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“Alienated men, they cannot overcome their dependency by incorporation into 

the very structure responsible for their dependency. There is no other road to 

humanization- theirs as well as everyone else's - but an authentic transformation 

of the dehumanizing structure.” 

Paulo Freire 
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ABSTRACT 

 

Background 

Community pharmacy and the services delivered in this setting are essential to the primary healthcare 

system of Aotearoa New Zealand. Disabled people are a social group widely recognised to experience 

poor access to health services. Health professionals may be unprepared to meet the diverse needs of 

disabled people. Despite this, limited research has been conducted exploring the accessibility of 

community pharmacy services to disabled people. This thesis will report on a PhD project that used a 

co-design approach to explore access issues for disabled people and identify potential actions to 

improve access to community pharmacy services in Aotearoa New Zealand.  

Methods 

A participatory action research methodology was adopted; in which the findings from a systematic 

literature review, a survey of community pharmacists (n=277), a series of focus groups with disabled 

people (n=64), and interviews with community pharmacists (n=13) helped to identify the access issues 

and action areas to improve access to community pharmacy services for disabled people.  

Results 

Disabled people reported various practical access issues such as communication barriers, lack of access 

to information, limited understanding of medicines subsidy and poor physical access in the community 

pharmacy setting. It was found that familiarity between disabled people and their pharmacists may help 

to mitigate these issues. However, a core socio-political challenge identified by disabled people is their 

lack of inclusion in community pharmacy services design and development. This context contributes to 

the lack of responsiveness of community pharmacy services to the diverse needs of disabled people.  

Community pharmacists reported that many community pharmacies settings could be improved to 

accommodate the needs of their disabled service users. They also confirmed some of the practical 

issues that disabled people raised. Many believed they lacked the skills and capacity required to meet 

the needs of some disabled people adequately. Representatives advocated that the skillset pharmacists 

have could greatly benefit the health of disabled people. However, the community pharmacy context is 

not adequately resourced and supported to enable access to pharmacists' expertise for many disabled 

people. 
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Conclusions 

The findings of this project suggest that the accessibility of community pharmacy can be significantly 

improved for disabled people, which will, in turn, advance their health and wellbeing. Gains could also 

be made for service development by creating a robust co-design platform that values the expertise of 

disabled people and pharmacists. 
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1 Introduction  

Health services are vitally important in modern societies to enable the public to gain the healthcare they 

need (WHO, 2010). In most countries, health systems contract with various healthcare providers in a 

range of settings to deliver services that diagnose, improve and maintain the health of citizens (Ozawa, 

Shankar, Leopold, & Orubu, 2019; WHO, 2017). Community pharmacists are key providers in the 

health system that delivers medicines and other primary healthcare services to the public in the 

community pharmacy setting. In Aotearoa New Zealand (hereinafter referred to as NZ), over 1000 

community pharmacies contract with the government to deliver a range of primary healthcare services 

(Ministry of Health, 2016c). The main service provided is the dispensing of prescription medicines 

(Smith, Scahill, Harrison, Carroll, & Medlicott, 2018).  

Despite the NZ health system being designed to ensure that all citizens receive subsidised medicines to 

meet their health needs (universal design), access is not equal (PHARMAC, 2019). Due to various 

barriers, many disabled people may miss out on getting the medicines and other health services they 

need at community pharmacies. Currently, there is a lack of published information about the barriers to 

accessing pharmacy and their services and the challenges pharmacists experience when providing care 

to disabled people. Furthermore, no inquiries have comprehensively explored the accessibility of 

community pharmacy. Therefore, this Doctor of Philosophy (PhD) project seeks to contribute to this 

knowledge gap. Through a co-design approach, the project aims to explore the access issues relating to 

both the consumer (disabled people) and provider (pharmacists); and propose practical actions to 

improve access. Ultimately, improvements in access to community pharmacy services will help reduce 

the inequities disabled people experience in society (Ministry of Social Development, 2016).  

1.1 Disability in Aotearoa New Zealand (NZ) 

Disability is a broad concept describing a group of disadvantaged people in society. As detailed in the 

next chapter, various definitions are used to conceptualise what it means to experience disability. 

According to the 2013 NZ Disability Survey, around 1.1 million New Zealanders (almost a quarter of 

New Zealand’s current 5 million population) report experiencing disability (Tatauranga Aotearoa (Stats 

NZ), 2013). This proportion is likely to increase with the aging population (Ministry of Health, 2016b; 

Tatauranga Aotearoa (Stats NZ), 2018). Moreover, disability is amplified in Māori, the Tangata 

Whenua of NZ (the indigenous population). In 2013, 23.9 per cent of Māori reported experiencing 

disability compared to 15.6 per cent for non-Māori (King, 2019).  
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Despite various disability advocacy and rights movements worldwide occurring since the second world 

war, considerable inequity in health and social outcomes exists between disabled and non-disabled 

people (WHO, 2011).  

In this thesis, the term ‘disabled people’ will be used throughout to ensure consistence with the social 

model of disability, where disability is process rather than a condition to a person. The theoretical 

framework of the term will be explore in more depth in Chapter 2.  

NZ’s latest Disability Strategy 2016-2026 identified that disabled people experience poorer health, 

social and economic outcomes than non-disabled people (Ministry of Social Development, 2016). The 

strategy also acknowledged that these disadvantages reduced the inclusion of disabled people in society 

and their potential contributions to the nation. A theme of the strategy was to increase disabled people's 

involvement in decision-making for social and health services design. Through such an agenda, future 

social and health services could better meet the diverse needs of disabled people in NZ (Ministry of 

Social Development, 2016). 

Inclusion in decision-making becomes more critical as disabled people can be a social group who are 

often high-users of health services (WHO, 2011). Their perspectives and expertise could improve 

health service design to be more inclusive and accessible to the diverse needs of all New Zealanders 

(Cumming et al., 2014; WHO, 2017). This project aligns with this agenda and draws on co-design 

theoretical frameworks and methods to explore access issues in the community pharmacy context. 

Further, this co-design process will enable the generation of potential solutions to improve community 

pharmacy accessibility for disabled people.  

1.2 PhD Project: Improving access to community pharmacy services 

For disabled people, accessing health services can often be challenging (Ministry of Social 

Development, 2016; Mirfin-Veitch, Paris, & Milner, 2013; Wakeham, Heung, Lee, & Sadowski, 2017; 

WHO, 2011). The World Health Organization (WHO) reported that,  

‘People with disabilities were more than twice as likely to report finding health care provider 

skills inadequate to meet their needs, four times more likely to report being treated badly and 

nearly three times more likely to report being denied care’ (WHO, 2018).  

Recognising this, exploring access issues in the community pharmacy context will add to the 

knowledge gap of the various barriers disabled people experience in gaining healthcare generally and 

potentially reduce the disadvantages they experience. 
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Community pharmacies deliver several primary healthcare services to the public (Ministry of Health, 

2016c). In NZ, these pharmacies are mostly privately owned and contract with the government to 

deliver services like dispensing medicines (TAS, 2021a). As such, to improve access, it is also 

important to engage with community pharmacists and owners to learn about their experiences and 

views on providing medicines and services and meeting the needs of their disabled patients. Therefore, 

this project will engage with both disabled people (consumers) and pharmacists (providers). Through 

undertaking the Participatory Action Research (PAR) methodology, these engagements will be 

conducted in a way that seeks to enable the voices of pharmacists and disabled people to contribute 

towards the co-design of practical solutions (Israel, Eng, Schulz, & Parker, 2005). 

