data were analysed using the thematic analytic approach.  

The aim of conducting thematic analysis was to develop an understanding of meaning from the 

experiences shared by the participants related to the research objective of this study. The 

transcripts were coded, and inductive thematic analysis was employed by using NVivo. The 

whole process of thematic analysis was adopted from the work of Sundler and colleagues [240].  

The steps involved in the thematic analysis were as follows: i) Audio recordings were carefully 

listened and transcribed verbatim, ii) the transcripts were read more than once with an open-

mind approach to become familiar with the data, iii) the transcripts were read with an aim to 

uncover new insights and meanings, iv) the novel meanings were identified and labelled with 
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an identifiers or descriptors that were usually brief with 1 – 3 words in length, v) this process 

was carried out for a whole transcript, vi) subsequently, all identifiers/descriptors that emerged 

in a transcript were compared with regards to their similarities and differences vii) similar 

identifiers were studied together to describe a pattern of meaningful events that subsequently 

lead to the emergence of a theme. Saturation of data was reached after 12 interviews, with no 

new themes emerging in the last two interviews. The process used in the study is presented as 

following:  

 

 

(d) Results: 

(i) Characteristics of participants 

Demographic characteristics of respondents are shown following:   

Table 15: Doctor’s demographic data 

Descriptions N 

Age range  

Under 30 3 

Over 30 9 

Gender  

Step 1
• Transcription of audio recordings

Step 2
• Use of an open-mind approach to read transcripts several times

Step 3

• Uncovering new meanings from the transcript

• Understanding what is already known

Step 4
• Labelling new meanings with an identifier or descriptor

Step 5
• Comparing identifiers/descriptors for similarities and differences

Step 6

• Evaluating similar identifiers to understand a pattern that helped forge a 
theme.
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Male 7 

Female 5 

Place of Work  

Government Hospital 4 

Private Hospital 8 

Experience   

Less than 10 years 5 

More than 10 years 7 

 

The thematic content analysis yielded the following themes and subthemes.   

(ii) Theme 1: Interprofessional Interaction  

During the interview with doctors, the initial questions were related to the communication of 

doctors with pharmacists. 

Communication  

• In our daily routine, we are quite busy in dealing with patients specially in our ward. I 

often contacted the ward pharmacist regarding the dose of certain drugs as we must 

adjust the dose most of the time for young patients. (D2) 

• I would like to see pharmacists in all wards of the hospital. Specially in paediatrics and 

intensive care. We have to make prompt decisions and we simply can’t wait for a day 

or so for pharmacist’s consultation. (D1) 

• We do not have much time always to consult the hospital pharmacists, we must make 

quick decisions. Yes, if I have plenty time, I will surely consult the pharmacists (D5) 

Behaviour of Doctors:  

• I am accountable for my patients, they are not. Pharmacists run business and they are 

responsible for it. I am responsible for my patients. (D6) 

• Why would I rely on pharmacist’s knowledge on disease and drugs, their job is to 

dispense medicines which I prescribe. They may be good at pharmacology but that is 

it. There are very limited number of pharmacists who have good knowledge of drugs 

and diseases and its management. My hospital pharmacist run their business here. (D12) 
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Efficiency of Collaboration:  

• The relations with pharmacists should always be positive. There is no doubt in it. I 

know many doctors who did not like a pharmacist guiding them about medicines. 

However, I feel that the pharmacists can guide us but not direct us. I am responsible for 

all the outcomes of therapy not them (D5)  

• I have work with pharmacists many times in my practise and they are sound 

professionals. Yes, I am professional. How can a doctor perform everything on his 

own? We have specialist doctors who perform surgeries, qualified doctors who 

manages the complex disease so how can we be best at choosing medicines for patients? 

There are numerous options available of a drug for a single ailment and who is a better 

person to guide me about them then a pharmacist? (D8) 

(iii) Theme 2: Professional role of Pharmacists  

Attitude of Professionals  

• I am happy to see a pharmacist during my morning ward rounds. Our pharmacists help 

us in medicines management. I do not have any apprehension for pharmacist. They are 

important and they will remain a part of my team (D9) 

• Pharmacists are perceived as businessperson and it is not false. They run a business in 

hospital, and they are responsible for it. But there are other responsibilities too. The 

pharmacists are important to medical team, and they give us clarity over drugs 

problems. They should have more exposure clinically then just selling and dispensing 

drugs. (D11) 

• The pharmacist need time to build their trust with doctors and it takes a lot of time. 

Pharmacists gave good advice on drugs alternative but I feel they can do more than that. 

I would like to see pharmacists in wards with me so that I can get prompt information. 

(D2) 

• In my practise, I have not had much interaction with pharmacists. I have seen them in 

hospital behind their pharmacy counters, but I do not want a pharmacist to accompany 

me during my rounds as this would confuse patients and they would get confusing 

statements from all. Doing that would allow other technicians and health workers to 

demand more from the system. (D6) 
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• Pharmacists have good knowledge of drugs, like doses and different brands but I met 

pharma representatives on daily basis, and they would guide me the same as my floor 

pharmacists. (D8) 

Pharmacists as healthcare professional  

• Pharmacists are professionals who are responsible for drug delivery and guide us about 

any issues they found in prescriptions. Counselling patients is also their duty. I respect 

their profession and why should it not be? (D1) 

• In our country the doctors are considered as the supreme authority, and they seem 

unhappy when pharmacists interfere with them because they do not like anyone 

confronting them. Personally, I feel that this attitude is wrong, and the pharmacists 

should be acknowledged as they are as important in hospital as doctors or nurses are. 

(D7) 

• Pharmacists are always accurate about drugs doses and alternates. They provide you up 

to date information on drugs which we lack sometimes. We doctors tend to follow or 

practise then evidence, but it is handy many times. (D4) 

• I hate it when my pharmacists call me and confronting me about my prescriptions. I am 

aware what I am writing but you can’t challenge my authority as I will be responsible 

for my acts not the pharmacists. (D8) 

Responsibilities of Pharmacist  

• To me the pharmacists in our hospital are responsible for everything related to drugs. 

They guide us about the dose, frequency and sometimes interactions but we don’t get 

much time to interact with them. I think they are the better source of knowledge for 

drugs, and it is easier for them to consult the patients on medicines then us. (D3) 

• I like the way pharmacists approach medicines and prescription. They got excited if 

they find any errors or mistakes in prescription and sometimes it helps us a lot. It’s a 

relief that we have someone in our hospital who will cross check my prescriptions 

because if the patient go out in market, there aren’t many trained and qualified 

pharmacists and they will not even bother to check mistakes in prescription. (D11) 
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• We doctors are humans and we do made mistakes in our practice. Our stakes are quite 

high, and a patient’s life rely on our decisions. Having a reliable pharmacist in the 

hospital will surely help us to improve ourselves. (D4) 

Extended Services 

• I am not fully aware of any extended or extra services that pharmacists can provide. 

Other than the fact that they can counsel patients regarding their prescriptions. In 

addition to that I am not aware of anything else. (D5) 

• I have witnessed pharmacist prescribing medicines for certain limited conditions in 

England and by extended services, if you meant this in Pakistan, it will be a disaster. 

The pharmacist can help us in diabetes management but other than that they have a lot 

on their table, and they should stick with it (D3) 

(iv) Theme 3: Interaction with Pharmacists   

Perception of pharmacists’ role:  

• Pharmacists are great source of drug knowledge. Whenever I contact my hospital 

pharmacy for any discussion on medicines, there answers are always prompt and 

correct, they provide the up-to-date information which sometimes I am not aware off. 

(D7) 

• Pharmacists have significant role in the healthcare system. They do face problems in 

the government hospital but as I have mentioned earlier that I have worked in a private 

hospital. I have seen pharmacists performing more duties there then here. In this 

hospital, we barely have interaction with the pharmacists and mostly we contact them 

for the availability of drugs or the doses (D1) 

• We have very low interactions with pharmacists, and I would be happy to have these 

interactions on regular basis. My perception for these relations is in between satisfaction 

and dissatisfaction. The pharmacy staff never let me down or showed negative attitude 

they are always supportive. As I have limited interaction with them, I would say that 

for now it’s good but it can get better. (D8) 

• In my hospital, the pharmacist mostly indicated my errors and never rectify them. They 

should be competent enough to guide me about my mistakes. To be honest, I am not 

fascinated with my pharmacists. (D4) 
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Barriers to Collaboration  

• As per my experience, the main issue is absence of specialized pharmacist in hospitals 

as we have speciality and subspeciality for doctors. All pharmacists are not expected to 

manage all patients. There should be a demarcation as who is responsible for patient’s 

counselling and who will accompany us in the wards. (D2) 

• Well, my hospital does not have any rules or scheduled meetings to interact with our 

fellow professionals. I interact mostly with my nursing staff as they are always around 

to support us. But  pharmacists they are based somewhere else, and I will appreciate if 

I have a pharmacist on the ward so that I can get support from them ASAP. (D10) 

(v) Theme 4: Outcome of Interaction  

Impact on patients 

• It is important for patients that they get professionals opinion on their prescriptions. 

Sometimes patient thinks that doctor has prescribed them wrong medicines and if a 

pharmacist gives them confidence it will surely help both me and pharmacists. (D9) 

• I remember recalling that I have once prescribed a medicine which was not suitable for 

children under 5 years, I got call from pharmacy department and they mentioned that 

this drug is not suitable for patients under 5. (D3) 

• Sometimes, pharmacists contact me about some interactions in my prescriptions. We 

doctors prescribe as per the guidance of our seniors and sometimes just on the basis of 

our practice and sometimes we made mistakes in it and then we got call from our 

pharmacy department to revise my prescriptions. As I am associated with peads 

department, the stakes are at risks so I keep the record of pharmacist’s intervention so 

that I will not make the mistakes again. (D9) 

 

(vi) Theme 5: Pharmacists’ Knowledge  

Improvement  

• Patients sometimes get conflicting information. In my previous hospital, the pharmacy 

department do not consult with us and sometimes they confuse the patients. I would 

like pharmacist to consult us before giving any conflicting information to the patients. 

At the end of the day the pharmacist does wants to help or support the patients 
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• Most of the young pharmacists are very enthusiastic and they surely have fresh 

knowledge of drugs and diseases, but they lack practical knowledge and there they got 

troubles. I think the pharmacists should have proper training before coming to a busy 

hospital. (D10) 

• For sure, the improvement is necessary in all aspects of life so why not for pharmacists? 

