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ABSTRACT

The effort toenhance 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 stsdy ai
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 antimgmthe 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 gications 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 determiniet interprofessional relationships of doctors and pharmacists
practsing 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
Pakstan. The profession lacks significant recognition from other health professions and faces

significant barriers texecute 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 cressctional survey was undertaken between 1100 participants (doctors
and pharmacists) prasitig within the hospital settings of Pakistab¥8 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 expectetigrmacists 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 ableitgeract with doctors on clinical issues professiondhydepth
gualitative wok 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
hawe been established. Qualitative interviews provided insight into the processes of interaction

between the two professional groups. Doctors in Pakistan consider pharmacists as experts in



drugrelated information and are receptive to working in collabordtorithe 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 collabarbetween 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 e thtdiexpertise of pharmacists and
develop harmony betweedoctors 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 bwards 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 relationstepselen 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 accomplifgctefe collaborative working
between doctors and pharmacists.

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

Pakistan.
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1.0CHAPTER ONE

1.1Background of Study

The pharmacy profession has observed a marked paradigm of role allocation from & product
focus to patientocus 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
SDWLHQWVY KHDOWK DQG RIIHUV PRUWDOLWan&aH&eH ILWV >
economic benefits to the state. At present, the pharmacists have been involved in conventional
and administrative roles and have excluded themselves from clinical[8)les.

In the case of Pakistan, the government has promised to introduceapbatital 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 shortageqoélified 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 magragnt 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 instity&j.

Interaction between healthcare representatives belgnigi 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 papeathgred the important factors that affect
pharmacist/physician relations and promote a healthy and effective work envirofinént |
research article concluded that poor communication between pharmacists and doctors is
associated with more AEDs and cardlderessed 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 theoncerned authorities to take measures to ensurg3his

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

substantiabarriers to executg their role fully. Moreover, it is evideritom the literature that
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Pharmacist as a professional is in transition charaeteitby considerable ambiguity and
uncertainty concerning its status as the health care professshraupstantial modifications
have occurred within the profession of phaoyin the past few decades. The response of the

profession has been an effort towards a pateented clinical role for pharmacists.

1.2 Overview of The Thesis

Previous literature apprising the development of this study is presented in chajuestat

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 theoriesadégsionalism 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 studythe 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
interprofessionlarelationship of pharmacists and doctors in the health care system. This is
followed by the barriers of interprofessional relations between doctors and pharmacists. The
FKDSWHU JLYHV DQ LQVLJKW LQWR 3DNLVWDQ MadyHDOWKF
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 problemmetutef this study.

Chapter 3 focusamthe techniques used in the present study, and its methodology and research
design are presented in this chaptehighlights the aspects of the mixetkthod approach

and the rationale of utding it. The studyfollows 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 aboteose mixed methodsave been followed in this studyhe data
collection methods, sampling method, recruitment of participants and data analysis are also
performed provided in this chaptéthase one of the study is the quantitative phase, in this
crosssectional survey wasonducted 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 facstagrhired interviews were condedt

16



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 pharmactaghlighted. 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 rolé pharmacistsas 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 thagyoal of th
study, which is to determine the barriers of professional relations between doctors and
pharmacists. In phase two, the sestnuctured face to face interviews provides detailed insight
into professiondiies. In this section, the study focuses on tirébattes which were not evident
during the quantitative phase. Both respondents ensgldaghe core issues of these

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

Chapter Sncorporates théndings of both quaiitative and qualitative phasesterms of their

implications forthe interprofessional relationships of doctors and pharmacists

Chapter 6This chapter addresses the conclusions that were drawn from this research study.
discusses implications for mtice 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 Pakigtiso, various limitations of the study are

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

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

2.1Health 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 resourcesedesigmprove

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 dsas@hmediate 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 orddp 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 throwsgtuctng 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 byldhid a&fioh
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 takem @sority 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 internationah lagghcies, 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 prionrtiesds to strengthen health systems
openthe window This focus amng global health organisations is somewhat new. A number

of healthcare firms have emphasised on partigofactious agents during the time period of
mid-1990s to the mi@®000sProgress. 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 emergencyl[1f were brought to life during this era
in the history of international health.