1.2.1 Project aims and questions 

Project aim: To identify and explore the key priorities for improving the accessibility of community 

pharmacies and their services for disabled people in Aotearoa New Zealand 

Research questions: 

1. What are the barriers and enablers for disabled people when accessing community pharmacies 

and their services? 

2. What are the challenges and facilitators for pharmacists and pharmacy owners to provide 

services which meet the diverse needs of disabled people? 

3. What actions could be taken to improve the accessibility of community pharmacies and their 

services for disabled people? 

These research questions form the foundations of this inquiry, creating a scope for study design, data 

collection methods, and the specific questions asked in each study. 

1.2.2 Project scope 

Co-design principles were adopted to increase the practicality of solutions and outcomes from this 

project. This approach ensures that participants are engaged as co-researchers to incorporate their 

experiences and expertise in the generation of contextualised actions (Merriam & Tisdell, 2016). 

Therefore, this project's scope is to identify practical and contextual actions that will improve the 

accessibility of community pharmacy services in NZ.  

In considering deep-rooted socio-political issues related to disabled people and the pharmacy 

profession, the researcher engaged with various philosophical theories and ideas to help frame this 

project (chapter 2). However, this project's scope is to use the theories and concepts to make sense of 

participants’ experiences and viewpoints rather than developing the theories or constructing new ones.  
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Furthermore, while PAR informed methodologies have been used with disabled people, and in health 

service research, it has rarely been used in the pharmacy context (Kerr, Penney, Moewaka Barnes, & 

McCreanor, 2010; Thomas, 2007). As such, this project will also provide an example of using PAR in 

the community pharmacy context. Experiences of conducting this work could further contribute 

towards the development of PAR methodology and its application in health services research.  

1.2.3 Researcher positionality  

PAR is a pragmatic methodology that allows the use of a mixture of methods to acquire data. The 

methodology recognises that knowledge is co-generated within the researcher and participants' social 

context (Israel et al., 2005). In this sense, rather than removing ‘bias’, researchers contend with their 

own position through the research process and in analysis to make sense of how and why they have 

arrived at the findings (Bryman, 2016; Creswell, 2007; Green & Thorogood, 2014; Liamputtong, 

2013a). In qualitative research, this is commonly referred to as positionality and indicates to readers the 

researcher’s motivations, theoretical underpinnings and world views (Liamputtong, 2013a). 

Positionality provides transparency for the research process and how outcomes are arrived at, allowing 

readers to appraise the inquiry critically.  

Chapters 2, 3 and 4 will outline the theoretical literature and inquiries relating to pharmacy accessibility 

to reveal the researcher’s position in this project. Throughout the project, the researcher engaged with 

the various theories, frameworks, models, and concepts discussed in these chapters to help justify 

methods and findings. To begin this discussion, the next section is written in the first person to allow 

the researcher to describe his background and motivations in conducting this project. 

The researcher’s background: Community Pharmacy, Sociology, Public Health, Migrant 

Throughout designing and conducting this project, I have been conscious of the influence of my 

background on how I interpret data and incorporate the voices of participants in the findings. I am a 

pharmacist with interest in public health and sociology. I am also a migrant to NZ, and my experiences 

have provided me with a set of social justice lenses to view health and society. 

My pharmacy training has provided me with a wide range of skillsets and knowledge about being a 

health professional and improving people's health outcomes. Notably, this is related to the use of 

medicines/pharmaceuticals to improve the functioning of people’s bodies and mitigate or reduce their 

experiences of illness (Taylor, Nettleton, & Harding, 2003).  

In addition to being a pharmacist, my public health training has enabled me to recognise the importance 

of the social determinants of health (Marmot, 2005). Many people and social groups experience poor 

health not because of their bodies or through the life choices they make, but rather due to unfairness or 

injustice in the systems in which they live in (Whitehead, 1991). Due to factors such as poor access to 
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healthcare and resources, some people miss out on the opportunity to improve their health, thereby 

further deteriorating their illness or impairment. Many disabled people experience this injustice 

(Shakespeare, 2013). 

Whilst practising as a pharmacist, I had numerous experiences where, despite optimising medicines and 

therapies, people deteriorated in their health due to other social circumstances such as lack of resources 

or support. I was curious about these issues and completed a Master of Public Health degree at the 

University of Edinburgh, which provided the foundations for this project at the University of Auckland.  

Public health studies allowed me to engage with sociological literature relating to healthcare, 

particularly the theories relating to Foucault’s concepts of the medical gaze and medicalisation (Ballard 

& Elston, 2005; Foucault, 1976; Illich, 1976). These ideas directly influence the way I view disability 

and the extent to which the experience of disability is confined to people’s bodies (see chapter 2.1). For 

this project, I explored a range of theories related to equity and injustice, given that disabled people are 

a disadvantaged social group (Ministry of Social Development, 2016). In the readings of disability 

theory, I recognised a political discourse in the literature that identifies disabled people as a 

disempowered social group (Oliver & Barnes, 2012). Thus, to further understand this discourse, I 

explored literature relating to political power, particularly the emancipatory paradigm (Oliver, 1992). 

Theoretical concepts from Freire like ‘critical consciousness’, from Habermas, ‘communicative 

rationality’, and from Nussbaum and Sen with, ‘agency’ and ‘capability’, all influenced the way I 

viewed access issues (Freire, 2000; Habermas, 2018; Nussbaum & Sen, 1993). These philosophical 

concepts are explored in Chapter 2.  

Accordingly, the knowledge I gained from my pharmacy and public health experience and the 

engagement of sociology literature form my positionality in this thesis. Ultimately, these ideas 

constructed my world views, how I engaged with disabled people and pharmacists, and how I generated 

the findings of this inquiry.  

Researcher and research team 

The terms “researcher” and “research team” are used throughout this thesis.  The researcher always 

refers to me as the author of this thesis. The research team refers to the numerous members involved in 

this project, including project advisors, co-facilitators involved in the studies, disabled people and 

pharmacy colleagues consulted with, and guidance from my PhD supervisors.  
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1.3 Structure of this thesis 

This thesis has 11 chapters, each describing an aspect of this research project.  

Chapter 1 This chapter introduces the topic, the terms of reference in this research project, and 

the thesis aims.  

Chapter 2 Articulates the theoretical foundations and critical concepts assumed by the researcher 

that underpin the methodology, methods, and data interpretation. Core theoretical 

frameworks like the model of disability, the epistemological position, critical theory, 

equity theory and the health access model will be examined. This foundation will help 

provide the position this project takes to explore the issue of improving the 

accessibility of pharmacy services for disabled people in NZ.  

Chapter 3 Describes the community pharmacy context in Aotearoa New Zealand, and the 

pertinent factors relating to access issues for disabled people. The aspects explored in 

this chapter will help contextualise and better make sense of the data collected in the 

various studies of this project. 

Chapter 4 Presents a literature review of existing knowledge. The chapter will firstly explore 

broader literature relating to primary health care issues for disabled people like those 

at the GP clinic. Then a more specific and systematic review of community pharmacy 

accessibility research will be presented. This review allows an orientation of where the 

key knowledge gaps are in the agenda of improving access to community pharmacy 

services for disabled people. 

Chapter 5 Outlines the core tenets of the Participatory Action Research (PAR) methodology and 

summarises the various methods used in the studies to engage with pharmacists and 

disabled people. This chapter will foreshadow the three subsequent study chapters 

where the researcher implemented the methods and reported the findings. 

