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ABSTRACT

This study intended to assess the nature and eatgpétient counseling practice in a
section of Gauteng’s community pharmacies and ohéer what factors have negative
impact on the practice. Designed as a random @@st®nal survey, questionnaire-based
engaging 60 pharmacists and 179 customers, it ¢ggdva “snapshot” of counseling
services in the Johannesburg and Pretoria regietvgelbn January 2006 and September
2006. The outcomes measures assessed includeertenage of the actual practicing,
the form of communication, number of items coveraagd number of counseling steps

accomplished.

The findings showed about 74% of patients receatddast one drug informational item
as verbal advice, and an average of 62% of patrestived six drug informational items
of advice. Supplementary written information wasegi to 56% of patients some of the
time when necessary or by request. The items oifcadachieved at high rate were all
about drug-instructions for use (>70%). Informatemout drug action, side effects and
non-pharmacological advice occurred at low rateDj<Significant difference (p<0.05)
was observed between the two regions regarding¢bemplishment of some items but
no difference was noted referring to global counggberformance. Younger pharmacists
overtook older pharmacists in performing some itéhke telling when the medication
begins to work: 53% versus 37%). Differences wése aoted between pharmacists and
other categories of dispensers with pharmacistéfgpiog a higher level of quality and
guantity of advice (e.g. counseling points sumnetiz59% versus 30%). Workload,

pharmacy type and gender were unrelated to cucentseling practice.

In conclusion, participating pharmacists showed dydmowledge of the SA Gold
Standard on counseling and satisfactory performedadounseling points. However, some
expressed concern about the difficulty to accorhps®me special GPP provisions.
Future studies are advice to investigate the impleation of patient counseling from a
nationwide sample of community pharmacies if theoféssional Body regulating

Pharmacy intends mandating counseling.
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GLOSSARY OF TERMINOLOGY

Adherence:is used instead of compliance and refers to whethaot patients take their
medication as prescribed. It encompasses the patective participation in his or her
own healthcare, seeking medical advice, keeping oiappents, following
recommendations concerning lifestyle, as well adloiong medical regimens.
Medication non-adherends most simply defined as the number of doses nantak
taken incorrectly that jeopardizes the patienterdpeutic outcome. Myers and Midence
(1998) consider it to be a ‘more neutral, less jadgtal term’ while Leventhal (1992)
says ‘it importantly represents a conceptual shifay from patient obedience towards
empowering in their health decisions’. The usehef term adherence is more respectful

of the important role that a patient plays in thecgss.

Compliance: from (http://www.uams.edv/compliance/define.h)imon reads ‘itis the

extent to which a person’s behaviour (in term d&irtg medications, following diets, or
executing lifestyle changes) coincides with medarahealth advice. In keeping with the
medical circumstances, patients should do what #Hreytold by a health professional.
This implies that the advice and directions giventlie patient are always correct,
because the diagnosis and treatment are apprqpaatk the prescribed regimen is

understandable and achievable.’

Medication: is a drug or another form of medicine that is take prevent or to treat an

illness.

Medicines consultation:some researchers have questioned if the term clingnsan be
used to describe the information exchange betwéamnpacists and customers in the
context of community pharmacy (Raynor 1996, Piln2803). According to these
researchers, ‘what pharmacists mean by counsditigei imparting of information as a
one-way process.’ In addition, Vainio (2004) pothteut that ‘in practice, counseling
usually involves repeating verbally the information the medicine label and giving
instructions for complying with drug therapy regime Therefore, Raynor (1996)



suggested the term concerning advice and explanabout medicines should instead be

calledmedicines consultation.

Patient Advice: has been referred to as the transfer of informasiod advice about
recommended actions from the pharmacist to an idhgd@d patient or customer.
According to Blenkinsopp et al. (1999), ‘ideallydwvice-giving should be two-way
interactive process, where the person is inviteg$pond and to seek further information
should they need it. Advice-giving should be foe tbpecific purpose of enabling the
patient or caregiver to cooperate in his or her cane to fullest possible extent under the

circumstances.’

Patient counseling:is the provision of advice from the practitionefating to the drug
product that will help patients to use their metima properly. Schommer and
Wiederholt (1995) defined the term as ‘the prowvisaf verbal or written information
(including auxiliary labels) that is the reasongi@n of a pharmacist, is subjective, and
Is patient-oriented within a medication-taking @dit’

Patient education: fis instruction and development to impart skills dmebwledge, to
cause a progressive change in attitudes, behaaodrknowledge of patient (ASHP
guidelines 1997)." In the context of pharmacy, tieem patient education is used

interchangeably with patient counseling.

Pharmaceutical Care:is a new concept introduced in pharmacy practicé9@0s. The
goal of pharmaceutical care is the responsible ipimv of drug therapy to achieve
definite outcomes intended to improve a patientiality of life. With reference to Hepler
(1997), this requires a drug therapy system ‘da@d¢oward people’s quality of life’, and
one necessary element of such a system is ‘dispeeasid patient advice'.

Pseudo customeris a person trained to play the role of a pattereissess whether and

how a drug dispenser shall advise about the medicAanded to the patient. The term

has the similar meaning with mystery shopper (Beagel Eickhoff 2005).

Vi
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1 INTRODUCTION AND BACKGROUND INFORMATION

1.1 INTRODUCTION

Health care professionals are accepted as a \alicte of health information, and their
attitudes and counseling practices have a meanimgfpact on the health habits of their
patients.

Pharmacists as health professionals should thereflmcus comprehensively on the
pharmaceutical needs of their patients. In the, ghstprimary function of a pharmacist
was to compound and dispense medicines prescripgohiysicians, dentists, or other
authorized health care providers. In recent yeawmyever, the responsibilities of
pharmacists have broadened substantially, primarilihe areas of direct patient care,
patient education and multidisciplinary care iritias. These activities are called
“cognitive services”, “pharmaceutical care” or “memtion therapy management”
according to the different authors (Morgall et 809, Ritchery et al. 1993, Sleath and
Campbell 1998). Regardless of the diversity of teused, a number of studies have
shown that effective patient counseling or advigmificantly reduce non-adherence,
treatment failure, drug hazards and wasted heaftburces. Provided with the necessary
knowledge patients will be empowered to directrtbgin course to good health.

Patient counseling is essentially about providiaggmts with accurate information and
guidance on their medicines. This process has Imbamtified as crucial in assisting
patients to correctly take their medication; thgralesulting in obtaining optimal

therapeutic outcomes with less or no side effedishpl and Michael 1992; Scott and
Wessels 1997; Svarstad et al.2004). With regattiisobasic element of patient’s health
care, pharmacists have been positioned as keyplayers, either in hospitals or in
community pharmacies. This implies the pharmacisstnat the hospital level, ensure
patients are, before leaving the hospital, awarevb&t medication they have been

prescribed, how to take the medication, what theica¢ion is for, what to expect from



the medication, possible side effects, what to égoich as sunlight or certain foods, and

necessary lifestyle changes such as diet.

However, King et al (1998) found in USA, one outfolir patients leave the hospital
without knowing what a newly prescribed medicatisrfor and how to administer that
medication. They also observed patients dischairgea the hospital with three or more
newly prescribed drugs have difficulty recallingetbasics of their new prescription.
Paulino et al. (2004) reported similar problemsh@ European community. It means the
critical point in patient counseling is actually ehthe patient is discharged into the
community. The responsibility for counseling theig@t on how to use the drug then

falls on the retail pharmacists operating in thenownities.

To enforce the pharmacist’s responsibility in phaceutical care initiatives, new
coercive laws have been passed through pharmaaklgtigslation in different countries
and these compel dispenser pharmacists to offgreprcounseling and pharmaceutical
services to patients. To accurately prepare pharmatudents towards the
accomplishment of this task, pharmacy schools wadd have also introduced relevant
courses in their training curricula including commuation skills, pharmaceutical care

processes, medication management programmes asit@lhgssessment skills.

The impact of mandatory state regulations and implgation of pharmacy practice

courses in lifting the level of counseling practisainquestionable. Published surveys on
the matter indicate however, that the actual leMebchievement remains under the
expectation in some cases. Various factors, sucphasmacist’'s attitudes and norms,
workload, pharmacy type and stringency of statelleggpns, have been associated with

this deviation from the expected practice.

This study has been undertaken to clarify the extémpatient counseling services in
community pharmacies in South Africa, and to idgritiarriers to implementation of the

pharmaceutical care processes endorsed by requdatial undergraduate training.



1.2 BACKGROUND INFORMATION

South Africa introduced its first Medicines Act 965 known as -The Medicines Act
101 of 1965; approximately ten years later, -TharRiacy Act 53 of 1974 was released.
The Pharmacy Act 53 of 1974 states ‘as part ofsttagpe of practice of a pharmacist,
furnishing of information and advice to any patievth regard to the use of medicine
needs to be undertaken, and in order for this top@harmacists need to understand the
importance of counseling and what it entails.” 8in996, the SA Good Pharmacy
Practice (SA GPP) and the National Drug Policy affe8/ Drug Use (NDP 1996)
reinforced the importance of health counseling. T GPP emphasizes that a
pharmacist must counsel each patient's caregivematters, which will optimize the
medical therapy prescribed. The NDP underlinescameimprove health and enhance the
outcome of medical treatment by empowering patiemtaake informed decisions about
their medical treatments and take responsibility tfeeir own care. In addition, South
African legislation and professional code of cortdrginforce the role of pharmacist

more as simple dispenser.

At the academic level, South Africa has a longitran of pharmaceutical teaching and
training since the 1950s. In 1970, the Rhodes Unityefaculty of pharmacy undertook a
major revision, involving the extension of the amaxkt course to four years with a one-
year apprenticeship at the end of the academicseo(www.ru.co.za/Annual Review,
2003). Followed by one year structured internsimg an additional year of remunerated
community service in the public sector to incredbe competency of the new
pharmacists, entry level pharmacists are therefbhe to act properly with confidence, in
the particular area of patient counseling. This I@esn adopted by all pharmacy schools
in SA. Today, in every SA University offering phaaoy programme, a course on
Pharmacy Practice is included in the experiengiaining curriculum (Kairuz and Naidoo
2000). Pharmacy Practice involves teaching thetigedcapplications, legal and ethical
aspects, marketing and business skills, and encgsapgharmacy specific science such

as drug supply management, PharmacoepidemiologynRitovigilance and so on.



Despite this stringent theoretical initiative, latis known about the implementation of
patient counseling by pharmacists as health capéegsionals in South Africa. The

current nature and extent of patient counselinféncountry is not well documented.

Rhodes University students addressed the issu@98 by measuring three variables: [1]
Behaviour-identifying the frequency with which eaelsk was carried out; [2] Attitude-
rating the perceived importance of each task ah@i&cticality-rating the ease/difficulty
of carrying out each task. Based on the resultsindd, the investigators stated the GPP
guidelines were a starting point but continuing aadion programmes are necessary to
ensure pharmacists comprehend the importance areltha competence to carry them
out. They also stated it was vital to ensure pharstg have a positive attitude and
perceive the need to change (Flutter 1998).

Burroughs et al (2004) pointed out ‘communicatiod @ounseling could be challenging
in a multicultural society. South African pharmasisand their patients come from
diverse cultural backgrounds, which can affectrtperception of health and medication
use and how they communicate. Understanding etiingeid culture can be therefore
useful in communication and counseling even thatighnnot always accurately predict

individual behaviour and should not be used totlimptions for diagnosis and treatment.’

The scarcity of data shows it remains necessargotaluct investigations aimed at
measuring the current nature and extent of coumggdractice to monitor the level of
pharmacists’ compliance with pharmacy council ragohs and measure the actual
impact of academic changes. The interventions waldd allow identification of factors

that may impede satisfactory counseling practice.

The anticipated hypothesis for this study was &@atGPP requirements and academic
changes have had a positive impact on patient etingsalthough the performance may

be subjective to some demographic factors.



1.3 STUDY OBJECTIVES

In conceptualizing this research, the following-sutestions were used as guidelines:

1 What is the format of information given to patients community pharmacies
(written form as a printed label, handwritten lales$truction written on the packet,
orverbal advice)?

What is the prevalence of effective verbal coumggli

3  What is the impact of pharmacy and pharmacisttedldactors on the prevalence
of patient counseling?

4  Are the national standard scenarios on counseliffgcient and well known by the
pharmacists?

5 What kind of assessment-tools do pharmacists neexl/dluate and improve the
guality of their performance?

6  What would be pragmatic patient-counseling guiasifor community pharmacies

in South Africa?

To answer to these questions, four specific objestemerged:

1. To test the acceptability and feasibility of sedbassment by the community
pharmacists in their daily routine.

2. To develop a self-assessment-tool for communityriphaists to evaluate and
improve the quality of their performance.

3. To assess the nature and extent of patient congselithe current environment of
community pharmacies.

4. To identify factors that may influence counselinghwespect to the dispenser’s
demographics (age, gender, qualification) and phayncharacteristics such as

location, type and level of activities.



2 LITERATURE REVIEW

This section describes the main GPP guidelinesaraimg the pharmaceutical care that
directed the construction of the assessment toods raviews the key similar studies

about counseling.

2.1 GPP STANDARDS OF PHARMACIST — PATIENT COMMUNICATION

The following lines briefly browse the role of thgharmacist, the general GPP
requirements as well as the standards of praclicese standards excerpted from WHO
GUIDELINES (www.fip.org/fip/statements) have beemoufd useful in USA

(www.napra.org/pdfs/provinces/pelhis study is going to figure out the extenttbich

similar comprehensive guidelines are used in Séditita to strengthen the counseling
role of the community pharmacists. In essence,nission of pharmacy practide to
provide medications and other health care prodametsservices and help people and the
society to make the best use of them. All praajpharmacists are obliged to ensure that
the service they provide to every patient is ofrappate quality and Good Pharmacy

Practice is a means of clarifying and meeting tidigation.