An outline has been proposed Dlge Worldhealthorganization(WHO) in order to construct

an agreement on making the health systems strongeiVéhd healthorganization(WHO)

views the health system as a group of organisations and participants who aim to promote,
restore and presve health. There are six constituents: providing of services, @peiating

health workforce staff, efficient health information systems, entrance to medical products and
technologies, sponsoring, management and control to ensure and observe peef¢tiBjan
Global health players such as PEPFAR, JAVI and Global Fund have adopted the definition.
Furthermore, primary healthcare and global reportage is promot&H® and others in
charge as a foundation of bolstering the health system&VH@DirectorGeneral responded

to the concerns of member states when he took office, using the ibaaiothealth care to

align organisational priorities and make them the subject of the 2008 World Health Report [19].
The 62nd World Health Assembly issued a reS8WIURQ LQ RQ 3SULPDU\ KHI

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 peopt wrable 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, whislcommon 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 worlgtlass medical services to its citizens. Conversely, despite government
support, Inda 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@amchg 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 frommattenal differences between

health care systems in order to accompliseése challerigg 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 baiehodifications 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 oppositimnt Republicans and many private health

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

step toward &ealthoriented healthcare systemUsA [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 careveigwealthcare 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 nurebefr 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
passell 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 shbald n
privatised and instead, the government should take over health care systems [26].

Factually staying healthy means improving wastoductivity, ensuring employee health care

LV LQ WKH EXVLQHVVIV EHVW LQWHUHVWY )LQDOO\ KHDOV
be left to the private sector. Therefore, the main controversy or debate here is that the
government shoulglay 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 €@ystem may prevent clinicians from fulfilling the
charter. Today, the size of the healthcare industry is $ 3 triNidvich is estimatedo be
"system waste", including during major reforms in medical services and payment models,
hospitals and healtlare systems should focus on their financial health; At the same time, they
can ensure the priority of their tasks, their ethics, effective operations, and tHeeingllof
patients and healthcare providers [29]. Professional ideology recognises thdt amsef
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 hidlogtors, 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 teamembers 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 departmengsiestion 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 reportseage not suregiving aspirinto aacute
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 integratedirections to provide services of prime quality are studied: skilled, scientific,
and therapeutic. The foundation of ghprofession is included in the scientific position,
consisting the sciencef 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 pragte. . 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 andrageothe

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

and disability”. All practitioners arguspectedo promote this goal [34].

(A) Dutiful Responsibilities and Social Determination of ThePharmacy 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 cargities, 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 performeden 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 prospecmedicine 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 assunijons of the Americans, additional financial accountability for their healthcare,
demand for low cost from consumers, and suitable medical services is incr&ging [
fundamental role can be played by Pharmacists as they meet the needs of peapliliog pr
access to higiguality and economical preventive screening and immunistiity.

Pharmacistun programs can help simplify the transition to care by reducing facilities like
bedside prescription dealings, hospital discharge consultationsneérfdospital, telephone
counselling to reduce adverse drug events, drug adherence, and hospitalggion rates. In

fact, a 2016 study by CVS Health Institute found that drug matchmaking programs could help
patients review patient medications and pdevcompliance counselling during the transition

from hospital to home, reduce hospitalisation by 50% and help to avoid unnecessary healthcare
costs [37].

(B) Sociology of InterProfessional 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 qualdgrefbydoing
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this, the IPP requires stakeholders to acknowledge and appréweateontribution and
experience that other healthcare professionals can make to patient care. Hesdtiviees
havebeen a main concern for health services management, decision makers and governments
globally. Providing integrating services has been a part of this-bmysger professional

collaboration.

The motivation for IPP accreditation stems partly from the rdatognthat 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 trerkplace 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 ethinspectors caused inconsistencies, information

concealment, and poor team performarg&&40].

Keeping the outline adocial identity theory41], professional identity theory and its extension

in mind, biasedconduct of professional crowds has been considered as threats to professional
identity, dissimilar professional values, accommodation, offensive or aboshassiourit is

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

the occurrence of identity threats, we claim to provide in depth analysis into a number of
consequences of IPP transitions at the workplatd®? or collaboration is referred as a
collaborative, patiertentric attitude towards health seeidelivery 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. Anexampk 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 improvet gétieral 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 uporiiedégnces 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 Heglel identity threats. The critical plan towards
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thesuccess of IPPonsists ofjetting to know the factors that will cause threats to professional

identity.