They lack the confidence in consulting us about certain issues, how can I rely on a 

person who is not even sure of it and searching it on google for confirmation. I can 

google it myself so why would I need a pharmacist? (D8) 

Recommendations 

• The academic level of doctors and pharmacists are very different. Pharmacy curriculum 

mainly focuses on the pharmacology. Their course lacks the clinical knowledge of 

disease and patients. Increased collaboration with fellow pharmacists will surely benefit 

the patents.  

• Pharmacist knowledge is good but that’s not just it there are many other aspects too 

which needs to be considered, the pharmacists should have a proper training with senior 

pharmacists as we do have 1 year house job residency. (D2) 

• I guess the pharmacy curriculum is new, but it lacks a lot of clinical aspects. If a 

pharmacist must practise in hospital, they should be sound clinically not just 

theoretically. (D7) 

(e) Discussion 

As analysed in the research by Atif et al. [241], despite the ongoing efforts of the government 

in the pharmacy settings in Pakistan, a significant impediment for pharmacists is still linked 

with challenges of lack of recognition for being competent enough to work in both community 

and hospital settings [242]. The significant barriers to inter-professional relations include lack 

of collaboration with the other professionals in healthcare, lack of academic capability in terms 

of implementing patient-oriented clinical services, and lack of awareness among the public of 

Pakistan regarding the role of pharmacists [242-244]. Similarly, the current research identified 

that the relations between doctors and pharmacists are critical in Pakistan as doctors do not 

believe that pharmacists are capable enough to guide doctors about what drug they should 

prescribe to the patient. However, some participants also stated that collaboration with 
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pharmacists assists them in prescribing an alternative medicine to the patient when the drugs 

prescribed previously are not available in the market. This knowledge can only be gained from 

pharmacists. Thus, they can help with the number of doses, assessing medications, and drug 

handling. Figure 9 is being constructed with the help of NVIVO. This word cloud explained 

the most common terms used during the interview with the participants.  

 

Figure 9: Word Cloud 

On the other hand, Azhar, Hassali, and Ibrahim [243] and Atif et al. [241] elucidated that a 

major barrier to inter-professional relations of doctors and pharmacists includes negative 

feedback from doctors as they do not accept pharmacists’ roles being efficient enough in saving 

patient’s lives in comparison with the doctor [242-244]. For instance, few interviewees in this 

research responded that pharmacists are only capable of dealing with drug handling and do not 

have practical knowledge about patients compared to doctors. Therefore, when pharmacists 

accompany doctors on patient visits, they do not feel comfortable with their statements on the 

health-related aspects, which the doctors know better. This attitude of pharmacists is 

recognised as another major barrier to inter-professional relations with doctors.  

In a similar context, Azhar, Hassali, and Ibrahim [243] and Abdel-Latif [242] highlighted that, 

in Pakistan, the role of pharmacists is not as significant as in other parts of the world, and the 

reasons pertinent to it include lack of interaction of pharmacists with other health professionals 

in hospital settings [241, 244]. It is assumed that lack of standard practice guidelines and 

shortage of qualified pharmacists in Pakistan are the primary reasons due to which doctors do 

not consider that pharmacists should interfere in their jobs by involving in any certain decision 
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regarding the prescription of medicines. The current study, by analysing doctors’ views via 

interviews, also highlighted that it is very unlikely for doctors when pharmacists confront them 

about their prescriptions and challenge their authority. In a similar context, the research by 

Khan et al. (2020) presented the association between doctors and pharmacists and the barriers 

affecting their professional relationship. After conducting surveys from doctors regarding the 

role of pharmacists, the study revealed that their role in Pakistan’s healthcare system is 

considered minimal [245]. The doctors do not want to interact with pharmacists more often as 

they consider them as drug information specialists who should have no concern with direct 

patient care and involvement in pharmacotherapy for patients.   

(f) Conclusion 

It is noteworthy that for better achievement of optimal therapeutic results, there is a need to 

appreciate and recognize all the healthcare professionals considering the prospect of more 

efficient use of resources. The current research has been conducted to identify the different 

barriers associated with the relations of doctors and pharmacists in Pakistan. For this purpose, 

results were analysed by carrying out interviews from doctors regarding their relations with 

pharmacists and the different challenges they face while working with them. The findings 

revealed that the opinions of doctors on the role of pharmacists slightly differ in some contexts. 

For instance, some believe that working with pharmacists, doctors can perform better in terms 

of taking advice regarding medicines. 

On the contrary, the majority consider that the involvement of pharmacists should be minimal 

when doctors are on daily visits with their patients. Therefore, the major barriers to the inter-

professional relations between doctors and pharmacists are identified as lack of collaboration 

among healthcare professionals, lack of academic capability of pharmacists, and lack of 

awareness. It has been reviewed that in order to address the clinical needs of patients, doctors 

and pharmacists must collaborate to address the crucial challenges and assure patient-centred 

care.  
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(B)  Pharmacist’s perception, regarding their role of Pharmacists in hospital settings of 

Pakistan 

(a) Introduction 

The present age of globalization, particularly in pharmacy which has witnessed advancements 

in the healthcare environment. In the past, the pharmacist was solely responsible for the 

manufacture and delivery of drugs [246]. Today the position of the pharmacist has evolved 

towards clinical orientation. The profession is still experiencing continuous transition. 

Pharmacists also have an additional part to play in therapeutic care with modifications in care 

needs [247]. 

Pharmacy is a healthcare career that connects healthcare to fundamental sciences; it guarantees 

the safe and efficient use of medicines. The professional responsibilities and roles of 
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pharmacists have traditionally grown from an emphasis on therapeutic agents to comprehensive 

drug treatment programmes [248]. Higher demand for health outcomes with a complex variety 

of chronic drugs and low compliance to prescription medicines has motivated pharmacists to 

embrace a patient cantered approach. Pharmacies and clinical, educational programmes 

worldwide have advocated pharmaceutical care over the last few decades as a theory and vision 

ideal in the healthcare sector. Particularly to ensure that a patient has a beneficial effect with 

medicines [249].  

Pharmaceutical care is a fundamental component of clinical practice in any health care system. 

But it could differ substantially from one country to another. It has been observed that 

pharmaceutical care services are advanced in developed countries [250]. Moreover, the 

participation of pharmacists in pharmaceutical care is vital in developing countries as the 

number of pharmacists working in hospitals is reduced, and their job is usually confined to 

drug supply, purchasing, and stock management [251]. Comparable circumstances are noticed 

in Pakistan. In the importance of creating effective and efficient pharmaceutical care services, 

the involvement of the hospital pharmacists in the medical management of a patient is essential. 

Apparent policies should explain the responsibility of pharmacists and indicate significant 

contributions concerning other healthcare professionals within their institute. Profound insight 

into the hospital pharmacists’ perception regarding their duties, obligations, and collaborating 

experiences with fellow doctors is vital to highlight their perception and determine the reasons 

for low expectations towards their role in the healthcare system [250,251]. 

(b) Aim  

The aim of this study was to investigate the perception of pharmacists towards their 

professional role in the health care system of Pakistan. 

(c) Methodology 

(i) Interviews Development  

As explained in the methodology chapter, face to face semi-structured interviews were utilized 

for this part of the study. The interview guide was postulated after analysing the results of the 

quantitative phase and previous literature.  

(ii) Study participants 
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Participants were recruited using purposive methods until saturation of themes was achieved. 

The participants were from five cities of Pakistan. Karachi, Hyderabad, Islamabad, Lahore, and 

Peshawar, from Nov 2019 until Jan 2020. Arrangements for the time and place of interviews 

were made during the initial contacts. Written consent was obtained from the participants prior 

to the interview.  

(iii) Data Analysis  

The interviews mainly focused on pharmacists’ perception of their professional role within the 

health system of Pakistan. Each interview lasted approximately forty to sixty minutes. All the 

interviews were conducted in English, audio taped and transcribed verbatim. The data were 

analysed using the inductive thematic analytic approach. Audio recordings were carefully 

listened to and transcribed verbatim. The transcripts were coded, and a thematic analysis was 

employed by using NVivo. Saturation of data was reached after ten interviews, with no new 

themes emerging in the last two interviews. The process of thematic analysis is described 

earlier chapter. 

 

 

 

 

(d) Results 

(i) Characteristics of participants 

Among the respondents, six were male and four female pharmacists aged between 25 and 50 

years who were interviewed.  

Table 16: Pharmacists’ demographic data 

Descriptions N 

Age range  

Under 30 3 

30-40 7 

Gender  

Male 6 

Female 4 
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Practice Setting  

Government Hospitals 5 

Private Hospitals 5 

Experience   

Less than 05 years 4 

More than 05 years 6 

 

The thematic content analysis yielded the following themes:   

(ii) Theme 1: Interprofessional Communication  

Behaviour:  

• Although some doctors can be rather arrogant, most of the doctors that we deal with in 

our own hospital are very happy to have call them. (P2) 

• The problems include that some doctors are arrogant and not acknowledging the 

pharmacist's role when they need help from pharmacists and not thinking of them 

making decisions regarding patients, not accepting their suggestions regarding adverse 

drug reactions, and changing drugs or timings. (P1) 

• Sometimes we trust a doctor, but they make mistakes, sometimes they learn from it, 

and sometimes they do not. Those who are arrogant afterward are not trustworthy at all. 

(P5) 

• Arrogance after realizing your mistake spoils the trust. It would be best if you recognize 

your errors. What you do affects human life. (P9) 

(iii) Theme 2:  Professional role of pharmacists  

Attitude of professionals  

• Pharmacists’ community is vast and strong in Pakistan, but the working relationship of 

pharmacists and doctors are not observed in Pakistan. The doctors dominate the medical 

field, and they always disregard the fellow pharmacist. Health authorities should bring 

initiatives in health sector of Pakistan to address these issues. (P1)  

• The pharmacy sector will certainly perform better in an encouraging atmosphere. 

Additionally, the coordination of doctors and pharmacist can be increased if the 

communication gap between them can be reduce. (P7) 
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• The definitive objective for an enhanced interaction between doctor and pharmacist is 

the care of patients. Both are professionals and has got distinct set of abilities with them. 

(P2) 

• The conflict among doctors and pharmacists must be stopped. There weak relations are 

hindering the purpose of therapeutic demands. Care of patients is the prime target of 

both professionals. (P8) 

• The doctor has built-in respect and trust from patients, plus they are present 24/7 for 

patients, whereas pharmacists in Pakistan are restricted to pharmacies, and the most 

contact they have with a patient is during rounds. Thus, the doctors have all the info at 

their hand and the authority to order any treatment without consulting the pharmacist. 