2.1.1 The pharmacist's roles

The WHO Consultancy Group summarized the roles Bharmacist into the concept of
“the seven stars pharmacist” (WHO/PHARM 1997).Hrs tconcept, “communicator” is

in third position:

Care giver -the pharmacist provides caring services
Decision maker -the appropriate, efficacious arst effective use of resources.
Communicator - the pharmacist is in ideal positietween physician and patient.

Leader -whether the pharmacist finds him/herse#f multidisciplinary team.

a kr w0 b

Manager -the pharmacist must effectively, manageuees (human, physical and

fiscal) and information.



6. Life-long-learner -it is no longer possible to leaverything in school in order to
practice a career as a pharmacist.

7. Teacher -the pharmacist has a responsibility tostasgith the education and
training of future generations of pharmacists.

From this concept, the general WHO GPP requiremergs pharmacists to focus all
their interventions on the benefits of patientse Tiollowing are some of the basic
guidelines (PEIPB 2005):

. A pharmacist’s first concern in all settings is thelfare of the patients;

. The core of pharmacy activity is the supply of ncation and other health care
products of assured quality, appropriate infornrraad advice for the patient, and
monitoring of the effects of use;

. An integral part of the pharmacist’'s contributianthe promotion of rational and
economic prescribing of appropriate use of medgsine

. The objective of each element of pharmacy serwceelevant to the patient, is

clearly defined and is effectively communicatedlichose involved.

In South Africa, the unit standards for competen@gentry-level pharmacists proposed
by the South African Council (Kairuz and Naidoop@Dare:

- Organise and control the manufacturing, compoundimdjpackaging of
pharmaceutical products;

- Organise the procurement, storage and distribatiggharmaceutical materials and
products;

- Dispense and ensure the optimal use of medicirescpbed to the patient;

- Provide pharmacist initiated care to the patiewt @msure the optimal use of
medicine;

- Provide education and information on health caceragdicine;

- Promote community health and provide related intram and advice;

- Participate in research to ensure the optimal tiseedicine.



2.1.2 Standards of Practice

The items set up as outcomes measures refer tstdahdards (PEIPB 2005) related to
drug information the pharmacist is required to jlevthe patient with and counseling

process steps to run up.

2.1.2.1 What and How to counsel?

The standards require each pharmacist to devetggement and fulfil plans to monitor
the patient’s progress towards desired therapy.thkigt she or he will routinely and
accurately identify the amount and type of educatesired or required by patients to
maximize their chances of solving or preventingirttdrug related problem(s). The
pharmacist must also routinely and accurately ifletiie degree of monitoring required
by a patient according to the health risks posethbypatient’s medication, drug related
problems, or disease. In consideration of the alvweestatements, WHO GPP standards
incite pharmacists to appropriately advise and atugpatients on the following when
dispensing prescription and non-prescription drudgen counseling patient on discharge
medications or when providing recommendations abmimanagement of specific drug

related problems:

. Name and class of the drug (e.g. antibiotic, peliever);

. Directions for use including education about desjce

. Special storage requirements;

. Common or important drug-interactions;

. The reason and the intended therapeutic respomisasanciated time frames;

. Common or important side effects and associated tiames;

. What the patient should do to monitor his/her thetdic response or development
of side effects;

. Actions the patient should take if the intendeddbeutic response is not obtained
or side effects develop;

. When appropriate, the actions the pharmacist willautake to monitor the patient’s

progress.



Concerning the counseling process, WHO GPP regem&nunderline the pharmacist-
patient interaction has to be friendly and condidicten a one-to-one basis

(www.fip.org/fip/statemends A standard checklist of counseling encompasses t

following steps:

Establish relationship - show interest in patiesfripal and non-verbal);
Verify patient’'s name and prescriber’'s name;
Why the medication is being prescribed (if known) tbe medication’s use;
expected benefits and action;

4. Open the medication packaging and show patient tileatnedication looks like, or
demonstrate use;

5. Do actual counseling e.g.;

- How to take the medication,

- When to take and how long to take the medication,

- What to do if a dose is missed,

- Any special precautions: foods, alcoholic beverage3TCs to be avoided,

- How the patient will know the medication is workjng

- How to store the medication,

- If the prescription can be refilled, and if so, whe

Verify the patient’s knowledge and understanding;

Ask the patient if they have any questions;

© N o

Document the interaction.

Some of these items have been included in the m#aneasures in the investigational

guestionnaires.

2.1.2.2 Who and When to counsel?

About prescribed medicines:
Since not all patients are in the same situatibr, dmount and type of information

provided to them should vary based on the patiemsds and practice setting. Ideally,



the pharmacist counsels patients on all new antl peéscriptions. However, if the

pharmacist cannot counsel to this extent, it shbeldefined which patient types, or with

which medications the pharmacist will routinely neal. This will vary depending on the

pharmacy clientele and may include:

Patients receiving more than a specified numberedications;
Patients known to have visual, hearing or litgramblems;
Paediatric patients;

Patients on anticoagulants.

The WHO GPP standards define which patients shawdys be counseled and which

patients only occasionally.

Patients who should always be counseled are:

Confused patients, and their caregivers;

Patients who are sight or hearing impaired;

Patients with poor literacy;

Patients whose profile shows a change in medicaitborosing;

New patients or those receiving a medication ferfitst time (transfer
prescription);

Children and parents receiving medication;

Patients receiving medication with special stonaggiirements, complicated

directions, and significant side effects have taved counseled.

Patients who should be counseled at certain intervals are:

Asthmatic patients;

Diabetic patients;

Epileptic patients;

Patients who are mentally ill;
Patients with skin complaints;

Patients taking four or more prescribed medications

10



- Patients using medical appliances;
- Patients misusing drugs;

- Patients who are terminally ill.

About OVER-THE-COUNTER (OTC) medication:

When providing care to patients involving OTCswill be necessary to perform an

adequate mini-assessment of the patient’s probtemsisting of their approximate age;

inquiring about any current medical conditions;reat non-prescription drug use; current
prescription drug use; inquiring about the symptand duration of the complaint and

whether the patient has any allergies. The phashahbbuld ask whether the patient has
consulted a health care professional about thelgmolBefore advice can be given, the
pharmacist (or pharmacist intern or the pharmagststant) will need knowledge on the

nature, severity and extenuating circumstancessnding those symptoms.

In essence, the pharmacist must try to obtairaimiedication related information. When
the pharmacist has assessed the patient and thkemroand feels that a referral is not
necessary, he/she may recommend an appropriatagbrodcourse of action, including

non-drug measures.

2.1.2.3 When to refer or invite patient back?

This issue is addressed by measuring whether taer@tist tried to obtain initial drug
information or whether the patient is invited baakhout distinction between OTC’s and

prescribed medicines. The pharmacist should regepatients for medical attention if:

- Their condition is potentially severe;

- They are uncertain about their symptoms;

- Their self-diagnosis is likely incorrect;

- The condition has not responded to previous gpate therapy, or
- They have other risk factors that should be a&sks

11



2.1.2.4 Format in which counseling will be provided

With reference to WHO GPP, the format of counselisigould be verbal, and
accompanied by written material for the patientdter to at home. The argument for
written material is that patients are often strdsaed upset about their illness while
waiting for their prescription and may not be atdefocus on what the pharmacist is
discussing with them. Then, written material remés what the pharmacist advises and
helps the patient recall what was said. Furthermibréhe patient has forgotten or is
unsure of what the pharmacist said, the writtenent may provide the answer, or

stimulate the patient to call the pharmacist.

The written material may provide basic informati@amly, or be quite detailed.
Pictograms, such as those used for illustrating hmwadminister eye drops, are much

easier to understand and should supplement aelktaibal description.

2.1.2.5 Counseling area and confidentiality

On this matter, the patient should be counseled s&mi-private or private area away
from other people and distractions, depending enntiedication(s). The patient should
perceive the counseling area as confidential, se@and conducive to learning. As
stipulated in the standards, this helps to ensha¢ both parties are focused on the
discussion, and minimizes interruptions and disivas. It provides an opportunity for

patients to ask questions they may be hesitargkanapublic.

In the present study, there is no specific assasstoevaluate the number of pharmacies
providing an isolated area for counseling. A questiaddressing the impact of
distractions (e.g. noise, telephone call...) is adirect measure of the necessity to

provide a pharmacy setting with special counsedirag.
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2.1.2.6 Documentation

The study may show whether this process is appécab needed in the current
environment of SA community pharmacies. The coungelsession should be
documented. This may be as simple as a checkrles$ detailed as recorded notes in the
patients’ medication profile. Any follow-up requiteshould be noted. It should also be
recorded if the patient does not wish to be cowusel

2.2 REVIEW OF SIMILAR STUDIES IN DIFFERENT COUNTRIES

The impact of coercive laws in USA:

Programmes aiming to promote and implement pharut@e¢ care in community
pharmacies were run in the 1990s. Not only do stedsl of practice from major
pharmaceutical professional organisations concat platient counseling is an essential
component of pharmaceutical care, but legal reguiatsuch as the Omnibus Budget
Reconciliation Act of 1990 (OBRA 90) mandate pharisiz to offer counseling to
patients. The result of these programmes (e.g.tiPeaEnhancement Programme PEP,
Project ImMPACT) showed that pharmacists increasedntunication with patients and
other health care professionals and the outcomedrug therapies improved among
targeted patient groups (Blumi et al. 2000; Kassdmal. 1999, Beardsley 2001). This
study investigates if similar mandatory provisi@ms needed in SA.

The nature and extent of counseling in USA communjtpharmacies:

Svarstad et al. (2004) evaluated in different U$#es the nature and extent of patient
counseling as well as the effects of state regquiagpharmacist’'s age and workload on
patient counseling provided in community pharmacWile the age of the responsible
pharmacist had no effect on whether the patieketalwith the pharmacist or received
any verbal information, the pharmacist’s age wakedd to other counseling measures.
For instance, the authors observed patients witbumger responsible pharmacist were
more likely to receive some risk information, aaex number of informational items per
drug, and some assessment of understanding. Wdrktaa unrelated to the total amount

of verbal information or whether some risk inforroatwas provided.
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In designing the present study questionnaire, squestions were formulated to assess
the impact of pharmacy’s characteristics and phaistia demographics. South Africa is
a Republic and not Federal State like USA, so thpact of state regulation is not
assessed. Whether similarity or discrepancies &dasveen USA and SA Pharmacists’

behaviour will be highlighted.

Patients’ perceptions of drug counseling in Israel:

Shani et al. (2000) evaluated patients’ perceptiohsdrug counseling by health
professionals - the prescribing physician and dispg pharmacist - and determined
whether a difference exists in the patient’s peiioapaccording to his or her place of
birth and mother tongue. Their conclusion was ‘caling by pharmacists is a common
and well-accepted activity and occurs at a higé (é#.6% for any type of counseling).’

Implementation of patient counseling in Germany:

Berger et al (2005) evaluated the implementatiothefpseudo customer methodology to
assess the counseling quality in community phar@sad\ pseudo-customer is a trained
mystery shopper acting as a patient. They found @8%he participating pharmacies
offered advice, but in 36% of the cases, advice ovdg given onrequest. Information on
appropriate self-medication was provided on attleas item in 74% of pseudo customer
visits, but most of the time the information wag safficient. Communication skills
(non-verbal elements, comprehensibility etc.) weeey good or good in 54% of the
visits. The performance of this technique will be compatedthe pharmacist-self

assessment approach used in the present study.

Continuing education and patient counseling:

In Australia, a new technique that combined a pseadstomer methodology and
continuing education was developed to change pedehaviour (De Almeida Neto et
al. 2001). This training methodology uses the peeugtomer as a change mechanism to
shape practice behaviour. The new concept stattswarkshop training that is followed
by pseudo customer visits. After the visits, pgraats are given immediate feedback and

coaching from an experienced pharmacy educators Thethodology has been

14



successfully applied e.g. to pharmacists dealinth wion-prescription analgesics in
Australia and in Switzerland (De Almeida Neto et 2001, Sigrist et al. 2002). The
results indicate that combining training with pseucustomer visits and immediate
feedback supports the learning process and itaisasility.

In the Netherlands, systematic educational intergerwas designed to improve patient
education activities undertaken by pharmacy tecansc(Pronk 2002). The intervention
included course work and on-the job training. Th&ipipants carried out an inventory of
existing practices in their pharmacy and then coogtd a plan in order to change these.
The intervention led to an increase in structuredkwvith regard to patient education in

participating pharmacies.

In SA, nurses or other heath professionals mayleanddicines dispensing provided it is
under the responsibility of a pharmacist. The pasienterviewed in the present study
may have had their medicines dispensed by botlphlaemacist and another pharmacy
staff member. This study was structured to deteemdifference in counseling

performance by various other dispensing health gareiders versus pharmacists.

Mode of interaction Pharmacist-Patient:

Studies assessing counseling performance haveleevibat counseling is usually based
on a monologue model, meaning that the pharmaciss gnformation to the patients
without actively engaging them in the process; léwel of information is usually brief,
basic and non-individualized (Rutter et al. 200Bhis study will assess the extent to
which SA pharmacists engage dialogue with theirepéd by asking them questions and

measuring their satisfaction with verbal counsepngvided.
Studies in South Africa:

In South African literature, observations of sorasearchers on patient’s knowledge and

attitudes are noteworthy.
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Dowse and Ehlers (2001) pointed out that an ingbib read and understand written
medication instructions may be a major contributiagtor to non-compliance in certain
patient populations, particularly in countries wahhigh illiteracy rate such as South
Africa. The researchers studied later (Dowse andrgl2005) the influence of medicine
labels incorporating pictograms on the understapdinnstructions and on adherence. A
high adherence of greater than 90% was found fé&6 ®4 the experimental group,

compared with only 2% of the control group. Thesprece of pictograms was found to
contribute positively to both understanding of instions and adherence.

Myburgh et al (2005) set out a study to assessnfheence of race and socio-economic
status (SES) on perceived quality of care fromthezdre providers. Both race and SES
were significant predictors of levels of satisfantiwith the services of the health care
provider, after adjusting for gender, age, and typfacility visited. White and high SES
respondents were about 1.5 times more likely tmntepxcellent service compared to
Black and low SES respondents, respectively. Tloegladed that in South Africa, race
and SES are not synonymous and can no longer lsdeoed reliable proxy indicators of
one another. Each has distinct and significantdiifiérent degrees of association with

patient satisfaction.