Keeping the outline of social identity and its extended theory in pdifjdit has come in light

that it possessea 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 insigteinto t
guery 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, whaisarally educated
separately from each other, thus creating different ideological and practical frameworks. The
process ofocializationand vocational education means that individuals may get to know their
professional groups strongly arehlizesignificant 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 refet24]. When valuable

social identities are tbatened 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 highmigigofalzation

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 unfainfair 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 theewmstone 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 arenany 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
expendture 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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drug is used correctly. In a diversganner, pharmacistake positionin betweenmedicine

developers and producers, whereas consumers of drugs at the same time. They are rightly
termed as the medicine experts of doenmunity.Pharmacy is a health profession related to
medicinal drugs. Under thHerugs Act 0f1967 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 includ@ermanent 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
prodicts 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 synthesisdaugs, 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
Internd 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 extingpteuld be due to
thefailure to detect the wrong dose or to provide the wrong medication [47].

Promotion of safegffective,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 beautifdligi. 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 pharmacistliectly 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
onallocating 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 balarssedf drugs. It has been
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recognized in few countries that this task is In some countries,réctgnisedthat this
UHVSRQVLELOLW\ LV GLVWULEXWHG ZLWK RWKHU KHDOWK
is preferred [49] Despite these advancelsug 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,
organizationglandorganizationaframework in which he operates, and therefore varies from
country to country. An example states that, pharmaceutical compangp®atlg 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 regisfgratnacies,

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

The foremost determinant of the nature of the practice of pharmacistghe @xonomic
framework for health care Most countries provide a mix of public and private health care, as

shown in pharmacy services.

There ae also fundamental differences in the way you pay for medicines. Specifically, whether
the patient pays for all or part of the drughot who can own a pharmacy varies greatly from

one country to other

Some countries allow possession afganizationghat 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 caggnaicbntribution

of pharmacists in the domain of health care is focused on five cortiraores, 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 phevision 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 ink@d in developing communitgccepted common medical
protocols, helping patients make the most of prescription medications and treatment outcomes

that help ensure improvement.

Pharmacists play an extremely important iol¢he controlling of common disesss through
providing accountable sethedication, giving guidance and assurance to individuals,
presenting ovethe-counter medications when suitable, and suggesting other health care to
people when require@&pecializedcare Through promotion and upliftg 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 fltadts, 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 professionalsiciuding 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 ae 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 rsterile products and have facis for manufacturing

those commercially available products. Maintenance services like excellence control
laboratories and computer facilities are provided by others. The role of hospital pharmacists
hastend to become highly professional as they get iretlig 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 developimpspital 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 wardas 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. Infact, almost all pharmacies in developed countries have gradually moved from

productoriented products to patientiented [53].

Just the way pharmaceutical industries are diverse, an even more diverse range of opportunities
are being provided to pharmats. 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 [pResearchexpansion, construction, quality control and invention

have beernncluded 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, sal@esagketing.

27



(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 ubgosit World Health
Organisation has a significant say on this matter as it supervises the health standards globally
and promotes welbeing [55]. If US alone is considered today, pharmacists are allowed to
administer the immunisation protocols in 44 esatCollaborative practice in this scenario
points out towards the pharmacist who has been contracted pltlgsecianto service the
SK\VLFLDQYV SDWLHQWYV > @

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 He@ltlyanizatiorrolled out a descriptive
document which encompasses the pharmaceutical standaedshationzethe 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 desi@afHO continues to invest in more and

more practitioners by opening up vacancies worldwide.

