Accepted Manuscript

RESEARCH IN SOCIAL &
ADMINISTRATIVE PHARMACY

“My pharmacist”: Creating and maintaining relationship between physicians and
pharmacists in primary care settings

Kathryn Mercer, Elena Neiterman, Lisa Guirguis, Catherine Burns, Kelly Grindrod RSAI]
PII: S1551-7411(19)30067-1
DOI: https://doi.org/10.1016/j.sapharm.2019.03.144

Reference: RSAP 1244
To appear in:  Research in Social & Administrative Pharmacy

Received Date: 28 January 2019
Revised Date: 15 March 2019
Accepted Date: 27 March 2019

Please cite this article as: Mercer K, Neiterman E, Guirguis L, Burns C, Grindrod K, “My pharmacist”:
Creating and maintaining relationship between physicians and pharmacists in primary care

settings, Research in Social & Administrative Pharmacy (2019), doi: https://doi.org/10.1016/
j-sapharm.2019.03.144.

This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to

our customers we are providing this early version of the manuscript. The manuscript will undergo
copyediting, typesetting, and review of the resulting proof before it is published in its final form. Please
note that during the production process errors may be discovered which could affect the content, and all
legal disclaimers that apply to the journal pertain.

The final publication is available at Elsevier via https://doi.org/10.1016/j.sapharm.2019.03.144. © 2019.
This manuscript version is made available under the CC-BY-NC-ND 4.0 license
http://creativecommons.org/licenses/by-nc-nd/4.0/


https://doi.org/10.1016/j.sapharm.2019.03.144
https://doi.org/10.1016/j.sapharm.2019.03.144
https://doi.org/10.1016/j.sapharm.2019.03.144
Jordan Hale
The final publication is available at Elsevier via https://doi.org/10.1016/j.sapharm.2019.03.144. © 2019. This manuscript version is made available under the CC-BY-NC-ND 4.0 license 
http://creativecommons.org/licenses/by-nc-nd/4.0/�


Original Research

“My Pharmacist”: Creating and Maintaining Relations hip between Physicians and Pharmacists in
Primary Care Settings.

Authors: Mercer Kathryn®, Neiterman Elena®, Guirguis Lisa®, Burns Catherine®, Grindrod Kelly"

! School of Pharmacy, University of Waterloo, Ontario, Canada
2 School of Public Health and Health Systems, University of Waterloo, Ontario, Canada
3 Faculty of Pharmacy and Pharmaceutical Sciences, University of Alberta, Alberta, Canada

* Systems Design Engineering, Faculty of Engineering, University of Waterloo, Ontario, Canada

Word Count:
Abstract: 223
Text: 4519

References: 934

* Corresponding author:

Kelly Grindrod

200 University Ave West
Waterloo ON, N2L 3G1

Phone: 519-888-4567 ext. 21358

Email: kgrindrod@uwaterloo.ca



Background

Pharmacists and physicians are being increasingly encouraged to adopt a collaborative approach
to patient care, and delivery of health services. Strong collaboration between pharmacists and
physicians is known to improve patient safety, however pharmacists have expressed difficulty in
developing interprofessiona working relationships. Thereis not a significant body of knowledge
around how relationships influence how and when pharmacists and physicians communi cate
about patient care.

Objectives
This paper examines how pharmacists and primary care physicians communicate with each
other, specifically when they have or do not have an established relationship

Methods

Thematic analysis of data from semi-structured interviews with nine primary care physicians and
25 pharmacists, we examined how pharmacists and physicians talk about their roles and
responsibilitiesin primary care and how they build relationships with each other.

Results

We found that both groups of professionals communicated with each other in relation to the
perceived scope of their practice and roles. Three emerging themes emerged in the data focusing
on (1) the different ways physicians communicate with pharmacists; (2) insights into barriers
discussed by pharmacists; and (3) how relationships shape collaboration and interactions.
Pharmacists were also responsible for initiating the relationship as they relied on it more than the
physicians. The presence or absence of a personal connection dramatically impacts how
comfortable healthcare professional s are with collaboration around care.