Even though this study is not designed to highligii® impact of SES or race on the
counseling practice on itself, these two elemendy ilme associated with the patients’
perceptions about their relation with the pharntaci$he patient assessment outcomes

will partially give answer to this issue.
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3 RESEARCH DESIGN AND METHODOLOGY

3.1 STUDY DESIGN

This study was designed as an observational cexg®eal survey, conducted over a
nine-month period, between January 2006 and SegteU06. This design provided a
“snapshot” of the counseling services offered imoanity pharmacies in a section of
Gauteng at a point in time. Interviews with bothtigr@ts and pharmacists were

completed.

Ethics clearance was successfully applied for matomumber M051031. Patients and
pharmacists alike provided written informed cons#mt was completely voluntary
(Appendix-1 and -2).

Questionnaires were kept anonymous. To protecthpdest confidentiality, the names of
any pharmacist or pharmacy were not recorded. Mewe description of pharmacy
type and location, approximate age of the dispgngitarmacist and the level of activity
in the pharmacy were noted. Pharmacy staff wasléd/into two-age scales, young (less
than 35 years old) and old (35 or more years adadcommodate the differences in
pharmacy curriculum. Level of activity was estinthtes not busy = less than 3 patients
waiting at the desk, busy = 3 to 7 patients wajtirery busy= more than 7 patients in the

queue.

3.2 SELECTION OF SURVEY SITES AND PARTICIPANTS

3.2.1 Pharmacies selection

Pharmacies were sampled from the Johannesburg ratariR regions. The diversity of
age, race, gender and patient demographics offgrébese two metropolitan areas can
provide a suitable sample of the SA populationpfhtn.wikipedia.org/wiki/Gauteng).
Regional representation may be limited by this damparticipation has been offered to
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all community pharmacies randomly selected in Plaasninfo guide South Africa 2003 -
A comprehensive directory and quick reference topbars, medical aids, pharmacies
and general contacts. (Leslie Bassin 2003). At tihae¢, a tentative to obtain an updated

list of pharmacies from SAPC failed.

3.2.2 Patients selection

All patients attending the selected pharmacies wéggble for the study. The including
criteria were that the patients must give an inkxintonsent to enter the study. The

excluding criteria were that patients must notrbburry.

3.3 CONSTRUCTION AND IMPLEMENTATION OF THE SURVEY

The study was conducted in two phases:
Phase-I: Pharmacist-Self-Assessment (PSA);
Phase-II: Patient- Interview Assessment (PIA).

3.3.1 Selection process

Participation by pharmacists was voluntary uporuest; Participating pharmacists were

required to complete the self-assessment quesiirencancurrently. Permission was

sought from the pharmacist for the researcher tesscthe patient base for interviews.

The pharmacists who agreed with these criteria welected.

For patients, the selection process was as follows:

a) Pharmacists were contacted and asked to allowistes of their patients;

b) A pharmacist who agreed was selected,;

c) The day of the investigational visit was not commated to the pharmacist;

d) On the investigational day, the interviewer showed randomly selected patients
during the day and asked them to participate irsthdy;

e) Patients, who agreed, signed an informed consemn fbefore giving any
information;

f)  Each participating patient was helped to compldie tuestionnaire by the

interviewer.
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The final sample included 60 pharmacies (19 phaiesaitom Pretoria region and 41
pharmacies from Johannesburg region) and 179 psi{i@2 subjects from Pretoria region
and 117 subjects from Johannesburg region). Thdystample characteristics are

detailed in the results.

3.3.2 Designing the questionnaire instruments

In the literature, different methods are used talwate the counseling practice in

community pharmacies. These methods are basiaatlysed on mystery shoppers and

interview techniques using standardized outcomeasares. The validated published

instruments (Azzopardi 2000) inspired the format tbe present investigational

guestionnaires. Some items were drawn from the fi@ential Inspection Questionnaire

to establish the nature, extent and standard ofnpdeutical services in community

pharmacies” (www.pharmacouncil.co.za/documents200@)is SAPC questionnaire

includes among others the following items:

- The pharmacy has copies of electronic accessédathst edition of MIMS, the
latest edition of either the MDR or SAMF, a copyRifarmacy Act,1974 ...

- Dispensed medicine is labelled as required in Ragur 8(4) of Act 101 of 1965;

- The pharmacist obtains all the relevant patienbrimation before dispensing the
prescription;

- The pharmacist gives advice to the patient or garer after the prescription has
been dispensed;

- Support aids are used when supplying advice (pagtphhformation leaflets,
manufactures reclaim inserts, computer printoussjal adds e.g. diagrams);

- How many pharmacists-interns are undergoing pradtiaining in the pharmacy?

- How many registered pharmacists assistants (p@stjbaork in the pharmacy?

- Who hands the medicines to the patient or caregiver

- Generic substitution is applied in accordance v@#ction 22(F) of Act 101 of
1965.
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3.3.2.1 Pharmacist Self-Assessment Instrument

The questionnaires were designed to be self-cosghl€ne form must be completed for
every pharmacy. The Pharmacy Superintendent orietopPharmacist was empowered
for the accurate completion of the questionnaitee fuestionnaires were structured in
such way to allow getting outcomes based on thdystbjectives. They included a

section for the identity of the pharmacy and foect®ns containing closed-questions
related to:

- Measurement of the current nature and extent afisgling;

- The actual feasibility of counseling in daily raugi

- The communication barriers;

- The knowledge of pharmacists about GPP Gold stdndar

There was a further open-section at the end foraalaltional information or comments.

The main outcome measures of the actual counsetingisted of a set of twenty items
related to drug information and to counseling psscg&teps (pharmacist behaviour). Drug
information items as well as pharmacist’'s behaabpoints were documented to assess
whether any or all of the mentioned events actuatiyurred. With reference to the latest
five patients, every pharmacist was asked to tehow many cases he/she did actually
accomplish each of the events mentioned. A scorgeod meant the event did not
happen; a score of five meant the pharmacist yotaitomplished the event in all his/her

five latest patients.

Assessing the nature of counseling in the curremirenment of community pharmacies
encompassed the format of counseling and the tiypdaymation often given. Assessing
the extent of counseling implicated measuring tlegdency with which pharmacists
provide any verbal or written advice, the frequemath which each specific advice is
carried out and the frequency with which pharmacathieved the counseling process

steps on a one-to-one basis.
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The evaluation of factors that may influence colingewas achieved by rating the
importance of communication barriers related torptaeist and patient; identifying the
outcomes controlled by the pharmacy characteristicd dispenser’'s demographics;
verifying the availability of SA GPP guidelinestine pharmacy and rating the difficulty

to accomplish specific requirements in dealing wWitipaired persons.

The acceptability and feasibility of self-assessimen the community pharmacists in
their daily routine was based upon the meaningkdnef the results obtained.
Respondents’ suggestions, remarks and comments expected to describe attitudes
towards counseling practice and find out pragmguidelines for community pharmacies
in SA.

3.3.2.2 Patient Interview Assessment Instrument

The interview was aimed at identifying how well atedwhat extent patients value the
performance of pharmacist’s counseling and detengiwhether their needs are met. It
was crucial that the patient interview be stratafjcdeveloped and conscientiously
conducted. To seek detailed responses, the queatienincluded both closed and open-
ended questions. The questionnaire was strictlyricesd to collecting information

received and the patient’s perception of the phaistia role in counseling to ensure that
constraints of the ethical issues were abided e $ame twenty items were also
administered to the patients in order to check idrethe events were achieved by the
dispenser. In order to calculate the percentagepatfents where the process was
completely, partially or not at all achieved, ed@eim was coded 1 or O when it had been

or not achieved.

3.3.3 Validation process

The first drafts of the questionnaires were sentniail to a small pilot group of 25
pharmacists in order to provide an estimate oftime needed for responding and the

validity of random variables chosen as outcomessores. Eleven questionnaires were
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sent back within two weeks but only seven weredvalihe feedback allowed removing
the perceived ambiguities in each question. THenyalidated questionnaires were ready

for investigation and the mailing technique wasrammed in favour of direct visits.

Investigational visits took place in pharmacieshwtite permission from the respective
responsible persons or managers. Pharmacists weesseed on their daily practice of
counseling and on supplementary needs to succlgsafadomplish their counseling task.
Pharmacist responses could only be validated dgé#nes patients’ responses in the

respective pharmacies. Data were analyzed quavgiatind qualitatively.

Quantitative analysis

For each study phase, the results from individuaese calculated. Categorical variables
were graded to allow quantitative analysis. Outcomeasures scores were constructed
to quantify the extent to which any event occurréde prevalence of counseling and
rates to which the events tested occurred wereesgpd as percentage. Descriptive
statistics such as frequency, mean, and crossatidmiwere calculated using SPSS 11.5
software package (SPSS Inc.2006) to summarizerihédata. Chi-square and ANOVA
tests had been considered to examine the relatmmbetween predictors and outcome
measures (Petrie and Sabin 2005). A probabilitg%for less (§0.05) was considered
significant. Frequency distribution and relativeqemtage distribution are presented in

tables and charts using Microsoft Excel 2003.

Qualitative analysis

The gqualitative outcomes were based on the opeeeeqgdestions administered to both
the pharmacists and the patients. Respondents’ emtsmremarks and suggestions

recorded were interpreted using constant comparadivalysis technique. From this

technique, opinions from pharmacists and patiemi®whallenged.
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4 PHASE-I STUDY QUANTITATIVE RESULTS

4.1 ACCEPTABILITY AND FEASIBILITY OF SELF ASSESSMENT

Table-1 shows that among 83 pharmacies randomlgctsel, fifteen pharmacists
contacted did not agree to participate. Considetieg83 cases as 100%, the refusal rate
accounts for about 19.3% and this gave the ratecoéptability of about 80.7%. Of 67
guestionnaires distributed, 60 were given back deteg on time and this gave 72.3% as
the rate of feasibility.

Table 1Percentage of pharmacists who did self-assessmelaily routine

Johannesburg Pretoria Total %
Pharmacists contacted 55 28 83 100.0
Refusal to participate 9 7 15
Acceptability 46 21 67 80.7
No feedback 5 2 9
Feasibility 41 19 60 72.3

4.2 STUDY SAMPLE CHARACTERISTICS

Table 2 shows the final sample analysed includidg pharmacists (68.3%) from

Johannesburg region and 19 pharmacists (31.7%) Pi@toria region.

Four types of pharmacy-settings were identified,ii8fependent owned pharmacies, 11
chain-pharmacies, 8 clinic settings and 7 linkedspfacies giving a magnitude of 56.7
%, 18.3 %, 13.3 % and 11.67 % respectively. Thisgmization was made according to
Pharmacy Info Guide South Africa - A comprehengiuectory and quick reference to
suppliers, medical aids, pharmacies and generahctan(Leslie Bassin 2003).
Independent pharmacy is a family business; chaarmphcies operate inside
supermarkets and are large group businesses;-pl@iognacies are connected to private
clinics; linked-pharmacies are small group ownedrptacies.
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Concerning the level of activities, 6 (10%) pharmeachad less than 3 patients in the
queue; 49 (81.7%) pharmacies had between 3 antdenizain the queue whilst 5 (8.7%)
pharmacies had more than 7 patients queuing. Tlestign may arise of how many
pharmacists are needed on duty.

Table 2 Frequency distribution of pharmacies charactegstic

Location Frequency Percent
Johannesburg 41 68.3
Pretoria 19 31.7
Total 60 100.0
Type
Clinic 8 13.3
Independent 34 56.7
Chain 11 18.3
Linked 7 11.7
Total 60 100.0
Workload level
Not busy 6 10.0
Busy 49 81.7
Very busy 5 8.3
Total 60 100.0

Table 3 indicates that the random selection indu8& young pharmacists (<35 years)
and 29 older pharmacists (35 years or more). Antbeg), 38 were males (63.3%) and
22 females (36.7%). The gender odd ratio tendebetd..7 in favour of males in this
random selection. This situation may be due tanghess from males to participate or to

the fact that only one pharmacist per pharmacy allasved to participate even though
there were many.

Apart from the pharmacists themselves, there wer¢38.7%) pharmacist-assistants, 6
(10%) pharmacist-interns and 4 (6.7%) other staghers identified as dispensers of
medicines in the selected pharmacies.
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Table 3Frequency distribution of dispensers by age, geaddrqualification (N=60)

Frequency (N=60)| Percentage
Pharmacist’'s age
Young (< 35 years old) 31 51.7
Old (>35 years old) 29 48.3
Pharmacist’'s gender
Male 38 63.3
Female 22 36.7
Dispenser’s categories
Pharmacist Assistants (basic and post-basic) 22 36.7
Pharmacist Interns 6 10.0
Other staff members 4 6.7

Legally, the SA Medicines Regulatory Authority (SBP1997) authorises all three
categories - pharmacist assistant, pharmacistirsied other agreed health personnel- to
dispense medicines under the supervision of thernpd@st responsible. The
accountability of everyone is defined with regasdmhat should be done and who should
dispense what medicine. This study was not desigmedentify task-attribution; it was
assumed that the pharmacists are aware of the SédP@ards. Nevertheless, among the
suggestions made by pharmacists to improve thesehing process, a need for more

pharmacists and less pharmacist assistants raised.
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4.3 NATURE AND EXTENT OF COUNSELING PRACTICE

4.3.1 How often pharmacists would counsel patients in dbi routine?

Table 4 shows about 95% of pharmacists said thayldvdo counseling spontaneously
each time they dispense any drug. About 11.7% afmhcists would do it only when if
the patient seeks information and 6.7% only fosprbed drugs.

Table 4 Frequency with which pharmacists expect to coupagénts

How often do you give counseling to your patient? N(60) %
Spontaneously each time | dispense any drug 57 95.0
Only for prescribed drugs 4 6.7
When if the patient seeks information 7 1117

4.3.2 When do pharmacists give supplementary written adwe?

Table 5 indicates that, when pharmacists were munest about how often they give
supplementary written information, only 13.6% salding it always while 55.9%
contended doing it some of the time and not alwAy®ut 23.7% prefer doing it only if
the patient asks for it; 6.8% of pharmacists walddt only if the leaflet is not provided

with the container.

