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FOREWORD

On behalf of the International Pharmaceutical Federation,
it is with great importance that we bring to you the official
FIP Global Pharmacy Workforce and Migration Report.

Human resources for health has been a significant focus of
FIP over the last year in the build up to the 2006 World
Health Day of the World Health Organization. This report
compiles data on many aspects affecting the constantly
changing profile of pharmacy human resources around the
world. FIP strongly believes that an expertly skilled and
competent - but also motivated and professionally fulfilled
- pharmacy workforce is of pinnacle importance in the safe
and effective delivery of healthcare. FIP is committed to col-
laborating with Member Organisations to develop an evidence
base for action to strengthen the pharmacy workforce.

With this report, we invite Member Organisations and key
stakeholders to examine those issues affecting the pharmacy
workforce in their own countries, and to join FIP in celebrating
the profession and planning for its future direction.

Jean Parrot
President

International Pharmaceutical Federation
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INTRODUCTIION

All over the world, health care systems are undergoing
dramatic changes. As populations age and disease burden
increases due to HIV/AIDS and chronic diseases, we see a
corresponding growth in demands on health systems and
patient needs. The increased pressure on health care systems
stretches the health workforce to meet the accelerating demand
for health care providers, services and managed care facilities.
No examination of these mounting issues is complete without
a critical evaluation of global and national human resources.
This must be taken into consideration in the development
of health, labour and education policies. Data collection is
the key initial step to understanding the current health care
labour market.

In many countries, pharmacists are the most accessible of
all healthcare workers and as such play a key role in the
delivery of healthcare services atall levels. In an era of rapidly
accelerating change in healthcare delivery, the roles of pharma-
cists are being constantly redefined. As roles change, compe-
tency and training requirements change. Thus it is vital that
international data relating to the pharmacy workforce be
available to be considered in international and national health
care policies and workforce planning.

The International Pharmaceutical Federation developed the
Global Pharmacy Workforce and Migration Study with the
support of FIP Member Organisations, to build an evidence
base on the pharmacy workforce, raise awareness of global
trends affecting the workforce and engage partners to develop

strategies to address these.

This report for the first time presents global data on the
distribution of pharmacists, Continuing Professional Develop-
ment systems, and migration of pharmacists. This report is
one of the major projects of FIP on Human Resources for
Health, in the lead up to 2006 World Health Day and the
launch of the WHO Ten Year Action Plan for Strengthening
the Health Workforce.

The 2006 World Health Day celebrates the healthcare worker
on the 7™ of April with the theme of Human Resources for
Health. The 2006 World Health Report will cover issues
relating to health professionals such as pharmacists, physic-
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ians, nurses, dentists and allied healthcare workers. This,
together with other activities leading up to the day, aim to
raise awareness of the need to address issues relating to the
distribution, training, competence, capacity, and migration
of health professionals.

“Sufficient investment in the recruitment, training,
retention and involvement in health policy of health
care professionals is the key to the quality and safety
of care”

Ton Hoek, General Secretary, FIP

FIP participated in the WH O Human Resources and National
Health Systems — Shaping the Agenda for Action Workshop in
2002". This workshop involved a range of stakeholders
including ministries of health and professional organisations
to identify the following four priorities for action:
examine and prepare for the effect of HIV/AIDS on the
health workforce and workload;
advocate for fair incentives and motivation to remunerate
and retain health workers;
address and map imbalances regionally and at a country
level;
and collect evidence and explore the effect of strategies
to manage the migration of health workers.

Health workers save lives and are the interface between
health systems and the community. Imbalances in human
resources for health will only exacerbate imbalances in access
to quality health care and compromise patient safety. In
2002, the World Health Professions Alliance partners (FIP,
International Council of Nurses and the World Medical
Association) called for increased attention to patient safety,
a health care challenge that is inextricably linked to human
resources for health’. The WHPA urged WHO, governments
and others to examine ways and means of attracting and
retaining appropriately qualified health workers.

The FIP Global Pharmacy Workforce and Migration Report
serves as an international starting point to provide a snapshot
of the current workforce issues in pharmacy and give direction
on required actions to build capacity and strengthen the pro-
fession. Itis the vision of the Federation to set the international
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agenda in addressing pharmacy workforce issues and to pro-
vide guidance in the development of solutions.

With this report, FIP urges pharmacy professional and regu-
latory bodies, policy makers, pharmacy education providers,
and pharmacists to document the profession, build an evi-
dence base, and develop national strategies and actions to
address workforce issues and strengthen the pharmacy

workforce as an integral part of the health care system.

REFERENCES

1. World Health Organization. Human Resources and
National Health Systems: Shaping the Agenda for Action
— Final Report. Department of Health Service Provision,
Evidence and Information for Policy. December 2002.
Available at:
www.who.int/hrh/documents/en/nhs_shaping agen
da.pdf

2. World Health Professions Alliance (WHPA) Press
Release. Health Professionals Call for Priority on Patient
Safety. Available at:
www.whpa.org/proy_o2.htm
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FIP GLoBAL PHARMACY WORKFORCE
AND MiGraTION STUDY METHODS

The FIP Global Pharmacy Workforce and Migration Study

sought to collect global data on the following:

- The distribution of pharmacists according to country,
gender and practice area
Pharmacist shortages and country imbalances in pharma-
cist workforce distribution
Continuing Professional Development (CPD) and Conti-
nuing Education (CE) programmes for pharmacists
Regulation, training and certification of pharmacy technicians
Migration of pharmacists worldwide and registration
processes for foreign pharmacists

Surveys and follow up reminders were sent to FIP Member Or-
ganisations comprising of pharmacy professional and regulatory
bodies. The FIP surveys were developed with the advice of the
Human Resources for Health Department of WHO.

Three surveys were developed to focus on:
Pharmacy workforce
CPD/CE
Migration of pharmacists

Literature searches were conducted through PubMed and the
internet to find papers and reports on pharmacy workforce studies,
CPD/CE systems, and the migration of health professionals.

Population data was taken from the Population Reference
Bureau 2005 population statistics (www.prb.org). Country
economic classifications were sourced from the World Bank.
Data from the online surveys were downloaded into Excel.
Other data responses were entered into Excel spreadsheet
and analysed. All data was checked to ensure accuracy of data
input and where necessary, clarified with the data source.
Although very few articles have been published related to
pharmacy, a number of country reports and background papers
from professional associations and health agencies were used.

PHARMACY WORKFORCE SURVEY

A survey comprised of 32 questions was designed in consult-
ation with WHO to collect the following information from FIP

Member Organisations (see appendix 1):

1. Contact details of personnel responsible for human re-
sources for health

Total number of pharmacists

Gender distribution of pharmacists

Practice distribution of pharmacists

Continuous Professional Development programmes and

“vihNoWwoN

requirements

The survey was available in English, French, Portuguese and
Spanish and could be completed either online or in hard copy.
A total of 83 member organisations were contacted on the 224
of July 2005 and 34 organisations responded with data by the
20t January 2006. All member organisations were actively
followed up with reminders sent by facsimile, email and telephone.

CONTINUING PROFESSIONAL
DeveLoPMENT (CPD) /
CoNTINUING EDpUCATION SURVEY (CE)

This survey followed the Pharmacy Workforce Survey and
was sent to all FIP Member Organisations that responded.
The survey was sent to the respondent contact or contact
persons responsible for CPD/CE programmes. The following
information was collected (see appendix 2):

Regulatory bodies organising or providing CPD and CE

programmes

Details on CPD and CE system

Standards and accreditation of CPD and CE providers

and programmes

Incentives for completing CPD and CE programmes and

penalties for failing to undertake CPD and CE

The survey was available in English, French, Portuguese and
Spanish and could be completed either online or in hard copy.
A total of 34 member organisations were contacted on the 24%
of November 2005 and 17 organisations responded with data
by the 10t of February 2006. Respondents to the pharmacy
workforce survey also answered on whether CPD was compulsory
in their country. All member organisations were actively followed
up with reminders sent by facsimile, email and telephone.
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MIGRATION STUDY

Data was collected from ten countries including Australia,
Canada, Ghana, Ireland, Kenya, New Zealand, South Africa,
Uganda, United Kingdom, and United States of America.
These countries were approached along with four other
countries (Nigeria, Rwanda, India, and Zimbabwe) who were
anecdotally described as having a significant inflow and
outflow of pharmacists through migration.

Over 70 pharmacy regulatory boards, professional bodies,
Ministries of Health, Pharmacy Faculties, and pharmacists
around the world contributed to the collection of data. A
survey was sent to professional and regulatory bodies, followed
by the Ministry of Health and faculties of pharmacy where
additional sources for data were required (see appendix 3).
Countries were actively followed up through phone, email,
fax and letters. The data was also used to examine imbalances
in pharmadist distribution within a country.

Data was collected between the 277t of September 2005 and
1ot February 2006. A literature search was also used to gather
data where responses were missing and compile relevant
findings. The number of active practicing pharmacists was
used as the total number of pharmacists where differentiation
was provided in the number of registered pharmacists.

The survey collected data on:
The total number of registered pharmacists in 2005.
The total number of foreign registered pharmadists in 2005.
The number of pharmacists graduating per year from
the year 2000 - 2005.
The number of pharmacists that registered from abroad
each year from the year 1995 — 2005.
The number of pharmacists from abroad that applied for
registration from the year 1995 — 2005.
The countries from which pharmacists were originally
registered as a pharmacist prior to application for registra-
tion and the corresponding numbers for each country.
The number of pharmacists migrating to another country
each year from 1995 — 2005.
The application procedure for pharmacists from abroad
to register as a pharmacist.