Conclusion

The findings support and extend the existing literature on pharmacist-physician collaboration, as
it relates to trust, relationship, and role. The importance of strong communication is noted, asis
the necessity of improving ways to build relationships to ensure strong interprofessional
collaboration.
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Introduction

Communication between healthcare professionalstwalhcare team is foundational to patient
care; however, often the only communication ocagris through fax, or other non-collaborative
tools. Physician and pharmacists share a simaaritrg history, as well as shared values and
norms, but each profession has unique sub-culameésharacteristics’ There is strong

research on the benefits of pharmacist-physicidlalmaration, such as enhanced quality of care,
increased patient engagement, improved patientysafe well as staff satisfaction and retention,
and greater staff perceptions of empowerment acwhreation all of which fall under the practice
of interprofessional collaboration® Strong working relationships between physiciargs an
pharmacists are foundational to providing goodgmatéare.® The implication of robust
communication between physicians and pharmacists isiportant foundation upon which to

base interprofessional trust.

The ways in which pharmacist-physician relationshigluence communication have not been
widely explored. Existing research emphasizes timensunity pharmacist’s roles of drug
dispensing, medication therapy management, chiiségase management, and patient
education>* The degree of collaboration between individualgitigns and pharmacists varies
greatly, and is dependent on a number of influéfaeors such as shared values, relationships,
role definition, and trust!? For patients, an effective collaboration by thesalthcare team can
lead to improved coordination with healthcare pssifenals (HCPs), increased opportunity to
participate in decision-making, improved satisfactand better use of resour¢ds? Challenges
to collaboration are the lack of compensation éamtwork, limited time, and the necessity to

coordinate care across many different practitiafiers

Traditionally, community pharmacists and physiciaase worked in separate locations with
little face-to-face contact. Team-based primargcalso known as the medical home or family
health team, is one of the models for providingenategrated community health care, where
the physician works in a co-located setting withestHCPs such as nurse practitioners, nurses,
and pharmacists. Notably, the pharmacist role is not typically béfied with a separate drug

dispensary. These expanded roles for pharmacigt®ira patient outcomes and reduce
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healthcare spendin{f*® As new models emerge, more research is needetirstand the

influence of co-location on collaboration.

Our paper begins to address the gap in understgodimow pharmacists and physicians
describe their relationships, both in team-basetiteaditional settings. Analyzing qualitative
semi-structured interviews with 9 physicians angB&rmacists who are and are not co-located,
we examined (a) how and when physicians and phasteammmunicate, (b) how and if
pharmacists and physicians discuss personal netdtips, (c) what are the barriers to

communication between them, and (d) how and ifooation changes their relationship.
M ethods
Study Design

This research is based on thematic qualitativeyaizabf semi-structured interviews. The
investigators were gathering the subjective expeae of pharmacists and physicians to better
understand the meaning they attach to their expeggeinteracting with each other. This paper is
part of a larger study of how physicians, pharntacesnd patients understand and communicate
patient-focused medication information to each 08" We chose a qualitative Focused
Ethnographic approach to capture experiences isdb®-cultural context in which participants
interact with each othéf. Focused ethnography is an evolving method useaigpilly in
practice-based disciplines to, as Hall describes;dpture specific cultural perspectives and to
make practical use of that understandifigfbcused ethnography most commonly uses
purposive sampling techniques and allows for askiolexploration of a research question that

may adapt as the research océlirs.