(P5) 

Pharmacist as health care professional  

• Pharmacist has to prove them skilled enough to deal the clinical aspects of patients. 

With improved skills, the pharmacists will be involved in patient care. In our hospital, 

there is acute shortage of pharmacist and even with current number of pharmacists, we 

are occupied with essential demands of the pharmacy (P1) 

• When pharmacists can consult with doctors every step of the way, the doctors will 

acknowledge their contributions, and they will allow their input more and more. (P3) 

• Positive affections are that we are trained in opioids, physiology, and pathology as 

doctors to discuss the situations on their level. Still, negative affection is that in 

Pakistan, pharmacy has a considerable way to go for obtaining this status in society and 

hospital, so it is frustrating right now, to be honest. (P7) 

Responsibilities of Pharmacist 

• The role of pharmacist in hospital is very minimal. The main problem is that the number 

of pharmacists is insufficient in the hospital. If the number is increased, then we can 

monitor patients and do clinical interventions.” (P4) 

• In our country the condition is reversed one. We are just serving the clerical jobs. We 

are not involved in clinical work. For clinical pharmacy, training is necessary. This lack 

of clinical pharmacy practice is the negligence of the top management and the chief 
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pharmacist. The number of pharmacists should be increased; for that purpose, some 

rules and regulations should be made.” (P5) 

• Traditionally the pharmacists were expected to fill out prescriptions for inpatients, 

prepare IV dilutions/chemo, etc. and provide essential medicine for patients. Also, to 

do a round of the hospital to monitor treatment plans. But now pharmacist is reclaiming 

their duties by being more vigilant during prescription filling and inform first-hand the 

consultant about any ADR, making sure the IV dilutions are prepared according to 

protocol and the patient's labs (creatinine and bacterial cultures). (P9) 

• Some pharmacists are very well accepted, some not so much, but a few pharmacists 

have made their status high in doctors' eyes, so their recommendations are taken 

seriously. (P2) 

• Trust is an essential factor. Anything we do will affect the other's result, so we must 

understand each other's sides. What we do involves a life, so we must prove our worth 

to have that power. (P10) 

 

(iv) Theme 3: Interaction with Doctors  

Perception of pharmacist role  

• The main rationale for minimal acceptability of pharmacists is the employment 

opportunities for pharmacists. We are not paid according to our qualification. (P6) 

• Ward rounds might increase the workload on pharmacists, but it can be tackled by 

having a rotatory team that only does rounds. Some doctors act unfriendly against 

pharmacists too. (P9) 

• The role of pharmacists is evolving, and it requires certain skills and training. 

Unfortunately, the training of pharmacists is not exemplary, and it should be improved 

to tackle all types of situations (P3) 

• Some doctors do cause hindrance and act arrogantly and refused to call the pharmacy, 

reject our calls, or acknowledge our suggestions. As the doctor has the final authority, 

we cannot ask anyone to override their decision. (P4) 

Impact on Patients 
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• During patient counselling, I recommended the patient ask the doctor not to prescribe 

her Nikelie, as it is banned due to side effects in most developed countries. The doctor 

agrees to it and changes it to some other drug relevant to the patients’ medical condition. 

• Once a doctor prescribed Azomax (azithromycin) 250 mg (4 capsules) daily. Upon 

receiving a prescription, I guided the patient to switch to 500 mg capsule as it will be 

easier for her to intake. The patient refused my recommendation and mentioned that 

doctor had advised her to follow his protocol as the doctor has guided his patients to 

reject any changes done by the pharmacist. (P4) 

• During rounds, I have noticed that the recent labs of a patient show low blood sugar, 

which meant his IV dilutions should be given in dextrose. But the nursing staff forgot 

to inform the pharmacy entirely. If I had not remembered this from my round, the 

patient's blood sugar would continue to fall. (P2) 

 

(v) Theme 4: Policy and procedures 

Hospital and government policy  

• Patient clinical care revolves around the pharmacist; there are financial aspects along 

with some other, so, the pharmacist is involved in all policies. Our hospital policies are 

made by a Commission. If polices do not comply with our professional dealings, we 

send them back to and then they act accordingly.” (P6) 

• In our hospital we are involved in making hospital polices. All policies which are made 

are properly implemented in the hospital like no antibiotic is dispensed without 

prescription and sensitivity testing.” (P8) 

• The board of hospital should put in a requirement to have a/two clinical pharmacist 

with every attending the course plan should be made with their consultancy. Giving 

respect to every profession is the key to better care for patients. (P8) 

• The pharmacists have limited access to patient files as they are bounded in pharmacy. 

They must be vigilant and consistent for doctors to reply to queries which can be 

frustrating. The growing knowledge and efficiency of the pharmacist have led the 

patients and the consultants to take pharmacists seriously. (P4) 
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(vi) Theme 5: Knowledge of pharmacist 

Recommendations to improve. 

• I am not happy with pharmacy course. The current course only covers the conventional 

role of pharmacists and has failed to involve practical and clinical aspects of therapeutic 

management. (P6) 

• The pharmacists should involve themselves is continuous medical education. I have 

seen many doctors attending CMEs on regular basis. It is utmost important for 

pharmacists to improve and enhance their professional skills. (P5). 

 

 

 

Pharmacy curriculum  

• There should be compulsory internships of one year after 3rd and 4th professional year 

so that graduates can choose the best field for them. There is very little clinical 

knowledge in the curriculum which is completely bookish and nothing practical. (P2) 

• We are lacking in the practical knowledge. Only 10-20% of clinical knowledge is 

involved which is not enough for making an efficient hospital pharmacist in future. 

There is a need to revise the curriculum; clinical aspect should be added. (P6) 

• In my opinion, the curriculum is made to make a pharmacist "jack of all trades" which 

is quite confusing as hospital pharmacy is not a real paying profession in Pakistan, we 

have read almost all subjects as a pharmacist, but we are not acknowledged to be one, 

we study management. Still, we are not acknowledged to be managers, we study 

pharmacology, and yet we must be proven worthy of every single recommendation. So, 

I believe the govt should make sure the clash is solved and make a line between 

pharmacists and doctors' authority. A pharmacist should be taught to be a pharmacist 

only via subjects that help them tackle only their specialty and not aspects of the matter 

regarding diagnosing, anatomy, etc. It is a doctor's territory. We all should be respectful 

of each other's authority and not try to ridicule anyone. (P2) 



118 
 
 

 

(e) Discussion 

As mentioned in the initial section that this study sought to explore the perception of 

pharmacists on their professional role in the overall healthcare system of Pakistan. In relevance 

to the aforementioned intent, five prominent themes emerged from the results of the thematic 

analysis that were (1) interprofessional communication, (2) professional role of pharmacists, 

(3) interaction with doctors, (4) policy and procedures, and (5) knowledge of pharmacists. The 

first theme (interprofessional communication) evaluated the behavioural aspect of the sample 

population. The second theme (professional role of pharmacists) revealed their attitude, their 

role as a healthcare professional and the responsibilities of a pharmacist. The third theme 

(interaction with doctors) provided the perception on the pharmacist’s role, extended services 

and outcome of the interaction, which included consequences of interactions, impact on 

patients, and outcome of the interaction. The fourth theme (policy and procedures) explained 

the hospital and government policy, and lastly, the fifth theme (knowledge of pharmacists) 

presented considerable results on few aspects such as recommendations to improve and 

pharmacy curriculum. Figure 10 is being constructed with the help of NVIVO. This word cloud 

explained the most common terms used during the interview with the participants. 

 

Figure 10: Word Cloud 

To evaluate the results, the findings of the first theme indicated that interprofessional 

communication highly determines the role of the pharmacist in particular healthcare institution 

of Pakistan. To elaborate, it was revealed that arrogant behaviour negatively affected the 
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professional role of the pharmacist in healthcare, as patients perceived arrogant clinicians as 

untrustworthy [252-259]. In comparison, the results also identified that lack of knowledge 

related to their professional role affected the pharmacist’s role in healthcare. In addition, the 

findings highlighted that inappropriate behaviour of pharmacist contributed to affecting the 

interpersonal communication between them and doctors. In contrast, it was also revealed that 

doctors have inappropriate behaviour when they prescribe certain medications to the patients, 

which according to the pharmacist, can have negative health-related outcomes. When these 

issues are discussed amongst themselves, their interprofessional relationship gets affected 

[257].  

In comparison, the results from the second theme described the professional role of 

pharmacists. The findings identified that poor working relationship between doctors and 

pharmacist affected the professional role of the pharmacist in healthcare [259]. Furthermore, 

the negative attitude of doctors, such as neglecting the presence of a pharmacist, contributed to 

affecting the greater role of Pakistani pharmacists in healthcare. However, the results also 

evaluated that a reduced communication gap would solve the issue between the doctor and 

pharmacist, as it would allow the pharmacists to play an active role in improving healthcare by 

collaborating with the doctors. In contrast, the results also indicated that poor competence level 

among the pharmacist restricts them in playing a vital role in healthcare [252, 253] To evaluate, 

the results suggested that if pharmacists demonstrate that they are as qualified as other health 

care professionals are, they will be officially accredited by their hospital, and will be able to 

get an opportunity to work alongside the doctors in the treatment of patients, which would 

eventually enhance their professional role in the healthcare. 

In relevance to the third theme that analysed the interaction between doctors and pharmacist, 

it was uncovered that the introduction of pharmacy programmes could be supported by proper 

instruction and various courses [256]. Pharmacists should be mindful of their positions in the 

healthcare system at all levels, as it would allow them to establish a better connection with the 

doctors. However, another result specified that arrogant behaviour and critical decision-making 

authority among the doctors contributed to reducing the role of the pharmacist in healthcare 

[253]. Moreover, the findings reflected that extended service must be given to the patients so 

that access to healthcare becomes affordable for them. From the response of multiple 

participants, it was identified that both doctors and pharmacist perceive their relationship with 
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one another as diplomatic, which refrains them from establishing proper interaction that could 

improve their professional role by enhancing the health-related outcome for the patients.  

