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7

               Pharmaceutical human resources 


Introduction 
This session focuses on policy issues regarding pharmaceutical human resources. Whilst human resources for health frequently focus on physicians, nurses and community health workers, pharmaceutical cadres are the third largest group within the health system and all countries require sufficient skilled pharmaceutical cadres to provide quality pharmaceutical services. The setting, disease burden and resources of countries create different challenges and opportunities with respect to pharmaceutical human resource policies and management. 

This session will provide a global overview of the pharmaceutical workforce and key human resource policy issues and then highlight pharmaceutical workforce policy issues of relevance to LMICs. The session will conclude with two case studies, one from South Africa and the other from Namibia. In this session we have referred to several International Pharmacy Federation (FIP) Reports, Health Policy and Systems Reader in Human Resources for Health and World Health Organisation publications and they are included in the reference list at the end of the session. 

Session Contents
1. Situating pharmaceuticals and human resources within a health systems framework
2. Overview of the pharmaceutical workforce 
3. Trends in pharmaceutical workforce distribution and capacity
4. Key challenges & opportunities within pharmaceutical workforce
5. Defining & distinguishing features of human resources for health (HRH) policies
6. Spheres of HRH policy with relevance to pharmaceutical workforce
7. Case studies
Timing of Session 
This session should take you approximately 8 hours to complete. There are two main readings and other references listed at the end of the session if you would like to read further on the topic. There are three Activities and one Discussion Forum.

Learning Outcomes
	[bookmark: _Hlk533334336]Public Health Outcomes 
By the end of this session, you should be able to:
· Describe human resources for health and pharmaceuticals within a health system framework
· Describe the global and local pharmaceutical workforce and its role within the health system
· Identify trends in the pharmaceutical workforce and implications for workforce planning
· Discuss key challenges & opportunities within pharmaceutical workforce
· Identify key features of HRH policies
· Evaluate HRH policies with relevance to the pharmaceutical workforce globally and in SSA countries
· Develop a pharmaceutical workforce country profile 
	Academic Learning Skills
In the session, you will practise these skills:
· Interpreting figures and graphs
· Referencing sources
· Thinking critically about approaches to health HR and policy
· Reflecting on theory in relation to your own context
· Reading for specific information
· Taking notes for a discussion
· Noting key points in a PPT presentation
· Synthesising information 



Readings
Bigdeli, M. et al. (eds.). (2014). Medicines in Health Systems: advancing access, affordability and use. Ch.1: Why a health systems approach? Pages 18-27
Geneva: WHO/AHPSR. Available at: https://apps.who.int/iris/bitstream/handle/10665/179197/9789241507622_eng.pdf?sequence=1&isAllowed=y [accessed 10/09/2019]
International Pharmacy Federation (FIP). (2018). Pharmacy Workforce Intelligence: Global Trends Report. Part 1 page 6; Part 2 pages 7-8; and Part 3 pages 9-26. The Hague: International Pharmacy Federation. 
Available at: https://www.fip.org/file/2077 [accessed 10/09/2019]
Case studies (Powerpoint presentations):
Malan, L. (2019). Developing pharmaceutical leadership for district health systems – lessons from Cape Town.
Sagwa, E. (2019). Building sustainable pharmaceutical human resource capacity in Namibia. 
1. Situating pharmaceuticals and human resources within a health systems framework
Pharmaceuticals (medicines or technologies) and human resources were identified by WHO in 2007 as two of the six building blocks of the health system. In Medicines in Health Systems, Bigdeli, et al. (2014) make the case for adopting a systems approach to medicines, in which medicines are situated within the complexity of the health system. 
Figure 1 illustrates this dynamic relationship between medicines (pharmaceuticals) and human resources within the health system framework (Bigdeli, et al. 2014:24). You will note that we have already covered some of the sub-topics mentioned under medicines, such as quality, in other sessions of this module. Human resources link not only to medicines or pharmaceuticals but also health information, health financing and health infrastructure, and together these influence service delivery and ultimately health outcomes. 

[image: ]

Figure 1: Pharmaceuticals and human resources within a health systems framework (Bigdeli et al. 2014:24)


Reading
 
Read Chapter 1: Why a health systems approach? (pps. 18-27) in Bigdeli et al. (eds.), 2013, Medicines in Health Systems: advancing access, affordability and use, Geneva: WHO/AHPSR. Available at: https://apps.who.int/iris/bitstream/handle/10665/179197/9789241507622_eng.pdf?sequence=1&isAllowed=y [accessed 10/09/2019]

As you read the chapter think about whether this is a helpful way to look at access, affordability and use of medicines?