Ethics approval was received from the University\dterloo, University of Alberta, Wilfrid
Laurier University, Université Laval, University @bronto, and Dalhousie University. A
gualitative methodological approach of semi-streediunterviews, talk-alouds, and observations
was carried out with nine primary care physicid@&R) and 25 pharmacists across Canada,
allowing for open sharing of views on how medicatrelated decisions are made and

communicated both across professions and to pstient

Participants & data collection
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Recruitment was conducted through advertisememtiintic venues (e.g., libraries, community
centers) and posting on social media sites (Fa¢edautter), and through snowball sampling
from previous and existing contacts of the resetgam, professional outreach, and suggestions
from participants resulting in a convenience sampéaticipants were included if they were: (1)
a licensed and practicing pharmacist or physidianspoke English or French; (3) lived and
worked in Nova Scotia, Quebec, Ontario, or Albearticipants were recruited to include a
range of perspectives, experiences, years of pea@nd geographical location, with our sample
providing a good balance of team and independeraxipe pharmacists and physicians (Table
1). Identified participants fell into two categaiél) team-based, where pharmacists and
physicians were co-located and practicing togetf#rndependent practice, which may include
both clinics as well as corporate practices, wiieeg were not co-located but may work closely
depending on environmental factors including sizeoonmunity and established working
relationships. Participants were diverse and iredudifferent years in practice, age, and gender.
All participants were provided with a letter of anfnation and gave their consent to voluntarily

take part in the study.

In total, three research assistants conducted aaid secorded the interviews. Initial interviews
were jointly conducted to train student researdiséants in semi-structured interviewing
techniques, and regular meetings were schedulednbpare notes, go over interviews and

discuss emerging results. Field notes were recaldedg and after the interviews.
Data Analysis

Although the interviews primarily explored how plgyans and pharmacists make medication
related decisions, insights into how relationshmfisience the ways in which physicians and
pharmacists communicate emerged. Analysis wasliamgductive, and used a modified form of
constant comparative analysis the data was analyziiidheoretical saturation was reach&d.

24 The majority of the analysis came from the intevwiranscripts with some triangulation
coming from talk-alouds, observations, and fieltesolnitially the coding was done in two parts
— first with a small group analyzing the intervieusing “free” unstructured coding and largely
descriptive codes, and then, during a two-day mggethe Framework Method was used to bring

together the larger research team comprised ohergs (2), clinicians (3), healthcare



86 researchers (5), business and communication résed(), patients (2), and a patient navigator
87 (2) to develop the codes used for the analysie®fwo prior papers:?° From the initial

88 analysis two papers emerged, one about patientcaiesh decision-making, and another on

89 pharmacists and physician decision-makiig®After these two papers were completed, the
90 authors determined the value of further analyziveginterviews to specifically. Initial re-

91 analysis of the data was completed by KM, who tisteagain to the interviews, coded the data,
92 and defined preliminary themes. Next the authorspieted a secondary analysis of the

93 collected interview data (KG,LG,CB,KG), who pargiated in all phases of the original coding
94  and analysis, and one member who was broughtarfiagl coder (EN). Data were stored,

95 organized, and reported using QSR NVIVO 11 SoftW&®R International Pty Ltd. Version 11,
96 2017).

97 In what follows, we examine the process of how @eas relationships between pharmacists and

98 physicians impact how they discuss collaboratiosh gnofessional interaction. Comparing the

99 accounts of physicians, and pharmacists allows egplore the interactions, what was and was
100 not said, and how each professional understand®kbef the other. Multiple triangulation of
101 the data was achieved through a multi-disciplirtaam of researchers interpreting the results,

102 multiple coders, and by conducting interviews ast@anada in a variety of different settirfgs.
103 Results

104 In total, 34 semi-structured interviews were coniddavith physicians and pharmacists across
105 Canada using an interview guide (see Appendix l¢. iterviews were conducted at a place of
106 the participants choosing, most commonly their @laicwork, and took between 30 minutes and
107 one hour to complete, depending on participantlaidity. Table 1 summarizes individual and
108 contextual characteristics of pharmacists and pleyss obtained from the demographic survey.
109 The participants represented both urban and rakat@ments from across Canada, specifically
110 in the provinces of Alberta, Ontario, Quebec, am¥&Scotia.

