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Abstract

This article considers the discipline of social pharmacy in the context of medicines and health and in the Indian

context. It attempts to define social pharmacy and differentiate it from pharmacy practice. It then considers social

pharmacy in the curriculum including the new Indian Pharm D curriculum. Social pharmacy research methods are

then examined. Finally, the author's research on emergency hormonal contraception is discussed as an example of

social pharmacy research.

We live in a rapidly changing economic, political and
social world with widening inequalities in health.
Disease patterns are changing and with an ever
increasing older population and communicable diseases
like HIV, AIDS. Malaria and TB continuing to prove
difficult and costly to prevent and treat, the cost of
providing health care continues to escalate. Adherence to
long-term therapy for chronic illnesses is estimated to be
30-50%."* Non-adherence is often not discussed during
pharmacy consultations, but may lead to worse health
outcomes for the patient and to an increased economic
burden. The World Health Organisation' highlight the
need to develop strategies to improve medicines
adherence as an essential element in reducing the global
burden of disease. Studies on preventable medicines-
related hospital admissions™ indicate that problems
occur at all stages of the medicines use process:
prescribing, dispensing, administering, monitoring and
seeking help. This is usually due to inadequate
communication, knowledge gaps and errors. Around 4%
of hospital admissions in the UK are due to medicines.™*
It is clear from research that patients' beliefs and attitudes
influence how they use medicines.”’ Also, in many
countries, significant changes have taken place with
respect to healthcare systems and pharmacy profession.
There is increased corporatisation of community
pharmacy with respect to pharmacy contracts including
the payment of cognitive services such as home
medication reviews, minor ailment services and smoking
cessation schemes. There has been a blurring of roles
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between healthcare professionals, for example,
pharmacist and nurse prescribing in the UK" leading to
increased competition. It is evident that the pharmacy
and health care world involves complex human
interactions that can rarely be studied or explained in
simple terms, this is very interesting to social
pharmacists and has implications for both teaching and

research.
If we consider India, there are a wide variety of models

under which people obtain medicines, it may be from a
village health worker and they may never see a
pharmacist, they may buy medicines from a pharmacy
operated but not necessarily run by a diploma trained
pharmacist, at the other extreme they may receive
pharmaceutical care from a highly trained clinical
pharmacist operating as part of the healthcare team in a
'high tech' privately funded hospital. How people obtain
their medicines and the advice they get may affect how
they feel about and if they actually take their medicines
and ultimately if they recover from an acute illness or
maintain good health with a chronic condition. This and
similar issues are some of the issues that social

pharmacists like to research.
Social pharmacy draws on the theories and

methodologies of the social and behavioural sciences. It
can thus be conceived of as part of a socio-environmental
or bio-psycho-social approach to understanding health
and illness as distinct from the commonly accepted
biomedical approach®”. Social pharmacy might include
for example theories and concepts from the areas such as
communication, public health, sociology, ethics and
behaviour. Social science based understandings are
utilised to improve clinical practice, promote informed
political awareness, develop professional and
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managerial competencies, inform ethical judgements
and engender a critical approach which encourages
change and improvements in services and health care

delivery.

There have been several calls for a definition of social
pharmacy and to distinguish between social pharmacy
and pharmacy practice, but, this does not seem to have
been achieved.™'*" Several authors have attempted to
define social pharmacy, clinical pharmacy and pharmacy
practice. For instance, Harding and Taylor' suggest that,
in Britain, pharmacy practice provides the umbrella
under which social pharmacy exists, whereas Mount'’
suggests that, in the US, social pharmacy (or social and
administrative pharmacy) is a subset of the social
sciences in pharmacy. Ryan and Bissell” call for more
applied theoretical work in social pharmacy that could
help with the development of a theoretical and
conceptual knowledge base to inform research and

teaching in the discipline.
Social Pharmacy In The Pharmacy Curriculum
In 1975, in the US, the Study Commission on Pharmacy

(Millis Commission Report) identified the need to
develop the behavioural and social sciences in pharmacy
alongside clinical practice.” From 1975, the American
Council on Pharmaceutical Education included
pharmacy administration, social and behavioural
sciences in their indicative curriculum. The most recent
educational statement from the American Association of
Colleges of Pharmacy incorporates many social and
behavioural topics as required outcomes of pharmacy
programmes in the US.”” A number of European countries
introduced social pharmacy into their curricula in the
mid-1970's. In the UK, in 1986, the Nuffield Committee
of inquiry into Pharmacy’ declared that behavioural
science should be incorporated into the undergraduate
pharmacy curriculum. This was endorsed by the Royal
Pharmaceutical Society (RPSGB) Working Party on
Social and Behavioural Science.” Teaching of social
pharmacy is now undertaken in all UK schools of
pharmacy in the UK and forms part of the RPSGB's
indicative curriculum. In our recent survey'’, we used a
web-based questionnaire to collect data on social science
teaching in schools of Pharmacy. There were 62
responses representing schools of pharmacy from 17
countries. The social science disciplines appear to have
gained in acceptance within the pharmacy establishment
showing an advancing degree of sophistication and
rudimentary development of a theoretical base.
However, there was a wide range of subjects, from

scientific to behavioural, being taught under the banner
of social pharmacy suggesting that there remains a lack

of definitional agreement.
It is very interesting to note that the proposed Pharm.D