Chapter 6 Presents Study 1: Survey of community pharmacists 

Chapter 7 Presents Study 2: Focus groups with disabled people 

Chapter 8 Presents Study 3: Interviews with community pharmacists 

Chapter 9 Discusses the overall findings of this project, the necessary actions to take and how 

they relate to the agenda of improving community pharmacy access to disabled people 

in NZ. Contextual aspects related to pharmacists and disabled people will be discussed 

based on critical theory concepts described in chapter 2. 

Chapter 10 Summarises the key actions going forward from this project. 

Chapter 11 Thesis conclusion. 
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2 Theoretical underpinnings 

Central to all research is a set of theories and assumptions which enable the researcher to understand 

the world and phenomena (Crotty, 1998; Spencer, Ritchie, O'Connor, Morrell, & Ormston, 2014). No 

single theory applies to all phenomena, and no phenomenon is explained by only one theory 

(Liamputtong, 2013a). Various underpinning theories usually inform an inquiry to frame the research 

question and methods and provide the foundation for the researcher to make sense of data (P. Adams & 

Buetow, 2014; Crotty, 1998; Wolcott, 1994).  

This chapter presents the social, political and philosophical theories and frameworks that underpin this 

project. This includes the models used to define disability, the pragmatic epistemology of this inquiry, 

critical theory concepts related to the emancipatory research paradigm, health equity definitions, and 

the model used to evaluate health services accessibility. Figure 1 below summarises these theories and 

their relationships with each other.  

Figure 1. The theoretical foundations of this inquiry 
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2.1 Defining disability  

There are several definitions of disability. The Centre for Disease Control and Prevention (CDC) in the 

USA define disability from an individual perspective as ‘a condition of the body or mind that makes it 

more difficult for the person to do certain activities and interact with the world around them’ (CDC, 

2020). In contrast, indigenous models framing disability from a collective rather than individual 

perspective have also been developed. Such models are increasingly popularised in NZ to stimulate 

broader social and political action (Hickey & Wilson, 2017).  

From the study design to the analysis, the definition of disability will be a crucial theoretical thread 

holding this inquiry together. As such, this section will carefully examine the term disability. Three 

prominent disability models are presented: The medical (individualistic), social, and interactional 

models. These three models are commonly used in research and practice as they incorporate important 

discourses on how people in modern societies understand disability. In the context of this project, 

clarifying these discourses is vital as it is through community pharmacists and pharmacy staff’s 

perspectives of disability that actions can be justified to improve the accessibility of their services for 

disabled people. 

2.1.1 Biomedical (individualistic) model of disability 

The biomedical model of disability prescribes a definition of disability rooted in the discipline of 

biomedicine and bioscience. Disability is a direct result of the manifest dysfunctions of peoples’ bodies 

and deficits in everyday functioning (Thomas, 2007). Disability activists often refer to it as the 

‘personal tragedy theory’ to describe the individualist connotations of the model (Oliver & Barnes, 

2012). Although the dysfunctions between people are diverse, the biomedical model of disability 

essentially gives rise to the dualism of people who have functioning bodies (able-bodied) and people 

who do not (disabled).   

The biomedical model has generally been adopted throughout the past century to define disability in 

western societies (Oliver, 2009). The prominence of this model could partly be due to the power of 

biomedicine and the impact of the ‘medical gaze’ (Foucault, 1976; Illich, 1976; B. S. Turner, 1995). 

The medical gaze positions many aspects of human life and function as explainable, modifiable and 

curable by biomedical knowledge and discourse (Illich, 1976; Mishler, 1981). Hence, the biomedical 

model of disability incorporates two core concepts: the individual body and functional normality 

(Mishler, 1981; Rose, 2001; Thomas, 2004).  

Traditionally, biomedicine’s core focus is the human body. With such a focus, knowledge of human 

function is based on anatomy and physiology. While people have a degree of commonality, each 
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person’s body is unique and functions differently. Thus, the doctrine of biomedicine generates 

knowledge to correct the bodily dysfunctions people may have.  

In order to correct bodily dysfunctions, a baseline normal needs to be established to determine how 

functional a person’s body may be and to orientate any interventions necessary (Conrad, 1992; Rose, 

2001). Through an established normal, biomedical interventions which aim to improve people’s 

abnormalities can be evaluated for their degree of success. This dominance of biomedicine has meant 

that much of the research and knowledge generation concerning disability has focussed on determining 

the “normal functions” of the human body, embodied through biomedical concepts like Homeostasis 

(Thomas, 2004).  

In this sense, having a disability is considered abnormal and commonly referred to by medical 

practitioners as a condition. For instance, most people have a vision of the natural world. However, if 

someone’s vision is limited to the extent that everyday tasks cannot be performed, they would be 

considered to have a medical condition of their sight and a disability (Latham, Waller, & Schaitel, 

2011). The same classification process is applied to other bodily functions and senses such as mobility, 

hearing and cognition.  

The scope of disability constantly evolves within biomedicine, and the medical gaze is subject to social 

and political influences (Illich, 1976). For example, mental health has historically received less 

attention in biomedical research than other disciplines such as internal medicine or surgery (Kramer, 

1994). However, there has been increasing acknowledgement of the debilitating effects of mental 

illness on people’s bodies in recent decades (Ministry of Health, 2016b; Pilgrim & Rogers, 2005). In 

this sense, the discourse and scope of disability within biomedicine constantly evolves and changes 

(Gordon, Davey, Waa, Tiatia, & Waaka, 2017; Pilgrim & Rogers, 2005).  

The sick role 

Social functionalist sociology theory recognises that everyone has a role to play in a functioning society 

(Parsons, 1952). In this theory, whether a person was born with a lack of body function or lost the 

function during their life, they are viewed as experiencing a personal tragedy (Oliver, 2009). Through 

this personal tragedy discourse, it is always in the person’s best interest to improve or recover from 

their disability and disassociate themselves from the ‘Sick Role’ (Parsons, 1952). Typically, this 

involves help from the healers in their society (Lawton, 2003; Parsons, 1952).  

The ‘Sick Role’ concept describes that when people have a body dysfunction, they are exempt from 

their usual social obligations such as work and social contributions. However, they are required 



Chapter 2 Theoretical underpinnings 

10 
 

eventually, both morally and practically, to restore themselves to normality and return to their social 

obligations (Kasl & Cobb, 1966; Parsons, 1952).  

Despite the prominence of Parson’s ideas of the Sick Role in the last century, the concept of the sick 

role has been increasingly critiqued in more recent decades. The concept's relevance for disabled 

people is further contested within sociology (Bury, 1982; Freidson, 1970; Oliver & Barnes, 2012; 

Thomas, 2004). The question commonly asked is: If people cannot recover to their assigned social 

obligation, are they still morally obliged to restore or improve their body’s function? Recognising the 

limitation of Parson’s theories, some examined how the sick role could accommodate the context of 

chronic illness and disability. As summarised by Thomas (2004, p. 18), 

 ‘one must place oneself in the hands of medical professionals, follow their regimens and seek 

to maximise health and capacity so that contributions to the functioning of the social system are 

made, in whatever way possible’.  

From a functionalist standpoint, a person with an abnormal body is still somewhat obligated to improve 

their body or seek help to reduce their deterioration to contribute to society (Thomas, 2007). Thus, 

albeit the discourse on the concept of the sick role is changing, the concept, along with the biomedical 

model of disability, has influenced political and healthcare agendas in the western world (Oliver & 

Barnes, 2012).  