111 The results of this secondary analysis are predentthis paper. The secondary analysis resulted
112 in three new thematic areas, different from thgiogl paper focused on understanding how
113  relationships and collaborations are discu$&éslly pharmacist” examines when physicians

114 discuss different ways they communicate with phaists they know, or provided specific
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examples of when they sought out a pharmacistwditbm they had a relationshifCan’t get
through to them’gives data on barriers discussed by pharmacisisely the different
perceptions of gatekeepers and modes of easy coiretion. Finally, It took a little bit of

time” discusses when relationships have been builtjipelsi or negatively, and how this shapes

collaboration and interactions.
“My pharmacist”

During the interviews, physicians and pharmacistsavasked how and when they
communicated with each other. All physician respntd spoke about pharmacists affirmatively,
but there was a marked difference in how physicggruke about their communication with
pharmacists in general and those with whom the lsasonfident working relationship or
worked with as part of a team. The participatinggptians attributed positive relationships with
pharmacists to being located close by, or to cation as part of a team based clinic, and

separated pharmacists they knew from pharmacisysdia not know:

“I called the pharmacy because | wasn't sure hovpttescribe some
medication... In fact, a pharmacist answered anckedsf [D] was there
because | know him, and | spoke to him.” [Physicl&01, Team

Environment, Ontario]

When responding to an interview question about wbetof interactions the physician has with
pharmacists, Physician 1207 stat&@that’'s our pharmacist.”During Physician 1205’s

interview when discussing if they worked togeth@hypharmacists in patient care, 1205 replied
that“... Individuals that | feel could benefit from a mestonciliation, | would refer them to B,
my pharmacist."Physicians who spoke about ‘their’ pharmacishis tvay of ‘knowing them,’

thusly identified their pharmacist as smart anchbéé.

For physicians who did not work in the same buiglior very close to pharmacists, the level of

collaboration was markedly different.

“My patients all have different pharmacies... | rarapeak to the same

pharmacists on a monthly basis, or a regular basis. not really a constant
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team work but rather sporadic interactions... Wa'tbave direct contact to

create therapeutic plans” [Physician 1209, Team iEmvment, Quebec]

Physician 1209 specifically mentioned that theyndbwant to ‘waste’ time establishing the

basics of a relationship when they do not knovadiytwill ever speak to that pharmacist again.

In contrast, when physicians mentioned having aipg@harmacist they talk to, they often

described having trust or confidence in the pharstiac

“With the pharmacist we have in our department,dore, we are very
spoiled... | have complete confidence in her skil&o,.with my pharmacist,
everything works very well. And | have no probleith \Wwer making
suggestions.” [Physician 1210, Team Environmengliac]

Comparatively, the quote below demonstrates theratfay of discussing interactions with

pharmacists, more common to physicians not actiwelsking in collaborative environments.

“I would message the front and ask them to callgharmacy and confirm...
unless there’s a bigger concern I'm happy for therstaries to do it.”

[Physician 1203, Team Environment, Ontario]

For physicians who do wish to develop a relatiopstith a pharmacist, the evolving corporate

model of pharmacy can be a barrier to relationbhifding:

[I know pharmacists at] maybe a half dozen pharmscFor the other 28, |
don’t know who I'm speaking to... [Pharmacist] islithe old-time, country,
family pharmacists. He knows his patients, and tiegse all the time.
[Pharmacists at big chains] they just come andaytj you never know who’s
there next. They don’t know the patients... it's lemaing. [Physician 1201,

Team Environment, Ontario]

The above physician demonstrates their percepfitimeddifference between pharmacists they
know and feel comfortable with versus ones theypatknow. The idea that the unknown
pharmacist would also not know the shared patgkeéy to understanding the difficulties in

building trust without proper communication. Asstiphysician pointed out, his trust in the
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pharmacist relies on the patient being familiathi pharmacist. Physician 1205 noted that they
appreciated the respectfulness of the pharma@gtwiork with most often, and was clear that

part of that respect included the physician havireyfinal say:

“I found [B] to be extremely respectful, and oftemes like | said at this stage
we’'re still in the “These are my suggestions,” drstill have the okay or not

okay” [Physician 1205, Team Environment, Ontario]

This physician’s sense of it being unimportanttfeem to have an interaction with an unknown
pharmacist to clarify information directly contrats Physician 1201, who feels ‘spoiled’ to have

full confidence in their pharmacist’s skills.