Human resources for health (HRH) came to the fore in 2006 with the publication of the WHO World Health Report 2006 – Working together for health which contained an expert assessment of the crisis in the global health workforce and ambitious proposals to tackle it over the subsequent ten years (WHO 2006). Human resources constitute the highest operational cost of health systems, usually around 65%.  In 2013 there was an estimated shortage of 7.2 million HRH globally, which includes the pharmaceutical workforce and this was predicted to grow to 12.9 million by 2035 (WHO 2011, 2013). 
Several factors are putting increasing demands on the health system, including pharmaceuticals and human resources for health. They include the following:
· Increasing global burden of disease, and in LMICs, frequently a triple burden of communicable disease, including HIV and TB, non-communicable diseases (hypertension, diabetes, asthma) and injuries and violence. 
· Aging population, especially in high income countries.
· Global moves towards achieving universal health coverage (UHC) and health-related sustainable development goals (SDGs).
Universal health coverage (UHC) means that all people can obtain the health services they need (including promotive, preventive, curative, rehabilitative and palliative) of sufficient quality to be effective, while also ensuring that the use of these services does not expose the user to financial hardship (WHO 2017b).
The Sustainable Development Goals (SDGs) are a collection of 17 goals set by the United Nations in 2015. They are a universal call to action to end poverty, protect the planet and ensure that all people enjoy peace and prosperity (United Nations, 2015). SDG 3 is the goal of greatest relevance to health and medicines. 


SDG 3: Ensure healthy lives and promote well-being for all at all ages.
SDG 3.8: Achieve universal health coverage (UHC), including financial protection, access to quality essential healthcare services, and access to safe, effective, quality, affordable essential medicines and vaccines for all.
SDG 3b: Support research and development of vaccines and medicines for communicable and non-communicable diseases that primarily affect developing countries, provide access to affordable medicines and vaccines with the Doha Declaration. 
In order to realize a health workforce of adequate size and skill-mix to attain population health and achieve the goals of achieve UHC and the SDGs, and the Global Strategy on Human Resources for Health: Workforce 2030 (GSHRH) was adopted by the World Health Assembly in May 2016 (WHO 2016a). It aims to achieve universal accessibility, acceptability, coverage and quality of health workforces within strengthened health systems. In line with the GSHRH, the High-Level Commission on Health Employment and Economic Growth published Working for Health and Growth, with the vision of transforming national health workforces for the SDGs (WHO 2016b). The importance of harmonized metrics (data and indicators) was recognized to strengthen evidence, accountability and action and the concept of the National Health Workforce Accounts (NHWA) was developed as a guiding and supporting tool for countries to inform national evidence-based health workforce policy decisions (WHO 2017a). The NHWA is closely aligned with the health labour market framework for UHC and provides a comprehensive picture of the education and health labour market dynamics (Figure 2). 
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Figure 2: The health labour market framework (NHWA 2017:6) 

Four groups of policies are included to tackle workforce challenges:
· Policies on production
· Policies to address inflows and outflows
· Policies to address maldistribution and inefficiencies
· Policies to regulate the private sector
The NHWA contains 10 modules which feed into three labour market components: education, labour force and serving population health needs (Figure 3).
.  [image: ]
Figure 3: Overview of labour market components supported by NHWA modules (NHWA 2017:7)
It is within these broader human resources for health policies and plans that we shall now consider the pharmaceutical workforce.  
1.2 Pharmaceutical services
Before considering the pharmaceutical workforce, we will look at the types of activities included in pharmaceutical services.
Pharmaceutical services have been defined as:
Activities required to effectively deliver products to patients to optimize effective safe and quality use of medicines.  
These activities vary depending on the context and refer to the types of activities that are required of personnel to ensure that patients received good quality medicines required for optimal health. 
Key pharmaceutical services required within countries include community, hospital and national level activities and, again, the proportions of personnel working in each area will be dependent on the country context.
1.2.1. Pharmaceutical services at community level 
Pharmaceutical services at community level include the following activities:
· Dispensing
· Improving medicines use
· Primary health care and public health services 
· Harm reduction services
· Other services
Look at Figure 4 from the FIP Pharmacy at a glance - 2015-2017 to see the range of services community pharmacists are providing and remunerated for, beyond dispensing, across the globe (FIP 2017a: 12). Note that the larger the size of the hexagon the greater the number of countries where the services are available. The numbers in brackets are where a third party remunerates the service. 
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Figure 4: Services community pharmacists are providing and remunerated for beyond dispensing. (Source FIP 2017a:12)
Reflection
What services are offered at community pharmacies in your country? 
Are any of the services remunerated?