These political and health agendas are particularly relevant in this project as pharmacists play an 

essential part in the NZ Health System. Through the effective use of medicines, pharmacists aim to 

restore people from being sick and improve the functioning of their bodies. Hence, although losing 

relevance in society, the concept of the sick and the biomedical model is central to the pharmacy 

profession’s identity, views, and knowledge base.  
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2.1.2 The social model of disability 

Recently, the social model of disability has become increasingly prominent in the western world and 

offers an alternative perspective on disability. Disability activists commonly use the model to reveal the 

limitations of the biomedical model in framing disability as an individual person’s issue, disregarding 

broader social issues such as in the built environment or through discourses of discrimination and 

stigma of disabled people (Oliver & Barnes, 1998).  

According to Shakespeare (2013) and several other disability theorists (Albrecht, Seelman, & Bury, 

2001; Barnes, 1999; Oliver, 2009; Thomas, 2004), the origins of the social model of disability stem 

from a United Kingdom (UK) disability advocacy group called the Union of Physically Impaired 

Against Segregation (UPIAS) formed in 1971 (UPIAS, 1975). The group was established for political 

reasons, with Hunt and Finkelstein as the founders (Finkelstein, 1980; UPIAS, 1975). Their primary 

goal and vision were to challenge UK’s National Health System (NHS) to improve entitlements and 

health outcomes for disabled people. However, they also recognised that people’s views of disability 

first needed to change to achieve such goals. 

To redefine disability, the UPIAS separated the term disability from impairment (UPIAS, 1975). 

Similar to the biomedical model, impairment was a term used to describe the diversity of the human 

body (Albrecht et al., 2001). For instance, blindness was described as vision impairment and deafness 

as a hearing impairment. Impairment is located within the individual’s body and is often due to 

biodiversity but does not always result in the person experiencing disability.  

Disability, in this sense, was used to describe people who experience barriers to access and inclusion in 

society. These barriers could be in the built environment or social. For example, a person who uses 

mobility aids may be prevented from entering a premise due to stairs. According to the social model, in 

this circumstance, the person is disabled by the stairs and not their body. Hence, if we install an 

inclined ramp, the person would still have a physical impairment but no longer be considered disabled. 

Therefore, disability, through the UPIAS definition, results from barriers experienced by people in the 

built environment and their exclusion from society (Oliver & Barnes, 1998; UPIAS, 1975). Since the 

conception of this definition, disability rights movements have gained more traction to justify reducing 

barriers in society that disable and exclude people (Iezzoni & O'Day, 2006).  

Although the UPIAS definition of disability acknowledges the barriers in society, the reasons for these 

barriers remain unexplained (Thomas, 2007). Thus, throughout the 1980s and 1990s, various disability 

researchers and advocates extended the UPIAS definition of disability and further added to the social 

model of disability (Finkelstein, 1980; Oliver & Barnes, 1998; Swain, French, Barnes, & Thomas, 

2014). Through their work, the term impairment remains consistent with the UPIAS definition, framing 
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people as having limitations and biodiversity. However, the barriers people experience in a society that 

disables them are further elaborated.  

These academics conducted inquiries to explore why the barriers exist or are created in societies to 

disable and exclude people from participation (Swain et al., 2014; Thomas, 2004). Oliver and other 

researchers such as Abberley and Finkelstein advocated for a discourse framing disability as a (social) 

manifestation of oppression and disempowerment (Abberley, 1987; Finkelstein, 1980; Oliver & 

Barnes, 2012). Their concepts of ‘disablement’ and ‘disablism’ draw from other political discourses 

such as racism and sexism (Oliver & Barnes, 2012). Disability, in this discourse, was due not only to 

the practical barriers that exist in society but also inherently caused by an exclusion or alienation 

process that is political and deep-rooted in society. According to Oliver and Barnes (2012), many 

barriers are constructed purposefully by powerful elite groups within societies to exclude impaired 

people from mainstream society. These barriers are constructed and maintained to sustain social power 

structures (Kesselman, 1982). The effect of these social power structures manifests in creating 

conditions that disadvantage disabled people (Ministry of Social Development, 2016; WHO, 2011).  

The aim of this politicised social model of disability is to remove the barriers that disable people and 

expose the underlying social structures that create and maintain these barriers. Solutions to remove 

these barriers are shaped by carefully examining oppressive structures and political discourses 

(Thomas, 2004). Therefore, these solutions will generally involve stimulating broader social changes to 

reduce existing barriers and enable the inclusion of people experiencing impairment in public discourse 

and decision-making.  

From a health system and service point of view, it means reducing or removing existing and potential 

barriers which limit people’s opportunity to gain access; and changing any unhelpful biomedical 

perspectives of health professionals providing care only to individuals. Applying the social model to 

the pharmacy context would help identify barriers that limit impaired people from benefitting from 

pharmacy services, such as access to medicines.  

Since introducing the social model of disability, organisations, advocates and policy makers worldwide 

have drawn on the model to stimulate broader social change. For example, rhetoric such as the 

‘Nothing about us, without us!’ slogan had a powerful impact on the inclusion of disabled people in 

decision-making in the 1990s in countries like the UK and the USA (Oliver & Barnes, 1998). It became 

accepted that social policy changes are more effective if they are informed and shaped by the expertise 

of disabled people; instead of being entirely created by non-disabled policy makers, who often lack 

understanding of the diverse barriers disabled people experience. Moreover, in considering deep-rooted 
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social structures, policy makers may also be motivated to uphold existing social power structures for 

their own political benefits (Oliver & Barnes, 1998). Accordingly, researchers have increasingly 

adopted research methodologies that focus on co-design with disabled people to increase the input of 

their expertise in the generation of knowledge and increase the awareness of disabled people of existing 

social structures (Kulnik & Nikoletou, 2017; Oliver, 1992). 

2.1.3 Interactional (bio-psycho-social) model of disability 

Despite the social model aiming to stimulate broader social and political changes, it is recognised that 

such framing of disability often does little to improve people’s lived experiences of disability, such as 

their pain and suffering experienced from impairment (Shakespeare, 2013). Over the past two decades, 

many medical sociologists have contributed to the definition of disability (Albrecht et al., 2001; 

Shakespeare, 1998; Watson, Roulstone, & Thomas, 2012; Williams, 1999). Their inquiries revealed the 

lack of potential experiential changes for disabled people when defining disability through the social 

model. In focusing on the political barriers that disable and exclude people, there is the drawback of 

missing the bodily and individualistic experiences of disability, such as pain (Vehmas & Watson, 2014; 

Williams, 1999). The limitations of the social model are especially relevant to the pharmacy profession, 

given that the profession is inherently shaped and driven by the biomedical model and strives to 

improve people’s body function and reduce symptoms and the pain associated with illness (Taylor et 

al., 2003).  

Focussing purely on removing social barriers and changing political discourses does not account for 

peoples’ need for medicines and other health services offered at the pharmacy to improve their 

functioning, quality of life and lived experiences (Shakespeare, 2013). Undeniably, the social barriers 

that prevent access contribute to the disability experience and exclusion (Oliver, 2009). However, 

aspects such as physical or emotional pain related to impairment, like losing or not having a 

functioning body part, are a person's lived experiences of disability irrespective of the social barriers 

they encounter (Shakespeare, 2013; Williams, 1999). As such, a more comprehensive model was 

advocated to account for both a person’s body and their disabling social experiences.    

Williams (1999) warned that purely defining disability through the social model could disregard the 

human body in practice and policy. ‘People are disabled by society and their body and minds’ 

(Shakespeare, 2013, p. 5). Therefore, any model that defines disability from only one of these aspects 

(society, body or mind) is considered limited in its usefulness to comprehensively improve the lived 

experiences of disabled people (Vehmas & Watson, 2014; Williams, 1999).  