Table 5Frequency with which pharmacists give supplementaitgen information

How often do you give supplementary written Frequency | Percent| Valid

information? Percent
Always 8 13.3 13.6
Some of the time 33 55.0 55.9
If the leaflet is not provided A 6.7 6.8
If the patient asks for it 14 23.3 23.7
Total 59 98.3| 100.0
Missing System 1 1.7

Total 60 100.0
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4.3.3 How do pharmacists assess patients’ understandingnd satisfaction?

As shown in Table 6, when the pharmacists wantssess the understanding of advice
given to their patients, 70% ask them if they ustterd what was said; 33.3% question
patients, but only 26.7% ask patients to relatartfemation back to them.

Table 6 Assessment of patient understanding and satisfaatith verbal advice

N(60) %
How do you assess patient understanding of the ade?
| question them 20 33.3
| ask them if they understood my counseling 47 70.0
| ask them to relate the information back to me 16 26.7
How do you assess patients' satisfaction?
| ask them 34 56.7
| run surveys 1 1.7
| have a feedback box in the pharmacy 5 8.3
None of the above 20 33.3

To assess patients’ satisfaction with their vedmalnseling, about 56.7% of pharmacists
would just ask the patients about their satisfagti®.3% have a feedback box in the
pharmacy and only one pharmacist said he might surveys. About 33.3% of
pharmacists likely do not assess the satisfactidhesr patients in their daily routine or

would do it by other means.

4.3.4 Type and extent of information related to use of th medication

Table 7 summarises the type and extent of drugnmdtion the pharmacists used to give
their patients. It appears that the focus was am toatake medicines (96.7%) whilst little

was accorded to what to do with the unused mediirtee end of the treatment (50%)
and worst on what to do if the medicine is losspoiled (13.3%). Care should be taken
that the duration of validity is limited for all dieines and that is worth being related to
the patient as often as possible, if not always.
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Table 7 Type and extent of information related to use oflic&tions

Pharmacists

Information about the use of medications N %

1. How to take the medication 58 96.7
2. How long should the medication be taken 54 90.0
3. How should the medication be stored 50 83.3
4. Why the medication should be taken in whole seur 49 81.7
5. Anticipated adverse reactions associated weémthdicines a7 78.3
6. What is the therapeutic objective of the medicat 47 78.3
7. Contra-indications of medication 42 70.0
8. What is the maximal dose 36 60.0
9. What can happen if the medication is not prgperinot used at all 35 58.3
10. When not to take the medication 32 53.3
11. What to do with the unused medicine at theddrile treatment 30 50.0
12. How long before the medication takes effect 32 53.3
13. What to do if the medicine is lost or spoiled 8 13.3

4.3.5 Type and extent of information related to side effets

Table 8 shows that when the advice is about sidetsf the pharmacists will often focus
on the kind of side effects which may occur (91.780) less often on the seriousness
(51.7%) or duration of the side effects (21.7%).08b55% of pharmacists would

routinely advise patients in what case to condt doctor or the pharmacist before a

next appointment.

Table 8 Type and extent of information related to sideet$ of medications

Information about the side effects Pharmacists
N %
1. What kind of side effects may occur 55 91.7
2. What intervention can patients take to alleviidie effects 36 60.0
3. What is the level of seriousness of a side effec 31 51.7
4. What symptoms will disappear and what symptortigpersist 21 35.0
5. How to recognize side effects 19 31.7
6. For how long side effects persist 13 21.7
7. In what case to consult the doctor or the phaishaefore a next appointmen[t 33 55.0
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4.3.6 Actual achievement rate of drug informational items

The extent to which counseling items were actualthieved was based on scores
realized by pharmacists in their last five patigidtb). When all five patients were given
an item, this item was totally achieved. When tins were achieved in a patient, the

process was completely achieved.

Table 9 shows that information about directionsuse was given to 97.2% of patients.
At the other extreme, advice on missing a dosegian to only 23% of patients. Other
items were covered in the range between 31.4% 8r&¥®8 On average about 58.4% of

patients were counseled on at least one item.

Table 9Frequency of patients who received advice on dnfayrination items

Percentage of patients actually counseled amon§g kst received by each pharmacist.
N=valid number of pharmacists per item; Nx5=maximunmmber of patients expected,;
Nobs=number of patients actually counseled per.item
DRUG INFORMATION ITEMS N Nx5 |Nobs %
1.Directions for use 58 290| 282 97.2
2.Dosage regimen and duration of consumption 5890| 257 88.6
3.Name, class and purpose of the medication 5285| 236 82.8
4.Storage recommendations 58 290| 174 60.0
5.Side effect profile (management and prevention) 7| 5285| 154 54.0
6.Precautions to be aware of 57 285| 152 53.4
7. Drug interactions with other drugs, with foott; e 57| 285| 144 50.6
8.When does the medication begin to work and benefi 56| 280| 114| 40.8
9.Non pharmacological intervention 56 280 85 31.4
10.Advise on missing a dose b5 275 63 23.0
Total 2845| 1661| 58.4
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4.3.7 Actual achievement rate of counseling behaviouratems

As shown in Table 10, almost 98.9% of dispensezstgd patients and 96.2% thoroughly
reviewed the medication script. However, only 28.8%ked patients their consent for
counseling. About 75.4% of dispensers offered gesdor substitution. On average, at

least one behavioural item was achieved in 67%abépts.

Table 10Frequency distribution of patients to whom beharxabitems were achieved

Percentage of patients actually counseled amon§ kst received by each pharmacist.

N=valid number of pharmacists per item; Nx5=maximummber of patients expected,;

Nobs=number of patients actually counseled per.item

PHARMACIST BEHAVIOURAL ITEMS Nx5  [Nobs %
1.Dispenser reviewed the script thoroughly 5890 287| 98.9
2.Dispenser greeted patient and established cotefcat 54| 270 279| 96.2
3.Dispenser did actual counseling on the medicatftared| 57| 285 248| 88.6
4.Dispenser introduced generics for substitution 5270 215| 754
5.Clarification of any uncertainties/ 55 275 189| 68.8
6.Warning about consuming other drugs simultangousl| 57| 285 166| 58.2
7.Patient invited back 56| 280 155| 554
8.Dispenser tried to obtain initial drug relatetbnrmation 54| 270 131| 48.5
9.Counseling points summarized 55275 122| 444
10.Dispenser asked patient a consent for counseling 58| 290 78| 28.9

Mean 2790| 1870| 67.0
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4.4 |IDENTIFICATION OF FACTORS INFLUENCING COUNSELING

A set of factors have been tested in order to wéiglr impact on the quality and the
extent of counseling. The deterministic factors aevetlustered as: Barriers in
communicating with patients, Pharmacist’'s knowledf§esold Standard, Pharmacist’'s

demographics, Pharmacy characteristics and Patibatiaviour.

4.4.1 Impact of counseling barriers

Each pharmacist on a 5-point grade-scale (1=0%5%53=50%, 4=75%, and 5=100%)
appreciated the impact of counseling barriersedléd pharmacists and patients.

In order to simplify the interpretation, the impacis graded by the mean percentage as
shown in Table-11 below. A grade equal or above H@8ans the outcome measure has

important negative impact on counseling.

The important counseling barriers weratignts request not to be counseled because they

already know about the medication (51.4%) pharmacist lack of time (50%).

Table 11Rated barriers on counseling performance

Type of barrier N | Mean | SD
%

Pharmacist-lack of time 56| 50.0 |274
Pharmacist-lack of staff 52| 433 23.3
Pharmacist-distractions such as noise, phoneetall, 51| 43.1 21.8
Pharmacist-lack of experience with patient coumsgl| 43| 32.6 25.9
Patients are in a hurry 47| 47.9 24.9
Patients request not to be counseled because thdseady know about | 53| 51.4 | 26.6
the medication

Patients have hearing or language problems 524.7 26.8
Patients have elderly related cognitive problems 4483.0 22.1
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4.4.2 Knowledge of SA GPP Gold Standard

One of the preoccupations was then to ascertaitheh¢he national Gold Standard of
counseling embodied in SA GPP is sufficient and webwn to the pharmacists and also

to rate the difficulty of accomplishing the requirents.

Figure-1 shows the number of pharmacists keepiogpg of SA GPP latest edition. To
the question assessing the availability of a copypA GPP, 47 pharmacists affirmed
keeping a copy in the pharmacy, 10 pharmacistsidichave it and 3 did not answer the

guestion. The evidence of awareness about GPPlggsievas then 78.3%.

Figure 1 Pharmacists keeping a copy of SA GPP

10

47

O Have SA GPP guidelines B Do not have it O Missing system ‘

Among the 10 pharmacists who did not keep a cop§AGPP, four declared they had
never heard of the SA GPP; three said, “They wetesapplied with”, and one declared
it was not necessary at the time then, did nob¥olip on recommendations. This finding
showed there were about 23% of community pharnsaeisb were not yet aware of the
existence of SA GPP guidelines. It means the cdugséhey were applying was not
inspired or directed by the Gold Standard but by éxperience. Nobody can comply

with an unknown rule. Therefore, the ignorance psealictor of bad counseling.

32



4.4.3 Difficulty to comply with special SA GPP requiremerns

It appeared from the assessment that some GPReewuits are easy to comply with

(rate <50% of difficulty) whilst others are much radifficult to execute (rate >50%).
As shown in Table 12 below, the mean grade ofdliffy is less than 50% for all GPP

general considerations meaning an easily acconmpésh

Table 12Mean rates of difficulty to accomplish special SRP requirements

N| Mean| SD
%

GPP general considerations in communicating with té patient
Treating the patient with respect and interesingaaind willingnessto help 49 41.3| 40.4
Having adequate and correct knowledge about theaulnder discussion, 57 42.1| 40.7
Being relaxed and attentive by maintaining eye acniith patient 58 36.6| 38.7
Being sensitive towards the patients need for pyi\and confidentiality 59 44.5| 38.6
Asking open-ended questions and listening and elvgewithout 58 44.41 36.3
interrupting
GPP special considerations in communicating with th elderly
Focusing on their abilities, rather than disalati 51 50.5| 35.5
Assessing them individually and reassess often 5352.8] 33.9
If the elderly are unable to give information, wsfamily or caregivers as | 52 52.4| 32.9
resources
Ensuring that the disabled should have easy aecesseating 51 51.0]38.7
GPP approaches based on special need for the heagimpaired
Eliminating as much background noise as possible 4845.8| 31.9
Augmenting oral communication with other methodst{ng, pictures, 53 53.3| 35.0
signs...
Facing the person directly to achieve eye contadtemable lip reading, | 48 50.5| 39.4
speak slowly and clearly without shouting, and dwainecessary details
Communicating with visually impaired
For printed communication, use black printing wéfger fronts on white | 45 57.2| 33.1
paper
Taking position what needs attention so it's atctr@re of the visual field 48 495|38.1
GPP approaches based on special need for cognitivepairment
Gaining the patient's attention, and address qguie & time by giving 45 51.7| 39.0
simple and relevant information
Upgrading the patient communication facilities (egunseling booths) 43 55.2|1384
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In respect to communicating with the elderly, abalitrequirements are difficult to

accomplish. In hearing impaired patients, it isiea® eliminate as much background
noise more possible (45.8%) than augmenting orainconication with other methods
(writing, pictures, signs...pr facing the person directly to achieve eye contaxat a
speaking slowly without shouting (53.3% and 50.2%). dealing with the vision

impaired, the provision about using black printimigh larger fronts on white paper is not
so easy to accomplish (57.2%). In dealing with tbgnitively impaired, pharmacists
found it difficult to upgrade the patient commurioa facilities and gain the patient’s

attention by addressing one topic at a time.

The meaning of this outcome is that the provisiohgounseling in disabled persons
could never have been completed since pharmacests gurrently finding it difficult to

comply with these GPP provisions. This also maw lbector to keep in mind.

4.4.4 Chi-Square tests summaries

Chi-square tests were used to look at the stalstignificance of an association between
predictors and determining outcomes. With SPSSwveoft, Crosstabs and Chi-square
tests (Pearson; Likelihood-ratio; Linear-by —Linemsociation) are used to assess the
hypothesis that the row and column variables atependent, without indicating strength
or direction of the relationship. The small sizetbé sample did not allow making

rigorous analysis. However some trends are undsetlin the following.

Table 13 shows that the number of pharmacists vithaatual counseling totally (in five
latest patients) was related to city, being higinePretoria than Johannesburg (41.2%
versus 13.5%). The less p-value, Pearson Chi-sqpaf®023) or Likelihood-ratio Chi-
square (p=0.027), meant that, under the study tondj the observed result was less
likely to occur under the null hypothesis.
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Table 13Relationship City and Dispenser did actual cotingedn the medication

Crosstab No or Partially Totally
Level of achievement < 5 patients 5 patientg Total
City | Johannesburg Count 32 5 37
% within city 86.5 135 100
Pretoria Count 10 7 17
% within city 58.8 41.2 100
Total Count 42 12 54
% within city 77.8 22.2 100
Chi-Square Tests Value Df Asymp. Sig.
(2-sided)
Pearson Chi-Square 5.157166 1 0.023150
Likelihood Ratio 4.867011 1 0.027374
Linear-by-Linear Association 5.061663 1 0.024460
N of Valid Cases 54

As shown in table 14, even though the differenceoisstatistically significant (Pearson
Chi-square, p0.062; Likelihood-ratio p0.055), female pharmacists performed better

than males about advising dosage regimen and darafi consumption (80.9% versus

56.8%).