1.2.2. Pharmaceutical services at hospital level
Pharmaceutical services at hospital level include the following activities: 
· Influence on procurement & prescribing
· Preparation & delivery of medicines
· Monitoring medicines use
· Other activities

Look at Figure 5 for other services that hospital pharmacies are providing in some settings. Note that many of these are only possible when there are sufficient pharmacists and pharmacy support workers at the hospital, which unfortunately is not the case in many sub-Saharan African countries.
[image: ]
Figure 5: Services provided by hospital pharmacies (FIP 2017a: 14)
Reflection
What services are offered in hospitals in your country? Which services do you think should be prioritised for introduction?




1.2.3. Other key pharmaceutical services
There are several other key pharmaceutical services, many of which occur at national or regional levels. 
These may include: Regulations, quality assurance, production, procurement, research and education. These are critical areas for all countries and are usually overseen at country. Some have already been highlighted in the other sessions. 

 2. Overview of the pharmaceutical workforce

The pharmaceutical workforce includes all cadres involved in providing pharmaceutical services. This includes pharmacists, pharmaceutical scientists, technicians and mid-level workers - including pharmacy assistants and dispensers working in a variety of settings such as hospital, community pharmacies, education and training, research, industry and the military (Eghan & Rauscher, 2017).

Other health care workers, particularly nurses, nurse aids and community health workers are frequently called on to perform pharmaceutical functions, such as dispensing, particularly in settings without pharmaceutical cadres. 
2.1 Pharmacists
Figure 6 is taken from FIP’s Pharmacy at a Glance 2015-2017 Report (FIP 2017a: 7) and illustrates the numbers and distribution of pharmacists across the globe by WHO region using information from 74 countries representing 76% of the world’s population. This graphic only includes pharmacists, not other pharmaceutical cadres, as the best information is usually available for pharmacists as most countries require them to be registered with a professional board or council.
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Figure 6: Density of pharmacists (FIP 2017a: 7)

Activity 1: Answer questions about pharmacist density
Look closely at Figure 6 from (FIP 2017a: 7) and answer the questions below. Afterwards check your answers with the feedback provided.
1. What is the median density of pharmacists per 10,000 population?
Feedback: 5.09 pharmacists per 10,000 population
2. Which WHO regions have the lowest and highest densities?
Feedback: AFRO Region is lowest density with only 0.61 pharmacists per 10,000 population and EURO Region has the highest density with 8.28 pharmacists per 10,000 per population.
3. Does the density of pharmacists correlate with median income?
Feedback: Yes, low-income countries have only 0.60 pharmacists per 10,000 population whilst LMICs have 3.80, UMICs 4.91 and high income 7.61.
4. How do you think the density correlates with disease burden and health need?
Feedback: Unfortunately the countries with the highest disease burden, and therefore the most health need, have the lowest densities of health workers. For example the AFRO Region has only 0.61 pharmacists per 10,000, whilst Europe has 8.28 pharmacists per 10,000 population.

The data presented in the FIP Pharmacy Workforce Intelligence: Global Trends Report 2018 illustrates a huge variation in density of pharmacists between countries. Figure 7 shows that there are a mean of 7.36 pharmacists/10,000 across the globe, and of the 66 countries that provided data in 2016, Malta had the highest density with 27 pharmacists/ 10,000 and Madagascar the lowest with 0.11 pharmacists/ 10,000. A closer examination will reveal that many countries with lowest densities are in Africa. South Africa (ZAF) had 2.59pharmacists/10,000. Look and see if your country is listed and note where it falls. 

[image: ]Figure: 7 Pharmacist density per 10,000 population in 2016 in individual countries (FIP 2018: 12)

2.2 Pharmacy support workers
Pharmacy support workers are increasingly being recognized as key cadres of the pharmaceutical workforce.  A variety of names are used for pharmacy support workforce cadres but, as the word cloud from Doherty (2014 as in FIP 2017: 15) in Figure 8 shows, the predominant names used are technician and assistant. 