PHARMACY TECHNICIANS STUDY

A component of the Pharmacy Workforce Study focused on
the pharmacy technician workforce.

The following information was collected from FIP Member
Organisations:
Total number of pharmacy technicians
Education and training programmes of pharmacy technicians
Certification requirements of pharmacy technicians

The survey was also available in English, French, Portuguese
and Spanish and could be completed either online or in hard
copy. A total of 83 member organisations were contacted on
the 221 of July 2005 and 34 organisations responded with
data as of the 20w January 2006. All member organisations
were actively followed up with reminders sent by facsimile,
email and telephone (see appendix 1).

STUDY LIMITATIONS

The main limitation of this report is the lack of full details from
all countries of the number, distribution, demographics, and
migration of pharmacists. Whilst full response from countries
in this study was not achieved, a significant wealth of information
of the human resources issues in pharmacy in many countries
was collected. Many countries were not able to account for
pharmacists and describe their practice area or status. In this
instance, data may be misleading and further information
systems development is required at a country level. Numbers
may also be misleading as the distribution of pharmadists
within a country may be imbalanced between rural and urban
areas. Regional data groupings may not be fully representative
but give an indication of trends. Further data is required from
non-respondent countries on the workforce and greater study
is required to understand the extent of pharmacist migration
in non-English speaking countries.

With the constraints of time and limitations of existing coun-
try level databases, we were not able to collect data on the
age distribution of pharmacists.

Data on the total number of pharmacists was reliant on the
information provided by national pharmaceutical associations
and/or national pharmacy boards. No verification on the
practicing status of the pharmacists was done.

The study did not look at the supply and demand of the
global pharmacy workforce in all respondent countries.
Pharmacy schools should be engaged in future studies on
the pharmacy workforce in order to develop a greater under-
standing of the human resources situation.
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PART 1: WORKFORCE DESCRIPTION

Pharmacists represent the third largest healthcare professional
group in the world. The majority of pharmacists practice in
community pharmacies, hospitals and other medical facilities.
Smaller numbers of pharmacists are employed in the pharma-
ceutical industry.

Although various national initiatives studying the pharmacy
workforce have been developed, such as the recent 2005
pharmacy workforce project of the Royal Pharmaceutical Society
of Great Britain, little or no published international data exists'".

The size of the labour force depends on a number of issues,
induding the number in the labour market of working age,
the participation rate of those who are working, and the
availability of those no longer working but who may return
to pharmacy employment2. It is also important to look at the
health and retirement age of pharmacists. Other priorities
may include identifying the levels, causes and implications
of turnover among different cohorts of pharmacists; research
into the adequacy and suitability of undergraduate training;
examining the job satisfaction levels and motivations of
pharmacists; and ensuring ethical recruitment’.

This part describes what is known about the current pharmacy
workforce in 34 countries. It also looks at the total number
of pharmacists in each country, pharmacist to population
ratios, gender distribution, and distribution according to
practice area. Further examination of country imbalances
are also explored in three countries.

I.I1 GLOBAL OVERVIEW:
PHARMACISTS DENSITY

The data collected revealed that the pharmacist to population
ratios vary widely from less than 5 pharmacists per 100,000
population to as high as over 200 the pharmacists per 100,000
population in some countries.

The average ratio in the Western Pacific countries is about
25 times more than that of the countries in the African region
and has the highestratios compared to other regions. The ratio
is also related to the economic status of the country as can be
seen in figure 1, with the low income countries having the low-
est ratio and high income countries having the highest ratio.

The low availability of pharmacists in many developing
countries is exacerbated by geographical distribution disparity
between the rural and urban areas (refer to 1.3: Workforce
shortages and imbalances).

( N\
250

Pharma- 50
cists per
100.000
populations o

1
=

. . . Low-income Lower-middle U pper-middle High-income
Table 1. Respondent countries accordlng to WHO Reglons: economies income economies incolrg)e econom ies ecgonomies
Highest 4531 49.19 7714 206.67
4 "\ th i 6.98
Eastern ) 75" Percentile 9 34.10 63.15 117.20
. p Pan Amer t South East
Africa (5) ?;[)edlterranean Europe (16) (:)n e })X;i?ﬁin(l‘o Ag}]é 6) 4 25" Percentile 4.05 18.61 32.89 6771
Lowest 1.46 6.76 32.17 28.77
Cameroon | Israel Austria Brazil Australia | India (. J
Cote d'Ivoire| Iraq Czech Republic | Uruguay Japan Indonesia . . e . .
Ghana Denmark Canada Singapore | Thailand Figure 1. Pharmacist densities by country income economies
Kenya Finland United States | Taiwan . .
Madagascar France of America (World Bank Country Classification).
Germany
Hungary . g .
Iceland Refer to appendix 4 for more detailed information on phar-
Ireland
Ttaly macy densities by income dlassification and by WHO regions.
Malta
Norway
Portugal
Switzerland
Turkey
S United Kingdom| ) L2 PHARMACIST GENDER DISTRIBUTION

The 34 respondent countries are spread over the six WHO
regions with the highest number of countries from the Euro-
pean region.

Thereis ahigher percentage of female pharmacists in the European
and Africa/Eastern Mediterranean region. A higher percentage
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of male pharmacists appear in the Western Pacific/ South East
Asiaregion, although this is largely due to the high number of
male pharmacists in India (300,000 males which accounts for
70% of India’s pharmacist workforce). A higher percentage of
male pharmacists is also seen in the Pan American region.

e 70 1)

6o

50

40 1

30 1

20 1

10 4

°] Female Male

|E|Overall 46 44
|-Westem Pacific/ South East Asia 41 59
@Europe 63 37
[OPan America 47 53
W Africa/Eastern Mediterranean 45 55
* _Data not available from Brazil and Kenya.

J

Figure 2. Pharmacist gender distribution by percentage
according to region.

I.3 REGIONAL OBSERVATIONS

Distinctly, we observe that the majority of pharmacists in
the 34 countries practice in the community and hospital
setting, about 73% in total. Europe has the highest percentage
of pharmacists in the community pharmacy setting, about
71%. There is also a much higher percentage of pharmacists
in the Western Pacific and South East Asia countries working
in the hospital sector than pharmacists in other regions.
(21% compared to an average of 9% in all other regions).

Across the regions, we also see that the percentage of pharma-
cists in the Western Pacific and South East Asia countries,
working in the Sales and Marketing sector is significantly
higher (6% compared to less than 1% in all other regions).

About 13 % of pharmacists are not accounted for by the natio-
nal pharmaceutical boards and pharmacy councils in the
African and Eastern Mediterranean countries and almost
19% of the pharmacy workforce in the South American
region is practicing in other areas of pharmacy. These missing
numbers indicate that data reporting protocols need to be
reinforced and more in depth information has to be collected
in order to better understand the work patterns of the

profession as part of a global workforce strategy.

8o

6o

50

40

30

20

10

111! 1

[ i

ol

Sales Aca-
Notac- Marke/t- Regula- Others |Industrial| Hospital Com- demic/
counted ing tory munity | peosearch
ClOverall 5.72 3.78 0.84 8.20 .09 15.53 57.01 1.84
WWestern Pacific,

SouthEast Asia 1.II 5.71 119 8.35 9.11 2052 | 5167 2.33
OEurope 9.51 0.59 0.34 6.25 4.15 7.46 | 7082 ] 0.88
B@Pan America 1.41 o.11 0.11 19.03 5.67 5.60 | 66.28 | 180
W Africa/ Fastern

Meditierancan 16.49 | oyo | oy .67 2.87 6.64 | 66.23 | 4.45

figure3 excludes the United States due to lack of omplete data

Figure 3. Pharmadist distribution across pharmacy practice

fields as percentage of total workforce according

to region.
South East Asia Region
( 6o )\
50
40
30 T/
20 +—
10 +—
°T w Sales/ | Regul i C Academic/
ot ales, egula- . . om- cademic,
accounted [Marketing|  tory Others |Industrial| Hospital munity |Research
CTotal 3.46 4.77 0.41 8.46 7.70 19.87 53.20 2.14
®[ndia 2.00 5.00 1.67 9.00 8.00 | 20.00 | s55.00 2.00
Oindonesia [ 37.33 .00 0.25 0.00 2.67 10.00 | 4333 4.00
\lil"hailand 48.29 1.59 3.71 0.95 3.71 24.17 13.31 4.28 1)

Figure 4. Pharmacist distribution across pharmacy practice
fields as percentage of total workforce in the South
East Asia region.




Nearly 40% of pharmacists in Indonesia and 50% of pharma-
cists in Thailand are not accounted for in the data records of
the national pharmaceutical associations. This could also be
due to lack of centralised record keeping at the country level.
Similarly, in other WHO regions, some national pharma-
ceutical associations represent only a particular field of prac-
tice and thus, do not have the data for other fields. There is
aneed to reinforce a system of data collection so as to enable
reasonable trend watching on the workforce.