curriculum for India® does not specifically mention
social pharmacy. However, the section on the internship
states that an objective is “to provide patient care in co-
operation with patients, prescribers, and other members
of an inter-professional health care team based upon
sound therapeutic principles and evidence-based data,
taking into account relevant legal, ethical, social cultural,
economic, and professional issues, emerging
technologies, and evolving biomedical, pharmaceutical,
social or behavioural or administrative, and clinical
sciences that may impact therapeutic outcomes. I believe
that the omission from the curriculum may prove to be a

wasted opportunity.
Research Methods In Social Pharmacy
Social pharmacy researchers use social science research

methods. These may include quantitative methods such
as surveys, but often also use qualitative research
methods like interviews, focus groups, observation,
documentary analysis and conversational analysis.
Policy decisions are increasingly informed by findings
from qualitative as well as quantitative research.
Qualitative research is useful to policy makers because it
often describes the settings in which policies will be
implemented. Qualitative research is also useful to
pharmacy practitioners as they develop their services.
Qualitative research involves the collection, analysis and
interpretation of data that are not easily reduced to
numbers. These data relate to the social world and the
concepts and behaviours of people within it. Qualitative
research can be found in all social sciences and in the
applied fields that derive from them.* It looks at what is
X, how does X vary? in different circumstances rather
than how big is X or how many Xs are there.” Text-books
often sub-divide research into qualitative and
quantitative approaches and it is often assumed that there
are fundamental differences between the two
approaches. With pharmacist’s who have been trained in
the natural and clinical sciences, there is often a tendency
To embrace quantitative research, perhaps due to
familiarity. However, a growing consensus is emerging
which sees both qualitative and quantitative approaches
as useful to answering research questions and
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understanding the world. Increasingly mixed methods
research™ is being carried out where quantitative and
qualitative research are used together in the same study
and the researcher explicitly combines the quantitative
and qualitative aspects of the study to both develop and

test theories.
An Example of Social Pharmacy Research on

Emergency Hormonal Contraception
One of the projects that I have been involved was the

evaluation of the two initial schemes for pharmacy
supply of emergency hormonal contraception
(EHC).”** I worked alongside a social scientist on this
project. There was considerable political concern about
these government funded schemes aimed at reducing
teenage pregnancy levels. However, in keeping with my
belief that pharmacies could be a unique forum for
improving access to services, I immediately saw these
schemes as setting down a marker for pharmacists'
involvement in other areas of practice development and
public health. We used interviews with pharmacists and
stakeholders, surveys and focus groups with women and
a form of participant observation, mystery shopping to
evaluate the services. Our evaluation of these schemes
indicated that pharmacists were enthusiastic about this
role and that they supply emergency contraception
appropriately. Surveys with 745 women who had used
the service indicated that they viewed the service
positively. However, 15 percent of those surveyed,
mainly those who were under 20 years, would prefer
more privacy- something pharmacists have subsequently
addressed with the provision of consultation areas.
Majority of the women who used the service were not
teenagers. Our findings also demonstrated that the
increased access to emergency contraception via
pharmacy means that it is more likely that women are
able to take emergency contraception sooner after
unprotected intercourse than when they obtain it from
other sources. The largest number of consultations was at
weekends or on Monday mornings when other services
are difficult to access. In particular, the women surveyed
noted a welcome absence of judgmental attitudes when
accessing the service. However, both the women using
the schemes and the pharmacists had a number of major
concerns about the schemes, centering on the potential
for misuse, changes in contraceptive behaviour due to the
availability of EHC and the impact on sexually
transmitted infections. More research is needed to
explore these issues. A number of participants ques-
tioned the wisdom of the pharmacist providing advice

about long-term contraception needs and sexually
transmitted infections in the context of the consultation.
Some felt that the service should be confined to
supplying emergency contraception rather than
counseling individuals on their long-term contraception
needs or the risks of sexually transmitted infections. In-
depth interviews with pharmacists indicated that having
a ten minute private consultation with women had
changed women's perceptions of pharmacists, and
possibly increased their professional status in the eyes of
users. We have tried to seek an explanation for why
pharmacists welcomed the scheme and also had strong
reservations about it. Their positive attitudes towards the
scheme may be a reflection of their desire to welcome
and show competence in the delivery of new and
innovative roles, important for the future development of
the profession. We showed that providing a service which
involved conducting a detailed and private consultation
with women (and then supplying a product free of
charge) was considered to be different to other services
currently provided within community pharmacy. Not
only did many pharmacists enjoy these aspects of
practice, they also received remuneration for it without
having to charge for the service. More than one
participant argued that this potentially paved the way for
the future delivery of other services, for example
pharmacist prescribing and new funding streams. Others
believed that the service had changed public perceptions
of pharmacists, and this potentially enhanced their
professional status. These factors are likely to be
important to pharmacists, given the need to develop new
roles and responsibilities in response to the historical
threats to their professional legitimacy. Edmunds and
Calman™ have argued that the development of new roles
and responsibilities is essential for pharmacy as a
survival strategy. Itispossible that pharmacists'attitudes
to the schemes, at least to some extent, reflect these wider
professional necessities. What we do not know is that the
supply of EHC via pharmacy has met the policy objective
of reducing teenage pregnancy in women from lower
socio economic groups, many of the users were older
women. However, our research has helped in the
continued funding of these services and informed many
primary care organisations in the UK who set up similar
services for supply of EHC and Chlamydia screening and

treatment services.
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To the Future
So what is the future for social pharmacy? I believe it is

still a young and developing discipline. So long as people
are seeking treatment, taking medicines and attempting
to improve their health, there remains a rich resource for
social pharmacy research and teaching. It is important
that we work in collaboration with social scientists to
develop research and teaching skills in this area.
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