[image: ]
Figure 8: Word cloud of names used for pharmacy support workers (FIP 2017b: 15) 

2.2.1 Density of pharmacy support workers 
There is a wide variation in the numbers of pharmacy support workers between countries and WHO regions. The FIP 2017 publication, Technicians and pharmacy support workforce cadres working with pharmacists, reported a mean density of 9 pharmacy support workers/10,000 population, varying between zero in Japan and >10 in the United States of America. Whilst the ratio of pharmacists to pharmacy technicians varied considerably between countries, a comparison of pharmacy technician and pharmacist average density per 10,000 population by WHO region largely showed a similar picture. 
Figure 9 clearly shows that the average density of pharmacists and pharmacy technicians is highest in Europe and Americas and lowest in SE Asia and Africa. The Eastern Mediterranean Region is the only one where there is a difference in the density of pharmacists and pharmacy technicians.   
[image: ] 
Figure 9: Comparison of pharmacy technician and pharmacist average density/10,000 by WHO region (FIP 2017b:19)

2.2.2 Education, roles and scopes of pharmacy support workers
There is a huge variation in the education, roles and scopes of practice of pharmacy support workers across countries.
· Education: Education programmes for pharmacy support workers varied from no education to degree level with the most common being 1-2 years certificate and 3-4 years diploma qualifications.
· Roles: In LMICs with less developed health systems and lower numbers of pharmacists, pharmacy support workers take on key roles delivering pharmaceutical services, without supervision. They tend to focus on ordering, dispensing and basic counselling. In higher income countries, pharmacy support workers tend to fulfil roles that allow pharmacists to extend their service to extended scopes of practice.
· Supervision: The supervision of pharmacy support workers varies across the globe.  The FIP 2017 publication: Technicians & Pharmacy Support Workforce Cadres working with pharmacists reported the following:
· 12% of cadres worked independently all the time
· 67% work independently some or most of the time
· 19% never work independently.
Some respondents reported that supervision requirements were different in urban areas compared to rural, whereas others indicated that supervision requirements were unchanged. Different tasks had different levels of supervision, with patient consultation and diagnosis the most supervised task and procurement and ordering the least. 
· Regulation: Registration of pharmacy support workers was not common even in developed countries. However, pharmacy support workers have been registered in South Africa for several years. Are they registered in your country?

2.2.3 Four key country models of pharmacy support workers
The FIP 2017 publication: Technicians & Pharmacy Support Workforce Cadres working with pharmacists identified four key country models across the globe.
· No pharmacy support workers (e.g. Japan).
· Pharmacy support workers supervised by pharmacists directly or indirectly (e.g. South Africa, Australia).
· Pharmacy support workers regulated and take on independent practice in team with pharmacists (e.g. Canada, Denmark).
· Weak or outdated legislative structure but pharmacy support workers work on their own - out of necessity (some LMICs).
The key role of pharmacy support workforce cadres in delivering pharmaceutical services is increasingly being recognised, prompting the collation and integration of data of the full range of the pharmaceutical workforce to facilitate future pharmaceutical workforce planning. 

3. Trends in pharmaceutical workforce distribution and capacity

Global and national trends in the capacity of the pharmaceutical workforce from 2006 to 2016 were reported in the FIP Pharmacy Workforce Intelligence: Global Trends Report 2018. The importance of workforce intelligence has been highlighted in recent times. Workforce intelligence is an understanding of the nature and status on the workforce. It is a critical tool to inform workforce development policies and plans. 

Reading

International Pharmacy Federation (FIP). (2018). Pharmacy Workforce Intelligence: Global Trends Report. The Hague: International Pharmacy Federation. 
Available at: https://www.fip.org/file/2077 [accessed 10/09/2019]

Read the following sections:

Part 1: Key Messages (page 6);
Part 2: Introduction and Background (pages 7-8) to get an idea of the main global, regional and country pharmaceutical workforce trends.  
Part 3: Global Trend Analysis (pages 9-26) for more detailed information on trends in the pharmaceutical workforce distribution and capacity. Sections 3.1 – 3.3 highlight some of the major pharmacy workforce trends detailed in the FIP Report. 


3.1 An increase in the capacity of pharmacists 
Globally, there was an increase in the capacity of pharmacists, although this varied across WHO regions, with the Eastern Mediterranean and Europe regions having the highest increases. It was estimated that by 2030, assuming no change in other variables, there would be a mean 10.47 pharmacists/10,000 population. See Table 1 and Figure 10.

Table 1: Mean and standard deviation of pharmacist density (pharmacists/10,000) (FIP 2018: 10)
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Figure 10: Changes in pharmacist capacity 2006-2016 by WHO region (FIP 2018:14)

3.2 Low income countries had the slowest pharmacist capacity growth.
Figure 11 shows that between 2006 and 2016 the absolute change in pharmacists capacity was proportional to the country income level, and it has been postulated that going forward there would be a widening income-based “capacity gap” between countries.