As a counter to physicians who most often coulditifiga single pharmacist, the pharmacists
who are not co-located and by necessity interaitt aviwider group of physicians as such have to
navigate unfamiliar physicians as part of theirf@ssion. Instead of sayimgy physicianthey

used phrases suchtag doctor, a physiciargr our clinic. The difference in the language used to
describe relationships between physicians and pdEsits also comes through in how both

pharmacists and physicians discuss interprofesiscmmamunication.
“Can’t get through to them”

Pharmacists identified that they can be more affeathen they have a strong relationship with
the physician. However, it was very challenginggbarmacists to initiate a relationship with a
physician. Gatekeepers, often reception staff eses) were mentioned as batrriers to direct

communication with physicians, especially in indegent pharmacy settings:

“[Family Doctors], you can’t get through to themh@&re’s the ward clerk who
won't let you through to the doctor. It's reallyffitult to get the doctor on the
phone unless they're calling you.” [Pharmacist 110&lependent Practice,

Ontario]

This said, even in situations where there was &dtztl phone line, there were still barriers to

collaboration:
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“Either it'll be the secretary running back and forbetween me and the doctor, if they
say that the doctor can’t come to the phone. In tlage, they’ll just ask me to fax it.”

[Pharmacist 1105, Independent Practice, Ontario]

The exception was in rural practice, where pharstaevere more likely to meet physicians
through small social networks, because there weweif providers in town, or because the clinic
and pharmacy were closer together. During thevigers, it became clear that co-location

allows for the same type of informal networking aadport building as rural environments.

Pharmacists who identified relationships with sfie@hysicians outside of a co-located

environment were more likely to mention the abitiycall a physician to discuss a patient:

“If it's urgent, | will call them. | have most dfi¢ local doctor's cell phone
numbers. If | need to get a hold of them, | will @éold of them.”
[Pharmacist, 1101, Independent Practice, Ontario

This pharmacist goes on later to discuss how haairegationship with a physician eases the
process of communicatiofl: have an arrangement with the doc to just cathhf there’s a

major issue and we fix it now.”
In contrast, every physician mentioned it was éasontact a pharmacist if needed:

“If the patient’s in the office, | will call the @rmacist right then and there... |
will talk to the pharmacist and we’ll try and reselit.” [Physician 1206,

Team Environment, Alberta]

Most physicians interviewed agreed with the phaistat¢hat fax as the easiest way to
communicate. While the pharmacists saw fax as ataagve a record of the conversation, less
intrusive, or as an easier mode of communicatiothfe physician, physicians said that they

preferred fax as a way to align patient care, ratten to seek out clarifications or collaborate.

“I'll usually do a fax just because | feel likesifess intrusive, and so they can
potentially get back to me quicker without haviagall, but if it's something
that | really want to know, then | might do botfiPharmacist 1107,

Independent Practice, Nova Scotia]
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The lack of easy communication outside of co-larasettings was an issue for both physicians
and pharmacists. Physician 1201 ended their cominestiating that having direct conversations
with pharmacists would be more productive tharwaiting for this stuff to sort itself out.”
Physicians in team-based environments describedgsr relationships with community
pharmacists who were not co-located, suggestingnywhgsicians work closely with pharmacists

they gain a better understanding of the role pheistahave in health:

“We know most of our pharmacists that are in thegyhkeourhood and we have
a good rapport with them, and we can phone themvejye met them. We talk
to them because they’re physically within walkimggahce” [Physician 1208,

Team Environment, Ontario]

Having a good rapport with pharmacists based osipalywalking distance also implies that the
physician has a strong community focus and thapltysician and pharmacist are working

together to support patients, the community, armth egher.
“It took a little bit of time”

As the team-based model grows in popularity anddseasingly seen as an ideal way to care for
patients, there was a general feeling that colktiooy with known colleagues was preferred,

though it takes time to develop the relationship.

“It took a little bit of time for the doctors todecomfortable with me, to be
able to realize what my skillset was” [Pharmacidtl8, Team Environment.