Shakespeare (2013) calls this the Interaction Model of Disability. Disability, in this sense, is framed as 

a person's predicament (Shakespeare, 2013). This predicament is a challenging and unpleasant 



Chapter 2 Theoretical underpinnings 

14 
 

circumstance a person experiences shaped by the interaction of a multitude of factors, including the 

biological impairment of the body, cultural perspectives and discourse about disability, and social 

barriers that exclude people. Some of these factors could occur due to social oppression and power 

structures, but this should not be framed as the single contributor (Oliver & Barnes, 2012). The World 

Health Organization (WHO) adopts this model and calls it the bio-psycho-social model, integrating 

intrinsic factors such as the biological body and the mind, like mental health and extrinsic factors 

arising from society to form the lived experience of disability (WHO, 2002).   

By adopting this model, any solutions aiming to improve the experience of disability should consider 

all factors that shape this “predicament” (Shakespeare, 2013). Suppose the main concern for someone 

is the physical mobility of their body. In that case, their disability experience could be improved by 

medical or technological interventions that enhance the person’s body and by reducing physical barriers 

in society that limit their access and participation (e.g. stairs) (Thomas, 2007). Any intervention, 

changes in practice, new technology, or social and political changes should consider the interaction of 

these factors and how they may improve the whole experience of disability. Ultimately, it is argued that 

the interactional model of disability is more comprehensive and may stimulate more diverse solutions 

to improve people’s lived experience of disability, particularly in relation to health services 

improvements (Shakespeare, 2013; Vehmas & Watson, 2014; Williams, 1999).  

In the community pharmacy context, actions taken to improve accessibility must explore and consider 

solutions from various viewpoints. For instance, this includes reducing physical barriers for disabled 

people by installing automatic doors and removing steps (the social); improving staff awareness of the 

experiences and needs of disabled people, both in bodily and mental health aspects (the mind); 

improving the optimisation of medicines to improve the body functions (the body).  

2.1.4 The framing of disability in this research 

As Whitehead (1991) encouraged, society needs to focus on micro-level interventions and macro-level 

structural changes to truly improve the health and well-being of disadvantaged populations such as 

disabled people. For the pharmacy context, if the accessibility of their services is improved (macro-

level structural changes), the likelihood of disabled people gaining benefits from medicines is 

increased. Then, the functioning of disabled people’s bodies could be improved through better access to 

medicines and therapies, which improves their lived experience of disability (micro-level changes) 

(Goddard & Smith, 2001; Shakespeare, 2012). Vice versa, if disabled people are healthy, the 

community would likely be more engaged in public discourse and decision-making, such as 

contributing their expertise to the design of community pharmacy, the health system and the public 

agenda (Shakespeare, 2013).  
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Considering the comprehensiveness of the Interactional Model of Disability, the researcher decided to 

adopt this model for the project. The model acknowledges that social, political and structural changes 

are required to improve pharmacy access. However, the role of pharmacists in optimising medicine 

therapies to improve the functioning of disabled people’s bodies or mitigate their experiences of illness 

would not be undermined. 

The term ‘disabled people’ is used throughout this thesis to recognise that people are disabled by 

society, their mind, and their bodies. It is the interactional nature of these aspects that ‘disables’ people. 

The term ‘people with experience of disability’ is also used and consistent with the interactional model 

of disability.  

However, the term ‘people with disabilities’ is not used, given the individual focus of this notion from 

the biomedical model. In some circumstances, ‘people with X (vision, hearing, intellectual) 

impairment’ is used to help indicate the type of a person’s impairment and their social group.  

There is no exhaustive list of people who are considered disabled in this project. People with 

impairments of their body, mental illness, chronic illness, or social difficulties can all be considered 

disabled and eligible to participate in this research.  

Furthermore, the interactional model of disability allows the grouping of disabled people based on their 

experiences (Thomas, 2007). This means that structural and micro-level solutions which target specific 

groups of disabled people are justified. For instance, solutions proposed to improve the accessibility of 

pharmacies for Blind and low-vision people could be considerably different to those for Deaf and hard-

of-hearing people. Such pragmatic groupings allow the research findings to speak to the unique 

experiences of disabled people. Moreover, it allows the findings of this inquiry to contribute towards 

targeted actions for the social groups who may be more disadvantaged when accessing pharmacy and 

services than others.  
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2.2 Epistemology 

Central to all the ways people have explored the world, whether social or natural, is a worldview that 

enables their generation of knowledge. Philosophers across the ages have created theories to explain the 

various perspectives people take in exploring the truth and reality of the world (Bryman, 2016; Kuhn, 

2012). As evident from the previous section, this perspective is particularly relevant when exploring 

issues relating to disabled people, given the contentious nature of disability in modern society. This 

project explores and evaluates access issues in the community pharmacy context. The notions of 

disability and access have inherently discoursed through different ways of conceptualising knowledge 

and reality, which gives rise to the diversity of opinions on how health service access could be 

improved (Iezzoni & O'Day, 2006). Therefore, this section will outline various epistemological theories 

and indicate the researcher’s epistemological position for this project. 

The theories of knowledge are referred to as epistemology, or the study of knowledge and truth (Crotty, 

1998). What that truth says about reality and existence is often referred to as ontology (Crotty, 1998). 

Around 500 B.C., Heraclitus proposed a theory that conceptualised knowledge and existence as a fluid 

process (D. Graham, 2019). The modern quote, ‘A person can never step into the same river twice’, 

attempts to capture Heraclitus’s epistemology and theory of knowledge. A common interpretation of 

the quote is that stepping into the same river is impossible, as they are no longer the same person, and 

the river is no longer the same. In this sense, knowledge is a process and never a static truth. 

In the 18th century, the German philosopher Kant, along with various others such as Hume, developed 

the notion of ‘a priori’ and; ‘a posteriori’ knowledge to try and explain the knowledge that arises from 

reasoning and knowledge gained from human observation and experience (Hume, 1740; Kant & 

Meiklejohn, 1781). According to Kant’s theories, a priori thought is knowledge that does not require 

experience and is shaped by reasoning of the mind. A posteriori knowledge, on the other hand, is 

knowledge that can only arise from direct human experience with reality and the ‘world out there’.   

Hegel was a German philosopher, often referred to as the father of critical theory, who attempted to 

conceptualise the construction of ideas and knowledge through a ‘dialectic method’ (Heidegger, Arel, 

& Feuerhahn, 2015). Modern philosophers make sense of Hegel’s epistemology using the three 

notions: Thesis, Antithesis, and Synthesis (Crotty, 1998). The thesis is an idea, and the anti-thesis is the 

refutation or deconstruction of the idea through considering relevant contextual and metaphysical 

factors. Producing the antithesis from the thesis is referred to as the synthesis, and through this 

dialectical process, new ideas and knowledge are born (Lindsay & O'Fallon, 2021). Hegel’s philosophy 

has influenced numerous modern thinkers in developing critical social and political theories (Crotty, 

1998; Denzin & Lincoln, 2013). Marx, discussed later in the section, was influenced by Hegel. Marx 
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developed some of the most influential political philosophies in contemporary society using the 

dialectical method and focusing on the material aspects of social structure (Kesselman, 1982; Lindsay 

& O'Fallon, 2021). Marx’s philosophy influenced many people to develop political discourses on the 

social model of disability (Barnes, 1999; Oliver & Barnes, 1998).  

These epistemological theories introduced by philosophers like Heraclitus, Kant, Hume and Hegel 

enable different ways of understanding the world and interpretations of truth and reality. Thus, it means 

that different doctrines of knowledge understand the world differently (Denzin & Lincoln, 2013).  