[image: ]

Figure 11: Absolute change in pharmacist capacity based on country income level 2006-2016 (FIP 2018:15)

3.3 Proportion of women in the pharmacy workforce showed a steady increase
Figure 12 shows that between 2006 and 2016 the proportion of women in the pharmacy workforce increased. The South East Asia region showed the highest proportional increase, and it is estimated that by 2013, 72% of the pharmacy workforce will be female. 


[image: ]
Figure 12: Predicted linear trend of the global female workforce proportion (as a percentage) (FIP 2018:20)

Whilst these trends in numbers and density of pharmacists at country level are useful, they are only a snapshot of the situation of the pharmaceutical workforce. Changes in pharmaceutical density do not reflect differences in roles since pharmacists may be involved in several non-patient-facing roles such as academia, pharmaceutical industry, manufacturing and others. In addition, it does not describe distribution or productivity.

4. Key challenges and opportunities within the pharmaceutical workforce
If we consider the pharmaceutical workforce as a whole there are several serious challenges that have been identified, whilst at the same time there are opportunities to mitigate some of them. 

4.1 Challenges
· Numbers
In many settings the numbers of skilled pharmacists or pharmacy support workers available to provide pharmaceutical services are not sufficient, particularly in sub-Saharan African countries. 
· Distribution (urban/rural, levels of care)
Another issue is the mal-distribution of the pharmaceutical workforce between urban and rural areas, and between levels of care. It is generally more difficult to recruit health workers for rural areas, particularly those with families, as schools and other facilities are often limited. 
· Training institutions
The pharmaceutical workforce needs to be trained - pharmacists at universities and pharmacy support workers usually at colleges. Many countries lack sufficient training institutions to train the numbers and types of pharmaceutical workforce they require, both in terms of availability of skilled trainers and/or facilities.
· Appropriate skills – pre-service education and training
As the roles of the pharmacy workforce evolve it is important that the education and training they receive provide them with appropriate skills. As the training of health workers is usually managed by Ministries of Health and Education, with sometimes Ministry of Labour involved too, this is often challenging in terms of co-ordination and timeliness. 
· Scope of practice – legislation/regulations
Medicines are one of the most highly regulated products, for obvious reasons, and health workers involved in managing or handling medicines are also usually regulated in terms of the scope of their practice. Some activities are assigned to medical doctors (prescribing, but sometimes dispensing too), others to nurses (limited prescribing, dispensing and stock management), and others to pharmacists (dispensing, some prescribing, stock management and quality assurance) and pharmacy support workers (some stock management responsibilities and limited dispensing). Whilst this makes sense, upholding rigid scopes of practice in LMICs can deprive patients of access to care and medicines.  
· Migration
Migration from LMICs to more developed countries is a widespread phenomenon affecting all health workers including pharmacists. Whilst it is difficult to control and/or quantify, several measures have been introduced at a global and regional level, for example within the Southern African Development Corporation (SADC) to try and mitigate migration.
4.2 Opportunities
Several opportunities are being exploited to develop a skilled pharmaceutical workforce and mitigate some of the challenges identified in the previous section. 
· Distribution
In some countries strategies have been put in place to mitigate mal-distribution of pharmaceutical workforce, these include financial or other incentives, such as free accommodation, for health workers working in rural areas and/or, as in South Africa, a period of compulsory community-service. 
· Education and training
The past few years have seen the development of part-time and online learning opportunities for the pharmacy workforce both in terms of initial qualification and further training. In addition, the introduction of inter-professional learning at some institutions is a positive move in preparing the health workforce for future practice. 
· New cadres, especially mid-level workers
Recent years have seen a focus on mid-level workers across the health workforce,  including pharmacy technicians. Key features of these cadres are that they require lower academic qualifications, take a shorter time to educate and are usually less mobile and hence continue practice in the area they are trained.
· Task shifting/sharing and amendment of scopes of practice
Another development in the health workforce over the past several years has been task shifting or task sharing and amendment of scopes of practice. Some examples of this include the training of nurses to take on prescribing roles for HIV medicines in South Africa, known as NIMART (nurse initiated management of antiretroviral therapy) pharmacists taking on prescribing roles for minor ailments in some countries and pharmacy technicians taking on dispensing and supply chain management roles. 