Western Pacific Region

( A
8o
6o
40
20
° Jﬂ:l:l-_ﬂ_[l[ul N |
Sal Aca-
Notac- | s arise/t- Regula- Others |Industrial| Hospital Com- der:laic/
counted ing tory munity | gesearch
OTotal 3.71 7.65 2.77 8.13 12.01 21.87 4855 2.73
® Australia | o.00 5.00 5.00 0.00 5.00 15.00 70.00 0.00
OJapan 0.00 6.94 2.47 7.41 12.88 20.69 | 4653 3.08
B Singapore| 16.02 11.25 3.72 9.47 15.13 21.93 19.98 2.51
\lTaiwan 39.26 931 1.48 13.66 | 1.49 20.11 14.70 0.00 y

Figure 5. Pharmacist distribution across pharmacy practice
fields as percentage of total workforce in the

Western Pacific region.

The WHO regions represent administrative categories, and
some cover a broad range of countries with different charac-
teristics. Thus it is interesting to look at some of the intra-
regional differences. Large intra-regional differences can be
obsewed in the Western Pacific region. Seventy percent of the
pharmacists in Australia work in the community pharmacy
sector while in Singapore and Taiwan, less than 20% of the
workforce is in the community sector. This region also reflects
some of the higher percentages of pharmacists working in
the global sales and marketing sector, 11% (Singapore) and
9% (Taiwan).

Pan American Region

There are distinct differences in the work patterns of the
pharmacy workforce between countries like Brazil and
Uruguay even within the same WHO region. Over two thirds
of pharmacists work in community pharmacy in Brazil
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compared to just a third in Uruguay. A large proportion of
pharmacists in Uruguay are unaccounted for.

70

6o

50

40 =

30 1

20

o ]
ri

i

Sl {1 1] (o
Not Sales/ Regul c Aca-
Otac: | Market- €8Wa | Others [Industrial| Hospital om- demic/
counted X tory munity

ing Research

OTotal 2.02 o.r 0.2 18.83 5.62 5.55 65.95 1.79
mBrazil 1.92 0.00 0.00 18.87 5.52 539 66.65 1.66
oUruguay 40.91 9.09 9.09 31.82 18.18 22.73 3636 13.64

Figure 6. Pharmadist distribution across pharmacy practice
fields as percentage of total workforce in the Pan
American region.

African and Eastern Mediterranean Region

The work patterns of the African and Eastern Mediterranean
region is similar to the European region, with a distinct
majority of pharmacists working in the community sector.
This region reports the highest percentage of pharmacists
not accounted for in their pharmacy workforce. Cote d' Ivoire
reported about 24% of pharmacists working in other sectors.
This figure included pharmacists working in laboratories,

pharmaceutical wholesalers and other private dispensaries.

( 100 )
80 M
6o
40
| -I_Il
o .-aT o .n.:l.u.fh:i- .EHII..
Sales/ Aca-
Not ac- Regula- : i Com- K
counted M;il;];et. tory Others | Industria} Hospital munity Riezl;,lfr/
OTotal 16.49 0.70 0.70 1.67 2.8y 6.64 66.23 4.45
BCote D'lvoire| o.00 0.00 0.00 23.59 0.61 3.67 68.95 3.18
Olraq 8.28 0.92 0.80 0.00 231 3.85 76.92 6.92
Dlsrael 21.33 1.00 1.00 0.00 6.67 10.00 | 60.00 | ©0.00
BKenya 26.74 0.00 1.89 0.00 0.00 19.39 45.45 6.52
OMadagascar [ o.00 0.00 159 8.30 237 079 86.96 | o.00
@ Camaroon 61.79 0.00 1.05 0.00 0.84 1.58 33.68 1.05
- J/

Figure 7. Pharmacist distribution across pharmacy practice
fields as percentage of total workforce in the African
and Eastern Mediterranean region.
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European Region

Industrial

Reguk-
tory

Sales/
Market-|
ing

Not ac-
cunted
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CIDenmark 1513 | o.00 9.21 | 0oo | 4474 | 7.24 17.76 | s5.92
MCzech Republic [ ©0.03 0.59 L42 5.02 1.09 5.30 82.87 | 3.68
[JAustria 529 0,00 0,00 0,00 0,00 529 89,42 | 0,00
mTotal 9,51 0,59 0,34 6,25 4,15 7,46 70,82 | 0,88

Figure 8. Pharmacist distribution across pharmacy practice
fields as percentage of total workforce in the Euro-
pean region.

Within the European region, we observe that some countries
(Denmark, Norway and Iceland) have a notably higher average
of the pharmacists in the industry. Although community
pharmacists represent about70% of the European workforce,
only 35% and 58% of the workforce are in community
pharmacy in Iceland and Portugal respectively.

1.4 WORKFORCE SHORTAGES AND
IMBALANCES

The number of pharmacy graduates per year is escalating in
many countries worldwide in an effort to provide enough

pharmacists to meet demands and fill vacancies. The number of
pharmacy schools worldwide currently stands at 914°. The shortage
of pharmacists has been attributed to increases in the volume of
prescriptions; growth the population over the age of 65; greater
administrative requirements for handling third-party payments;
the changing role of pharmacists; and the growing proportion of
women in the profession who are less likely to work full ime®7#2.
A shortfall of over 150,000 pharmacists by 2020in the USA
was projected in a study in 20028. Similarly, in Australia the
demand for pharmacists is projected to increase between the
years 2000 to 2010 from 13,000 to 17,200; thus leading to
a shortfall of about 3,000 pharmacists by 2010°. However,
it was noted that a large pool of about 5,000 pharmacists are
currently on the register in Australia but not working in
pharmacy. In Zimbabwe, only 20% of the approved public
sector positions for pharmacists were filled in 1999 with the
majority of the 524 registered pharmacists opting to work in
the private sector™. Shortages in the profession affect all
areas of pharmacy practice with some areas such as the public
sector finding it more difficult to recruit, especially where
there are differences in remuneration and working conditions.

There is no internationally established minimum recom-
mended pharmacist to population ratio. Many countries have
developed their own recommendations based on demand
for pharmaceutical services. In France, the I'Ordre National
des Pharmaciens submits annual workforce statistics such
as the number of practicing pharmacists, foreign pharmacists,
and pharmacy students; attrition rate; regional distribution;
and demographics to the Ministry of Health. These statistics
are then used to determine the number of pharmacy students
that may progress onwards from the first year of studies and
additional foreign pharmacists that may practice in France
each year. The demand for pharmacists and the required
ratio to the population is specific to the local needs. These
are determined by a range of factors induding the population
demographics; disease burden; economic status; market
forces; pharmacist roles and competencies; legislation relating
to medicines dispensing and prescribing; roles of other health
workers; health systems and technology.

Workforce shortages are further compounded by imbalances
in the distribution of existing pharmacists within countries.
Current survey results show that the majority of the USA
population live in areas that report at least a moderately
high difficulty in filling vacant pharmacy positions™.

About 10% of pharmacy positions in Canada were vacant in
the year 20007. It was also noted that although the expansion



of the roles of pharmacists has increased demand, shortages
appear to place limitations on the counselling services
provided by pharmacists. Long hours and increasing prescrip-
tion numbers results in less time being spent counselling
patients, a part of the pharmacists’ responsibilities that bring
the greatest job satisfaction. Reduced staff morale, increased
stress and risk of errors have been widely cited as conse-
quences of pharmacist shortages. There are concerns that
the excess demand for pharmacists is undermining the
slow progress and development of clinical pharmacy.

Australia and Canada do not appear to have regional workforce
distribution imbalances, compared to Ghana and Uganda,
with the proportion of pharmacists in each region matching
the proportion of the population. However, workforce imbal-
ances have been reported within regions in workforce reports
between urban and rural areas. Rural areas in Canada, Aus-
tralia and New Zealand find it difficult to recruit younger
pharmacists and are served by pharmacists who are looking

to retire in the next ten years®7®

. Migrant workers are recruited
in locations that are not easily filled by local workers, especially
rural areas. Some countries have programmes in place to
encourage pharmacists to work in rural settings and increase
exposure to rural pharmacy practice, such as the Pharmacy
Guild of Australia’s Rural and Remote Pharmacy Workforce

Development Program (RRPWDP).
Ghana

In 2005 the total number of pharmacists registered by the
Pharmacy Coundil in Ghana was 216 2. Of these, 1579 were
recorded to work as either private or public sector pharmacists.
The country of 21 million people is served by a ratio of 10
pharmacists per 100,000 population™.

Although 15% of practicing pharmacists work in the public
sector in hospital pharmacy, they are disproportionately
distributed in the more urban areas of Ashanti and the
Greater Accra regions in Ghana. Likewise, 67% of pharmacists
working in the private sector are based in the Greater Accra
region”. Imbalances in regional distribution leave regions
other than the Greater Accra and Ashanti with around 2
pharmacdists per 100,000. Delegating certain functions in
pharmacy assistants has assisted to relieve pharmacists of
excess workload.
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Figure 9. Distribution of pharmacists working in private
and public sector vs. population across each region

in Ghana in 2005 (June).
Source: Pharmacy Council of Ghana (2005), Ghana Census Study (2000).

Note: Data for Northern, Upper East and Upper West for private sector
pharmacists was only available as pooled data and is given as an average value.

The Ghanaian pharmacist workforce has seen an increase
of 79% in the number of public sector pharmacists and 56%
for the number of private sector pharmacists between 2001
and 2005. The percentage increase is mostly seen to the
number of pharmacists working in the Greater Accra region
and less so in other regions. This trend may not continue
unless the migratory flow of pharmacists from Ghana is
reduced. Since 2001, Ghana has trained 700 pharmacists
through its only pharmacy school although it is believed that
a large proportion of these graduates have migrated abroad
(refer to Part 3: Migration of Pharmacists).