Table 14Relationship Gender ardosage regimen and duration of consumption

Crosstab No or Partially Totally

Level of achievement < 5 patients 5 patients Total

Gender Male Count 16 21 37
% within gender 43.2 56.8 100

Female Count 4 17 21

% within gender 19.1 80.9 100

Total Count 20 38 58
% within gender 34.5 65.5 100

Chi-Square Tests Value Df Asymp.Sig.(2-sided)

Pearson Chi-Square 3.471485 0.062437

Likelihood Ratio 3.660072 1 0.055731

Linear-by-Linear 3.411583 1 0.064740

Association

N of Valid Cases 54

However, Table 15 shows that male pharmacists padd better than females about
obtaining initial drug related information (30.3%rs8us 9.5%), even though again the

difference is not statistically significant (PearsGhi-square, ¥0.073; Likelihood-ratio
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p>0.060). So, gender is really not a determining jstedto consider in this assessment

technique.

Table 15Relationship Gender and obtaining initial drug tedinformation

Dispenser tried to obtain initial drug related information No or Partially Totally

Level of achievement < 5 patients 5 patients Total

Gender Male Count 28 10 33
% within gender 69.70 30.30 100

Female Count 19 p 21

% within gender 90.48 9.5p 100

Total Count 42 17 54
% within gender 77.78 22.22 100

Chi-Square Tests Value df Asymp. Sig. (2-

sided)

Pearson Chi-Square 3.205987 1 0.073871

Likelihood Ratio 3.514534 1 0.060832

Linear-by-Linear Association 3.146568 1 0.076086

N of Valid Cases 54

Surprisingly, Table 16 shows that the impact of klmd was the contrary to what would
be expected. Pharmacists in very busy pharmacel&zed a greater achievement in
summarizing counseling points than those in buspatrbusy pharmacies (Likelihood-
ratio Chi-square p=0.003). This result is not meghilness since there were more than 6
cells with an expected count less than 5, butssipdicative of poor correlation between

workload and extent of counseling in the selectealmacies.

Table 16Relationship Workload and Counseling points sumneai

Level of achievement < Five patients Five patients Total
Likelihood-ratio Chi-square p=0.003 N % N % N
Workload Not busy 6 100.0 0 0 6
Busy 37 84.1 7 15.9 44
Very busy 1 20.0 4 80.0 5
Total 44 80.0 11 20.0 55

6 cells (66.6%) have expected count less than 5.
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5 PHASE-II STUDY QUANTITATIVE RESULTS

5.1 STUDY SAMPLE CHARACTERISTICS

As reported in Table 17, the final study samplduded 117 patients (65.4%) from
Johannesburg region and 62 patients (34.6%) fraetoRa region. The ratio of about ¥
was respected as for the PSA. Approximately 60.3%atients were with younger

pharmacists and 39.6% with older pharmacists; 502%atients were associated with

pharmacies supervised by male pharmacists and 40y&&male pharmacists.

Table 17Frequency distribution of patients by city, age gedder

Frequency(N=179) Percent

City Johannesburg 117 65.4
Pretoria 62 34.6
Age Younger 108 60.3
Older 71 39.7
Gender Male 106 59.2
Female 73 40.8

Table 18 shows that 67 (40.9%) patients interviewede connected with independent
pharmacies, 40 (24.4%) with chain, 34 (20.7%) veithic and 23 (14.0%) with linked
pharmacies. About 63.1% of patients interviewed edrom busy pharmacies, 25.1%

from not busy and 11.7% from very busy pharmacies.

Table 18Frequency distribution of patients by Pharmacy tgpé Workload

Frequency(N=179) | Percent Valid Percent

Pharmacy type | Clinic 34 19.0 20.7
Independent 67 37.4 40.9
Chain 40 22.3 24.4
Linked 23 12.8 14.0
Total 164 91.6 100.0
Missing System 15 8.4

Workload Not busy 45 25.1 25.1
Busy 113 63.1 63.1
Very busy 21 11.7 11.7
Total 179 100.0 100.0
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As shown in Table 19, about 53.4% of patients Headr tmedicines dispensed by the
pharmacist alone whilst either the pharmacist tes#ig15.7%) or other staff member
(7.3%) served the remaining. Some patients cheakeaimbination of dispensers where
the pharmacist was usually present. Those whodcowit identify the dispenser
represented 7.3%. This means some dispensers didhtnoduce themselves to the
patient, and at the best, there was no distinsligne to recognize the pharmacist amongst

staff members.

Table 19Frequency distribution of patients by categoryispdnsers

Who dispensed the medication? Frequency(N=179 Pemt | Valid Percent
Pharmacist [1] 95 53.1 53.4
Assistant [2] 28 15.6 15.7
Other staff member [4] 13 7.3 7.3
| don't know [5] 13 7.3 7.3
1&2 18 10.1 10.1
1&4 8 4.5 4.5
284 1 0.6 0.6
1&28&4 2 1.1 1.1
Total 178 99.4 100.0
Missing System 1 0.6

With regard to the customary habits of patienthl@20 shows that 94 (52.8%) patients

usually attend the same pharmacy where they puecmasdicines; 21.4% attend

frequently and 20.8% rarely, whilst for 5.1% it whs first visit.

Table 20Frequency distribution of patients by customaryitsab

How often do you get your medicines in this | Frequency | Percent Valid
pharmacy? Percent
Always 94 52.5 52.8
Frequently 38 21.2 21.3
Rarely 37 20.7 20.8
First time 9 5.0 5.1
Total 178 994 100.0
Missing System 1 0.6

Total 179 100.0
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5.2 NATURE AND EXTENT OF PATIENT COUNSELING PRACTICES

5.2.1 Prevalence of counseling achieved to the patientserviewed

Table 21 indicates that, to the question addregsedtients if the people who dispensed
their medicines during the investigation day gadwen any medication-advice, 74.2% of

patients declared “Yes” and 25.8% “No”.

Table 21Percentage of patients given any verbal advice

Did the person who dispensed your medicine | Frequency | Percent Valid
give you any oral advice? Percent
Yes 132 73.7 74.2
No 46 25.7 25.8
Total 178 99.4 100.0
Missing System 1 0.6

Total 179 100.0

5.2.2 Method in which counseling was given to patients

As shown in Table 22, the outcome found through smeament of patient encounters
indicates that 6.6% of patients received drug miaiion as only a printed label on the
packet and 2.2% as only insert leaflet. About 46.GR4patients received only verbal

advice; both written and verbal information occdrte 44.5% of respondents.

Table 22The format in which patients received counseling

Frequency Percent Valid Percent
Label on packet 9 5.0 6.6
Leaflet 3 1.7 2.2
Verbal 64 35.8 46.7
Both verbal and written 61 34.1 44.5
Total 137 76.5 100.0
Missing System 42 23.5
Total 179 100.0

The combination of this data indicates that, wheanseling was given, about 91.2% of

pharmacists gave oral advice supported by a sumgplry written advice in 53.3% of
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patients where necessary. This supports the ew@uatade by pharmacists saying they

often give supplementary written information sori¢éhe time in about 55.9% of cases.

5.2.3 Patient’s satisfaction with the verbal counselingeceived

Table 23 shows that about 78.4% of patients weng &atisfied with the verbal
counseling provided whilst a small number had regrbsatisfied with the counseling

given. The concern is that Pharmacists should badwen providing verbal counseling.

Table 23Frequency distribution of patients’ satisfactioriwwerbal advice

How well were you satisfied with the verbal Frequency | Percent Valid
counseling received? Percent
Satisfied 109 60.9 78.4
Fairly satisfied 18 10.1 12.9
Neither satisfied nor dissatisfied 7 3.9 5.0
Not very satisfied 4 2.2 2.9
Not satisfied 1 0.6 0.7
Total 139 77.7 100.0
Missing System 40 22.3

Total 179 100.0

5.2.4 Extent to which investigational items were complet

Table 24 indicates that around 14% of patients haae completely received all ten-drug

information items. In most of the cases, patieateived one to nine items.

Table 24Frequency distribution of the number of drug iteantually achieved

Score on 10 drug information items Frequency(N=179) Percent
0 9 5.0
1 8 4.5
2 8 4.5
3 12 6.7
4 18 10.1
5 17 9.5
6 20 11.2
7 18 10.1
8 22 12.3
9 22 12.3
10 25 14.0
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As above, Table 25 indicates that the entire beheal checklist was totally completed

in about 15.1% of patients and not at all in 2.8%atients.

Table 25Frequency distribution of the number of behavioiteahs completed

Score on 10 behavioural items Frequency(N=179) feent
0 5 2.8
1 11 6.1
2 20 11.2
3 13 7.3
4 20 11.2
5 16 8.9
6 13 7.3
7 9 5.0
8 19 10.6
9 26 14.5
10 27 15.1

Table 26 indicates that on average 6.1 + 2.9 evardarred out of ten-drug information
items and 5.8 + 3.1 steps were completed duringy €acinseling session no matter

which.

Table 26Mean number of items achieved during a counselinggss

Items Johannesburg Pretoria Total
Mean | (SD) Mean | (SD) Mean | (SD)
value value value

Drug information items /10| 6.2 (3.1) 5.8 (2.5) 6.1 (2.9)

Behavioural items /10 6.2 (3.3) 5.2 (2.7) 58 |(3.1)

Total items /20 12.4 | (5.9) 109 | (4.8) 11.9 | (5.6)

41



5.2.5 Extent to which investigational items were individally achieved

As it appears from Table 27, about 84.7% of pasieeteived an advice about directions
for use whilst 46.4% of patients received advicenon-pharmacological information. On
average, 62.2+ 15.2% of patients received 6.1#2r83 related to drug information.

Table 27Extent to which drug information items are complete

DRUG INFORMATION ITEMS % Yes % No
1.Directions for use 84.7 15.3
2.Dosage regimen and duration of consumption 829 711
3.Name, class and purpose of the medication 79.8 2 20
4.Precautions to be aware of 66.3 33.7
5.Drug interactions with other drugs, with food, ... 60.7 39.3
6.Side effect profile (management and prevention) 5.85 44.2
7.Storage recommendations 52.3 47.7
8.When does the medication begin to work and benefi 46.9 53.1
9.Advise on missing a dose 46.9 53.1
10.Non pharmacological intervention 46.4 53.6
Mean| 62.2+15.2

Table 28 shows that about 89.9% of dispensers egtedteir patients and 86.9%
thoroughly reviewed the medication script compaweth 47.4% of patients asked
consent for counseling. On average, 62.1+15.3% afiepts benefited 5.8+3.1

behavioural items.

Table 28Extent to which counseling steps items are comglete

PHARMACIST BEHAVIOURAL ITEMS % Yes 0% No
1.Dispenser greeted patient and established cohefat 89.9 10.1
2.Dispenser reviewed the script thoroughly 86.9 113.
3.Warning about consuming other drugs simultangousl| 64.1 35.9
4.Dispenser did actual counseling on the medicatftered 63.3 36.7
5.Clarification of any uncertainties/ 61.2 38.8
6.Dispenser tried to obtain initial drug relatetbnrmation 59.4 40.6
7.Patient invited back 52.9 47.1
8.Dispenser introduced generics for substitution .048 | 52.0
9.Counseling points summarized 47.7 52,3
10.Dispenser asked patient consent for counseling 47.4 52.6
Mean| 62.1+15.3
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5.3 TESTS FOR INFLUENCING FACTORS ON COUNSELING PRACTIC E

ANOVA and Chi-square tests served to examine tlflaegnce of demographics on the

counseling nature and extent. Tables below dessobe of the relationships observed.

5.3.1 Influence of the city location

Table 29 shows that the mean scores worked outther achievement of drug
informational items not significantly different megen the two cities (ANOVA test: p
0.326). Some difference would be accepted for tlchiesement of pharmacist
behavioural items (ANOVA g 0.04).

Table 29ANOVA Table: Relationship between Scores workedand City

City Drug information items | Behaviour items Total
Statistics achieved/ 10 achieved/10 items/20
JohannesburgMean 6.2308 6.1966 12.4274
N 117 117 117
SD 3.1551 3.2832 5.9990
Pretoria Mean 5.774p 5.1935 10.9677
N 62 62 62
SD 2.5247 2.6969 4.8212
Total Mean 6.0726 5.8492 11.9218
N 179 179 179
SD 2.5287 3.1219 5.6483
Sum of Df Mean F Sig.
Squares Square
Score drug Between (Combined) 8.448 1 8.448 0.969 0.326
information *  Groups
City
Within Groups 1543.608 177 8.721
Total 1552.056 178
Score Between (Combined) 40.771 1 40.771 4.260 0.040
pharmacist Groups
behaviour *
City
Within Groups 1694.156 177 9.572
Total 1734.927 178
Global score * Between (Combined) 86.337 1 86.337 2.732 0.100
City Groups
Within Groups 5592.568 177  31.596
Total 5678.905 178
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The scores worked out were also unrelated to plarmge, pharmacy workload, as

well as pharmacists’ gender (p>0.05).

In addition, from Table 30, the chi-square testswakd that the percentage of patients
actually counseled was not different between the ties, nor was it with other
predictors (p> 0.46).

Table 30Crosstab: City and rate of verbal counseling

Crosstab Did the dispenser give
any advice
Yes No Total
City Johannesburg Count 84 32 116
% within City 72.4 27.6 100.0
Pretoria Count 48 14 62
% within City 77.4 22.6 100.0
Total Count 132 46 178
% within City 74.2 25.8 100.0
Chi-square Tests Value Df Asymp. Sig.
(2-sided)
Pearson Chi-Square  0.528(b) 1 0.467
Likelihood Ratio 0.536 1 0.464
Linear-by-Linear 0.525 1 0.469
Association
N of Valid Cases 178

It appeared however that the rates of counselilgeaement on some individual items
were significantly higher in Johannesburg compaod@retoria.