The fourth theme was centred towards policy and procedures in healthcare institution that has 

an effect on the professional role of pharmacists. From the analysed results, it was disclosed 

that hospital policies must be aligned with the patient’s clinical care, as it ensures positive 

health-related outcome [255]. However, in Pakistan, the government intervention is low in 

individual hospital policies, which results in positive as well as negative healthcare 

implications for the patients, depending on the kind of resources utilised and services offered 

to the patients [253]. In the results, it was also unveiled that the board of regulatory body must 

take action by building a policy for hiring various pharmacist for 24 hours in the hospital to 

promote the involvement of pharmacists with patients. The finding simply evaluated that strong 

policy and procedures must be built in every private and public hospital for improved 

healthcare of the patient.  

The last theme was based on the knowledge of pharmacists related to their professional role. It 

was revealed from the results that sufficient training and development are not offered to 

pharmacists, as they lack sufficient knowledge on healthcare. This has been one of the major 

reasons that reduced the professional role of pharmacists in healthcare [258]. It is the 

pharmacist's responsibility to develop their practice and technical abilities. This would be 

advantageous if they are competent in their technical abilities. Pharmacists should devote their 

expertise to hospitals and pharmacies in order to increase their professional role in the hospital 

settings of Pakistan [257]. Many pharmacists shared their opinion that their professional role 

is limited to the administration of hospital resources and usual clinician practices like providing 

the prescribed medicines to the patients, which affects their morale and motivation level to 

continue their services in the hospital. Other than that, the study highlighted that a separate 

pharmacy curriculum must be established and made compulsory for pharmacists to improve 

their professional role in various hospital settings of Pakistan. 

(f) Conclusion 

This research was focused on analysing the professional role of the pharmacist in the hospital 

setting of Pakistan. The results reflected that the professional role of the pharmacist had been 

highly reduced due to increased intervention of doctors in being the key player in the treatment 
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of patients, with the lower intervention of government in individual hospital policies pertaining 

to patientcare and pharmacist’s involvement. The findings highlighted that minimum training 

is given to the pharmacists relevant to patient care, which eventually results in pharmacists 

having low knowledge and competence for performing any professional role in hospital 

settings of Pakistan. The study concludes that extensive training and professional opportunities 

must be given to the pharmacist so that they can have a better role in patient’s care and the 

overall healthcare sector. 
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5.0 CHAPTER 5: DISCUSSION AND INTEGRATION OF BOTH PHASES 

5.1 Introduction  

The findings from both phases of this study are discussed here in this chapter. The discussion 

consists of two parts. The first part discusses the findings from the quantitative phase. Most 

importantly, the perception of doctors and pharmacists would be discussed considering the 

results obtained from the quantitative survey. The study has highlighted the impact of doctors' 

and pharmacists' perceptions of the professional roles of pharmacists on preferred relationships, 

which is evaluated as the prospects of an improved relationship between doctors and 

pharmacists in Pakistan's healthcare system. The barriers to the proposed relationship between 

doctors and pharmacists are the key findings of this study. For the qualitative data, responses 

to the face-to-face, semi-structured interviews would be discussed, the barriers to the 

relationship between doctors and pharmacists, and the ways of improving a professional 

relationship. 

5.2 Findings from Quantitative Data 

The responses to the survey questionnaire utilized in this study are discussed under the 

following sections: Interaction of doctors and pharmacists regarding the professional role of 

pharmacist and barriers to interprofessional relationships.  

(A) Interaction of Doctors and pharmacists 

At first, the results obtained from this study highlighted that doctors and pharmacists are 

interacting at minimal levels, which implies that any communications between the two 

professionals only occurred minimally. Most of the communications that happen are of generic 

nature, such as dispensing prescriptions, highlighting adverse drug interactions, and catering 

to drug information questions, all of which are typical and conventional roles of pharmacists.  

It can be assumed that the infrequent interactions between them are because neither of the two 

professionals is ready to invest extra efforts to develop an inter-professional relationship, 

probably due to the unresolved dispute that has always occurred between them. The doctors 

feel that they are at the top of the hierarchy of the medical profession, and as such, they do not 

need to interact with the pharmacists. This reason was indicated as one of the barriers to the 

inter-professional relationship between doctors and pharmacists. 
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It is observed that the doctors are comfortable with fellow pharmacists for carrying out their 

conventional duties, which focuses mostly on the dispensing of drugs rather than clinical and 

patient-oriented roles. The reason for this thinking is that pharmacists are intruding on the 

professional limits of doctors. The doctors also believe that the pharmacists require the 

hospital’s authority to perform the advanced and extended tasks as these are challenging roles 

for a pharmacist [260]. The hospital administration assumed that pharmacists might not be 

adequately trained to carry out advance and extended services.  

The doctors presented great perceptions of the professional roles of pharmacists and are 

optimistic towards an interprofessional relationship with the pharmacists, but the concerns 

mentioned remains consistent as to why doctors are not comfortable with improved 

interprofessional relations. Statistical data indicates that the current alliance between doctors 

and pharmacists is low [261].  

Additionally, there is a requirement to improve doctors’ understanding regarding the role of 

pharmacists [262]. It is important to include pharmacists in clinical rotations with doctors in 

order to improve professional relationships between the two professionals [263].  

(B) Barriers to interprofessional relationship   

Doctors suggested that cooperation with the pharmacists will be more effective if it is governed 

by the hospital administration. The primary reason for low interactions is the additional time 

and efforts are expected to initiate collaborative relationships with doctors and pharmacist. 

Another observed barrier is the lack of government policy advocating collaboration with the 

pharmacists. The shortages of experienced pharmacists are also observed in this study. Some 

doctors specified that they do not need to collaborate with pharmacists as they simply do not 

have time for it. However, the consequences of prescription errors are well-acknowledged, and 

improved interprofessional relationship between doctors and pharmacists could be thought to 

be able to lower such outcomes. The doctors assumed that the pharmacists would facilitate 

monetary benefit over professional morals and will give prejudiced information to patients.  
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5.3 Findings from Qualitative Data 

The responses to the interview questions in the study are debated under the two sections: 

perception of doctors and pharmacists regarding the professional role of pharmacist and 

barriers of interprofessional relationships.  

(A) Perception of doctors and pharmacists 

Most of the participants in this study encouraged interprofessional collaboration with the 

pharmacists. They are stating that they have a decent relationship with pharmacists. The 

pharmacists describe that they have authority on drugs and can perform clinical duties. The 

doctors commented that an understanding of the clinical expertise of pharmacists would make 

cooperation easier, while some recommended that pharmacists should improve their clinical 

knowledge and should be well trained. Professionalism was an obstacle to doctors approaching 

pharmacists for cooperation. The shop keeper image of a pharmacist has great concerns and 

has reduced professional reliability.  

The study highlighted the attitudes of doctors towards the acceptance of pharmacists. The 

doctors responded that they are quite busy with their schedule, and they do not have ample time 

to coordinate with pharmacists to discuss patients’ therapeutic regimens. The positive aspect 

from this study suggests that doctors are aware of pharmacist presence in the hospital, and 

some of them are happy to have a ward round with fellow pharmacists.  

During the interview with pharmacists, we have observed that pharmacists are optimistic in 

providing counselling to patients regarding their drug-related queries. Most of the respondents 

reported that they have the skills to provide clinical advice to the doctors as they think that they 

have great knowledge of drugs which can be helpful in architecting a patient’s care plan.  

(B) Barriers to Interprofessional Relationships 

Barriers to the interprofessional relationship between doctors and pharmacists were not 

discussed in depth in the quantitative phase. However, in the qualitative phase, the study can 

state the possible barriers to the interprofessional relationship of doctors and pharmacists. 

These barriers were found perception and attitude of doctors towards the role of pharmacists 

and the opinions of pharmacists towards their professional role in the healthcare system of 
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Pakistan. The interviews highlighted the shortage of time within the healthcare environment 

by stating that "we do not have enough time to discuss patient's profile with pharmacists.  

In terms of professional practice, some doctors highlighted that they are uncomfortable with 

pharmacists criticizing their prescriptions without having complete information. The results 

also revealed that pharmacists are facing barriers in providing clinical and patient-focused 

pharmaceutical care services in the hospital. One of the critical and key factors for these barriers 

was the number of pharmacists present in the hospital. Hence, the role of the pharmacist has 

shifted to management-oriented rather than clinical-oriented. The doctors reported that they 

considered pharmacists to be an essential source of drug information, but the interaction 

between doctors and pharmacists is limited in their health setting.  

Some participants mentioned that the absence of subspecialized pharmacists is one of the 

critical barriers in coordinating with the pharmacist. Most of the doctors were concerned for 

patients as they get conflicting information from pharmacists and doctors, and because of this, 

the patients are reluctant towards pharmacists and only prefer to visit pharmacies to purchase 

drugs. The pharmacist should consult doctors before providing any conflicting information to 

the patients.  

The interview with the pharmacist highlighted that the pharmacist's knowledge of drugs and 

diseases should be improved and that they should have proper training after their studies. 

Another issue that emerged during this interview is the financial status of the pharmacist. The 

pharmacists in hospitals of Pakistan are not paid well. It will hinder the fresh graduates from 

joining hospitals, resulting in a low or minimal number of qualified pharmacists present in 

hospitals.  

Polices from hospitals and the government also favour the barriers of interactions between 

doctors and pharmacists. Most hospital simply does not allow pharmacists to be a part of 

consulting team with fellow health care professionals. The government should develop policies 

and procedures to harmonize doctor's and pharmacists' interprofessional relations as the 

ultimate beneficiary of these relationships will be patients. 
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6.0 CHAPTER 6: CONCLUSION 

6.1 Summary  

This section focuses on the interprofessional relations of pharmacist and doctors in the 

healthcare system of Pakistan. The primary focus is on exploring the perception of doctors and 

pharmacists on the type of interaction between them and the challenges associated with these 

relations. As mentioned earlier that this study employed both qualitative and quantitative 

method for gathering the opinion of pharmacists and doctors relevant to their professional role 

in healthcare. This section evaluates the overall results generated from the qualitative and 

quantitative analysis that was presented earlier.  

In this section, two themes are formulated such as (1) perception of doctors and pharmacists 

regarding pharmacist’s professional role; and (2) barriers of interaction between doctors and 

pharmacists, in which the results of both quantitative and qualitative analysis are evaluated and 

concluded. 