In practice, pharmacies are internationaynowned for their diversity In fulfilling their
mandate under the World Healfirganization, 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 opracticing 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, foundhtharieot
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 chamgdusiness 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
phamacies 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: Patientsnareasingly asking
pharmacists for advice on the medical conditithveyy havebeenpreviouslybeingprescribed
[59]

The implementation of the competing instructions also had an effect. Over the counter drugs
in many developed countries like &8d 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 fortuhate talmost 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 fieé&dcomplications 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 importanbpa 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 profesal 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 ownatdards 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
phamacies 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 pharnfaceethe 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 DevelopingCountries

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 whaarivural 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 Taé8re are many retail pharmacies in many
urban areas in developing coue$. Pharmacists play an important role in promoting product
safety and proper use. Proven pharmacy features inehgyjeacces$p 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 thaas tbely one
pharmacist for 60,000 people in the regibhe shortage of pharmacists is a troubling concern

as WHO reports suggest alarming figures in the African countries like GNahahe increase

in health demands and new diseases, there havendenange 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 areddany 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 amtries, 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
countriesusually 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 demamsbandonment of weak regulatory frameworks for phaeungical 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 ofrtbeme 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 empiricalemmsuring 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 msifenal 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 UKrimary 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 syemlevel 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, aits 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 tearmembers 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 ofnlceats [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 withut mentioning the administrator. For example, Gilbert (2005), in

a presentation on professional education in patienterecpractice, 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, pharmacylentistry,andnursing. 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
therole 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 cbtiie operation of service

providers and have administrative and support functions to protect and maintain clinical

31



professionals. Services apeganizedaround traditional occupational boundaries, not to the
comprehensive care needs of individual pasieand the political power balance between
different professions determines the allocation of resounseslly refers to doctors, nurses,
VRFLDO ZRUNHUV DQG RWKHU FOLQLFDO SURIHVVLRQDOVY
in such a way thahese 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].
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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 thdischarge 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 a@vised 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 asAwgiaphical

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

All these factors suggest the critical importance of this dgatarmacist relation. Doctors are
directly involved in dealing with the patients, they document the information customer provides
thereforethe 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 additear, petient
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expectations of physicians impose a culture focused onrgdighce 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 beethittatk and balance
UHJDUGLQJ SDWLHQWYTYVY FRPSOLDQFH ZLWK WKH WUHDWPH(
patient did not take the medication as recommended, the person concerned can consult a doctor
directly. The doctor will then know if #re 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 establiskd 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 bethia@ with
education and training stagdshas 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
theseresWWV D SK\VLFLDQYYV GLVFRPIRUW ZLWK WKH XQGHUO\
errors, for example, because drug interactions cannot be determined at the time of the
prescription. Likewise, the pharmacist's failure to determine the prescription errdisasgt

the system of checks and balancés.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 clplii@amacology 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 beemedoctors 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 chgdienin fostering collaborative
practice. There may be systemic determinants that can determine whether the cooperative
practice is possible and to what extents [83], such as compensationgrtgarszationof
professional practice, institutional policiemyd physical environmental factors that may be
beyond the control of the teamlithin the teamthey may be dominantmembers may have
different interests, goals, expectations, methods, and experiences, which may complicate

communicatio 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 andtbegeha

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 phgsacidrpatients who
advise will be more specific and more relevant. In order to achieve effective cooperation, an
effective tweway communication system must be implemented globally Ja&restingly,

many doctors angdatients oppose this solution.
2.6 General Overview of Pakistan
(A) SDNLVWDQYY +HDOWK &DUH 6\VWHP

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 additibay tstill 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 lackmghe 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 supporbi the federal government in urban centers [88].
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The recent development in the healthcare system of Pakistan is National public health.
Moreover, the trends of teaching homeopathy and pharmacydbse®ped overtime as well.

The ministry of health normally looks after the matters of national planning and coordination
while dealing with public health [89Prug Control Organization is a company of the Ministry

of Health. It encouraged the registratiand 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 GeneraHospital (THQ) covers residents at the street IeUbg 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 thetéongplanning is concerned. Tleer
increasingpopulation, the drought of resourcsd 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 dgm, and the ability to use the information to make decisions is

limited 2 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 wathined personnel and the lacka@immunication between

the pharmacist and the public is also the main reason for the lack of awareness of the
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pharmaceutical industry [92figure 3 showing a brief review of RaL V Wiiaspfi Ufhealth

care system.
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Figure 3: Division of Healthcare System in Pakistan

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 piamiakistan, 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 wategletrimental for the initial few years for
Pakistan. The unavailability of skilled professionals and teaching institutes further added to
increasesituation of healthcare at that time [93There were no affiliated colleges where
students can stydpharmacy 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-yiwar course be extended rfrosix

months to one year and that certain allowances should be mandatory-[Plstmagents in
SDNLVWDQ DUH QRZ DOORZHG WR SDUWLFLSDWH DV SKDUP|
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enables them to get hands on customer experience and initiatecdie®r as clinical

pharmacists [94].