As shown in Table 31 for example, a significantfeténce emerged for giving non-
pharmacological intervention (58.3% for Johanneglwarsus 25% for Pretoria; p=0.00);
about 92.9% of Johannesburg patients were versfigatiwith the verbal advice received
compared to 55.6% of patients from Pretoria re@ps+0.00).
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Table 31Testing impact of City on counseling outcome measur

Outcome measures affected Cities

Johannesburg| Pretoria | Total

% % % P

Non-pharmacological intervention 58.3 25.0 46.4 000
Dispenser reviewed the script thoroughly 94.1 74(686.9 | 0.00
Dispenser tried to obtain initial drug related mfation 65.7 46.7 58.8 0.02
Dispenser asked patient a consent for counseling .7 52 36.1 46.8) 0.04
Dispenser introduced generics for substitution 54.5| 35.6 48.0/ 0.02
Clarification of any uncertainties 67.0 50.9 61.2 .00
Counseling points summarized 53.6 36.[7 4r.7 (.03
Verbal counseling achieved 54.8 33.9 46.7 0]02
Patients Satisfaction level / very satisfied 929 | 55.6 78.4| 0.00

More likely, this difference would have a link witbatients’ perceptions instead of
pharmacists’ performance. In essence, pharmaaigiic settings behaved near exactly
as their colleagues in private owned or in chairarptacies did. After all, as the
education and guidelines stand common to all phaistg a difference between them
would be unjustified after adjusting for age andpénser’'s category. The conclusion
drawn by Myburgh et al (2005) about the impact BESand race on patient’s perceptions
is invaluable but the present study did not teistélement. Nevertheless, one should note
that most of patients in Pretoria region came friglmmelodi and Sunnyside, an area
likely to have a great number of low SES resporglemimpared with areas such as

Sandton and Braamfontein in Johannesburg.

5.3.2 The influence of pharmacist’'s age

In this study, the dispenser was not always thamphaeaist and it was agreed that the
respondent pharmacist is accountable for what #tienqt would report. It came out that
the pharmacist’'s age may affect the outcomes inesoases. Table 32 shows that the
younger pharmacists obtained higher rates aboun wWieemedication begins to work and
its benefits (52.8% versus 37.1%); counseling posummarized (55.2% versus 36.2%)
as well as doing the actual counseling (69% vetgu8%). The meaning of age may be

associated with the youth enthusiasm as well athéoacademic training. Younger
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pharmacists in SA have the benefit of intense sbkd pharmacology courses and

modern pharmacy practice. There is then a need ctotinuing education on

pharmacology and pharmacy practice for both thengeuand older generations.

Table 32Testing impact of Age on counseling outcome measure

Outcomes measures affected Age scale
Young Older
% % | ()
When does the medication begin to work and benefits  52.8 37.1 0.04
Counseling points summarized 55.5 36.2 Q.01
Dispenser did actual counseling on the medicatfterex 69.0 54.6 0.05

5.3.3 The influence of Dispenser’s qualification

As stated above, the method used to evaluate tkate® which counseling is carried out
is based upon the performance of all categoriedisgiensers as a whole. A comparison
test was necessary to investigate a possible bleenvassigning the results to the
pharmacist. In general, pharmacists would perfombehave much better than other
categories of dispensers. For example, from taBle95%.8% of pharmacists greeted
patients and established comfort level whilst #ithievement was on average 78.6% for
pharmacist assistant, 69.2% for other staff memdoed 84.6% for the undefined
dispenser (g 0.03).

Table 33Testing impact of Dispenser qualification on colingeoutcome measures

Outcomes measures affected Dispensers identified
Pharmacist | Assistant | Other Unknown
staff
member
% % % % (p)

Dispenser greeted patient and establishec 95.8 78.6 69.2 84.6 0.03
comfort level
Dispenser tried to obtain initial drug relate 67.1 34.7 58.3 30.0 0.05
information
Dispenser introduced generics for 55.1 14.8 76.9 30.8 | 0.00
substitution
Counseling points summarized 58.9 29. 33}3 23{1 04 0.
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6 QUANTITATIVE FINDING SUMMARIES DISCUSSION

The table 34 below summarizes the main quantitatiteomes drawn from this study.

Table 34: Quantitative study outcomes summaries

Outcomes measures

Outcomes trends

Prevalence of counseling

Any form of advice given to patients 95%
Estimated mean percentage of patients verballysmiad 74 %
Mean number of drug informational items achieved 1/8)
Mean number of pharmacist behavioural items coraglet 5.8/10
Mean number of patients given on average 6 drugsite 62%
Format or method of counseling

Verbal advice alone 46.7 %
Verbal advice supported by written information 4%5
Written advice as label on the packet or insefftdealone 8.8 %
Model of communication

Intensive dialogue (patient is asked to relate libekadvice) | 27 %
Type and extent to which information is given

Drug instructions for use >70 %
Side effects related advice <50 %
Storages conditions and disposal of unused medicine <50 %
Special precautions e.g. food, beverages, OTCe tvbided <50 %

Predictor factors on counseling practices

Pharmacy type, workload and gendgr

No relationgleilb defined

Location

Johannesburg rates higher than Pretoria

Age

Younger performance higher than Older

Dispenser qualification

Pharmacist performs bdttan other dispenser

[72)

Acceptability and Feasibility of self-assessment byharmacist

Acceptability

80 %

Feasibility

72 %
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The performance and extent of counseling events

From Pharmacist-Self-Assessment (PSA), about 95%hafmacists said they would
counsel spontaneously each time they dispense gy However, when asked if the
person who dispensed their medicines during theestigation day did give any
medication-advice, about 74% of patients agreed 26% disagreed. Thus, 95% rate
given by pharmacists is indicative of the rate olmseling including any form of
information. The 74% rate furnished by patientgespnts the trend of the actual verbal

medication advice.

The PSA study indicated that on average about 58%ernis received at least one
informational item while at least one behavioutalri had been achieved in about 67%
patients on daily basis. These values were validbiethe corresponding achievement
measured from PIA, which gave the range of about625%. Then, effective

comprehensive counseling occurs in the range &b 60%.

Overall, these rates are comparable to figuresrregpdn the international literature.

Berger (2005) in Germany found that 95% of pharem@ave advice to the pseudo
customers but the information on appropriate sathwation was provided on at least
one item in 74% of pseudo customer visits. Theréga also comparable to the study of
Svarstad et al (2004) in USA that showed the rang kind of information-giving was

63% all drugs combined. Another comparable rat®usd in the study of Shani et al
(2000) in Israel that concluded counseling by pleists occurs at a high rate (64.6%

for any type of counseling).
It is worth noting that the rate of the introductiof generics for substitution is between

48 and 75%. The law on mandatory generic subsiitutiould have positively influenced

the premature switch from branded to genericserpitivate pharmacy sector.
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The type of information often given

Results from both two investigational methods (PPSA) showed that only three items
relating to drug information were well covered (%90 these are directions for use,
dosage regimen and duration of consumption as agefthaking it clear what the name,
class and purpose of the medication is. The peoiatssatisfactory achieved (<50%) are
giving advice on missing a dose, non-pharmacolbgit@rvention, telling when the
medicine begins to work and side effects.

Information on side effects was generally small dreler it was given, the pharmacist
often focused on the kind of side effects, whicluldooccur, and less often on the
seriousness or duration of the side effects. Tlag be explained by the fact that it is not
SO easy to predict the duration of side effectsctwtdan vary from one person to the
other. We suggested that the task can be lightehdtle pharmacist documents
counseling events to construct reference recorde Behavioural items that were
extensively achieved are thoroughly reviewing theps and greeting the patient. The
points not well achieved were asking patient con$en counseling, obtaining initial

drug information and summarizing counseling points.

This finding is comparable with the finding of Sstad et al (2004) in USA that reported
most commonly mentioned items being drug name (6884 directions for use (59%);
adverse drug effects being discussed for 17%, 346, 37% of the amoxicillin,
ibuprofen, and paroxetine prescriptions, respelgtiwehile 2% to 16% of the shoppers
were told when the medication would begin to work.

The WHO GPP standards stipulate that the amountyg®dof information provided to

the patient should vary based on the patients’ si@ed practice setting, and will vary
depending on the pharmacy clientele. Since mosh@fpatients always visit the same
pharmacy, it can explain why the pharmacists done&d to counsel the same patient

about the same medication at each refill time.
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The method in which counseling is carried out

Both the pharmacists and the patients confirmed ttiea medication-advising is given
orally and in written form. From pharmacist selpoe, it came out that supplemental
written information (written form as handwrittenbkl or instruction written on the
packet) is not always given but some of the timakiout 56% of cases. Less than 10% of

patients leave the pharmacy with only the labelgmuthe packet or the insert leaflet.

Despite the fact that the quality and accuracyn@drmation given in this study was not
evaluated, the rates observed sound satisfactaws® and Ehlers (2005) pointed out
that the presence of pictograms is helpful to dbuate positively to both the

understanding of instructions and adherence.

Model of verbal interaction and quality of information

To assess the understanding of or the level o$faation with verbal counseling, the
majority of pharmacists would just ask whether pla¢gient understood or is satisfied. It
also appeared that only 27 % of pharmacists woskdpatients to relate the information
back and about 30% of pharmacists failed to as$essatisfaction of their patients in
their daily routine. One can wonder whether jugiras patients if they understood what
the pharmacist has said is monologue or dialogtexdotion. This outcome shows that
there is some kind of dialogue between pharmacesid their patients but a
comprehensive exchange is limited to about 27%mobenters. Pharmacists should make
any effort to lift the extent to which a comprehgasexchange is carried out to ensure

SA pharmacists escape from the monologue modéisat by Rutter (2004) and others.

Factors that may affect counseling achievement

Even though statistics are not rigorous, the figdirmbout the relationship between
predictors and counseling outcomes are indicativeevadence for the reduction of

counseling performance.
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In general, the odd ratios could be reduced byfdhewing factors: pharmacist lack of
time, patient does not like to be counseled becduegshe already knows about the
medication, pharmacists who yet have never heavdte€®A GPP guidelines, difficulty to
accomplish some special SA GPP guidelines relatatistibled persons. Statistic trends
showed pharmacist-lack of time overweighing patianturry (50% versus 47.9%). It
appears, however, that even though every pharntaamsénough time to counsel, the rate
could hardly rise beyond 74% estimated in phasttidly because many patients do not

need to be counseled.

In particular, the environment of each city, Johesturg and Pretoria, may influence the
patient’s perceptions about the satisfaction wittarmacist's performance in patient
counseling. The observed influence of age can lageceto the youth enthusiasm as well
as to the academic training. Younger pharmacistS8Anhave been going on intense
pharmacology courses and benefited from the newdemmopharmacy practice. The
qualification of the dispenser is likely to influs:n the counseling profile but this
necessitates further standardized studies to ged significance about.

Feasibility of assessment surveys in community pharacies in SA

In the present study, two assessment techniquestestied: Pharmacist Self-Assessment
(PSA) and Patient Interview Assessment (PIA). tAlsas been shown, the results were
well concordant in giving the profile of coverturg®t some differences were observed
with regard to the percentage obtained. The vabigined from PIA were higher than
found in PSA for the items badly achieved whileythemained almost comparable for
items well counseled. For example, the rate ofenging the script thoroughly was 87%
and 99% for PIA and PSA respectively while the rateasking patient consent for
counseling was 48% from PIA and 29.4% from PSA.rRPla&ist responses could be

validated against the patients’ responses in thgeaive pharmacies.

More over, the outcomes from this study are coniparto the published data obtained
elsewhere by means of pseudo-customer or mysteypsh approach. It is then clear
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that the self-reported responses from pharmac@iads more objective than subjective

and indicate that the PSA questionnaire used id t@lserve as a self-assessment tool.

When planning further surveys in community pharmscbne might anticipate a
participation rate not greater than 75% providgeéneive sensitization had been made
before. SAPC has set up a tool to do confidensakasment of the nature and extent of
pharmaceutical services carried out in communitgrptacies. Yet there is no report

about the work and findings.
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7 QUALITATIVE ANALYSIS OF THE OUTCOMES

As anticipated in the methodology section, the itpiale analysis was based upon the
respondents’ comments, remarks and suggestionsdeztaBehaviours and attitudes had
to be interpreted using constant-comparative argakgshnique, which challenges the
pharmacists and patients responses. Since ther@avabsolute mutual correspondence
between every pharmacist and his/her customersyesgsfrom pharmacists were
gathered and then compared to patients’ outcomesendpplicable. The contribution by

all the participants revolves around the four themmeow.

7.1 ACCEPTABILITY AND FEASIBILITY OF THE ASSESSMENT

a) Pharmacists’ attitude with regard to patientcounseling

During this survey, the majority of pharmacistswhd a positive attitude with regard to
patient counseling and gave me their full and spogdus attention. Thereof, pharmacist
assessment on patient counseling practice was neshdeasible. The comments and
suggestions made by the participant pharmacistthenselected section of Gauteng
portray the SA pharmacists’ attitude to the eaffeddity of complying with the

pharmacist’'s new role. The new pharmacist is ddfine someone who manages the
totality of the illness of the whole person by disping, communicating, listening, and

talking with patients.

It is worth noting that some pharmacists agreedddicipate but refused to allow
interviews with their patients. The reason for cédunce or refusal of those pharmacists to
enter the survey or to interview their patients triues deeply investigated. The fear of
wrongdoing being reported may be anticipated as ©hes will necessitate workshops
aimed at clarifying the matter to ensure self-adarfice and enthusiasm from the

pharmacists.
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b) Patients’ attitude with regard to medication alvising

With regard to patients, | was surprised by theermess and high level of willingness to
contribute to this research and swept away my pusvifear of being aggressively
received. Many patients were interested enoughivie their perception of counseling
and information that they desired to be providethwMoreover, the majority of patients
asked further questions about their medication stmaived interest in improving their

knowledge following counseling by the pharmacist.

7.2 PATIENTS PERCEPTION ON PHARMACIST'S COMPETENCES

a) Patients’ attitude with regard to pharmacist’s behaviour

Some patients made the following comments,

. “There is excellent counseling in pharmacies. | enalre | always go to the
same person and build up a personal relationshiperaing my illnesses and
complaints and medication. This interest is neggdsthink for older patients
who can feel very lonely and neglected.”

. “I am very happy with the services | received. inkhthat SA should have
more pharmacists like that pharmacist becausesshery kind and sweet, she
is very easy to talk to, someone who you can be opt.”

. “I would like to deal with a friendly pharmacist wrencourages the patients
to come back the next time and would like to bated equally with all other
people.”