Ontario]

Pharmacists noted a stronger sense of agency whmyg in co-located environments, feeling
more positive about the overall influence they haver care. Developing relationships between

practitioners was built around an awareness ofanteability.

“I was the only pharmacist here so | had to essdlytidevelop my own role, which is
great because | had a lot of autonomy. It was alsallenging too because the

role was new and [the physicians] didn't necesgakitow how to utilize the
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pharmacist role in a family health team.” [Pharmatil118, Team

Environment, Ontario]

But over time, the pharmacists became a centralgbdine team, relied upon in the daily

workflow.

“I work with a team of family physicians. We areoab 24 physicians. We
have a pharmacist. If ever [the pharmacist] is tiere because there is a day
of the week she is not, then at that momentighit urgent, I'll wait until she

is back at work the next day.” [Physician 1210, feBnvironment, Quebec]

Negotiating boundaries around care and role cafifbeult. When pharmacists have not worked
in collaborative partnerships, even in team-basiedits, they identified difficulty articulating
the boundaries of their role and emphasized théyasserted themselves with physicians they

knew,

“[Giving recommendations] is not so much with pleysns outside of the
clinic where | work. It's specifically with the omé collaborate with at the
community health center clinic.” [Pharmacist 1124&am Environment,

Ontario]

When relationship building has been successfulb#mefit of casual interactions becomes
apparent. During Pharmacist 1118’s workflow taléwal, the process was interrupted by a
physician interrupting the think-aloud to say hefleeing if the pharmacist was available to talk

about shared patients.

“Physician: | just wanted to poke in and say Hit bwill let you guys do your thing.
Pharmacist 1118: Yeah, no problem

Physician: [After you're done] we can go over te ttafé and maybe get some tea or

coffee or something.”

These informal interactions are only possible wtheme is a personal relationship between
practitioners. Later in the think-aloud Pharmatiki8 discussed how personal relationships

positively influence their ability to do their job&gain, because | work so closely with the
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doctors here, | can just send them a message saV¥ileg, can you do this blood work for me?"”
Interestingly, this played out in Pharmacist 11J&sception of the expanded scope of practice

as well:

“I don't really need to practice under the expandeope because | have such
a good relationship and such close contact thain'tinecessarily need to
write a prescription or extend a prescription besau can just say, "Hey, can

you just do that for me?"” .” [Pharmacist 1118, TreaEnvironment, Ontario]

Physicians who did not work directly with pharmé&gis co-located settings discussed that
while they did interact with pharmacists, in mogses those interactions were limited to
clarifications. The noted examples of collaborati@tween physicians and pharmacists only
occurred in situations when there was an estaldistlationship where they either knew each

other personally or worked together in a collabweahealth environment.
Discussion

The original purpose of gathering this data usedHis analysis was to better understand the
decision-making process by physicians and phartsai®ur analysis identified that co-
location allows relationship building through fararlty and ease of access, both of which allow
the pharmacist to demonstrate their expertises Gbalitative exploration of how relationships,
trust, and communication are discussed often imdudentions and clarifications of role, which
is reflective from past research into interprofesal collaboration and provides opportunity for

future study*3*

During early analysis it emerged that as deciswa® being made the influence of personal
relationships between physicians and pharmacissspnesent as a factor even when the intent of
the interviews was not to investigate these ratatigps explicitly. The question arose about how

this perception of relationship influences how arigen collaboration occurs.

While this study did not measure trust, it is atakkshed factor in building collaborative
relationships? Pharmacists who have built established relatigrsswith physicians have more
opportunities to demonstrate their clinical knovgegdwhich allows physicians to develop trust

in their abilities, as well as gaining a better erstianding of a pharmacist’s scope of practtcé.
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As trust builds, our research agrees with whatchilet al. discussed as being influential to
collaborative relationships: when pharmacists gaimfidence to assert themselves as true
collaborators in care, there is a better understgritie pharmacist’s scope of practice, and

physicians are more likely to initiate interactiamsl seek out pharmacist expertfse.