KHAWAJA MOHAMMAD ABBAS

Figure 4: Pharmacist dispensing tgpatients.

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

As mentioned befor®akistan started dflowly 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 thregear undergraduate course, and then expanded to-gdaucourse

from 19781979. 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 considethe role of pharmacists in the pharmacy. In 2@@%8jan to introduce Doctaf
Pharmacy (Pharm.D) as a fiyear professional degree program in Pakistan, focusing mainly
on the clinical aspects of pharmacy. Approximately 2,587 pharmacists graduayeaad-or

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 istdakre 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 pharmasgctor in each area. Globalgharmacists are
recognizeds clinical pharmacists, Pakistan is yetdalizethis 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) ,QIOXHQFH RI 3BKDUPDFHXWLFDO 6HFWRU LQ 3DNLVWDQY

Human welfare is directly related to health. Beyond the importancemisfocusing 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 expenddsr In low and middkéncome countries, total
pharmaceutical expenditure accounts for approximately 30% of the total (public and private)
health expenditure [97]. In addition, for lamcome households in developing countries, the
number of drug expenditers 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 bynémme households.
Therdore, 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 WS $iflibn in

2016 [98]. Although North America and Europe dominate the market in terms of sales, the
pharmaceutical industry in many developing countries has achieved dbgiblgrowth in

recent years. The total size of the industry in Pakistan iimastd 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 compatimat 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 $ b bitlhile
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 tortited States, which accounts for

60% of the global market. Pakistan's exports are sluggish, and there are no companies approved
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by the US Food and Drug Administration. This is the international gold standard, which
indicates that the country has low conietness 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
doctorgphamacists. 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 patiefihesi@lowing study

aims to identify potential intgprofessional barriers that exist within the health care sectors of

Pakistan.
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3.0 CHAPTER 3: METHODOLOGY

3.1Introduction

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 mixedhod approach. The nagmethod 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 usagetlué mixedmethod @proach 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 anmakeat
approach are included in this gher. Hence, this research's ultimate goal was to determine the

barriers of intetprofessional 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 riakienprincipal

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 erapsaentific research. Several
philosophers have said that this pragmatic approach is the philosophy of common sense, which

feeds on humans' inquisitive nature towards ngdtLo].

The early pragmatists such as C.S. Peirce did not believe in the tradditiethods ofcquiring

the knowledge. They thought that there could never babaalute 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 perspectiid. Several
philosophers and scientists believe that 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 #tiglyis to focus more on the reseh
guestionstheir 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 dagngocial inquiry or a study that
is based on social relations, several philosoptiensotagree on the usgf pragmatism as the

paradigm.

These philosophers believe that pragmatism ealisedamage to the method of scientific
research. This was onetbk reasons that the initial success of pragmatism wasslbwnce
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 underlyingpeliefs 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 procedurettisadone to gather the data and analyse it.

{ Methodology: This includes how a researcher determines what he wants to know
about the world103].

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

{ Ontology: This includes inforation 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 approachgtb 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 collectechs mixed, and every kind of questioran tell a well
established scientific story. This approach allows the researcher ddedowmis on a single

aspect of the study design.

Ontology the branch of philosophy which considers the relationships and knowledge about
different entities that exishithis 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 approdekidsethat

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 sdit that
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 inpgofessional relationships between doctorsl a
pharmacists in Pakistan. The pragmatisrathodis highly supportiveof doing thorough
research on the barriers of inf@ofessional relations among pharmacists and docidres.
mixed-methodallows a researcher to focus on all different aspects ofdy sesign 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 gibng foundation for their study. Similarly, the mixetethod approach also requires
philosophical beliefs to guide how to design the research and then corntlod}.iResearchers

all over the world mostly undertake four different points of views in wilictesearcher

operates:

{ The worldviews that are formed within the scholarly communities may vary from one
community to the other.