. “Pharmacists must always be friendly and understantbwards the patient.
Patience is also needed from them for patientsvie them the respect they

deserve.”
According to patients’ view, most of the participgaiharmacists seemed to be friendly,

compassionate and empathic towards their patiants,counseled effectively and with

competence. The concerns expressed throw light atienis’ needs to support their
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efforts to develop medication management skills smdnove in the direction of self-
responsibility. Although many patients found phaasts friendly, there were some
patients complaining there were not treated inienfly way compared to what it was
observed by other people.

b) Reliability of pharmacists as counselor

Patients highly valued the counseling they receifreth pharmacists, and agreed they
got the necessary knowledge regarding the use ef thedication. However, some
patients contended,
= “The pharmacists are very nice but some of themndb really care about
counseling.”
= “Everyone working in a pharmacy, not only pharmescghould get simple basic

skills on how to approach and talk to patients.”

The background section pointed out that todayyaryeSA University where a pharmacy
programme is offered, a course on Pharmacy Praistiteeluded in the curriculum that
involves teaching the practical applications, legatl ethical aspects, marketing and
business skills. The outcomes from this survey gtbthat the level of pharmacists’
compliance with Pharmacy Council Regulations ishhignd the actual impact of
academic changes is unquestionable. Thus, thewa®er made by those patients may

be isolated or individual circumstances.

Nevertheless, the community pharmacists should tgkéhese challenges. Continuing
professional education programmes are necessaryertsure every pharmacist
comprehends the importance and the competencery maarmaceutical care out with

empathy, sincerity and patience.
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7.3 NATURE AND EXTENT OF COUNSELING PRACTICES

a) The format of communication

Patients frequently wanted both types of informatiaritten or verbal counseling as
expressed in the following statements:

= “l would like the pharmacist to write the informati on paper.”

. “Sometimes, the leaflet is not in the box, althougivould be of help to the
patient if the leaflet is kept within the box.”

" “Written information is not enough because notpabple can read and others
are ignorant, verbal info is good.”

. “The pharmacist must give health education aboatdiug that a particular
patient is going to take and should always be \eirfbaorder to create the
relationship with their patients.”

. “It is important that pharmacists remain open &rtipatients, mostly when they
are giving drugs to the patient.”

" “If possible, the person who has given the drugushalways indicate on the
sticker the name and telephone number of the plarsathat if the patient has
gotten any side effects, he/she can easily cotitagpharmacy staff in time.”

" “When giving medication, the dispenser has to dikke patient directions
verbally, because most of the time, they assumiethigadirections are already

on the medication.”

b) The nature and extent of counseling provided in d& routine

Pharmacists themselves made recommendations such as
= “Pharmacist should give any other information, vithimay be considered
necessary at the time, including life changes.”
= “Pharmacist should provide patient with precautioeg). what leads to

drowsiness, what not to use while operating macitioedriving.”
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= “It is important to mention and record interactiongh other medicines being

taken by patient.”

These observations show that the participatingmheists are conscious of the concern
about adverse reactions and non-pharmacologicaintation. Continuing self-education

may contribute to filling the gap.

Many patients interviewed stated that they receiseche written or verbal counseling,
but did not receive all of the information they hdekired. Patients’ particular cases are
expressed as follow:
= “| would like to know what consequences it will leaif | do not follow exactly
the prescription.”
= “Pharmacist should always try to explain how metiices given work and their
reactions to patients.”
= “l would like to know the danger if one productasnsumed for several days. |
wish to be told how long to take the medicine, winappens if the person is not
cured after several days (what to do next). Thetnsamificant information
needed is the danger of the product.”
= “It's pointless being sick and not knowing whatvisong, worse being given
medicine that you don’t know with the hope thas the doctor that prescribes so
the patient can’t question it. It has to be righget some knowledge about drugs.
This could help patient’s adherence.”
= “l would like to have information about potentiadle effects and how medication
bought would interact with other medication takiéany.”
= “| expect from pharmacist more information like tfie medication causes
dizziness.”
= “The pharmacists should counsel to stress impoetah@dherence to drugs to the
patient.”
= “The dispenser was supposed to give warning abousuwming other drugs

simultaneously.”
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= “] would like to know the purpose for the medicirend how it will affect the
body internally or externally. Also would like ton&w if any allergens are
consisted in the medicine.”

= “Patient should be given advice and good care.”

= “] would like to know side effect warnings and tbhee of medication to avoid
resistance to drugs.”

= “Pharmacists must tell the patient about the sfteces so that the person must be
ready for every thing.”

= “The pills were written ‘take once a day’ but | sveonfused whether it should be
anytime of the day or a specific time”

= “Patients should be given options and advice, whighreasonable and effective

alternative medications.”

In general, the topics most often missed were g®nastructions, interactions with OTC
medications, instructions for a missed dose, anthods to avoid adverse effects and
drug-interactions. There has been concern reptimeadoroviding information on adverse
effects may prompt patients to report spurioustreas and reduce compliance (Burk
ML 1998). This has not been found to be the caselinical trials. The Gibbs et al.

(1989) study found that patients who received nadio leaflets had greater recall of
possible adverse effects and improved complianae iii@n control, with no increase in
false reports of adverse reactions. However, agesigd by Gibbs et al (1989), all
medication information is necessary but carefulsadgration should be given to how

information on adverse effects is presented.

C) Achievement of counseling process steps in dailyutine

Some pharmacists made the following statements:
= “The general procedure with every patient shouldh®e same. Care should be
taken to ensure all the necessary measures aosvéall to assure effective and
safe use of medication; this also includes impartanuations like repeat

prescriptions.”
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= “During the counseling session, the counseling {sosummarized seems to be
difficult, so | suggest that each topic has to bimarized immediately when it is
presented.”

= ‘It is important to mention and record interactiongh other medicines being

taken by patient.”

The GPP emphasizes that a pharmacist must cowadepatient or caregiver on matters,
which will optimize the medical therapy prescribebh addition, the interaction
pharmacist-patient should be friendly and conduatealone-to-one fashion. One cannot
discard the process of gradually summarizing thanseling points stated by one
pharmacist, but it needs to be validated. Anothearmacist lifted the importance to
mention and record interactions with other mediibeing taken by the patient. GPP
standards recommend the counseling session shauldobumented; any follow-up
required should be noted; it should also be reabiti¢he patient does not wish to be
counseled. Pharmacists are aware of the requiremgntow many of them follow up
with this?

One patient said that her husband is a doctorhsodses not “really go through the
whole procedure of counseling”. Such an attitudg timait the process to be completely

achieved.

d) Patients who should be always counseled

This research showed some categories of patienthromic therapies who expressed the
need to receive more information. Examples are,
= One 49-year patient on chronic medication (antiotag) saying, “I need to
know how this medication works in interaction wdthers to be on the safe side.
| would like to know what are the generics and stisons”.
= An orthopaedic patient in clinic who contendednérmally get medicine without

knowing the name of the medicine.”
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= One patient in cancer-ward saying, “Sometimes #adldt is not in the box,
although it would be of help to the patient if tleaflet in the box is kept within
the box.”

= One patient who contended, “It's very importantget counseling before one
receives medication e.g. in terms of contraceptiviet everyone knows what
kind of medications to avoid (drug interactions hwilrugs, with food, with

disease state.”

According to GPP, if the pharmacist cannot coursarybody, it should be defined
which patient types, or which medications pharntaai#l routinely counsel patients.

This will vary depending on the pharmacy patienteld may include patients receiving
more than a specified number of medications; pttiknown to have visual, hearing or
literacy problems; paediatric patients and patianrtsanticoagulants. Patients who are
prescribed long-term medications need to understhrdserious effects that chronic

illness has on their lifestyle.

7.4 FACTORS INFLUENCING COUNSELING PRACTICE

a) Resource scarcity and lack of time

One patient contended, “The pharmacists and pharrsiaif in general are in such a

hurry to let a patient go, they don’t even give Mier enough time to express his/her
problem and ask questions about the medication.pékient has no choice and has to go
just after paying the product.”

“More awareness should be raised in the publit weaare not a ‘fast-food’ outlet and

need time to assess and dispense prescriptiongermded one pharmacist.
The study showed that in the 60 pharmacies invasiily there were 22 pharmacist

assistants, 6 pharmacist interns and 4 other staffiibers acting as dispensers. Some

pharmacists said there is a need of more pharrsaist less pharmacist assistants. Once
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more, a debate is opened about resource scarcipyoiession. Whether it is time or
money, no business ever has enough and pharmacoyeagception. Due to the shortage
of work force, the main function of many pharmagistthe practice settings remains that
of dispensing, and this trend is reflected elsewlethe world. The fact that many South
African pharmacists function both as dispensersnetlications and as pharmaceutical
care practitioners in community pharmacy environteienay be a factor contributing to
the increasing number of dispensing errors repaidethe SAPC (Kairuz and Naidoo
2005).

Despite that evidence, the standards underline that health care professional’s
responsibility is to support the person’s effodslevelop medication management skills
and to move in the direction of self-responsibilitigh empathy, sincerity and patience.

b) Counseling area and confidentiality

One pharmacist said, “There is a need to educdienpggato have more respect for what
the pharmacist has to say to the person in frogbafin the queue.” Another added, “It is

important to have a counseling room so that infgion will be minimized.”

Not almost all the community pharmacies visitedeptcsome clinic settings have special
counseling rooms. On this matter, GPP recommerelpdtient should be counseled in a
semi-private or private area away from other pe@piéd distractions, depending on the
medication(s). That provides an opportunity forigrats to ask questions they may be

hesitant to ask in public. The necessity of privaanseling area still holds in SA.

C) Knowledge and applicability of SA GPP standards

One of the study guide questions was “Are the natistandard scenarios on counseling
sufficient and well known by the pharmacists?” Soplgarmacists, as additional
contribution to improve the current SA GPP guidesin mentioned the following

suggestions:
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= “Pharmacists wish some protocol to help impairngson. What are they
supposed to do and what are they protected for?”

= “Pharmacists need a specific dosage indication foeychiatric doctors.”

=  “Make it mandatory for manufacturers to includeigatt ‘friendly’ leaflets in
African language as well as English.”

= “Pharmacist Assistant and other Pharmacy Staff neemray be responsible for

all, depending on scheduling.”

As earlier reported in the quantitative sectionvah)dhere were yet some pharmacists
who are not informed about the GPP guidelines dremiacounseling. In trying to know
why patients are not asked for their consent farnseling, one of the pharmacists
interviewed said, “In SA, pharmacists feel thatytden’'t need to ask patient consent for
counseling, it is their duty”. The remark soundsgtipent but it does not leave the patient
a decision-maker of his/her own course of therapgeaommended by GPP standards.
These suggestions also showed that GPP guidelmmgshi/sical or mental impairment
have to be reviewed or well documented for thenséitia of some dispensers.

In USA, the OBRA 90’ mandates pharmacists to off@unseling to patients. The result
of this policy showed that pharmacists increasadmanication with patients and other
health care professionals and the outcomes of thrigapies improved among targeted
patient groups. In SA, even though yet there iscoercive law provisions on Patient
Counseling, there are sufficient incentive Gold n8tads. For instance, dispensed
medicine should be labelled as required in ReguiaBi(4) of Act 101 of 1965. Is this

sufficient or should the authority move forwards?
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8 CONCLUSIONS AND RECOMMENDATIONS

8.1 LIMITATIONS

No study is without its imperfections. Although atiempt has been made to isolate as
much as possible relative bias and to draw a csimiuregarding the current nature and
extent of counseling in the community pharmacieSaofith Africa, precise conclusions

cannot be drawn, given the complexity of the issn@er investigation. The present study

had a number of limitations that illustrate the wases below.

First, data were collected from 60 community pharesincluding independent owned,
chain, linked settings and clinic pharmacies in tewwes, Johannesburg and Pretoria.
While this distribution of pharmacy types is cotsnd with national data, one cannot

generalize to other cities nationwide.

Second, even though objective validated measuresuwiseling were considered, it was
not possible to control all variables that likelgfluence counseling practices. The
multivariate nature of the study allows many fastather than pharmacy and pharmacist
characteristics, to have had an effect. For exangig respondent’s psychological or

antecedent situation may affect the truth of tlspoase given.

8.2 CONCLUSIONS

Although the statistical analysis of the resultsnist yet complete, some relative
conclusions can already be drawn. The major findoigthis study is that both

pharmacists and patients highly valued the exteocbonseling they gave or received.
The results indicated that patient counseling sxisthe section of Gauteng’s community

pharmacies studied and occurs at high rate (6Q1%) €omparable to figures found in

the international literature.
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Pharmacists give both verbal advice and writtenrmftion to good satisfaction of the
majority of their patients. Patients have a strdegire to receive both written and verbal
drug information. However, apparently now, patieatsl pharmacists agree that the
majority of drug insert leaflets need improvemensatisfy registration requirements.

The counseling given concentrates mainly on drggrilctions for use, while information
about drug action and side effects seems to beclassnon. Yet in general, patients’
surveys reveal that they are interested in drugcedf and side effects, besides their

interests in how to use their drugs.

The South African community pharmacists have goeovkedge of Gold Standards on
counseling and perform well in the application loé tSA GPP guidelines, yet a small

number ignore the existence of SA GPP guidelines.

Apart from setting up the shape of the actual celimg practice, this study is a
contribution to the continuing professional edumatsince the items developed in the
guestionnaire allowed the participant pharmacistsetall on basic provisions embodied
in the GPP Guidelines.

There is scope for improvement in pharmacists’ bigha with respect to asking patients
consent for counseling; this will give patients {h@wer to direct their own course to

good understanding of medication benefits.
It is worth noting that some pharmacists agreedddicipate but refused to allow

interviews with their patients. The reason for cédunce or refusal of some pharmacists to

enter the survey or to interview their patients nigsdeeply investigated.

64



8.3 RECOMMENDATIONS

To ensure that pharmacies’ performance in Southc#fis beyond reproach, the SA
Medicine Control Council (MCC) and SA Pharmacy Cdlshould embark upon The
Mandatory Provision with GPP Standards on patiennseling.