Kenya

Kenya has a population of almost 34 million that is served
by 1342 pharmacists registered with the Pharmacy and
Poisons Board of Kenya in 2005. The number of graduates
each year from the pharmacy school has doubled from 25 in
2000 to 53 in 2005. The Kenyan Pharmacy and Poisons
Board estimates that over 190 pharmacists have migrated
abroad in the last ten years, a loss that is equivalent to the
total number of pharmacists that were trained since 2000.
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In 2003,a WHO “3 by 5” emergency mission found that 160
pharmacists or pharmacy technicians were unemployed in
Kenya; a readily available workforce that could be utilised to
scale up HIV/AIDS medicines access®.

Uganda

Uganda, with a population of almost 27 million, struggles
to effectively deploy their limited human resources of 249
pharmacists. There is a ratio of just 1 pharmacist per 100,000
population however nearly 9o% of these pharmacists practice
in the Central region leaving the other three regions greatly
underserved. Up to 25 pharmacists graduate each year, a
number thatis grossly inadequate to meet needs. Pharmacist
availability was estimated to be about 30% of the required
number by the Ministry of Health™.
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Figure 1o.Distribution of pharmacists in Uganda across each

region in 20006.
Sources: Pharmaceutical Sodety of Uganda (2006), Uganda Population
and Housing Census (2002)
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PART 2: CONTINUING PROFESSIONAL DEVELOPMENT
AND CONTINUING EDUCATION

Aspharmacists assume the increased responsibilities demanded
in new roles, they must alsomake a corresponding commitment
to improve their professional competence’. Indeed the past
four or five decades have seen an explosion of new knowledge
relevant to the practice of pharmacy. In addition, particularly
in the pastdecade, there have been a vast changes in the practice
of pharmacy. Keeping knowledge and skills up to date and
addressing new concepts in the delivery of pharmaceutical
services have been major challenges for pharmadists.

Healthcare professionals are expected to meet patients’ re-
quirements for better and more accessible services, optimising
the benefit they gain from their medicines, and reducing
drug-related problems, while making the best use of pharma-
cists’ skills and knowledge within a multidisciplinary team.

Competence is the first and most fundamental responsibility
of all health care providers and must be reinforced throughout
the years of practice. After the degree is conferred, continuing
professional education is the only real guarantee of the opti-
mal quality of healthcare providers'. Maintaining competence
throughout a career during which new and challenging pro-
fessional responsibilities will be encountered, is an ethical
requirement for all health professionals *. FIP has recognised
this responsibility in its Code of Ethics for pharmacists “to
ensure competency in each pharmaceutical service provided
by continually updating knowledge and skills™.

The pharmacy degree is not an end point but the attainment
of astandard. In the FIP Statement on Good Pharmacy Educa-
tion, itis stated that continuing professional development must
be a lifelong commitment for every practicing pharmacist .

The concept of Continuing Professional Development (CPD)
was proposed as a culture of lifelong learning in which learn-
ing programmes are used to identify and meet the learning
needs of individual health professionals. CPD can be defined
as “the responsibility of individual pharmacists for systematic
maintenance, development and broadening of knowledge,
skills and attitudes, to ensure continuing competence as a

» 2

professional, throughout their careers.” *.

It must be an ongoing and cyclical process of continuous
quality improvement by which pharmacists seek to maintain
and enhance their competence in both current duties and
anticipated future service developments.

It is important to differentiate CPD and Continuing Education
(CE). The latter can be defined as structured learning experi-
ences and activities in which pharmacists can engage after
they have completed their academic education so as to improve
knowledge, skills and competencies. Comparatively, CPD
requires pharmacists to take personal responsibility for the
identification of their learning and development needs and,
importantly, for subsequent evaluation of their success in

meeting those needs.

In CPD, CE is just one component of the learning experiences

in which pharmacists are being encouraged to engage.

FIP strongly recommends national pharmaceutical organisa-
tions to take action to ensure that pharmaceutical education,
both pre-university and post-university qualification, is de-

signed to equip pharmacists for the roles they have to under-

take in community and hospital practice’.

2.1 CPD AND CE SURVEY RESPONDENTS

Seventeen countries responded to the CPD/CE survey fol-
lowing up from the Pharmacy Workforce survey. These
countries represent all six of the WHO regions. Only three
countries specifically identified their systems as being CPD
systems (Japan, Portugal and the United Kingdom).

Table 2. Respondent countries according to WHO regions:

Eastern
(Africa (2) Mediterranean | Europe (5) Americas (3) g‘z?ﬁe?(‘}) i‘;ll:l(l‘;iasq
Kenya Cyprus Finland Brazl Japan Nepal
Zambia Iraq France Canada Singapore
Israel Malta United States | Taiwan
Portugal of America
United Kingdom
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2.2 MaNDATORY CPD AND CE

A total of 37 countries, from both the Pharmacy Workforce
Survey and the CPD/CE survey, responded to the question
on whether CPD and/or CE is mandatory for pharmacists.
Results showed that CPD and/or CE is mandatory in 9

countries and not mandatory in about 28 countries.

From the responses of the survey, we observe that many
countries are in various developmental stages of CPD and
CE implementation. The scenario can be unique in certain
countries.For example, in Denmark there is no obligation
for CPD or CE to renew or maintain pharmacist registration,
however, Pharmakon(www.pharmakon.dk) is the central
institution for providing CE programmes for pharmacists.
Also the Danish University of Pharmaceutical Sciences
(www.dfuni.dk) also offers a range of learning activities.

Embracing CPD will put pharmacists in a learning mode on
a day-to-day basis; they will no longer separate learning from
practice. Informal learning must be integrated into structured
learning to meetidentified specific leaming and development
needs in the CPD cycle’.

There are questions that need to be asked to ensure effective
mandatory CPD:
Does itadequately address the learning needs of pharma-
cists?
How can pharmacists access learning?
Are we promoting learning or gathering hours?
Are all required competencies for pharmacists addressed?
How do we show evidence of practice change?

How can we minimise fraudulent reporting?®

Governments (national and sub-national pharmacy boards)
were responsible for regulating CPD and CE for pharmacists
in 7 of the respondent countries. In countries that had more
than one pharmacy regulatory board, respondents were asked
to explain the relationships between them. Information col-
lected on the regulatory boards and CPD and CE systems
can be referred in appendix 5.

Responses also showed that 7 of the CPD and CE systems
were credits-based.

There is a wide variety of CPD and CE providers and most
commonly, learning programmes are provided by national

pharmaceutical associations, pharmacy boards, universities,
teaching hospitals and pharmaceutical companies. In some
countries like Finland, there are specialised pharmaceutical
learning centres for training pharmacists like The Palmenia
Centre for Continuing Education
(www.helsinki.fi/palmenia /english/).

The establishment of CPD and CE standards and accreditation
of providers vary from country to country and here we note
some of the unique situations in these countries.

In Canada, the provincial regulatory authority and/or the
Canadian Coundil for Continuing Education in Pharmacy
accredits CE programmes for pharmacists. The former
is responsible for provincial programmes while the latter
is responsible for national programmes.

In Finland, each of the CE providers has set their own
standards. For example, the Pharmaceutical Learning
Centre and the universities provide most of the CE pro-
grammes for pharmacists and they follow their own
standards.

In Zambia, a standard for CE providers has yet to be es-
tablished.

In Portugal, each CPD activity is subject to a standars-
based evaluation of its quality standards by the Portuguese
Pharmaceutical Society. These encompass the definition
of learning objectives, programme contentand educators,
applicability and relevance to practice, among others.

The data also indicated that only three countries have

mandatory accreditation of their CPD and CE providers.

2.3 INCENTIVES

The most common incentive for pharmacists to undergo
CPD or CE is the renewal of a license to practice as a pharma-
cist in the country. In some provinces of Canada, pharmacists
require proof of completion of a minimum number of hours
of CE to renew their license. In some other provinces, during
a quality assurance process, pharmacists may be required to
have their learning portfolio reviewed.

In Finland, there are long-term professional development pro-
grammes for community pharmacists and these programmes
aim to upgrade practicing pharmacists in management, busi-



ness and professional skills. In Finland, a license from the
National Agency for Medicines is needed in order to own a
retail pharmacy and if there are several applicants for a phar-
macy ownership license, it shall be granted to the applicant
who may be considered the best qualified to operate the phar-
macy. When a pharmacisthas received a certificate for under-
taking professional development programmes, he/she usually
has a better chance in owning a pharmacy.

In the United Kingdom, CPD is linked to registration and
practising status. Pharmacists must sign a declaration to do

CPD annually if they register as practicing pharmacists.

In Israel, certificates are issued. Negotiations are underway
for the Managed Care Organisations (MCO) to better remu-
nerate pharmacists who have completed CE courses.

2.4 PENALTIES

In most countries with mandatory CPD and/or CE, a failure
to complete the requirements for CPD or CE often results
in the inability to renew a pharmacy practice license or risk
being struck off the pharmacy register.

In Kenya, in the event that a pharmacist does not comply
with the CPD requirements, the Pharmacy and Poisons Board
(PPB) may impose any or more of the following:
Requiring the pharmacist to follow a remedial CPD
programme.
Requiring the pharmacist to write an examination.
Registering the pharmacist in a category that requires
supervision.
De-registering the pharmacist.

Pharmacdists who find difficulties in performing CPD may be
supported in the United Kingdom with remedial programmes.
In Portugal, pharmacists may have to undertake an extensive
examination to maintain a license to practice or undergo a
disciplinary action and be suspended from practice.
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2.5 CPD AND CE LEARNING
PoORTFOLIOS

Only four countries have specialised CPD/CE toolkits or
portfolios for pharmacists undergoing CPD.