{ The type of mixeegmethod design that is being used in the study also determines the
choice of world view.

{ Mixed methods studgan only be informed by multiple worldviews rather than a
single worldview.

{ 2Q0\ RQH SEHVW™ ZRUOGYLHZ IRU WKH PL[HG PHWKRG

Several philosophers supported the stance that the choice of worldview depends on the
researcher's type of mixedethod 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
guantitative phase, it becomes more or less like a personal perspective thaflDSjudyhile

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

Pakistan, the quantitative survey was done on the basis @o#tpositivism perspective.
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While doing this phase of the survey, the dagsegollected ly observing and integrating the

responses of the participants to the questions of the survey.

The questions of the survey were strictly basedettingthe knowledge about the reasdos

the barriers among the two professionals and how these relatiote é¢mproved. 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 sutaegallows the usage of different methods to

interpret the results of the findings.
3.5Research 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 intprofessional relations among doctors and phaiste?

{ What are the perceptisnexpectations, 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 takedde e 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 researdiigsing 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 resellahets

focus on the qualitative survey. Butestime, it has been found that quantitative surveys alone
are not capable of answering all the complicated issues associated with our stufiy0&jpic
Quantitative research with a large sample size can provide strong evidence by its objective
approachhowever, 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 attsalktise questions

in the survey, researchers started to aisexed-method approach. This l¢d the increased

recognition of mixed methods instead of using a single procedure.

Following is some of the significant roles that a mixeethod approach plays in performing

a research design:
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{ The researcher is not confined to use a single method. Heseadifferent types of
forms for collecting data and then analysing them.

{ When the data regarding a topiascollected via qualitative methods and quantitative
surveys, then the validity of the process increases, proving helpful in further study of
the problem.

{ A situationcannotbe explained by using a single worldview. The mixeethod
designs allow a person to support the research with more than a single worldview.

{ When research uses both quantitative and qualitative surveys, thehatheesof
missing any factors decreases.

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

guantitative method can be answered by using the mixed methods.
3.7The Case of Mixed Methodgor Pharmacy Practice Research

The topic of barriers of intgorofessional Hat exist between doctors and pharmacists is not
singlefaceted. To collect the information regarding thsearchmulti-faceted issue, it was

vital to use a mixedanethod approach. The mix@dethod method works by combining
guantitative and quadtive 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 researahmxétie

methodallows pluralism and combines different ways when required.

As discussed earlier, the thesis topic is raltieted; it is evident that a mixedethod
approach is the best fit. The systemic review showed that the barriers gfrofeessional
relationships among doctors and pharmacists need both qualitative artdagiwve 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 ametledd approach rather

than using an available method. Mixed studyhuds allow the researchers to use systematic
and theonyled approaches for practical and effective interventions in the healtH Il

Also, using different ways to collect the data suits tiesismore than using a single method.

For example, if te researcher has conducted a quantitative survey but has not found the result,
the mixedmethod approach allows the researcher to take other methods to take into
consideration rather than sticking to the previous ©has,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] 7R PHHW WKH RYHUDOO DLP RI WKH FXUUHQW VWX
and pharmacists' expectations and experiences of pharmaciststhedealth care system of

Pakistan should be determined. Detailed qualitative research is required to understand doctors'
and pharmacists' intgrofessional relations within the health care system.

In line with this, thorough qualitative research Isoanecessary 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 thisthesis 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 pufp@3]. 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 detegtithe 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 needé&dO].

Creswell identified the six most commonly used designs for mixed metbsesch, i.e., three
contemporary designs and three sequential frizq. All these methods are used depending
on the topic of the study. The sequential explanatory system ofixieel methods one of the

most popular of the sequential designs and kas kdescribed below:
3.9 SequentialExplanatory 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. Forrésisarch,a sequential
exploratorydesign 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 Designssially used when there is strong quantitative
evidencewaspresent. Since this research program aims to study the relations between doctors

and pharmacists in Pakistan, qualitative methods are also imgditant

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

results by using qualitative methods to gain a deeper understanding.
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In this particular thesis, the focus is given more on quantitative data rather than qualitative one.