Some epistemological theories have had a significant impact on the contemporary world. For example, 

empiricism and materialism have underpinned and driven much of the scientific revolution in the 

western world (Kuhn, 2012). The modern pharmacy profession values and legitimises knowledge that 

is part of this scientific revolution (Taylor et al., 2003).  

Research is a process that enables humans to understand better the world, their experiences and their 

society (Denzin & Lincoln, 2013; Lincoln & Guba, 1985). Researchers should be aware of their 

epistemology and how they discover or create knowledge (Creswell, 2007). Without a clear 

epistemological position, different perspectives or interpretations of the same phenomenon may be 

viewed by different parties as hostile criticisms of each other rather than synthesis from different 

epistemological viewpoints (Creswell, 2007). Moreover, establishing the epistemological position of 

research projects also enables a more trustworthy inquiry. Others may evaluate the rigour of the 

research process and the value of the knowledge generated (Crotty, 1998; Green & Thorogood, 2014). 

In the context of this project, readers could appreciate the viewpoints from which the access issues for 

disabled people are interpreted and the value of solutions proposed to improve community pharmacy 

access.  
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2.2.1 Objectivism and subjectivism 

Objectivism and subjectivism are commonly viewed as opposing ontologies and have thus stimulated 

various debates between different research fields (Crotty, 1998). It is important to differentiate these 

positions in considering how the accessibility of pharmacy services for disabled people can be 

evaluated. 

Objectivism is typically the underpinning theory of natural sciences as it ascribes to a single theory of 

reality (Denzin & Lincoln, 2013). The objectiveness of findings is a core domain of evaluating the 

rigour of quantitative research (Liamputtong, 2013b). From this position, reality is detached from the 

researcher and exists independently from human consciousness. Therefore, researchers use objective 

research methods as neutral observers to find the truth about the ‘world out there’ and about ‘the thing 

in itself’ (Crotty, 1998; Kant & Meiklejohn, 1781). Accordingly, the corresponding epistemological 

theory to objectivism is positivism. Positivists subscribe to materialist theories when explaining truth 

(Bryman, 2016). The goal of scientific inquiry is to ‘discover’ the laws that govern the material or 

phenomena in question that exist in the independent reality. A better understanding of this reality is 

achieved through repeatable and validated scientific inquiry, allowing humans more predictable control 

over their existence and experiences (Crotty, 1998). For this project, taking a positivist position would 

mean identifying the objective factors that reduce access for disabled people. Then, using such 

findings, interventions are conducted and evaluated through methods such as randomised controlled 

trials to examine the effect on test and control participants. The objective factors reducing pharmacy 

access for disabled people are then discovered through various cycles of intervention and evaluation. 

Conversely, subjectivism is recognised as the underpinning theory of social sciences, political studies, 

and some psychology studies (e.g. psychoanalytic theories) (Crotty, 1998). The basis of subjectivism 

involves arriving at knowledge without a direct connection between truth and reality. Truth is arrived at 

through human consciousness but is not a mirror of a single reality (Crotty, 1998). There may be 

multiple realities that entirely depend on the human mind and consciousness. Truth can be ascribed to 

an object with complete disregard for any bearing on its reality (Denzin & Lincoln, 2013). The object, 

thus, can only exist when meaning is placed upon it by a subject with consciousness (e.g. a human) 

(Crotty, 1998). In the context of this project, it may mean exploring the subjective experiences of 

disabled people in accessing community pharmacies and then intervening in a way that improves their 

experiences. There needs to be no regard for objective access issues if the perceived experiences of 

disabled people to community pharmacy services are improved.  
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2.2.2 Social constructivism 

Social constructivism proposes that knowledge is constructed socially between humans through 

semiotics (Charmaz, 2014). How reality is perceived and experienced depends entirely on socially 

constructed signs (semiotics) such as language and human expressions (Crotty, 1998). Hence, how 

certain phenomena are conceptualised and made real depends on the semiotics humans attach, share, 

and negotiate to define them (Green & Thorogood, 2014). For this project, it means that the reality of 

disability is made true through shared understandings of what disability means (outlined in the section 

above).  Similarly, health services access is also a socially constructed notion of allowing the 

evaluation of health services and considering the extent to which they meet health system or political 

goals (Penchansky & Thomas, 1981).  

One way of describing these different socially constructed notions is by using the term ‘discourse’. A 

discourse indicates a set of theories and assumptions attached to an idea, thus enabling meaning 

(Cheek, 2004). For instance, the discourse of exclusion and oppression is often attached to the social 

model of disability. This discourse means an array of socially constructed concepts and theories are 

assumed when referring to exclusion and oppression and make it relevant to disability (e.g. critical 

theory, Marxism, conflict theory).  

Although social constructivism enables pluralistic appreciation of reality and phenomena, it can be 

argued that the position lacks a robust purpose in utilising the knowledge that is socially constructed 

(Denzin & Lincoln, 2013). One can construct and de-construct knowledge through inquiry, but it can 

be challenging to justify the purpose of such inquiries outside of political philosophy (Crotty, 1998). If 

this project aimed to contribute towards developing a theory of disability (e.g. creating a new model of 

disability), then taking a social constructivist position would be appropriate in considering diverse 

discourses. However, this inquiry aims to explore the access issues in the community pharmacy context 

and propose actions to improve access for disabled people. Therefore, while the social constructivist 

epistemology is helpful in this thesis in appreciating the diverse array of discourses relevant to the 

inquiry, the pragmatic position is more suitable to justify the purpose of this inquiry, which is action 

focussed and practical. 

2.2.3 Pragmatism: the theoretical foundation of this project 

Pragmatism is commonly referred to as a philosophical or political theory rather than an 

epistemological position (Bryman, 2016; Rorty, 1982). In this sense, pragmatists take a position about 

truth and knowledge which builds on other epistemologies (Creswell, 2007). Pragmatism is attributed 

to the work of American philosophers Pierce and James and was popularised by political theorists such 

as Dewey, Mead, Rorty, Putnam, and Haack (Dewey, 1908; Legg & Hookway, 2020). The founding of 
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pragmatism was partly to introduce new ways of thinking to help settle political and philosophical 

debates about truth and reality, a prominent issue during the time of Pierce and James (Legg & 

Hookway, 2020). Given that pragmatism is a way of thinking born out of disagreements and 

inconsistencies, various aspects of epistemology are still contested by different pragmatists.  

Nevertheless, the pragmatic maxim is generally accepted at the core of pragmatism. It posits that 

knowledge about truth and reality only has bearing when considering the practical consequences to 

which the knowledge is made possible (James, 1975). As Pierce originally described,  

‘Consider what effects, which might conceivably have practical bearings, we conceive the 

object of our conception to have. Then, our conception of those effects is the whole of our 

conception of the object.’ (Peirce, 1878; 1992, p. 132).  

Inquiries about the world and phenomena are then concerned with the process and outcomes of inquiry. 

Ideas and theories are justified by their practical consequences. Moreover, truths about the world are 

inseparable from human agency, as only human agency can conceive practical consequences (Crotty, 

1998; Dewey, 1908; Nussbaum & Sen, 1993).  

The pragmatic approach enables diverse beliefs about truth and reality and permits the co-existence of 

fundamentally conflicting ideas. For example, the scientific method and religious faith often conflict 

due to different epistemological positions. A pragmatist position would recognise that both the 

scientific method and religion have a practical bearing on human experience and agency. Thus both 

modes of inquiry are valid in considering the practical consequences of the knowledge acquired (Legg 

& Hookway, 2020). 

Ontologically, pragmatists understand reality as still in the making and incomplete (Dewey, 1908). 