6.2 Perception of Doctors and Pharmacists Regarding Pharmacist’s Professional Role 

The first theme that emerged from the analysis highlighted the perception of pharmacists and 

doctors on their professional role. In relevance to the aforementioned theme, it was unveiled 

that pharmacist perceived a higher and valuable role of doctors in the healthcare system of 

Pakistan in comparison to their role, as they believed that their primary role is to provide 

information to the patients related to the prescription of various medications. It was also viewed 

by the pharmacists that their professional role is restricted to the prescription of medications, 

as the overall healthcare system consider pharmacists as incapable of performing any major 

role in healthcare. Furthermore, the pharmacists perceived that their professional role in 

healthcare had been limited to conventional practice rather than performing a major role in 

improving health-related outcomes of the patients  

Pharmaceutical treatment is an important aspect of pharmacy practice in every healthcare 

environment, and its implementation varies by country and health legislation. In developing 

nations, pharmacy treatment systems are more mature, with pharmacists playing more 

scientific and patient-focused functions. However, since there are fewer pharmacists working 

in healthcare facilities in developing nations like Pakistan, pharmacists' presence in 
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pharmaceutical treatment services and the scope of service provision are restricted. For much 

of their time, their responsibilities are limited to conventional pharmaceutical services such as 

medication prescribing, distribution, and warehouse management. The increased pharmacist 

participation is a direct result of the role played by the pharmacists rather than what they are 

expected to play. This instance demonstrates that currently employed Pakistani pharmacists 

have a greater knowledge of pharmaceutical treatment and consider themselves as part of the 

affiliated healthcare community.  

Furthermore, they see their job as clinical and patient-centred and acknowledge that their roles 

and responsibilities in primary care are therapeutic in nature. This shows that they were mindful 

of their position as a healthcare provider and that they found medicine prescription to be 

important. Education also plays an important role as candidates with a newly offered local 

PharmD or an overseas pharmaceutical certificate, as compared to a local BPharm degree, were 

more accommodating of these duties. This may be due to the integration of therapeutic 

pharmaceutical courses into the PharmD programme. It was observed that various locally 

offered courses or programmes related to pharmaceutical education are limited to basic 

pharmacy knowledge rather than overall healthcare practice. That is why the professional role 

of pharmacists is restricted to conventional work in multiple hospitals in Pakistan.  

It was observed that doctor’s role is crucial in healthcare, and they are vested with the decision-

making roles in the hospitals of Pakistan. In addition, doctors perceived limited competence 

and professionalism among the pharmacists in healthcare, that restricted their professional 

collaboration. The collaboration between doctors and pharmacists was limited. Besides, 

doctors perceived pharmacists as medication education experts, dispensers, administrators, and 

counsellors however, they did not expect pharmacists to play a therapeutic role or be interested 

in active patient treatment.  

The doctors seemed critical of advanced medicinal pharmacy positions such as medications 

interventions, counselling, appointments, and prescription writing. This limited collaboration 

was evident due to an unwillingness to establish an inter-professional work relationship, most 

likely due to the unfinished disagreement that has already existed amongst the doctors and 

pharmacists in healthcare institutions of Pakistan. The doctors believe that they are at the 

forefront of the medicine practice's structure and hence do not need to consult with pharmacists. 
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The argument was regarded as one of the critical elements that contributed to 

restricting their inter-professional relationships.  

The doctors seem to be at ease with fellow pharmacists in performing on their traditional 

professional positions, which focus more on medication administering rather than therapeutic 

or patient-centred roles. The rationale for this belief is that pharmacists are stepping on doctors' 

legal boundaries. Moreover, doctors perceived that pharmacist need institutional authority to 

perform prolonged and specialised tasks, which are difficult for a pharmacist to perform. The 

hospital management claimed that pharmacists lacked the necessary training to provide 

advanced and expanded treatment. Doctors have positive views of pharmacists' professional 

positions and are hopeful about inter-professional relationships with pharmacists, but the 

reasons why doctors are uncomfortable with increased inter-professional ties remain 

intact.  There is also a need to enhance doctors' awareness of pharmacists' roles. It is essential 

to have pharmacists in clinical shifts with practitioners in order to strengthen the working 

relationships between these two healthcare practitioners. 

Further, both doctors and pharmacists have positive as well as negative perception of their 

professional roles. The pharmacists believed that the doctors play a prominent role in limiting 

pharmacists’ capabilities in clinical practice. However, the doctors mentioned that they would 

appreciate the greater collaboration with the pharmacists, but the pharmacists lack specialised 

knowledge on complex treatment procedures, restricting their professional role in advanced 

healthcare practices. The key decision-making authority is handed over to the doctors as they 

have greater knowledge, experience and professional practice in overall healthcare as opposed 

to pharmacists, who only perform the professional role of dispensing the medicines and 

managing the inventory. 

6.3 Barriers of Interaction Between Doctors and Pharmacists  

The doctors believe that if communication with pharmacists were regulated by the hospital 

management, it would be more successful. The additional time and commitment taken to build 

collaborative partnerships with doctors and pharmacists is the main justification for this. 

Another identified obstruction is the lack of a public strategy encouraging pharmacist 

collaboration. This research has discovered a lack of qualified pharmacists. Some doctors said 

that they do not need to work with pharmacists because they are not left with sufficient time. 
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Hence, the busy schedule of doctors has been one of the critical barriers that restricted sufficient 

communication between the doctors and pharmacists.  

In the context of barriers of communication between the pharmacists and doctors, the results 

identified that medication mistakes have well-documented implications, and inter-professional 

relationships between doctors and pharmacists were considered as one of the variables 

that might be able to mitigate these effects. The doctors believed that pharmacists would put 

financial gain ahead of medical ethics and provide misleading support to the patients. The 

majority of the research participants favoured inter-professional cooperation with pharmacists. 

They claim to have a good working relationship with pharmacists.  

The pharmacists claim to have medication jurisdiction and the ability to conduct professional 

duties. Despite the fact that doctors regarded pharmacists as members of the clinical staff, 

the findings of this investigation suggested that interaction between them was inadequate. 

Some doctors suggested that pharmacists could develop their professional skills and be well 

educated, whilst others suggested that knowing the clinical experience of pharmacists would 

make collaboration simpler. Professionalism was identified as a barrier for practitioners who 

wanted to work with pharmacists. The portrayal of a pharmacist as a clinical practitioner has 

caused a lot of uncertainty and has lowered professional credibility.  

On the bright side, the doctors were informed of pharmacists' role in hospitals and some were 

able to communicate with their peers. A critical barrier identified was drug interaction 

misconceptions. Pharmacists are educated to recognise medication reactions to assess whether 

or not they can benefit or harm patients. It is their responsibility to ensure that the doctor is 

mindful of all encounters and that adverse reactions are properly monitored by blood checks, 

symptom tracking and treatment, or regimen changes. On many occasions, this misconception 

affects the relationship between the doctor and pharmacist, which forms a barrier between their 

interactions. At the same time, extensive expansion on daily tasks of pharmacists gives them 

little opportunity to have certain communication with the doctors. Pharmacists' everyday 

activities are becoming more complex, requiring them to be in many locations at the same time. 

They would delegate an assignment, which means that some can take longer to finish than 

others. Such a busy schedule leaves them with little time to have any interaction with the 

doctors.  
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In the quantitative process, hurdles to the inter-professional relationship between physicians 

and pharmacists were not addressed in detail. However, during the qualitative process of the 

research, the analysis had identified multiple obstacles to doctors and pharmacists working 

together. These obstacles were discovered in doctors' perceptions and attitudes about 

pharmacists' roles, as well as pharmacists' views about their professional roles in Pakistan's 

healthcare system. In the interviews, respondents stated that they do not have adequate time to 

review patient profiles with pharmacists due to a lack of time in the hospitals. Comparatively, 

in the clinical practice, some doctors expressed their dissatisfaction with pharmacists who 

criticise their prescriptions without getting all of the necessary details. The findings have shown 

that pharmacists in hospitals face challenges in delivering clinical and patient-centred 

pharmacy treatment, which negatively affected their relationship with the doctors. The 

availability of pharmacists in the hospitals was one of the critical and main factors in these 

obstacles. As a result, the pharmacist's position has changed from one of clinical care to one of 

administration.  

Issues such as insufficient time, heavy workload, reduced knowledge among the pharmacists 

were a few of the critical barriers that encouraged the doctors to have minimum interaction 

with the pharmacists. However, from the viewpoints of pharmacists, it was revealed that lack 

of inter-professional skills among the pharmacist, job role limited to clinical practice, and 

inadequate knowledge on advance procedures of healthcare created hurdles for pharmacist to 

establish fruitful communication with the doctors.  

 

6.4 Implications for Practice 

The results of this analysis would be primarily helpful for multiple doctors and pharmacists 

working in various hospital settings in Pakistan. The study identified the communication 

barriers between the doctors and pharmacists that affected their professional role in the 

healthcare sector. Lack of inter-professional skills among the pharmacists created a barrier for 

them to establish a positive link with the doctors. The study also highlighted various approaches 

such as training and development programmes that can be arranged by authorities to enhance 

the knowledge and skills of pharmacists in the healthcare system. In terms of doctors, the study 

implied that they must provide enough support to the pharmacists by suggesting an improved 
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professional role of pharmacists in healthcare as they are vested with considerable decision-

making authority in hospital, which could be helpful in improving the professional role of 

pharmacists in better healthcare. On the other hand, the study indicated that pharmacists must 

take a stand for themselves rather than accepting the system that restricted their professional 

role to clinical practice, as it would allow them and other pharmacists in getting a better 

professional role in overall medical activities performed at the hospital.  

6.5 Recommendations for Future Research 

The current study is based on the identification of barriers of the relationship between doctors 

and pharmacists of the professional roles of pharmacists. Therefore, this study has a major 

focus on the relationship of doctors and pharmacists do not have any focus on the patients and 

pharmacist’s relationship, which is also important when it comes to the role of pharmacists. 

Therefore, in future, this study could be undertaken in consideration of the identification of the 

relationship between pharmacists and patients under the limitations of the professional role of 

pharmacists. On the other side, the current study is limited only to the tertiary hospital settings 

of the healthcare system of Pakistan. Hence, the results of this study cannot be generalised to 

all doctors and pharmacist of Pakistan, as the responses from doctors and pharmacists in 

primary care hospitals as well as non-institutional doctors were not included. 

Following recommendations are obtained from the overview of the whole study: 

• The doctor’s community should understand the role of pharmacists and give confidence 

to pharmacists as the aim of both professionals is the better care of patients. 

• The regulatory authorities of pharmacists should interact with medical associations to 

mutually arrange continuous medical education programs and social events in order to 

develop harmony among the two professionals. 

• The hospitals should appoint qualified pharmacists in all critical wards so that the 

doctors can have immediate support in the wards.  