We recognise three important features of CPD:
CPD is practitioner-centred and self-directed
CPD is practice related
CPD is outcomes orientated

In our literature search we found little evidence relating to
the use of portfolios in self-directed learning outside a formal
scheme of study. There was a study done in the University
of Wales on piloting a toolkit to aid portfolio building. This
project was based on qualitative methods using focus groups
to explore the experience of 14 pharmacists using a “portfolio
development toolkit”; a pack designed to help them starta
CPD portfolio. The pack promotes a number of specific ap-
proaches to key aspects of the CPD process®.

For more detailed information on each country’s CPD and
CE system, see appendix 5.
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PART 3: MIGRATION OF PHARMACISTS

The WHO’s Mejia study published in 1978 was the first step
of the organisation’s response to a mandate calling for a
study of health workforce migration’. This study provided a
statistical report on the stock and flow of physicians and
nurses in 1377 countries and an analysis of the characteristics
of migrants, directions, possible determinants and conse-
quences, and actions to regulate migration.

In 2002, the World Health Assembly asked the secretariat
to “accelerate development of an action plan to address the
ethical recruitment and distribution of skilled health care
personnel, and the need for sound national policies and strat-
egies for the training and management of human resources
for health”. In the same year, FIP participated in the WHO
Human Resources and National Health Systems - Shaping the
Agenda for Action Workshop. This workshop involved a range
of stakeholders induding ministries of health and professional
organisations to identify priorities for action and partnership
in addressing human resources for health issues.

WHO resolutions passed in May 2004 urged Member States
among others to develop and establish mechanisms to mitigate
the adverse impact on developing countries of the loss of health
personnel through migration, including means for recipient
countries to support the strengthening of health systems, in
particular human resources development. It also requested the
Director General of WHO among others to establish and
maintain in collaboration with relevant countries/institutions/
organisations, information systems which will enable the
appropriate international bodies to monitor independently the
movement of human resources for health, as well as conducting
research on the international migration of health workers.

Little has been published or is known about the extent of the
international migration of pharmacists. Though the migration
of pharmadists has been recognised as an issue in reports
of the WHO and some papers, concrete data for the most
part has been unavailable**#5. There is no data on the migra-
tory flow and itinerary of pharmacists and this was not studied
in this report. Such data would be useful to determine pat-
terns in migration, as statistics on the migration of pharma-
cists from one country to another do not provide the com-
plete picture. Pharmacists may migrate to certain countries
as a ‘stepping stone’ to facilitate onwards migration to other
countries.The FIP Global Pharmacy and Migration study

targeted selected countries that had been anecdotally described
as receiving (recipient countries) and losing (source countries)
large volumes of pharmacists.

3.1 THE EXTENT OF
PHARMACIST MIGRATION

The number of overseas pharmacists registering in recipient
countries is the most reliable data however this does not fully
capture the extent of migration. Those who have been unsuc-
cessful in registering as pharmacists and/or working as phar-
macy technicians after migrating to other countries are often
not detected. In many countries, a letter of good standing or
confirmation of registration is required from overseas pharma-
dists to complete their registration application. Source countries
are able to track this with some limitation the number migrating
abroad. What is detectable may just scratch the surface of the
issue. What is also unknown is the pattern of migration of
pharmacists. In figure 11 it appears that the majority of for-
eign pharmacist registrations are from high income countries
(World Bank Country Classification). Although the proportion
of lower-middle and low income countries may appear to be less,
this still represents a significant effect on the source countries.
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Figure 11.Foreign pharmacists registering in Ireland, New

Zealand and United Kingdom according to origin
economic country classification.
Source: Irish Pharmaceutical Society (foreign pharmacists registered with
known origin country in 2005), Pharmacy Council of New Zealand (total
foreign pharmadists registered in 2005), Royal Pharmaceutical Society of
Great Britain (foreign pharmacists registering between 2001-2005). World
Bank Country Classification.

The limitations of registration numbers demonstrating the
extent of migration can be seen in the case of South Africa,
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where only 18 foreign pharmacists have registered with the
Pharmacy Coundil since 2003. Overseas pharmacists seeking
to register as a pharmacist must first apply to join the South
African Ministry of Health’s Foreign Workforce Management
Programme. Contrary the few that have registered, 184 pharma-
cists have applied to the Ministry’s Programme since 2003.
The staff coordinating the Programme at the Ministry of
Health stated that they were becoming increasingly overloaded
with the growing number of inquiries from foreign health
professionals, indicating an increasing trend for receiving
health professionals from other countries. Many pharmacists
migrating to South Africa do not successfully complete the
registration requirements which includes one year of manda-
tory community public service. In 2001 about 1000 pharmacy
students graduated from South Africa; in the same year 6oo
pharmacists emigrated abroad®.

Many regulatory and professional bodies were not able to give
accurate figures for the number of pharmacists migrating
abroad or registering from abroad each year. This data is not
routinely collected from pharmacists and difficulties exist in
tracking this information. In large countries such as India,
Canada, Australia and the USA, sub-national boards of pharmacy
regulate the profession and individually collect information for
each state/province, hence the level of detail of data collected
is often inconsistent. Separate bodies may also be responsible
for training or examining foreign pharmacists ata national or
sub-national level. Lack of coordination and systematic reporting
atanational level leads to difficulties in collating and interpreting
detailed information about the workforce.Only 16 of 52 state
boards of pharmacy responded in the USA, with just 5 states
keeping records on the number of foreign trained pharmacists
registered in their state. Data for the USA on foreign pharma-
cists is largely incomplete and requires further study before
being reported. Foreign pharmacists employed in academia,
industry and administration positions are not required to be
registered so registration numbers may underestimate true
figures.

The extent of data and information management is inconsis-
tent in large countries with many sub-national unable to
provide the required data relating to the number of foreign
pharmacists, registrations per year, migrating pharmacists
and pharmacy graduates. Figure 12 demonstrates the propor-
tion of registered pharmacists that are foreign, however this
is likely to be an underestimate as data is incomplete for
large parts of Canada and Australia.
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Figure 12.Proportion of registered pharmacists

that are foreign (2005).
Source: Pharmaceutical Society of Ireland, Royal Pharmaceutical Society
of Great Britain, Australian State Boards of Pharmacy, Pharmacy Council
of New Zealand, Canadian Provincial Boards of Pharmacy (2005).

Data can also be variable between reports from the same
sources and difficult to validate. Although the migration of
pharmacists is not touted by the Pharmaceutical Society of
Uganda to be an issue with just one pharmacist migrating
abroad on average per year to their knowledge, Matowe et al
published in 2004 that a third of registered pharmacists
were working and residing outside of Uganda’.

The factors encouraging pharmadists to leave their country
(push factors) or move to a country (pull factors) have not been
studied. Studies examining reasons for migration in phys-
idans and nurses have found factors such as income, job
satisfaction, career opportunity, working conditions, manage-
ment and governance and social and family’. Individuals may
also choose to train in health as a means to facilitate migration.

Despite these limitations, the data collected in the FIP Global
Pharmacy Workforce and Migration Study has identified a grow-
ing trend of international migration of pharmacists, an issue that
not only affects developing countries but also developed countries.

3.2 AUSTRALIA

Since 1995, over 1100 foreign pharmacists have registered
in Australia in five of the eight states where data was available.
The supply of pharmacists from overseas has increased since
the mid 1980’s®. The Department Immigration and Multicul-
tural Affairs found an increase of over 40% in the number
of individuals with pharmacy qualifications permanently
migrating to Australia between 1993-1994 and 1997-1998.
Foreign pharmacists account for over a quarter of registered
pharmacists in Western Australia with most pharmacists



originating from the United Kingdom and South Africa.
Only two state boards kept data on the country of origin of
foreign pharmacists and three on the total number of foreign
pharmacists currently registered. The proportion of pharma-
cists that are foreign is under 10% though it may be higher
given that no data is available for five state boards.

Table 3. Total number of pharmacists registered in each state
of Australia (20053).

( g i N
BT 'll"ﬁta:lnll{ﬁsit: red .]Il.ztgailsfe(;ggiannacists
Western Australia 1930 516
Victoria 5301 Not available
New South Wales 7668 1016
South Australia 1399 28
Queensland 3980 Not available
ACT 401 Not available
Tasmania 550 Not available
Northern Territories 205 Not available

\Total 21,434 1,560 )

Source: State boards of pharmacy

The number of foreign pharmacists registering in Australia
appears to have steadily increased since 1995 with the vast
majority of foreign pharmacists registering in New South
Wales. Statistics relating to Australian pharmacists migrating
abroad was only tracked by the Pharmacy Board of Tasmania.

Australian pharmacy graduates
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Figure 13. Number of foreign pharmacists registering in

Australia in each state from 1995 - 2005.
Source: Pharmacy Boards of Northern Territories, Tasmania, South Australia,
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New South Wales, and Western Australia (2005). Note that data prior to
2003 and 1999 was not available for Tasmania and the Northern Territories.
Data was also unavailable from Victoria, Queensland and ACT.
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Figure 14 Number of graduates in Australia per state from

2000 - 2004.
Source: State boards of pharmacy, Charles Sturt University, University of
Sydney, University of Canberra

The number of pharmacy graduates per year has been steadily
increasing since 1985 to meet demand?®. One thousand phar-
macy students graduated in Australia in the year 2004 with
more expected in the near future. Two new schools of phar-
macy have opened in the state of New South Wales with their
graduates expected in 2006. The University of Sydney gradu-
ated its first students through the Master of Pharmacy pro-
gramme in 2004 in addition to graduates of the standard
programme. The Master of Pharmacy programmeis a gradu-
ate entry course that can be completed in two years by appli-
cants with a Bachelor degree.