While determining the importance of mixetkethod design, its practicality was also the point

of importance While conductinghisresearch, this design ofixed methods takes a long time

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

common one is the followp explanation varianil12]. This variant is beneficial when a
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researcher tries to analyse and find connection between the quantitative data. On the other
hand, if the researcher is trying to focus on the qualitative data, the partisphetson

variants are chosen.
3.10Advantages of Using Sequential Explanatory Design

One of the many advantagekusing 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 bdcause o
the interdependence of the qualitative and quantitative data and the combination of both kinds
of researci{113]. Following are the situations that should already be taken care of while

choosing the explanatory sequential approach as the methodologpy:desi

{ The researchemnas sufficientime 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 researsteroligh
sources to do it.

{ Allthe 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 quatdiatia the
other hand, the same questiorennotbe 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 gantitative stangiL14].

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 imtiar this research, the theoretical perspective
adopted by the researcher was a-{paositivist 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 desaption and analysis facilitated in the qualitative Phase 2. For this study, it was
made sure that the data from both the qualitative and quantitative whas®mbined to

determine which topic needs more attention.

Despite all the advantages amtreaing importanceof the mixed method designs, some

obstructionshould 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 surveyscannotbe 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 cemiglel5]. Several
philosophers believe that the mixetethod 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 mixethethod approachrerelated to Americans. This limitation shows
thatthemixed-method approactannotbe used worldwide. But there is no empiriegidence
present for this limitation which is why the whole world is udimgmixed-method approach

for conducting the research. Age havediscussed before, the mixed method design has a
pluralistic approach; the traditional philosophers have widelicizetd it. These views come
from thosewho do not recognize the importance of paradigms in the nmegtiod design to
those whado noteven think that this design is time worthy.

3.11 Initiation of Work

For this research, the priority criteria refethie 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
thatthe 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 ateged for their

interpretation.
3.12Phase One
(A) Quantitative Procedures

This passage provides a description of the procedurdbdquantitative study used within

Phase 1 of the research. Quantitative analysis carried out to elaborate the basiciamformat
DERXW WKH UHODWLRQVKLS DPRQJ GRFWRUV DQG SKDUPD
will involve those professionals who are prdaaiy in hospitals only in various cities of

Pakistan. This part dhe study has been completed from Jan 201&plil 2018. The survey

was questionnaire basexhd prior approval has been obtained from the hospitals,

perform the data collection. Volunteers/ facilitators aid has also been taken to speed up data

collection and the volunteers are onlyose who are prasing in their own hospitals.
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(B) Study Objectives

The primary objective o& quantitative study is to elicit information from respondents about
their current level of contacts atide 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 practisitgépital. Both females and

males were includedle., those who had worked in hospitals and private and public hospitals.
Data collection was conducted using a+poabability convenience sampling technique. Since
there is considered to be selection bias and uncertainty with convenience sampling, itds viewe
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 vanmssdf 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 aprbes 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 (RAQBS1E Three

factors ae taken into consideration by the calculatoe,, 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 1,100ipents were

invited to take pantandomly(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 sampleaap 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 pcipants 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

datawould remain confidential.
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1) 'RFWRUTV SDUWLFLSDQWYV

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
pharmacist$ followed by dichotomous scalguestions,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 dissions with two of the supervisors (Director of Studies and
2nd supervisor, a Clinical PharmagattheUniversity of Sunderland regarding the interaction

of doctors and pharmacists. Discussions also covered the UK situation in detail, and the two
counties 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 ofhe questionnaire remained English as the dasiucation of
medidnein 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 flmur doctorsworking attwo leading hospitals in Karachi.

Each of the doctors was selected randomilth 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 sty with thesupervisorand 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 detabout each city and hospitals involveste been attached
here.There were mostly closeshded questions with few exceptionopenendedquestions

LQ RUGHU WR IDFLOLWDWH WKH UlhaoSreddb tb@hagliastibbsHHG R P |
relating to demographic details were also pag@irvey. There were also questions related to

the current level of contacts and perceived quabfyrelationships among doctors and
pharmacists ithe 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 thaestionnaireso 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 totd&i®@people approached( people did not participate

because of lack of time. Alsd,7 participants returned questions that wer@mplete,and
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which had to be excluded, ah@ of them did not return the questionnaires at all. Hence, a total
of 483 questionnaires were completed successf@d8L%6), the results of which were then

taken forward for analysis.