• Pharmacy regulatory authority should direct regular and continuous training for 

pharmacists for renewing their licenses.  

• The current pharmacy curriculum should incorporate interprofessional education and 

the clinical aspects of therapeutics. 
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• The introduction of social pharmacy in the curriculum would be fruitful to manage the 

current crisis faced by pharmacists in the healthcare sector. 

6.6 Concluding Remarks 

Based on the entire research about the viewpoints of pharmacists towards their professional 

role in the system of healthcare in Pakistan there is great role of pharmacists in numerous 

possibilities Where one of the most prominent element is that pharmacists in Pakistan are 

willing to execute their work, perform their duties and offer direct care to patient employing 

their clinical expertise and related information. Moreover, it has also been found that the 

pharmaceutical care experience and skills for management of medicine are crucial when it 

comes to identifying the impact of doctors and pharmacists and perceptions of the professional 

roles of pharmacists of preferred associations. Through the research, it was also witnessed that 

the updated curriculum enhanced their clinical information and updated knowledge related to 

the policies of health regulation that offered more prospects to the pharmacist to cooperate with 

doctors throughout the care of patients. Nonetheless, they appeared sceptical performing a 

progressive clinical pharmacy role for instance as superseding in prescriptions and therapy of 

medication, prescribing and consultations. This cynicism was majorly due to the prevalence of 

negative insight about the pharmacist’s competencies among most doctors. Further, it is 

important to implement clinical rotations of pharmacists with doctors to indoctrinate that 

particular professional relationship. Also, it would be supportive if seminars and training are 

undertaken on the significance of services related to a clinical pharmacy in the healthcare 

system of Pakistan. Because certain activities would offer the prospects to familiarise 

themselves with success and also recognise the boundaries of the clinical role of pharmacists. 

Thus, it has a crucial role and involvement of pharmacists while creating better relationships 

in order to serve the patients and other clinical measures effectively.    

 The research shows that the pharmacist considered as a major sources of drug 

information by the doctors along with the counsellors, educators and various dispensers. On 

the other side, the expectations of doctors regarding the pharmacists are change because their 

clinical role is being directly related to the treatment of patients that is entirely related to the 

prescription of effective medicines. It has been noted that there is a great role of increased 

awareness of doctors for the medicines required to patients produced based on the research and 

recommendation of patients.  
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. The doctors were not welcoming to the idea of pharmacists working as a member of the allied 

healthcare team. There is a need to increase doctors’ awareness regarding the role, pharmacists 

could play in Pakistan’s healthcare system. It is vital to involve pharmacists in clinical rotations 

with doctors to develop a professional relationship. Moreover, it may be helpful if seminars are 

conducted on the importance of clinical pharmacy services in the healthcare system. Such 

activities would provide an opportunity to recognize the accomplishments and limitations of a 

pharmacist’s clinical role. 

From the quantitative findings, it has been highlighted that the doctors reflected pharmacists 

as specialists like knowing the drugs, counsellors and educators, dispensers. Nonetheless, their 

expectations of pharmacists executing a clinical role and being intricate in the direct care of 

the patient was scarce and limited from both doctor’s and patient’s end. They appeared dubious 

of advanced clinical measures and roles for instance as superseding in the medication therapy, 

consultation, and prescriptions and other prescribed measures. On the other side, the doctors 

were not convivial to the notion of pharmacists proceeding as a participant of the allied 

healthcare group. Hence, there is a need to enhance the awareness of doctors concerning the 

pharmacist’s role that could be performed better in the healthcare system of Pakistan. That is 

one of the basic reasons it is dynamic to involve pharmacists in different clinical rotations with 

doctors to create professional associations. Further, it might be supportive if seminars and other 

related programs are conducted on the significance and applications of clinical pharmacy 

services in the system of health care. Because certain activities would offer a prospect to 

distinguish the limitations and fulfilment of the clinical role of pharmacists. Moreover, the 

rationale related to the need for this strong relationship between the pharmacist and doctor is 

that the doctor suggests the prescription medicines to the clinicians in order to get timely 

delivery and availability of the medicines for the patients.      
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Literature Reviewed For Initial Study  

S. No Reference Year Country Size Key Findings Limitations 

1.  
Saira Azhar 
et.al  

2010 

Islamabad 
Faisalabad 
Lahore, 
Pakistan 
 

344 

• 68% of the doctors appeared comfortable with 
pharmacists playing patient-centred roles. 

• 84.5 % expected pharmacists to take personal 
responsibility for resolving any drug-related 
problem 

• 76 % of them considered pharmacists as 
knowledgeable drug therapy experts.  

• Only 50 % of the doctors thought that pharmacists 
apply their drug knowledge in practice  

• 11 % indicated that pharmacists routinely 
counselled their patients 

• Conducted only in three 
cities of Punjab  

• Only government hospital 
involved  
 

2.  
Saira Azhar 
et.al 

2011 

Islamabad 
Faisalabad  
Lahore, 
Pakistan 

116 

• 42.2 % of the hospital pharmacists were involved in 
patient education pertaining to drugs, they were 
willing to take personal responsibility for resolving 
drug-related problems encountered 

• 84.5 % of them conveyed that their current role is 
more focused on pharmacy record keeping 

• 57.8% of the pharmacist indicated that they were 
involved in compiling and updating of their 
hospital’s drug formulary 

• Conducted only in three 
cities of Punjab  

• Very few numbers of 
respondents  

 

3.  
Najia Rahim 
et. al 

2012 
Karachi, 
Pakistan 

116 
• 86.2% of physicians was in favour of the need of 

pharmacist to meet present health care demand 

• Less number of respondents  

• Only descriptive analysis 
conducted  

ANNEX: II 



 

 

• 98.28% of physicians thought that only qualified 
pharmacists should run pharmacies  

• 93.1 % of physicians was in favour that there is an 
urgent need of pharmacist in public/private sector 
hospitals 

4.  
Nabeel 
Khan et.al 

2014 
Karachi, 
Pakistan 

278 

• Limited interactions among doctors and 
pharmacists and that too for drug availability 
inquires  

• 80-90% physicians have high expectations with 
pharmacists. Indicated that pharmacists should be 
responsible for medication related query and 
should have updated knowledge  

• Higher proportion tends to disagree with 
pharmacists intervention in patient’s drugs   

•  Nationwide study should 
be done 

• More details required 

5.  
Sadia 
Shakeel 
et.al 

2015  
Karachi, 
Pakistan  

212 

• >90% thought that clinical pharmacist should be a 
source of clinical medicines information 

• 70.8% of GPs considered it undoubtedly true that 
involvement of clinical pharmacist in medication 
management would enhance relationship  

• 90% of them agreed that the service would improve 
patients’ medicine-related health outcomes. 

• ambivalent about the government policies and did 
not believe that the current policies give sufficient 
recognition to patient care approach 

• The government should develop strategies to 
strengthen doctors-pharmacists relation, thereby 
enhancing the role of pharmacists in primary care. 

 

• Conflicting information 
regarding p-values 
 



 

 

6.  
R Adepu 
et.al  

2006 
Karnatka, 
India 

115 

• The respondents opined that only qualified 
pharmacists should run the pharmacies 

• Although the present D. Pharm qualification is 
sufficient to run the pharmacies 

• Pharmacists are considered as a part of health care 
team  

• pharmacists should check the legality and drug 
interactions in the prescriptions and provide the 
drug information  

• Respondents were against the pharmacist-run 
diabetic and anticoagulant clinics and against 
pharmacists prescribing cost-effective suggestions 

• Many respondents expressed positive opinion 
about the extended roles of the pharmacists but 
said the success mainly depends upon the improved 
knowledge base and effective communication skills 

• KRUSKAL WALLIS was used 
but no significant of the test 
reported  

• Rationale of using the above 
mentioned test 

7.  
Eman Abu-
Gharbieh 
et. al 

2010 UAE 71 

• Physicians (92%) expressed the view that the 
clinical pharmacist is an important integral part of 
the healthcare team 

• 90% of physicians believe that clinical pharmacist 
can acquire training in certain medical areas to 
perform patient counselling  

• Small sample size was used 

• HCPs random sampling was 
not done based on 
categorization of their 
facilities which may have an 
impact on the need for 
clinical pharmacy services. 

8.  
Osama 
Mohamme
d et.al 

2014 UAE 285 

• Two thirds of the physicians believed that 
pharmacists could act as a reliable source of general 
drug information and play an important role in 
discovering clinical related problems 

• The study has relatively 
small sample size. Second, 
parallel exploring study 
about the pharmacist 
training and competency 



 

 

• Physicians who had fewer years in practice (less 
than 10 years) and recently graduated had more 
acceptances to the clinical role of the pharmacist 
and believed that there should be a clinical 
pharmacy services in their hospitals 

was not conducted. It is 
possible that skills and 
confidence in pharmacists’ 
competency account for 
reduced acceptance and 
expectations of physicians 
for clinical pharmacy 
activities. 

9.  
Manal 
Zaidan et.al 

2011 Qatar 205 

• 89% physicians expected the pharmacist to educate 
patients about safe and appropriate use of drugs 

• 57% expected the pharmacist to be available for 
health-care team consultation during bedside 
rounds 

• Private hospitals were not 
included in the study 

• Large study is warranted to 
extrapolate and generalize 
the results 

10.  
Kerry 
Wilbur et.al 

2012 Qatar 62 

• Physicians were more comfortable with pharmacist 
activities closely linked to drug products than 
responsibilities associated with monitoring and 
optimization of patient outcomes 

• Medication education (96.6%) and drug knowledge 
(90%) were practically unanimously recognized as 
abilities expected of pharmacists 

• consultative roles, such as assisting in drug regimen 
design were less acknowledged  

• The data is not linked in the 
file and makes it confusing 

• Only descriptive analysis 
done 

• Less number of participants 
involved 

11.  
L. Matowe 
et.al 

2006 Kuwait  120 

• 57% of physicians comfortable with pharmacists 
carrying out patient-directed roles 

• 79% of them regarding pharmacists as 
knowledgeable drug therapy experts 

• 60% considered pharmacists as applying their drug 
knowledge in practice 

• The sampling was from only 
four government hospitals 

• No private hospitals were 
included  



 

 

• 29% agreed that pharmacists routinely counselled 
their patients. 