That is, pragmatists are less concerned about the nature of reality but rather how conceived ideas and 

truths (produced through the human agency) might better the experiences of humans and their 

apprehended reality (Rorty, 1982). Any knowledge to improve the human experience is valid if it fits 

within the culture and semiotics of a given society. Attempts to unveil the so-called truth about reality 

are considered futile by pragmatists, as it would only contribute to the process of ‘making’ reality 

(Dewey, 1908; Rorty, 1998).  

A common critique of pragmatism is the lack of a theoretical framework for the notion of ‘practical 

consequences’ (Dewey, 1908; Legg & Hookway, 2020). Some have criticised that without a clear 

understanding of practical consequences, pragmatists could construct a rather ‘convenient truth’ and 

popularise any inquiry, whether conducive or not to the human experience (Rorty, 1998). In defence of 
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this critique, Pierce assumes that practical bearings can eventually be arrived at if an inquiry is taken 

far enough. Conversely, James took a different position and believed that  

‘ideas … become true in so far as they help us to get into satisfactory relation with other parts of 

our experience’ (Dewey, 1908; James, 1975; Legg & Hookway, 2020).  

Dewey (1908) furthers this philosophical position by adding that objects, ideas and truths conceive 

their practicality when ‘subjected to the pragmatic method’. 

Later pragmatists, such as Rorty, took the pragmatic position further by rejecting the need to entirely 

arrive at the so-called truth (Rorty, 1998). Rorty viewed pragmatism as the philosophy to overcome the 

shortcomings of positivism, where truths are representative of only a singular reality. In this sense, 

pragmatic truth about ‘the world out there, and the thing in itself’ is inaccessible to humans. Suggesting 

that if inquiries are taken far enough, the truth will be uncovered is naïve and often a waste of 

resources. Moreover, focusing on the truth fails to uphold the pragmatic maxim in recognising that 

ideas should be wholly conceptualised and valued based on their practical consequences (Rorty, 1998).  

With the pragmatist position outlined, this research project's framing can be summarised. The project’s 

topic is a socio-political agenda constructed on the practical consequences of improving the well-being 

of disabled people through better access to community pharmacy services (Ministry of Social 

Development, 2016). Moreover, it is the political obligation of the NZ health system to deliver 

equitable healthcare to all citizens (Ministry of Health, 2016b). Improving access to pharmacy services 

contributes to reducing the disadvantage experienced by disabled people in the current health system 

and society (Ministry of Social Development, 2016; WHO, 2011). This agenda is thus the practical 

consequence of the knowledge generated in this inquiry. 

A Participatory Action Research (PAR) methodology is adopted to further this agenda (discussed in 

chapter 5). The PAR methodology centres on the emancipatory research paradigm to engage the 

community as co-researchers (Merriam & Tisdell, 2016). As advocated by Dewey, in his vision of a 

democratic society, inquiries and learning should be designed to maximise agency for every citizen 

(Dewey, 1903). Consistent with this vision, the PAR methodology enables a democratic process to 

determine the knowledge generated from inquiry (Israel et al., 2005).   
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2.3 Critical theory 

Throughout the project, considering the practical consequences of this inquiry, it became apparent that 

many access issues are related to the participant community's power and capacity (pharmacists and 

disabled people) to influence and enact change. Therefore, the researcher explored relevant critical 

theory ideas and concepts related to the emancipatory paradigm.  

Critical theory is complex and fully appreciating all the aspects requires an extensive commentary of 

various interconnected ideas beginning with Socrates, then Hegel, and the modern Frankfurt School of 

Critical theory (How, 2003). This thesis does not attempt to engage with critical theory at a 

philosophical level, critique its foundations, or develop it further. Instead, this section will outline some 

of the ways of thinking enabled by critical theorists, how this influenced the researcher's positionality, 

critical thinking, and the findings generated from this inquiry. Therefore, the following sections will 

provide an overview of these ideas and their relationship to the emancipatory research paradigm, which 

is the methodological core of this project.  

Critical theory or inquiry is a tradition traced back to Socrates (around 400 BC) and his attempts to 

radically question conventional wisdom, systems and structures (Crotty, 1998). Hegel then introduced 

the concept of the ‘dialectic method’, which is often considered the epistemological foundation for 

critical thinking (Heidegger et al., 2015; Lindsay & O'Fallon, 2021). Albeit complex, the importance of 

critical theorists who introduced radical ideas for how humans should engage in life, existence and how 

society could be structured, should not be understated.  

Perhaps the most well-known critical theorist Karl Marx took a material and economical approach to 

examine the structure of labour and means of production in capitalist societies after the industrial 

revolution of the 18th-century western world. Marx highlighted that resource distribution among 

citizens arises from complex exploitation between social groups and classes (Kesselman, 1982). The 

term 'class struggles' describes Marx's idea of exploiting labour, where elite social classes with greater 

wealth and power (Bourgeoisie) exploit those of lower social class and power (Proletariat) who 

produce the economic goods needed by the Bourgeoisie. Through the dialectic process, Marx predicted 

that such economic structures are not sustainable and that lower social classes would eventually realise 

their circumstances (antithesis) and revolt against the elite class (synthesis) to create a new social 

structure (Lindsay & O'Fallon, 2021; Marcuse, 1964; Roderick, 1986).  

After various social movements in the 1920s and 30s in Europe, and following the political issues that 

stimulated two world wars, particularly that of Nazi Germany in the second world war; it became 

increasingly apparent that Marx's predictions of revolution by the lower social classes from capitalism 
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were not eventuating (How, 2003). From this standpoint, various prolific thinkers came together to 

form the Institute of Social Research at Goethe University, Frankfurt (now commonly known as the 

Frankfurt School) (Bronner, 2011). The initial basis of this institution was to develop political theories 

and critique where Marx’s ideas had fallen short. Under the leadership of Horkheimer, several theorists 

such as Adorno, Marcuse, Benjamin and Fromm made significant contributions to critical theory; and 

introduced new ways of thinking to identify the conditions and instrumental rationality needed for 

human emancipation from exploitative or oppressive social structures (Bronner, 2011; How, 2003).  

Under the camp of critical theory, the Frankfurt school took on radical critiques of capitalism 

(Horkheimer & Adorno, 1972; Marcuse, 1964). Often referred to as neo-Marxists, the breadth of their 

work greatly expanded from Marx's ideas and often drew on critiques of Marx’s limited view on 

capitalism. To critical theorists such as Adorno and Horkheimer, the issues of capitalism greatly 

exceeded the material aspects of class struggles that Marx illuminated (Horkheimer & Adorno, 1972). 

These theorists were more concerned about issues such as: the focus on instrumental reason from the 

age of enlightenment, alienation - the psychological effects of exploitation and the division of labour, 

reification - when people and their experiences are treated instrumentally as things that enable a 

working society, and the culture industry - describing how popular cultures of modern societies have an 

effect of manipulating citizens into passivity, diverting their attention towards easy pleasures such as 

material and wealth, rather than their struggles with underlying social issues (Bronner, 2011).  

Drawing from the concepts of alienation and reification, people in modern western societies are 

observed to take on increasingly specialised roles and treated as a means to an end, with the end being 

the efficient functioning of society (Lukács, 1971). With greater focus on efficiency, the operation of 

social systems, and profitability, people in capitalist societies are increasingly reduced to playing a role 

like cogs in a machine, never really questioning their own role in these socio-political systems 

(Horkheimer & Adorno, 1972).  

Furthermore,  

'critical thinking was becoming a dying art. People are becoming assimilated by the capitalist 

mode of production and the bureaucracy needed to maintain it, that they failed to think 

anything but in a one-dimensional manner, uncritical of the system around them' (Marcuse, 

1964; Nicolas, 2020).  