Table 1: The response rate for the questionnaire

Distributed Returned Refused Uncompleted | Not returned | Response Rate
guestionnaires
550 483 20 17 10 87.81%

(2 3KDUPDFLVWTV 3DUWLFLSDQWYV
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 saglestionsexpectations 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 oé ttesearcher with the academic supervisors through
to reaching the final version of the questionnaire; these steps are summarised as-follows:

f Aninitial questionnaire to be used for the pharmacists was developed with the aid of

literature.
f The questionnee was taken foa pilot study on 10 participants from thgsoup.

f The results of the pilot test were discussed, and appropriate modifications were made
to thequestionnaire.

f The questionnaire was administered within the various citi®sikitan.

f The dda collected from Pharmacists practising in hospuaaly.
Once the amendments had been completed, the chief investigator travelled to the various cities
of Pakistananda total of 500 questionnaires were distributed among the participants of this
groupin the various cities of Pakistan. The detaibout each city and hospitals involved can
be found in theannexuressection There were mostly closeshded questions with few
exceptions ofopenended TXHVWLRQV LQ RUGHU WR IDFLObOWDWH W
expressionin connection to thaguestions relating to demographic details were also part of
the survey. There were also questions relatethéocurrent level of contacts and perceived
quality of relationships among doctors and pharmacistldrmospital. It also involveshe
T X H V WdleRop €kpectations 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 Pakistand the role of pharmacists in medicines
management. Prior to data collection, approval letters from the hospitals were obtained. The
researcher then distributed the questionndwdbe Pharmacy department of hospitals. The
study was undertaken fromniaary 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
respectivaespondents. lthe case of volunteers completeoverviewof the study has been
explained firstand then the same procedisearried out by them took placéhe volunteers

were the part ofhe same hospitals from where the data has been collectéadf e total of

500 pharmacists approached, 32 people did not participate because of lack of time. Also, 50
participants returned questions that wieemplete 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 successfully9.20%), the results of which were then taken forward for analysis.

Table 2: Questionnaire response rge

Distributed
; ) ST Refused Uncompleted | Notreturned | ResponseRate
questionnaires
500 306 32 50 22 79.20%

(D) Data Collection Methods

Demographic questions about the individdattorgpharmacist (age group, gender) were also
included tobuild 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
PLQXWHV GHSHQGLQJ RQ WKH WHNSRBYEHQWV

area. All respondents were assured of the confidentiality of their responses and made aware

took between 20

that during the data inputting stagdl 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 thesgogsnal survey design. Whilst
guestionnaires are the most common manner in which to collect data within research that is
guantitativeandthey can also be employed within research that is gtieditguestionnaires
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 asgexeducation, 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 swehinterviews; 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
guestiomnaires, however, can have several disadvantagels 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 $taldished. 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 papamts to give frank responses. The researcher could provide
clarification whenneeded anancourage participants to fully compldtee questionnaires

whilst they were in the waiting rooms.
(E) Data Analysis ofThe Questionnaires

As noted abovea crosssectioral survey was conducted with doctors and pharmacists
regarding their inteprofessional 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 demographitature,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 ettHCPs

Perception of pharmacists regarding pharmacy curriculum in Pakistan

Lt T et W ot T s S et S T e B e Y o Y

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 Creswe]lL16], thequestionnaire is one of the most commonly used primary data
collection tools. The survelyased 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
guestonnaires are a prime means of describing a population and studying the relationship
between different variables by undertaking the necessary techniques for test analysis. The
guestionnaires are consistent with the pragmatic paradigm approach adoptisdoiantitular
study.[117]

Questionnaire questioran be opemndedor a combination odpen and closended Usually,

closed questions are employed within research investigations that are quantitative. The
researcher offers a participant a fixed numligogsible answers to choose from within closed
guestions There may be options in a ranking scale, such as questions with-$dkds