12.  
Linda M. 
et.al 

2009 Jordan 245 

• More than half of the physicians were comfortable 
with pharmacists providing patient education 

• 48.2% were uncomfortable with pharmacists 
suggesting the use of prescription medications to 
patients  

• 62.5% expect the pharmacist to educate their 
patients about safe and appropriate use of drugs 

• 33.9% of them do not expect the pharmacist to be 
available for consultation during rounds 

• 28.2% agreed that pharmacists frequently inform 
them that their patients have experienced some 
problem with their medications 

• No private hospitals were 
included 

• The questionnaire did not 
include a mix of positively 
and negatively worded 
questions 

13.  
Saja 
Almazrou 
et.al 

2015 
Riyadh,  
Saudi 
Arabia  

135 

• Less than 40% indicated that they either never or 
rarely worked with a clinical pharmacist 

• 4% worked with clinical pharmacist quite often  

• Respondents agreed that clinical pharmacists were 
an integral part of the medical team 

• Most respondents agreed that the specific 
responsibilities of a clinical pharmacist were not 
clearly defined  

• Physicians seemed to be unaware of the potential 
benefits of having a clinical pharmacist on their 
teams, and some physicians had no prior 
experience working with clinical pharmacists 

• The study is limited to one 
city  

• Pharmacists opinion was 
not considered 

 



 

 

14.  
Nahid 
Osman 
Ahmed et.al 

2017 
Qasim, 
Saudi 
Arabia 

189 

• Physicians perception were found to be high; such 
as, patients’ education and counselling, monitoring 
of patients’ responses to drug therapy including 
toxicity/side effects and provision of drug 
information to healthcare professionals  

• Physicians showed low perception (less than 76%) 
in the taking of patients’ medication history on 
admission, by clinical pharmacists 

• The study was conducted in 
only three hospitals at one 
city of Al Qassim region of 
Saudi Arabia 

• Only involved doctors in 
governmental hospitals and 
not those in private sector 

15.  
Abdelmonei
m Awad 
et.al 

2006 
Khartoom, 
Sudan  

200 

• 50% of respondents never or rarely had interaction 
with pharmacists with regard to patient’s 
medication 

• Respondents were most comfortable with 
pharmacists detecting and preventing prescription 
errors (49.2%), monitoring outcomes of regimen 
(45.9%), designing therapeutic regimens (43.4%) 
and suggesting use of prescription medicines 
(40.3%)  

• Respondents were least comfortable with 
pharmacists suggesting the use of certain 
prescription medications to patients  

• The response rate was quite 
low 

• All respondents were 
hospital doctors only 

• Done in one part of the 
country 

16.  
Fatemeh 
Alipour et.al 

2018 
Tehran, 
Iran 

415 

• 67.2% of Physicians agreed that pharmacists were a 
reliable source of general drug information 

• 90.6% of Physicians expected pharmacists to advise 
their patients about the dose and administration of 
their medications 

• 51.6% of Physicians agreed that they were usually 
informed by pharmacists regarding potential 
problems in their prescriptions. 

• A large study is 
recommended to 
extrapolate and generalise 
the results 

• This study investigated the 
perceptions, expectations 
and experiences of 



 

 

 physicians and not that of 
pharmacists 

• Study done only in Tehran 
Province 

17.  
Salim A 
Hamadi 
et.al 

2015 Iraq 194 

• 69.4% reported, rarely interacting with pharmacists 

• 74.9% enquiring about the availability of 
medications 

• Physicians reported being comfortable with 
pharmacists preventing prescription error, treating 
minor illness, and suggesting prescription 
medication to physicians of 74, 75 and 67 % 
respectively  

• 47 % were comfortable with pharmacists providing 
patient education. 

• Larger study is 
recommended to generalize 
the results to whole 
province  

• The study only included 
physicians in government 
hospitals and excluded 
those in the private sector 

18.  
Andreja 
čufar et. Al 

2014 Slovenia 40 

• Physician expect clinical pharmacists to analyse and 
consult patients’ pharmacotherapies, detect drug 
related problems and suggest changes or 
optimization of the therapy 

• Physicians’ perception of the role of the clinical 
pharmacist is more traditional and they are not in 
favour of passing the right to perform independent 
interventions of pharmacotherapy to clinical 
pharmacists 

• Agree that pharmacists should have access to 
medical records 

• Limited number of 
Physicians involved in the 
study  

• Only Medical Directors and 
heads of hospitals were 
included in the study 

19.  
Deborah V. 
Kelly et. Al 

2013 
Newfound
land, 
Canada 

33 
• Both groups (physicians and pharmacists) 

overwhelmingly agreed that collaborative practice 
could result in improved patient outcomes  

• Out of 462 physicians only 
33 participated in the 
survey 



 

 

• Major barriers were lack of time and compensation 
and the need to deal with multiple 
pharmacists/physicians  

• Physicians indicated they would like more 
collaboration for insurance approvals and patient 
counselling 

• Both groups want more collaboration to improve 
patient adherence 

• Only family doctors were 
contacted for the study 

• 407 pharmacists were 
involved in the study and 
the difference among the 
two groups is quite 
staggering  

 

20.  
Linda J.M. 
Bryant, et.al 

2009 
New 
Zealand 

565 

• The results revealed a gap in perceptions regarding 
the role of the community pharmacist, with general 
acceptance of the technical roles but less 
acceptance of clinical roles by general practitioners 

• Barriers to increased involvement of community 
pharmacists in clinical services included a perceived 
lack of mandate, legitimacy, adequacy, and 
effectiveness by both groups (GPs and Pharmacists)  

• The study suggested that there are significant 
barriers to community pharmacists increasing 
clinical services, both from the community 
pharmacists themselves and from the general 
practitioners 

• The study is only a 
preliminary study that 
attempts to look beyond 
the environmental and 
practical barriers to the 
provision of medicines 
management 

• Only community 
pharmacists were involved 
in the study 
 

21.  
Maher R. 
Khdoura 
et.al 

2013 
West 
bank, 
Palestine 

157 

• The majority (76.4%) of respondents were most 
comfortable with pharmacists detecting and 
preventing prescription errors  

• They were not comfortable with pharmacists 
suggesting the use of prescription medications to 
patients (56.7%) 

• The results of the study can 

• not be generalized to all 
physicians in hospitals 

• physicians from private 
sector was not included in 
the study 



 

 

• Most physicians (62.4%) expected the pharmacist 
to educate their patients about the safe and 
appropriate use of their medication 

• Approximately one-third (31.7%) did not expect 
pharmacists to be available for consultation during 
rounds 

• Physicians’ experiences with pharmacists were less 
favourable 

• 77% of the physicians agreed that pharmacists were 
always a reliable source of information 

• 11.5% agreed that pharmacists appeared to be 
willing to take responsibility for solving any drug-
related problems 

• most of the respondents 
were young (less than 35) 

  

22.  
Linda J.M. 
Bryant et, al 

2009 
New 
Zealand  

1208 

• Results revealed a gap in perceptions regarding the 
role of the community pharmacist, with general 
acceptance of the technical roles but less 
acceptance of clinical roles by general practitioners 

• Barriers to increased involvement of community 
pharmacists in clinical services included a perceived 
lack of mandate, legitimacy, adequacy, and 
effectiveness by both groups.  

• Study suggests that there are significant barriers to 
community pharmacists increasing clinical services, 
both from the community pharmacists themselves 
and from the general practitioners 

• The paper shared the views 

of community pharmacists 

only  

• Postal services was utilized 
for data collection 

• Test utilized to achieve the 
results can be improved  

23.  
Saira Azhar 
et, al 

2011 
Islamabad 
Faisalabad 

116 
• 42.2 % of the hospital pharmacists were involved in 

patient education pertaining to drugs. The 
respondents were willing to take personal 

• Conducted only in three 
cities of Punjab  



 

 

Lahore, 
Pakistan 

responsibility for resolving drug-related problems 
encountered 

• 84.5 % of them conveyed that their current role is 
more focused on pharmacy record keeping.  

• 57.8% of the pharmacist indicated that they were 
involved in compiling and updating of their 
hospital’s drug formulary. 

• Hospital pharmacists in Pakistan have concerns 
about their present professional roles and face 
significant barriers with regards to increasing their 
involvement in clinical services. 

• Very few numbers of 
respondents  

 

24.  
Ut Mui Io et, 
al 

2013 Macau  84 

• 33.33% of physicians and 77.8% of pharmacists 
claimed they collaborated with the other 
professional at least once a week 

• The main reason for collaboration was prescription 
order queries 

• Both professionals indicated that “medication 
dispensing” and “identification and prevention of 
prescription errors” were currently the top 
responsibilities of pharmacists  

• It was anticipated by the physicians that 
pharmacists would remain focused on “medication 
dispensing” but should put in more effort  

• Pharmacists, on the other hand, would like to 
develop their role in direct patient care such as 
“patient counselling”. 

• The response rate of 
physicians and pharmacists 
was relatively low and the 
number of participants from 
each profession was 
different  

• Translation of the questions 
might be interpreted 
differently by participants, 
which needed further 
improvement 



 

 

25.  
Ibrahim 
Khalid 
Rayes et, al 

2015 
Dubai 
UAE, 

198 

• Findings showed that community pharmacists are 
more directed toward business than patients 

• They dispense all categories of medicines over-the-
counter without the need of prescriptions 

• A new trend of pharmacists in Dubai is to provide 
enhanced pharmacy services such as consultation 
to patients upon request. 

• Study results cannot be 
generalized to the whole 
country as it was restricted 
to the city of Dubai. 

• Only frequency and 
percentages among 
variables discussed no 
statistical test was utilized  
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Interview Guide for Doctors and Pharmacists  

For Doctors: List of questions to be asked in the interview 

1. How long have you associated with this hospital? 

i. How long have you associated with this profession? 

2. What is your basic education as Doctor?  

i. Do you have any other qualification/ certification other than your basic 

medical education? 

3. How long have you been seeing patients as Doctor? 

i. Only worked in hospitals or elsewhere?  

4. How frequent (often) is the communication with the pharmacists in your hospital? i.e. 

how many times have you met with the pharmacists to have extended discussions 

about patient care? Or any other query  

5. What are the common means of communication?  

i. Are there any face to face visits, using the patients as messengers, by phone 

etc.? 

6. Was there a point in your practice time where pharmacist tried to communicate with 

you regarding an ongoing treatment which you were in-charge of? 

i. How did that communication go?  

7. Have you ever come across a situation where pharmacists communication with you 

resulted in a better patient outcome or has there been a case where the lack of 

communication with them resulted in a negative patient outcome? 