3.3 CANADA

Foreign pharmacists registered in Canada originated, in des-
cending order, from Egypt, USA, India, Pakistan, Philippines,
Pakistan, United Kingdom, South Africa, Yugoslavia, and
Korea. Information relating to the number of Canadian
pharmacists migrating abroad was not collected by any
provincial board of pharmacy. The number of registrations
of foreign pharmacists has steadily increased over the last
ten years as seen in figure 15 with the majority of registrations
in Ontario. Due to lack of data from Quebec prior to 2005
and three other provinces it is difficult to interpret the rate

of increase.
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Figure 15. Foreign Pharmacist registrations in Canada in

each province from 1995 - 2005.
Source: Pharmacy Boards of Newfoundland and Labrador, Quebec, New
Brunswick, Saskatchewan, Ontario, British Colombia, Alberta (2005). Data
unavailable for Quebec prior to 2005 and three Boards of Pharmacy for the
entire period.

3.4 GHANA

With an existing workforce of 10 pharmadists per 10,000
population, the migration of nearly two thirds of its 140
graduates in 2003 and continued upward trend has significant
effects.
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Figure 16. Number of letters of good standing requested in
Ghana by Pharmacists.

Source:  Pharmacy Coundil and Ministry of Health, Ghana (2005).

3.5 IRELIAND

The number of foreign pharmacists registering in Ireland has
almost doubled since 2001. Foreign pharmacists constitute
almost half of the number of registered pharmacists in the
country. A new pharmacy school was opened in 2006 to supply
more trained pharmacists. Pharmacists from the United
Kingdom (276) made up half of the foreign pharmacists whose
country of origin was recorded by the Society. Pharmacists
trained in Spain, Australia and New Zealand were the other
most common. Ireland loses a significant proportion of its
workforce to migration each year. Between 2001 and October
2005, 113 Irish pharmacists registered in the United Kingdom
alone, over a third of the number graduating in the same period
(source: Royal Pharmaceutical Society of Great Britain, 2005).
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Figure 17. Number of pharmacists entering the workforce

in Ireland from 2001 - 2004.

Source:  Pharmaceutical Sodety of Ireland (2005).

3.6 KENYA

The Kenyan Pharmacy and Poisons Board estimates that over
190 pharmacists have migrated abroad in the last ten years,
a loss that is equivalent to the total number of pharmacists
that were trained since 2000. Kenya receives around 30
applications from foreign pharmacists to register a year, half
of these are successful. This can equate to half the number of
pharmacists graduating. Most of the foreign pharmacists are

from India or Kenyan pharmacists who have trained in India.

3.7 NEW ZEAIAND

The number of pharmacists migrating abroad from New



Zealand between 2000 and 2004 has been consistently
greater than the number graduating. The migration abroad
may be mostly temporary but it is not clear and the consequent
impact on the pharmacy workforce in New Zealand is difficult

to ascertain.
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Figure 18. Number of pharmacists graduating vs. migrating

abroad from New Zealand.
Source: Pharmacy Council of New Zealand (2005).

Eight pharmacists were registered from Africa, Middle East
or Asia between 1980 and 1989”. This has increased to 113
between 1990 and 1999. Most of the foreign pharmacists
that currently practise in New Zealand are from the United
Kingdom, followed by South Africa and Australia. There are
as many foreign pharmacists registered in New Zealand as

there are registered pharmacists listing overseas addresses.
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Figure 19.Country of origin of registered foreign pharmacists

in New Zealand.

Source:  Pharmacy Coundil of New Zealand (2005)

3.8 UNITED KiNGDOM

The number of pharmacists migrating to the United Kingdom
has increased since 2000. Although foreign pharmacists
account for less than 10% of the pharmacist workforce, this is
still alarge number of pharmacists compared to other countries,
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espedially source countries. Pharmacists who listed an address
outside of the United Kingdom represented just over 10% of
pharmacists on the register in 2002°. Over three quarters of
these are pharmacists who graduated from the UK. The United
States of America was the most common destination country
with 14% of overseas pharmacists, half of which are working
inindustry or academia where registration is notrequired. The
number of pharmacists registering in the United Kingdom
from Zimbabwe and New Zealand accounts for the majority
of the number of pharmacists produced in those countries over
2001-2004 (figure 20). What is unknown is whether the migra-
tion is temporary or permanent. For most pharmacists register-
ingin the United Kingdom from New Zealand and Australia,
it is suspected to be temporary. The effect on these source
countries may not be as great compared with countries where
migration is more likely to be permanent, such as Zimbabwe.
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Figure 20. Number of pharmacists registering in the United
Kingdom vs. graduating from source countries

between 2001 - 2004.
Source: Royal Pharmaceutical Society of Great Britain, Pharmacy Council
of New Zealand, Pharmaceutical Society of Great Britain
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Figure 21. Pharmacists entering the workforce per year in

the United Kingdom (2001-2004).
Source: Royal Pharmaceutical Society of Great Britain
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The numbers of pharmacy schools in the United Kingdom
has increased to 20 schools with more graduates each year.
Four new schools of pharmacy have yet to produce any

graduates.
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Figure 22. Number of pharmacists registering each year in
the United Kingdom according to Source countries
(2001-2005 Oct).

Figure 22 demonstrates the trend over 2001-2005 of the total
number of pharmacists registering in the United Kingdom
from selected countries. Data for 2005 is incomplete for the
calendar year. Most notably pharmacists from Spain and Aus-
tralia are registering in the United Kingdom in great numbers.

3.9 REGISTRATION OF FOREIGN
PHARMACISTS

The registration requirements of foreign pharmacists varies
greatly between countries though common elements exist.
Pharmacists from countries that have reciprocal arrangements
or special recognition of their own nationals who have trained
abroad have less requirements for registration. Greater move-
ment from pharmacists of these countries can be seen where
such arrangements are present. Many countries require
foreign pharmacists to undertake pre-registration practice
training in a pharmacy setting and successful completion of
examinations and language requirements. Refer to appendix

6 for fullinformation.
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PART 4: PHARMACY TECHNICIANS

Pharmacy technicians are defined as individuals working in
a pharmacy, who under the supervision of a licensed pharma-
cist, assistin pharmacy activities not requiring the professional
judgment of a pharmacist'. In a United States paper on phar-
macy technicians in 2002, it is stated that although pharmacy
technicians are employed in all pharmacy practice settings,
their qualifications, knowledge and responsibilities are mark-
edly diverse?. There are many issues regarding the develop-
ment of the potential of pharmacy technicians in playing a
role in health-care delivery. These issues may include the
education and training of skilled dispensing support staff,
accreditation of training institutes and certification.

There is a legal requirement for the certification of pharmacy
technicians in 13 respondent countries and most of the
countries do have some form of structured training and
curricula in place. These leaming programmes usually consist
of a period of vocational training with some aspects of cont-
inuing educa-tion in a higher institution like a training
college/hospital or university. Formal technician training

programmes differ in many aspects, especially in duration.

In Europe, we observe that there are 11 countries (out of 16)
that have formal education for pharmacy technicians. In the
Western Pacific and Southeast Asia region, education is often
informal and competency requirements are based on training.
Training involves learning through specialised instruction,
repetition and practice of a series of tasks until proficiency
is achieved. Education, on the other hand, involves a deeper
understanding of a subject, based on explanation and reason-
ing, through systematic instruction and training. A distinction
between modes of training and learning needs to be made
to best prepare for the future development of pharmacy
technicians2.

Without a formal education and professional regulatory
systems in place, it is challenging to define the size of the
workforce.

FIP is proactive in recognising the need to understand the
status and development of the pharmacy technician workforce

today. A new survey has been initiated to investigate the

certification requirements and numbers of pharmacy tech-
nicians to further explore the issues highlighted in this report.

A summary of findings is provided in appendix 7.

REFERENCES

1. Washington DC: Pharmacy Technician Certification
Board 1995:15

2. White paper on pharmacy technicians 2002, American
Journal of Health-System Pharmacists, Jan 2003; 6Go.



28 | International Pharmaceutical Federation (FIP)



Global Pharmacy Workforce and Migration Report | 29

PART 5: ACTIONS AND DIRECTIONS

Pharmacists play a vital role in health care systems and des-
pite variances in practices worldwide, common workforce
issues have been reported. These common workforce issues
fall under four broad themes:

1. Workforce regulation and description

2. Workforce shortage

3. Distribution imbalance

4. CPD and practice development

FIP recognises that there is a need for global concerted action
to evaluate, regulate, document and develop the pharmacy
workforce. In order to meet this need, knowledge gaps about
pharmacists, pharmacy technicians and other support staff
must be identified and filled. Without an accurate picture
and adequate monitoring or documentation systems, it is
difficult to prepare the workforce for future developments
and implement policies to correct imbalances and shortages.
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Figure 23. Actions and directions: strengthening the pharmacy
workforce.

Action is required at all levels and stakeholders must collabor-
ate with a range of partners including policy makers and

training institutes to strengthen the workforce.

This is the first report to provide an international snapshot
of the pharmacy workforce to indicate trends and issues.
With this report, FIP calls for further discussion, research,
and action at a national, regional and international level on

human resources in pharmacy.