  
5. Defining and distinguishing features of human resources for health policies
The next two sections of the session draw on Chapter 7: Brokering policies and politics for human resources for health from the Health Policy and Systems Research Reader on Human Resources for Health (George, et al. 2017). 
Human resources for health (HRH) policy making concerns the development and implementation of rules and regulations that shape the health workforce, which includes the pharmaceutical workforce.
Specific HRH policy areas that have gained global attention include:
· Rural retention
· Task shifting
· International recruitment
However, HRH policies are often poorly formulated or inadequately implemented. 
Politics and power underlie all policymaking, including HRH policies, and it is critical that the role and interests of stakeholders are taken into account in the policy-making and implementation processes. 

Let us think about what distinguishes HRH policy from other policy making in the health sector?

Activity 2: Consider what distinguishes HRH policy making?
With your supervisor or manager at your workplace, discuss what distinguishes HRH policy from other policy making in the health sector. Then afterwards look at the feedback.

Feedback
· “Number of players with veto in the HRH space transforms HRH into a collective action problem.” (Fieno et al 2016)
· Direct involvement of organised labour – professional organisations, societies
· Implicit and explicit hierarchies within and across health cadres
· Interests, skills, social positioning (gender, race, ethnicity, class)
						                                          (George, et al. 2017)

Table 2 lists some of the many stakeholders impacting on HRH policy.
Table 2: Stakeholders impacting on HRH policy (adapted from George et al. 2017)
	Government
	Health (national, regional. Local government)
Executive leadership (president, prime minister, cabinet)
Legislative bodies
Finance, Education, Labour, Defence & military
Civil service agencies 
Statutory professional councils

	Employers
	Private for profit business
Public-private partnerships
Voluntary or non-profit organisations

	Representatives of health workers
	Professional and  occupational associations and unions 

	International stakeholders
	Bilateral and multilateral agencies
Philanthropic organisations
Professional and occupational organisations

	Civil society
	Community-based organisations
Patients’ rights organisations

	Other stakeholders
	Media
Pharmaceutical and medical devices companies




6. Spheres of HRH policy with relevance to pharmaceutical workforce
Four overlapping spheres of policy have been identified for HRH policy – see Figure 13. They represent the diverse stakeholder interests.  
· Health policy – most of these have implications for the health workforce
· Health workforce policy – these impact directly on entry, training, supervision and performance of the health workforce
· Civil service policy – these apply to state or public sector employees
· Broader social policy – these include education, emigration, decentralisation policies 
[image: ]Figure 13: Spheres of HRH policy (George et al 2017: 118)


Discussion Forum: Consider current issues in pharmaceutical HR
Which of the HRH policies illustrated in Figure 13 are current issues for the pharmaceutical workforce in your country? How are they being addressed?
Make notes and share your inputs on the discussion forum.


7. Case studies
Finally, we illustrate ways in which pharmacy workforce issues are being successfully addressed with two case studies, one from Namibia and the other from South Africa. 

In the first case study Dr Evans Sagwa, formerly Country Director, Management Sciences for Health, Namibia draws his extensive experience supporting pharmaceutical services in Namibia and share a presentation on Building a sustainable pharmacy sector workforce for Namibia.

In the second case study, Lientjie Malan, pharmacy manager of Northern Tygerberg Sub-Structure in Cape Town, South Africa, will share first hand experiences of her role in Building Leadership and Management in District Health Teams in Cape Town.
Please go through these case study presentations and take note of the key points being made in each. Are there any lessons you can take from them for your practice or workplace?

	Activity 3: Pharmacy workforce country profile

In this activity we would like you to compile a pharmaceutical workforce profile of your country using the Activity Worksheet which you will find in your module resources, and submit. 

Access available statistics and information from reports, articles, websites and information from experts in your country to help you do the following:
 
1. Briefly describe your country context, location, population, socio-economic, disease burden and health system (short paragraph).

2. Compile a table describing the pharmacy workforce in your country in terms of: 
a. different cadres, 
b. numbers, 
c. services provided  
d. educational requirements.


3. [bookmark: _GoBack]List three key issues/ challenges facing your pharmacy workforce (e.g. numbers, distribution, skills, education capacity, etc.) 

4. Describe three strategies that have been used to address these key issues/ challenges. For each strategy describe what the strategy was, who was involved (stakeholders), enabling factors, barriers to implementation and lessons learnt. 

Remember to reference your sources correctly, whether a publication, website or personal communication (See Academic Handbook – Ch. 5 pp47-65). Please attach a copy of any country human resources plans or reports that you have sourced.
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