8. Do you think that it would be useful to potentiate the teamwork with the Pharmacists 

of your hospital? Why? 

i. If yes, have you ever come across such teamwork? What was the result  

9. What steps do you think could be taken to improve communication with Pharmacists? 

10. Are there any joint care activities that are performed by pharmacist in your hospital? 

i. If so, please specify those activities? 

11. Please specify those joint activities that can potentially be performed by the 

collaboration of pharmacists? E.g. Pharmacists phoning in refill requests, alerting 

doctors on the possible ADRs, or discussing a drug therapy problem identified during 

the dispensing process, 

12. How do you see the role of Pharmacists in your hospital? 

ANNEX: IV 



 

 

i. How do you perceive if Pharmacists will only be limited to the dispensing of 

medicines?  

13. Do you think Pharmacists can prescribe common illnesses medicines?  

i. Do you think you Pharmacist will be taking your place by prescribing?  

14. In your experience, do you think Pharmacists took responsibility for managing 

medicines related problems?  

i. Can you give any example? 

15. In your opinion who do you think (pharmacist/doctor) makes an effort to establish an 

inter-professional collaboration? 

i. If possible, please give me examples of this efforts? 

16. Are there systems (systems placed by the administrative body, formal and informal / 

regular and irregular) in place that potentiate the inter-professional collaboration 

between you and pharmacists? 

i. How has your collaboration with pharmacists been facilitated or hindered by 

the hospital’s organizational structure?  

17. What do you think about the structure of Pharmacy education in Pakistan? Do you 

think it has to be improved? 

18. How important do you feel trust is to relationship development with the pharmacists 

with whom you work with? 

i. Do you trust the pharmacists with whom you work? 

Probing questions:  

19. Do the pharmacists in the hospital monitor the drug therapies of patients? 

20. Do the pharmacists in the hospital make clinical recommendations to you? 

i. If so, how well are they accepted by you? 

21. Is there anything more you would like to add on what we have talked about so far? 

22. Do you have any question that you would like me to answer? 

Thank you for your time and cooperation 

 

 

 

 

 

 



 

 

 

For Pharmacists: List of questions to be asked in the interview 

1. How long have you associated with this hospital? 

i. How long have you associated with this profession? 

2. What is your basic education as Pharmacists?  

i. Do you have any other qualification/ certification other than your basic 

education? 

3. How long have you been seeing patients as Pharmacists? 

i. Only worked in hospitals or elsewhere?  

4. How frequent (often) is the communication with the doctors in your hospital? i.e. how 

many times have you met with the doctors to have extended discussions about 

patient care? 

5. What are the common means of communication?  

i. Are there any face to face visits, using the patients as messengers, by phone 

etc.? 

6. Was there a point in your practice time where doctor tried to communicate with you? 

7. Have you ever come across a situation where your communication with the doctors 

resulted in a better patient outcome or has there been a case where the lack of 

communication with them resulted in a negative patient outcome? 

8. What kind of roles do the doctors in the hospital expect you to play? 

i. What is your understanding of doctors perceive you as? Professional or 

Technician?  

9. Are there any joint care activities that are performed by you and doctors in your 

hospital?  

i. If so, please specify those activities? 

10. Please specify those joint activities that can potentially be performed by the 

collaboration of pharmacists and doctors? alerting prescription on the possible ADRs, 

discussing a drug therapy problem identified during the dispensing process,  

11. How do you expect the role of Pharmacists in your hospital? 

i. How do you perceive if Pharmacists will only be limited to the dispensing of 

medicines?  

ii. Can you list the priorities of duties of Pharmacists in the hospital? 



 

 

12. Do you think Pharmacists can prescribe common illnesses medicines?  

i. Do you think you will be taking doctors place by prescribing?  

13. In your experience, do you think Pharmacists took responsibility for managing 

medicines related problems?  

i. Can you give any example? 

14. Do you think patient’s safety is one your main responsibility?   

i. If yes, then can you explain how you will perform this duty? 

15. How has (in a positive or negative way) your professional education affected you in 

collaborating with doctors? 

16. Are you satisfied with the current pharmacy practice education in Pakistan? 

i. What major changes in the curriculum you expect from Pharmacy Council? 

Probing questions:  

17. Do the pharmacists in the hospital monitor the drug therapies of patients in your 

hospital? 

18. Do the pharmacists in the hospital make clinical recommendations to the doctors? 

i. If so, how well are they accepted by them? 

19. Is there anything more you would like to add on what we have talked about so far? 

20. Do you have any question that you would like me to answer? 

Thank you for your time and cooperation 
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University of Sunderland  

School of Pharmacy 

Department of Health and Wellbeing 

Interview Guide on the Barriers of Inter-Professional Relationships between Doctors and 

Pharmacists in Pakistan: For Pharmacists 

Introduction: I want to thank you for taking the time to meet with me today. My 

name is Nabeel Khan and I am the principal investigator for the study entitled 

“Inter-Professional Relationships between doctors and pharmacists in Pakistan”. 

And I would like to talk with you about the level of inter-professional collaboration 

you have with the doctors in your hospital. 

Purpose of the Interview: I am interested in knowing the extent of inter-

professional collaboration you have with the doctors in your hospital. The 

interview should take maximum of an hour. Although I will be taking some notes 

during the session, I can’t possibly write fast enough to get it all down. Because I 

don’t want to miss any of your comments, would it be alright if I tape recorded the 

session?  

Yes/No 

If your answer is yes, because we’re on tape, please be sure to speak up so that we 

don’t miss your comments. All responses will be kept confidential. This means that 

your interview responses will only be shared with research team and we will ensure 

that any information we include in our report does not identify you as the 

respondent. Remember, you don’t have to talk about anything you don’t want to 

and you may end the interview at any time. 

Are you willing to participate in this interview?  

Yes/ No 
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University of Sunderland  

School of Pharmacy 

Department of Health and Wellbeing 

Interview Guide on the Barriers of Inter-Professional Relationships between Doctors and 

Pharmacists in Pakistan: For Doctors  

Introduction: I want to thank you for taking the time to meet with me today. My name 

is Nabeel Khan and I am the principal investigator for the study entitled “Inter-

Professional Relationships between doctors and pharmacists in Pakistan”. And I would 

like to talk with you about the level of inter-professional collaboration you have with 

the physicians in your hospital. 

Purpose of the Interview: I am interested in knowing the extent of inter-professional 

collaboration you have with the pharmacists in your hospital. The interview should take 

maximum of an hour. Although I will be taking some notes during the session, I can’t 

possibly write fast enough to get it all down. Because I don’t want to miss any of your 

comments, would it be alright if I tape recorded the session?  

Yes/No 

If your answer is yes, because we’re on tape, please be sure to speak up so that we don’t 

miss your comments. All responses will be kept confidential. This means that your 

interview responses will only be shared with research team and we will ensure that any 

information we include in our report does not identify you as the respondent. Remember, 

you don’t have to talk about anything you don’t want to and you may end the interview 

at any time. 

Are you willing to participate in this interview?  

Yes/ No 
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Participant Information Letter 

Determining the barriers of inter-professional relationships between doctors and 

pharmacists in Pakistan  

Chief Investigator: Nabeel Khan 

You are being invited to take part in a research study. Before you make a decision whether or 

not you wish to be involved, it is important for you to understand why the research is being 

done and what it will involve if you choose to take part.  Please take the time to read through 

this information and to discuss it with others.  If you would like any further information, please 

contact the researcher (contact details are at the end of this sheet).  The decision to take part in 

the research study is up to you, please take your time to decide if you wish to participate or not.  

Note: This is the second phase of the study, in first phase the investigator conducted survey 

across the major hospitals of Pakistan, this part of the study will provide the in-depth insight 

of the relations of the two professionals.  

Why you are being asked to take part in this study? 

The research is based upon the inter-professional relationship among doctors and pharmacist 

practising in hospitals across various cities of Pakistan.  

Why is the research study being done? 

In Pakistan, the relationship between doctors and pharmacists are not exemplary and that is 

why the patients are not able to receive the recommended care plan. Previously, there has not 

been ample research being done on this topic nationwide and this research will surely provide 

the ground reality of the relationship and how we can improve the overall healthcare system 

by addressing these issues to the concern authorities  

What will I have to do? 

You will be asked to take part in an interview. You do not need to give your name or any other 

information that could identify you. Completing the interview should take you no longer than 

50-60 minutes to complete.  

What risks are there? 

We do not believe that there are any risks to you or to your organization participating in the 

research. If you think you might feel uncomfortable, or do not want to take part in the study, 

simply ignore this letter. Unfortunately, we will not be able to withdraw any response once the 

respondents have completed the interview as the response will be anonymous and we would 

not be able to identify you.   

 

Will taking part in the study be confidential? 

ANNEX: X 



 

 

The data from the interview is anonymous, so the organization name or the respondent’s 

identity will not be identified. The real names of the people will not be used.  It may be 

appropriate that certain staff at the University of Sunderland may be given access to the data 

for monitoring or audit of the research study to ensure compliance with standards and 

regulations.  

The written data will be stored in a locked file at the University of Sunderland and will be 

destroyed after five years.  Every effort will be made to maintain confidentiality and protect 

the identities of the participants in line with current laws and practice.  

The data will or might be used, e.g. published in journals, presented at conferences, shared with 

health bodies. However, the identity of the respondents will remain confidential at all stages  

What if you decide not to take part? 

Taking part in the study is voluntary, and you do not have to take part if you do not wish to. 

Simply ignore this letter. However, if you decided to not continue participating in the study 

simply leave the consent form, as any incomplete interviews will not be the part of the study 

What happens next? 

Please take the time to read this information sheet. It is up to you to decide if you would like 

to participate in the study.  Please feel free to contact the Chief Investigator to discuss any 

queries you or your organization may have. If you do decide to take part, please contact the 

Chief Investigator if you wish to receive a printed copy 

How you can contact if like to have more information about the research? 

Once you have had time to read this sheet and if you have decided to have further information, 

about the research study, please contact the researcher, for any other information, please 

contact Dr Ken McGarry at ken.mcgarry@sunderland.ac.uk or the Chair of the University 

Ethics Committee, Dr John Fulton at john.fulton@sunderland.ac.uk  

If you agree kindly signed in the consent form acknowledging your consent and permission for 

me to conduct this study 

 

Thank you for taking the time to read this information sheet. 

 

This study has been approved by the University of Sunderland 

 Research Ethics Committee 
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