5. WORKFORCE REGULATION AND
DESCRIPTION

The pharmacy workforce should be regularly documented
at a sub-national and national level and reported to stake-
holders and policy makers. Pharmacy professional and regu-
latory bodies have an important role to play to monitor the
pharmacy workforce and develop strategies to address issues
such as shortages, skill mix and imbalances. The practice
area, practice status (practicing or non-practicing) and demo-
graphics of pharmacists should also be recorded. Many sub-
national regulatory boards did not track data on foreign
pharmacists such as the number registering per year or the
country from which they originated. This data is useful to
monitor trends in migration and understand the extent of
it. The same is also the case for pharmacists migrating abroad,
although this is more difficult to track. Data collected on
registered pharmacists by regulatory bodies should have
basic consistencies and be collated at a national level on a
regular basis if there is more than one in a country. This
information is crucial to identify issues, project future trends
and prepare the workforce at a national level, especially if
there is considerable movement between regions in a country.

The WHO Global Atlas of the Health Workforce serves as
a useful tool to examine the distribution of health profession-
als™ As of October 2004, data on the number of pharmacists
was not available from 54 countries on the Global Atlas, with
half of the missing figures from countries in the Pan Ameri-
can Region. Many reports have also cited that data was not
presented or discussed on the pharmacy workforce due to
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lack of information. Despite the data that has been collected
from Ministries of Health in 2004, the comparison to the
number of pharmacists collected by FIP in the Global Phar-
macy Workforce and Migration Study shows an average
variance of 30% between figures leaving the accuracy of the
information available in question. Sub-national and national
regulatory bodies are in a unique position to inform their
Ministry of Health of workforce statistics. This has the down-
stream effect of inclusion in international workforce strategy
and planning reports. Documentation and recognition of the
whole pharmacy workforce is required, including technicians
and assistants.

5.2 WORKFORCE SHORTAGE

The shortage of pharmacists is said to be due to an aging
population and increased disease burden, as well as pharmacy
specificissues such as role diversification, increasing propor-
tion of female pharmacists that are likely to work less hours
and greater time requirements of administrative work related
to managing third party payments. In many countries around
the world the number of pharmacists graduating from training
institutes are not enough to meet the rising vacancies. The
number of pharmacy schools and graduates has increased
steadily in recent years and with further schools opening,
the number of pharmacists entering the workforce will grow.
For some countries, especially those affected by high rates
of migration abroad, the loss of health professionals cannot
be abated by increasing the number of graduates due to
resource and capacity limitations. Training institutions are
also facing shortages in academic staff and are limited in
their capacity to train the required number of pharmacists
but maintain an adequate quality of education. In some
countries it has been shown that a considerable section of
the workforce is not working in pharmacy. Root causes to
attrition must be identified and trends analysed. Without
workforce retention the investment in workforce generation
is lost.

5.3 DISTRIBUTION IMBALANCE

Should trends in the imbalanced distribution and shortage
of pharmacists within countries continue; patient safety may
be compromised through the increased risk of unsafe and

stretched practices; job satisfaction reduced due to an exacer-
bation of difficult working conditions; and increases in
attrition rate may be seen due to pharmacists leaving the
country workforce through migration abroad and career
changes. Although the workforce is growing in urban areas
to meet demand within countries, this is not necessarily
matched by increases in the rural areas. Regional and rural
imbalances require greater investigation to better understand
what needs to be addressed to encourage pharmacists to
work in such areas.

5.4 CPD AND PRACTICE DEVELOPMENT

Pharmacy practice in all sectors and settings should be based
on competencies and maintained through CPD. CPD systems
should be flexibile and focused on needs based learning to
ensure practicability and valid incentives. Such systems
should be designed to facilitate career development and are
also important to sustain and retain pharmacists, and increase
job satisfaction and specialisation in areas of need. It is also
important to distinguish between CPD and CE. Support for
CPD such as learning portfolios and toolkits may be useful

to manage and direct learning.
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APPENDIX I: GLOBAL PHARMACY WORKFORCE SURVEY

INTRODUCTION

In preparation for the WHO World Health Report 2006, FIP intends to collect data from all its Member Organisations for a
global description of pharmacists. This questionnaire serves to find out the international distribution of pharmacists by country,
gender and skills. FIP also aims to explore the various models of continuing professional development (CPD) for pharmacists.

Human resources for health are becoming important assets for governments around the world. Recognising this, FIP
wishes to establish a global network of contact persons who are responsible for human resources issues for pharmacists
in the national associations of our member countries. Please provide information of the personnel responsible for human
resources for health in your national organisation.

For these reasons, FIP requests you to give as much information as you can and feel free to send the survey to others who

are able to provide more information.
If you prefer, you may print this survey and send it via postal service to the FIP secretariat. Please mail the completed survey to:

International Pharmaceutical Federation,
FIP World Pharmacists Count Survey,
Andries Bickerweg s,

Postbus 84200, 2508 AE

The Hague, The Netherlands

If you experience technical problems with submitting the survey, please contact Xuanhao Chan via email: xuanhao @fip.org
or via telephone: +31703021988.

SECTION 1;: COUNTRY INFORMATION

I) NAME OF COUTITY . ..o e e e et et ettt et et et et et et et oo
2) Name Of OUT OFGATHSATIO .. ... oo oot oot ettt ettt et et et et et et oo e
3) Name of personnel responsible for human resources for health . ...
4) EMail address . ... e e e
5) Telephomne MUIMIDET(S) .. .. c.uii i e e e e e ettt e ettt e e et ettt et
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SECTION 2: PHARMACISTS
A pharmacist is a person licensed to practice pharmacy in your country.

Questions 7 to 9 require you to provide data on pharmacists in 2004 by total numbers and numbers by gender.

FIP requires data from 2004. If you do not have data from 2004, please state the year in which your data was from.

6) YT OF data ... oottt e e e e e e e e et e
7) In 2004, how many pharmacists were there in YOUr COUNTIY? . ......ooiiii it i ittt ettt et
8) Out of the total number of pharmacists, how many of them were FEMALE? ...
9) Out of the total number of pharmacists, how many of them were MALE? ...

10) Addition comments

SECTION 3: PHARMACY TECHNICIANS

Pharmacy technidans assist and support licensed pharmacists in the delivery of pharmaceutical care and medications to
patients.

They may work in various settings such as the hospital, community, or long-term care facilities.

FIP requires data from 2004. If you do not have data from 2004, please state the year in which your data is from.

11) Year of data ...
12) Is there a legal requirement for pharmacy technicians to be certified in your country?
Yes i NO..coooiiiii

13) What is the training programme/ certification necessary to be a certified pharmacy technician in your country?

14) In 2004, how many pharmacy technicians were certified in your country? ...

15) Additional comments
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SECTION 4: PHARMACY PRACTICE DISTRIBUTION
Questions 17 to 23 require you to fill in the number of pharmacists in various pharmacy practice settings, where applicable.

FIP requires data from 2004. If you do not have data from 2004, please state the year in which your data was from

T0) YT OF dAta ... oooii o e e ettt e et e e e e e e e e et e
17) Academic and Research

T8) COMMUIMIUIIELY . . ottt et et e e et et et et et et e et ettt e et e et e et et e et ettt ettt e
1) HOSPIEAL ..o e e e e et e et e e ettt e o e et e e e e e
20) INAUSTIIAL oo e o e et et et et et et et e e
21) REGUIATOTY .. ..ot e et et ettt et e et e et e et et e et et e
22) Pharmaceutical Salesand Marketing ............ooco o i e et e ettt e e e e
23) OBROTS ..o e e e e et e e e e e e e

24) Additional comments

SECTION §5: CONTINUING PROFESSIONAL DEVELOPMENT (CPD)

The concept of Continuing Professional Development (CPD) can be defined as “the responsibility of individual pharmacists
for systematic maintenance, development and broadening of knowledge, skills and attitudes, to ensure continuing competence
as a professional, throughout their careers.”

25) Does your country have Continuing Professional Development (CPD) programmes for pharmacists?
Yes i NO.coooiiiii
26) If you have answered YES in question 25, are these CPD programmes mandatory for a pharmacist licensure?

Yes i NO.ooviviiiiiea,

If you have answered YES in question 25. FIP would like to find out more about the CPD model( s) in your country. Please
provide us with details of the person(s) whom FIP should contact for more information. (Questions 29 and 30)

A pharmacy regulatory body is the organisation responsible for the registration/ licensing of pharmacists whereby the
pharmacists are entitled to practice their profession, and for the oversight of the pharmacists' professional conduct. The
pharmacy regulatory body could be public, non- governmental or a mix of both.



36 | Appendix 1

27) Name of the national pharmacy regulatory body in yoUT COUNTIY. ... ..ot i ittt

28) If there are more than one pharmacy regulatory bodies in your country, could you please describe the relationships

between these regulatory DOGIESP .. .. oo e e ettt ettt et et e

29) Name of person to contact for more information on the CPD model( s) in your country ...,

30) EIMAIL AAAIESS ..ot e et et e e e e e e e e e et e et e

31) AddIIONal COTMIMIBIITS .. oottt i i e e ettt et e e et et e e ettt et e e ettt et

SEcTION 6: GENERAL COMMENTS

32) We welcome you to provide any additional information or feedback to this survey.