Closely linked to ideas around trust are percepgtmfitole boundaries, and ideas of who is the
ultimate authority on care. Brock et.al discuss lwollaboration between pharmacists and
physicians is influenced by what types of exchamamirs between thefi The pharmacists and
physicians in this study often identify their rote,their scope of practice, both real and how it i
perceived, as influencers in the type of exchahgedccurs between each grétip>Each time
role, or scope of practice was discussed therecaagruence around how physicians and
pharmacists perceived these, even when the pescepés not tied to the actual scope of

practice.

Pharmacists discussed being respectful in howthallenged physicians on questions around
medication management, and physicians who discyssaunacists positively also cited the idea
of being respectful as a positive driver of goddtienships. Within the specific relationships
examined from the physician perspective, working to-located environment did not
necessarily result in stronger relationships wihharmmacists, however through providing an

opportunity for better communication, it thusly ieased collaboration.

Meaningful collaboration occurred when each prewxtér actively sought the other out for more
than a back-and-forth interactidhResearch outside of health care, in marketingsafes,
supports that team cohesiveness is linked to éfesetss, even when it is not connected directly
to improved productivity>3° Our results mirror this, in that when pharmacistd physicians

are co-located, or work closely together, the wawhich they discuss collaboration shifts from
describing it in more tentative terms, to a mortura interaction. There is very little research
that compares how collaboration changes betweatifiwaers who are directly in a co-located
practices or have an established relationshipugersllaborators who are external to the

practice.

Within the relationships discussed, it was cleat tfaving a personal relationship with a specific

pharmacist resulted in a physician having more ngdul interactions with that pharmacist due
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to them having a clearer understanding of the phaishrole in patient care, and feeling that
care is shared between them. Similar to Snyddr'etséaudy, we found that generally
pharmacists were the primary initiator or relaticersd described their process to building
relationships with physicians cleafyThe pharmacists who operated in co-located
environments or within ‘walking distance’ of a pigran were more likely to described
successfully relationship building, and often désig that there were shared motivators, such

as improving patient carg . Still, physicians were the gatekeepers of thetimeiahip’
Limitations

This study reached saturation, however, there wakatively low response rate for physicians,
with less than half the number of physicians resjpugthan pharmacists. Our sample was a
convenience sample, and the participants who weéliagwo share their views may have had
different attitudes and experiences than pharnsaisti physicians that were not interested in
the research. Our data was triangulated througimtierviews and talk-alouds, and through
coding, saturation was reached. Future studiesncdude participants that identify as high

collaborators, as well as those who do not collateoon a regular basis.
Conclusions

Strong pharmacist and physician working relatiopsimot only influence how and when
collaboration happens but also influence the lawv&hich collaboration occurs. The findings
from this study demonstrate that while physiciah®Wwave an established relationship with a
specific pharmacist hold positive perceptions adoampharmacist’s role, this does not
necessarily transfer to other pharmacists as pifesls. This analysis focused on identifying
the differences physicians and pharmacists disoussmmunicating with known, versus

unknown colleagues, and understanding barrieradoessful collaboration

Understanding of different working environments véheach player feels able to best use their
skills and collaborate to improve patient caranpartant. Different environments support
nuanced approaches to collaborative care. Theetdgonships have in influencing how and

when interactions occur should be given considemath best maximize potential for designing
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collaborative care teams. Carefully designingeaystthat support active collaboration as well

as ways of communicating is important to ensumengtinterprofessional partnerships.
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Table 1. Participant demographics collected at the time of interview (n=34)?

Family Physicians (N=9) | Pharmacists (N=25)
Total Participants 9 25
Team Environment 5 4
Independent Practice 4 21
Urban 9 18
Rural 0 7
Yearsin Practice 12.6 16.2
Averagetimein current practice (years) 9.9 7.1
Average Age (years) 434 39.8
25-35yearsold 2 7
36-45 yearsold 4 12
46-55 years old 2 4
55+ yearsold 1 2
Gender
Male 4 11
Female 5 14