There is a need to mandate drug manufacturersctada ‘patient-friendly’ leaflets in

African languages as well as English.

There is also a need for establishing protocolsdito gather the necessary information
from the customer, process this information andvigo the customer with the correct

advice and further information if necessary.

This will necessitate workshops aimed at clarifythg matter to ensure self-confidence
and enthusiasm from the pharmacists. In such agamgand increasingly complex

profession like pharmacy, the need for continuirafgssional education is evident.

Future studies should gather further evidence enntiplementation of patient counseling
from a nationwide sample. The future initiativedl valarify why some pharmacists
hesitate to enter the survey or to interview thmtients. The impact of SES, race,
religious believes as well as differences in phaymeurricula and experiential training

might enable to better understand the trends umedva this study.
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APPENDIX 1: Pharmacist Self-Assessment Instrument

Pharmacist Informed Leaflet

Dear Pharmacist,

| am a Masters student at the University of Thew&fiersrand and | am conducting a
survey as part of my research to fulfill the acameraquirements of the Master’s degree
in Pharmaceutical Affairs (Msc Med).

| would appreciate your cooperation and particgoain this study.

The purpose of the survey is to assess whethetoawtiat extent patients are counseled
on their medication by dispensing pharmacists immanity pharmacies and private
pharmacies.

It is important for me to learn more about what Y@ in terms of PATIENT
COUNSELING AND ASCERTAIN YOUR OPINIONS ON SOME OFHE MAJOR
ISSUES CONCERNING THIS IMPORTANT ELEMENT OF PATIENTJARE.

The pharmacy for which you are responsible has ba@edomly selected from the
PHARMACY INFO GUIDE the related database-open iO2Qhe latest up to today, as
one of the participants for this survey. As a resfemt, YOUR opinions and YOUR
answers are extremely important in making the tesoil this study statistically valid.
Please note that there are no wrong and right asswe

| would greatly appreciate if you could take sora# iminutes of your time to complete

the attached questionnaire. It will be of greaphélou could answer as honestly and as
accurately as possible. This will hopefully, enafie to produce a worthwhile study that
can be of benefit to health care policy in Southgaf.

You can be assured that the responses obtainddesinain strictly confidential.
This information will be used for publication oftiate and thesis. Any details or
information that identifies you or your pharmacylwe withheld from publication.

Your participation is strictly voluntary and youight to refuse to participate will be
respected. If you have any queries, please feeltr&eontact me or the ethics committee
of the University of the Witwatersrand, Johanneghatrcontact details listed below.

Thanking you

Yours Sincerely
Monique Rwabuhungu
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Pharmacist Informed Consent Form

| have fully understood the above information altbig study, which | have read.
| understand what will be required of me if | tadart in the study.

My guestions concerning this study have been aregy

(name of research representative)
| agree to take part in this study: Yes / No(answer to be circled)
| understand that | may withdraw from the studgmy time without giving a reason and
without affecting my normal care and management.

Yes / No(answer to be circled)

Participant's signature: ...........ccooooivieeeeececeeeeennn. Date: ..o
Investigator's signature: .........ccoooeeeecccce e, Date: ...

INVESTIQAtOr NAME: ... e e e e e e
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Pharmacist Questionnaire

SURVEY ON PATIENT COUNSELING IN COMMUNITY PHARMACY

PHARMACIST SELF-ASSESSMENT QUESTIONNAIRE

Objectives of the survey include to:
* Ensure the awareness of Gold Standards of couggaiavided by Pharmacy
Council
* ldentify the frequency with which counseling isroaa out.
* Rate the perceived importance of any informatioeii
» Rate the ease/difficulty of carrying out the couimge

For administration use only be complete by theaedeer

PHARMACY CHARACTERISTICS

Pharmacy identification and type: Code number ----

Dispenser of medication:-------

Approximate age of the Pharmacist: young (<35)----0ld (>35) ---- Gender: M—F---

Workload level: 1---, 2---- 3----

Directions

Base your assessments on observations made doemispensing process. For each
step choose the relevant statements as is appepria
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1. Current nature and extent of counseling
1.1. Who is responsible for dispensing medicatiopaur pharmacy?

O Pharmacist

O Pharmacist Intern

O Pharmacist Assistant

U Other Pharmacy Staff member

1.2. How often do you give counseling to your pattte

U Spontaneously each time | dispense any drug
O Only for prescribed drugs
U When if the patient seeks information

1.3. What kind of information do you often giveytour patient?

O How to take the medicine

O How to store the medicine

U Anticipated adverse reactions associated with tedicmes
O Contra-indications of medication

U Other: SpecCify.......ooviv i

1.4. What other information do you include with thedication?

U What is the therapeutic objective of the medication

0 What symptoms will disappear and what symptoms petisist

U How long before the medication takes effect

O What can happen if the medication is not properlgai used at all

1.5. Which information concerning side effects do ylways mention to the patient?

O What kind of side effects may occur

U How to recognize them

O For how long they persist

U What is the level of seriousness

O What intervention can patients take to alleviatke @ffects

1.6. Which of the following instructions with regeto use is necessary to mention on
each patient visit?

O How to take the medication

O How long should the medication be taken

0 How should the medication be stored

O What to do with the unused medicine at the enth®titeatment
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U When not to take the medication

O What is the maximal dose

U Why the medication should be taken in whole course

O What to do if the medicine is lost or spoiled

U In what case to consult the doctor or the pharmhaef®re a next appointment

1.7. How often do you give supplement writitgiormation?

Q Always

U Some of the time

O Only if the leaflet is not provided with the mediei
U Only if the patient is a hearing-impaired

Q If the patient asks for it

1.8. How do you assess the understandinigegpatient?
U I question patient

Q 1 ask them if they understood my counseling
U | ask them to relate the information back to me

1.9. How do you assess patients’ satisfaatiin your counseling?
Q I ask them
O I run surveys

Q 1 have a feedback box in the pharmacy
U None of the above
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2. Feasibility of counseling in your daily routine
This is to assess whether any of the events mesdtioncur.

With reference to your last 5 patients, in how mpatients did you accomplish the
following items?

(0 = none; 1=one patient; 2=two patients; 3=thratepts; 4=four patients; 5=five
patients).

The following Drug information items were given tothe patient

1.oName,oclass andipurpose of medication

2.0Dosage regimen antduration of consumption

3.0Advise on missing a dose

4.0Side effect profile (management and prevention)

5.0Drug interactions with other drugswith food, owith disease state
6.0Precautions to be aware of

7.oDirections for use

8.0Storage recommendations

9.0When does the medication begin to work and benefits
10oNon-pharmacological Intervention

Pharmacist behavioural Items
. oDispenser greeted patient and established conefeet |
. oDispenser reviewed the script thoroughly
. oDispenser asked patient a consent for counseling
. oDispenser tried to obtain initial drug related imhation
. oDispenser introduced generics for substitution
. aDispenser did actual counseling on the medicatfared
. 0 Warning about consuming other drugs simultaneogisign

. oClarification of any uncertainties/ confirmationtigats understanding of current
therapy

9. oCounseling points summarized
10. o Patient invited back
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3. Communication Barriers

Give a relative impact of each factor on your comioation with patients
Give a relative estimation (25% =1; 50%=2; 7%%=100%=4)

3.1. Pharmacist related barrier

O Lack of time,

O Lack of staff,

U Distractions (noise, phone call, etc)

U Lack of experience with patient-counseling

3.2. Patient related barrier

O Patients are in hurry

U Patients request not to be counseled because lteayyknow about the
medication

U Patients have hearing or language problem
U Patients have elderly-related cognitive problem

4. Knowledge of Gold Standards on counseling establied by the SAPC

Give a relative estimation in difficulty to accorghl the following recommendations
of GPP (0%=0; 25%=1; 50%=2; 75%=3; 10@%=

4.1. General considerations in communicating withpgatient

U Treating the patient well with respect and intgrastl be friendly, caring, and
willing to help

U Having adequate and correct knowledge about thestubnder discussion

U To be relaxed and attentive by maintaining eyeamtnwith patient

U Being sensitive towards the patients need for pyivand confidentiality

U Asking open-ended questions and listening and elmgewithout interrupting.

4.2. Special considerations in communicating whi elderly
U Focus on their abilities, rather than disabilities.
U Assess them individually and reassess often.

O If they are unable to give information, use fantilycaregivers as resources.
U Need to ensure that the disabled should have easgsaand seating.

4.3. Alternative approaches based on special rwetié hearing impaired

U Eliminate as much background noise as possible
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U Augment oral communication with other methods (wgt pictures, signs and
gestures)

U Face the person directly to achieve eye contaceaatlle lip reading, speak
slowly and clearly without shouting, and avoid ucessary detalil

4.4. Alternative approaches based on special redtid visually impairment

U Take position what needs attention so it’'s at #&re of the visual field
U For printed communication, use black printing wihger fronts on white paper

4.5. Alternative approaches based on special fuedbe cognitive impairment

U Gain the patient’s attention, and address one t@igticne by giving simple and
relevant information
U Upgrade the patient communication facilities (e@unseling booths)

5. Additional information

5.1. Do you have a copy of SA GPP in your pharmacy?
*Yes

*No

5.2. If no, what is the reason?

5.3. Give any suggestion to improve the proces®ohseling or any additional
guideline to insert in the current SA GPP guiddine

THANK YOU FOR YOUR CONTRIBUTION
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APPENDIX 2: Patient Interview Assessment Instrument

Patient Informed leaflet

Dear Sir, Madam, Miss,

| am a Masters student at the University of Thewdliersrand and | am conducting a
survey as part of my research to fulfill the acameraquirements of the Master’s degree
in Pharmaceutical Affairs ( Msc Med).

| would appreciate your cooperation and particgoain this study.

The purpose of the survey is to assess whethetoawtiat extent patients are counseled
on their medication by dispensing pharmacists mrooinity pharmacies.

It is important for me to learn more about what OWRarmacists do in terms of
PATIENT COUNSELING AND ASCERTAIN YOUR OPINIONS ON@&ME OF THE
MAJOR ISSUES CONCERNING THIS IMPORTANT ELEMENT OFAPRIENT
CARE.

You have been randomly selected among the pat@ntsis pharmacy as one of the
participants for my survey. As a respondent, YOUsimns and YOUR answers are
extremely important in making the results of thisdy statistically valid. Please note that
there are no wrong and right answers.

| would greatly appreciate if you could take sora® iminutes of your time to complete
the attached questionnaire.

It will be of great help if you could answer as betly and as accurately as possible. This
will hopefully, enable me to produce a worthwhitedy that can benefit to health care
policy in South Africa.

You can be assured that the responses obtainedrshsdin strictly confidential. Any
details or information that identifies you will b&ithheld from article and thesis
publication.

Your participation is strictly voluntary and youight to refuse to participate will be
respected.

Thanking you.

Yours Sincerely
Monique Rwabuhungu
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Patient Informed Consent Form

Participation in a research study
By signing this form, you are consenting to papi@te in a research study.
Consent:

a. | have read the description of the research stwdgudlined above. The
study representative has explained the study tamdehas answered all of
the questions | have at this time.

b. | freely volunteer to participate in this studyuhderstand that | do not
have to take part in this study and that my refusaparticipate will
involve no penalty or loss of rights to which | amtitled.

Name of Participant:

Signature:
tBa

Name of person obtaining Consent:

Signature:

Pat

Contacts:

Principal Researcher

Monique Rwabuhungu

E-mail: rwabumon@yahoo.com
Cell: 073 581 3840

Human Research Ethics Committee (Medical)
Chair Person: Professor PE Cleaton Jones
Secretary: Ms Anisa Keshav

E-mail: keshava@research.wits.ac.za

Tel: 717-1234

Fax: 339-5708
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Directions

Base your assessments on observations made dhiniispensing process. For each
step choose the relevant statements as is appepria

For administration use only- be completed by the reearcher

PHARMACY CHARACTERISTICS

Pharmacy identification and type: Code number ----

Dispenser of medication:-------

Approximate age of the Pharmacist: young-----eld - Gender: M------ F

Workload level: 1---, 2---- 3----

Prescription(s) :

Pharmacist Questionnaire

Questions

1. How often do you get your medicines in this phary?ac
Q Always
Q Frequently
Q Rarely
U This is the first time

2. Who dispensed your prescription?
O The Pharmacist
U The Pharmacist Assistant
O The pharmacist Intern
O Other staff member
O Idon’t know

3. Did the Pharmacist/person helping you giwe any counseling about your
medications?
O Yes
O No

4. If you received counseling, what was the methoahich it was given to you?
O Written form as a printed label on the packet
Q Written information on a leaflet
Q Verbal advice
O Both written and verbal advice
5. If verbal advice was given, how were you saidfivith the counseling you
received from your pharmacist?
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Very satisfied

Fairly satisfied

Neither satisfied nor dissatisfied
Not very satisfied

O Not satisfied

Q
Q
Q
Q

6. If you felt important information was napided.
Please specify what you would have like#@riow:

7. Describe whether the dispenser mentioned omeooe informational topics in the

following table

Drug information items

1.oName,oclass andipurpose of medication

2.0Dosage regimen antduration of consumption

3.0Advise on missing a dose

4.0Side effect profile (management and prevention)

5.0Drug interactions with other drugswith food, owith disease state
6.0Precautions to be aware of

7.oDirections for use

8.0Storage recommendations

9.0When does the medication begin to work and benefits
10oNon-pharmacological Intervention

Pharmacist behavioural Items

. oDispenser greeted patient and established conefeet |
. oDispenser reviewed the script thoroughly
. oDispenser asked patient a consent for counseling
. oDispenser tried to obtain initial drug related mhation
. oDispenser introduced generics for substitution
. oDispenser did actual counseling on the medicatftared
. 0 Warning about consuming other drugs simultaneogisign
. oClarification of any uncertainties /confirmationtigats understanding of curre
therapy
9. oCounseling points summarized
10. o Patient invited back
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3. Do you have any comments or suggestion about thewtseling you received
or would like to receive?

THANK YOU FOR YOUR CONTRIBUTION
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