Global Pharmacy Workforce and Migration Report | 37

APPENDIX 2° CONTINUING PROFESSIONAL DEVELOPMENT /
CONTINUING EDUCATION SURVEY

This survey is focused on collecting information about the various Continuing Professional Development (CPD) / Continuing
Education (CE) programmes for pharmacists in different countries.

SECTION I: RESPONDENT INFORMATION

I RESPONAEIIT NATNIE! ..o ettt ettt ettt et e e e e oo e e oo oo oo oo et et et ettt
2. Respondent Title and OCCUPATIOT: ... ...ttt ittt e et e et e ettt e ettt e et ettt e et
3o EMATl @dAreSS . oo e e e e e ettt e et e
4 TELEPIIONE / FAX .. oottt e e e e e e et et e et ettt et e

5. Name of pharmacy body (Ministry, National Institution, Professional Association, etc) ...........cocooooiiiniiiii i

SECTION 2: PHARMACY REGUIATORY BOoDY DESCRIPTION

1. How many pharmacy regulatory bodies for pharmacists (at both the national and sub-national level) exist in your country?
A NAEIOMAL L. e e e e e e e e e e e et ettt e

D, SUD-NAIONIAL .. oo e e e e e e e e e e e e e e e

2. Please provide details of your regulatory DOAY . ... ......cooiii i i et e
A, FULL POSTAL @AAT@SS ... oot e e e e et e ettt e e et e e e e et e
DL PROTIE TUIIIDOT ..o e e e e e e et ettt e et e e
€ BIMAIL GAATESS .. oot e e e e e e et e et e e
d. URL Of WEDSIE (1 AI1F). .o cot ot ittt et e e e e e e et et et et et et et et et e

€. Date When eStabIISIIEd ..........ooo e e e e e e e e e e

Additional information and comments (Optional)
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SECTION 3: CONTINUING PROFESSIONAL DEVELOPMENT (CPD) /
CoNTINUING EpUcATION (CE)

The concept of Continuing Professional Development (CPD) can be defined as "the responsibility of individual pharmacists
for systematic maintenance, development and broadening of knowledge, skills and attitudes, to ensure continuing competence
as a professional, throughout their careers." In some countries, this is also referred as Continuing Education (CE).

1. Is CPD/CE mandatory for pharmacists to maintain their pharmacy license to practice?
A YeS .o

b.NO.ooooiii

2. What is/are the responsible organisation(s) for regulating CPD/CE for pharmacists? Please select as applicable.
a. Pharmacy profession (National/Sub-National pharmaceutical association).............c....coceoe.
b. Government (National /Sub-National Pharmacy board)...................ooco..

c.Others.......ocoooviiviiii

If there are more than one pharmacy regulatory bodies in your country, please describe the relationships between these
regulatory bodies.

Additional information and comments (Optional)

3. Is the model of CPD/CE system credits-based?
(For example, a pharmacist is required to accumulate a minimum number of credits per year)

A YeS e

D.NO oo

4. Please describe the CPD/CE system.
(For example, in terms of the minimum requirements for CPD/CE, the value of 1 credit, the process of CPD/CE - if self-
evaluation and recording is necessary and any other useful information.)
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5. Who are the providers of CPD/CE programme?

6. Is an accreditation of the CPD providers mandatory?
A YeS o

D.NO oo

7.1s the accreditation of the CPD providers based on established standards for pharmacy education?

A YeS i

b.NO oo

8. If YES, which standards are TOILOWE? ... oo e e e e e e e e e

9. Describe the incentives for pharmacists to undergo CPD/CE?
(For example, pharmacists who complete the CPD programme will receive a certificate or a license to practice in the country)

10. Describe the penalties for pharmacists who do not undergo CPD/CE?
(For example, the right to practice removed)

11. Does your association have a toolkit/package for pharmacists who undergo the CPD/CE programme?

A YeS

D.NO. o
If Yes, FIP would like to request you to send a CPD toolkit/package to the below address by the 9 January 2006:

To: FIP Global Pharmacy Workforce and Migration Study
International Pharmaceutical Federation (FIP)

Andries Bickerweg 5

2517 JP The Hague

The Netherlands
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SECTION 4: GENERAL COMMENTS

We welcome you to provide any additional information or feedback to this questionnaire.
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APPENDIX 3° MIGRATION OF PHARMACIST SURVEY

To Whom It May Concern:

The International Pharmaceutical Federation (FIP) is currently collecting data on the migration of pharmacists worldwide
with the intention to publish an international report. It is anticipated that this data will be included in the 2006 WHO
World Health Report focusing on the theme of Human Resources for Health alongside data relating to the global description,
professional development, and training of pharmacists.

The issue surrounding the migration of highly skilled professionals in the health care fields has been widely discussed in
the literature and international forums. Available data on this phenomenon has focused mainly on physicians and nurses
with little published or brought to the international agenda on the migration trends of pharmacists. Your assistance to
provide data is greatly appreciated and will contribute significantly to this research as well as to highlight the migration of
pharmacists as an important issue on an international level.

Specifically FIP is seeking data on the following:

The total number of registered pharmacists in your country in 2005.

The total number of migrant registered pharmacists in your country in 2005.

The number of pharmacists with an overseas forwarding address on your register.

The number of pharmacists graduating per year from your country from the year 2000 - 2005.

The number of pharmacists that registered from abroad each year in your country from the year 1995 — 2005.
The number of pharmacists from abroad that applied for registration from the year 1995 - 200s5.

N ot b

The countries from which pharmacists were originally registered as a pharmacist prior to application for registration
and the corresponding numbers for each country.

>

The number of pharmacists migrating from your country to another country each year from 1995 — 2005.
9. The application procedure for pharmacists from abroad to register as a pharmacist in your country.

If you have any statistics, background papers, reports or contacts that may be useful, I would be most pleased to receive them.
Please let me know by the 3 of October if you are able to contribute data to the research. All sources will be acknowledged
in the final report. Data will be required by the 17 of October.

Thank you kindly for your assistance and consideration.

International Pharmaceutical Federation (FIP)
PO Box 84200

2508AE Den Haag

The Netherlands
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PHARMACIST DENSITIES PER 100,000 POPULATION

BY WORLD BANK INCOME CLASSIFICATION
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APPENDIX 4.B. PHARMACISTS DENSITIES PER 100,000 POPULATION

BY WHQO REGION CLASSIFICATION

mRpluURs f
wpiacz ¢
LA LR ] P
At qae vown (RApc i G R Amra g ..uﬂ.l,...-_a.__..._..__._._. g oo s MBTreafag 4 Lres aiTT F]-1-N6% 4 i Lrafn )
s — ) N 98 9L =14 ¢4 1e3€utrg6z SIS T,
Lerbz Cowy- H-Fae-H Juipkiy 1 9 - k4 — __.h 4 = S TN
. — SRR LéSyT =E1-Ry X 4rd1 Ll e
9Ly ooedr -FRICRL Vishu iy 4 -
_ - Greér (184163 arofyrtyr 1i2EH
165k FH-E-HD H-I Y HE T
_ _ dod ozg-@ar 1ol 1spewaryd jo Caaz P
dud gos-aorand wspruaryd 4 S 30z Pl Lyjsunp sispatuwaryy | sagwnu g | e ompEodeg Anunm)
b._m_._.."_._... asprwatyg Adquanu Tt 1k _._.._.__un?__Hn_m Agundy | J
& J
LSTEL L TN
s RIS
( 1 (. g (e’ )
- - - - N gL <G UL YUl LTINS LT
z1ek HY 4 -3-1-A-1C8 44 Ly J - . ‘._.__ ~ A
. T — IR Rl CHI 1T TS PAUHA
Gzl oI g7 IUNLLZIIM S -
- « 49 i E . PUFTZHN S o [TPTT CIPEYIYA [TLTS
¢FLyg Fz6 oaoglsar e — —
— = —eotaF — ghee wuly - HH TN by}
S99 i VI yeL eyt HHERTHEAS LTI I
afer -1 atooryt FLTTY < - e -
. 1 YLy wwwk g WL [T
LTt 10l69 CEEREA AT A-my - -
k : uys usé VNG TR TS
Torsy L Esy sceSert P ur -
. : o ooa oo ] 18 p8wsryd g Coze plw
h<z- cLE 103667 WLATHOT ATSUAR |STIRUTIHT] | 3AqTUau THAT, 1® unpHndng Anung)
Friz TYLL cezgyear Ay ~ o
97 YL Liml Iorwgeeg | unpdapy pnjun THATTHIA TPATAL TITR)S AT JHDITY
Wz Sy Gy €S IO I6TTY ALMLLYE
- crsel PR AT AT
= e N
7z WS Sty azoghz¢ PR, £8-1 fioo7 anns/ ez RIS
il EHT EH-EY RTCIIRET | 1197 L9827 rns 9oy saadugrs
S LGS 2@3z-z AT naadng yozo gO/T orz arage/ e Ik A
T ys oflF oroTiTy ¥lasey zg6a- Suvz ann-Siar I-4-snYy
dud ao g ad aspewmyd £ 30z phu dod azg-aar rad 157aMrua Ay jo faaz ppo
Asuip ssprwryg | csquoumay | e uopemdag Aqunuy Lsuip sispruu®yg | sdqunumdy | uspemdug Anuni)
& J N J
altung TG WihsIAY



44 | Appendix s

SUMMARY OF CPD AND CE SYSTEMS BY COUNTRY
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REGISTRATION REQUIREMENTS FOR FOREIGN

PHARMACISTS
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SUMMARY OF DATA FOR PHARMACY TECHNICIANS
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