Here, Adorno, Horkheimer and Marcuse further critique the reduction of individuality in modern 

societies. People are increasingly conformed, standardised, and their critical thoughts are distracted by 

cultural and social goods produced to keep the public's attention and for the economic profit of large 
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industries. In this society, true intellectual freedom and creativity are argued to be replaced by people’s 

need for fabricated cultural goods produced within the popular culture designed to keep people pre-

occupied, uncritical and consuming easy pleasures (Bronner, 2011; Marcuse, 1964).  

Evidently, critical theorists take the mundane and seemingly neutral aspects of society and question the 

underlying discourses to explore existential questions about agency and structure. Notably, there are 

overlaps between all their notions and ideas. Behind all the high-level radical philosophical concepts 

was a group of left-wing theorists who believed in the need for more constructive critiques of 

capitalism; and about how the Age of Enlightenment has created not only social structures that exploit 

people but also reduced human culture and people's capacity for critical and creative thinking about the 

deep-rooted socio-political issues.   

Therefore, critical theory and the dialectic processes taken by critical theorists inquiring about their 

social reality are vital to this project. At the core, this project engages pharmacists and disabled people 

to explore and identify their current social reality concerning community pharmacy accessibility. In this 

sense, the project is a process of identifying access issues, critically thinking about the context in which 

these issues arise, and considering pragmatic solutions to improve the problem.  

2.3.1 Critical inquiry and the emancipation paradigm 

In further considering the theoretical framework of this project, the concept of ‘research paradigm’ 

must be appreciated (Kuhn, 2012). A paradigm describes a set of rules, laws, perceptions, 

epistemological positions and assumptions when making sense of natural or social phenomena (Kuhn, 

2012). Accordingly, this project is framed by the emancipatory research paradigm, which informs the 

entire research process, from the choice of methodology and methods of data collection to the 

generation of findings.  

The emancipatory paradigm is essentially concerned with enabling human freedom, particularly 

oppressed social groups (Oliver, 1992; Stone & Priestley, 1996). As outlined above, critical theorists 

have introduced an array of concepts concerned with the emancipation of social groups from 

exploitation, oppression, and to some extent, dehumanisation (Freire, 2000).  

The work of Habermas (also from the Frankfurt school) and Freire (South American revolutionary 

educator) are of particular relevance to this project, and the concepts they developed constitute essential 

theoretical underpinnings of this inquiry (Freire, 2000; Habermas, 2018). 

2.3.2 The Public Sphere 

Habermas was a student of Adorno at the Frankfurt school. Much of his early work was shaped by the 

original Frankfurt School, which ‘sought from the start, emancipation from the tyranny of instrumental 
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reason’ (Crotty, 1998, p. 146). However, in the later works of Habermas, he took on more critiques of 

Adorno and Horkheimer’s persistent focus on instrumental rationality as a means to an end (Bronner, 

2011). The end is the rise of an entirely different social structure from capitalism. Habermas viewed 

that in Adorno and Horkheimer’s critique of the enlightenment and capitalism’s impact on human 

rationality, they overlooked the interaction between human consciousness and the reasoning that occurs 

within the semiotics and culture between humans and their collective consciousness (Habermas, 2018; 

Horkheimer & Adorno, 1972). Rationality to Habermas is not only instrumental, constrained within 

one’s self-consciousness, but also occurs in what he called “the public sphere” through people's 

collective consciousness in the form of communicative rationality. Communicative rationality can be 

considered a form of radical democracy in public discourse, leading to the emancipation of some social 

groups (Crotty, 1998; Habermas, 2018; Roderick, 1986).  

By taking a pragmatist standpoint, Habermas reinvigorated the capacity for normative questions of 

practical consequences to inquiries that were somewhat absent in earlier critical theory works (Crotty, 

1998). Unlike emancipation through social structural changes arising from an increased human 

consciousness about their existence, Habermas considers the process of communicative reasoning to be 

inherently emancipatory and,  

‘also contributes to the continuation of radical theory by forging a link between Marxism and a 

radical democracy in which all political decisions are subjected to the discussion of a 

reasoning public’ (Crotty, 1998, p. 147; Roderick, 1986, p. 173).  

2.3.3 Critical consciousness and the dehumanising nature of the culture of silence 

Another theorist who contributed significantly to the emancipatory paradigm is Paulo Freire, a South 

American educator. Freire launched an array of literacy education programmes based on principles of 

Critical Pedagogy in Brazil in the 1960s for illiterate social groups. He criticised the existing methods 

of education, which he termed the banking method, where students are objectified as a bank and 

educators as knowing subjects who deposit knowledge into that bank (Freire, 1970). In Freire’s radical 

education method, the educator begins by learning meaningful concepts that evoke shared 

understanding among the social groups. Based on these concepts, the educators devise plans to co-

design the teaching methods. In this sense, both the teachers and students are subjects and co-learning 

together (Crotty, 1998).  

Notable in Freire’s Critical Pedagogy is a robust theoretical framework. Freire recognised education as 

a fundamental aspect of emancipation through the development of conscientização, or critical 

consciousness and is defined as:  
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‘the process in which men, not as recipients, but as knowing subjects, achieve a deepening 

awareness both of the sociocultural reality that shapes their lives and of their capacity to 

transform that reality’ (Freire, 2000, p. 519) 

Achieving critical consciousness is a process where a person ‘perceives reality as a process and 

transformation, rather than as a static entity’. It is ‘thinking which does not separate itself from action’ 

(Freire, 1970, pp. 64-65).  

Achieving critical consciousness is not a simple task. Freire’s experiences working with oppressed and 

alienated social groups enabled him to generate some important concepts to promote critical 

consciousness. He recognised that oppressed groups in society typically adopt a dehumanising Culture 

of silence, where masses of voices are muted, that is  

‘they are prohibited from creatively taking part in the transformation of their society and 

therefore prohibited from being ‘ (Freire, 2000, p. 486).  

Then, critical consciousness is a process developed through ‘continuous action/reflection in fellowship 

and solidarity’ (Crotty, 1998, p. 153). Freire termed this process dialogue similar to Habermas’s 

concept of communicative rationality. Dialogue is a ‘joint project’ where ‘human beings united by their 

action and their reflection upon that action and upon the world’ (Freire, 2000, p. 75). Here, actions are 

not instrumental and carried out as a means to an end, but rather as an end in itself towards the 

development of critical consciousness of one’s conception of their socio-political reality. Through this 

continuous dialogue process, oppressed social groups are empowered to move out of the culture of 

silence and emancipate themselves to participate in the transformation of their socio-political reality 

(Stone & Priestley, 1996).  

Freire was concerned with the inherent issue of the manifestations of social oppression, alienation and 

dehumanisation. Health inequity between social groups is one result of such socio-political issues. This 

project concerns disabled people, a social group who experience stark inequities in society (Stone & 

Priestley, 1996; WHO, 2011). As such, the next section will engage with literature that defines and 

frames the notion of health equity and describe how this project may contribute to reducing inequity 

experienced by disabled people. 
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2.4 Health equity 

The New Zealand Health Strategy 2016 states that the health system has a key aim to improve health 

equity for all citizens (Ministry of Health, 2016b). This aim is particularly relevant to this project, as 

there is clear evidence of the inequity disabled people experience with their healthcare access (Goddard 

& Smith, 2001; Iezzoni & O'Day, 2006; WHO, 2011).  

This section will unpack the conceptual elements for research relating to health inequity. For this 

project, exploring the notion of equity is required before defining access (next section), as changes in 

pharmacy access will inherently influence the inequities disabled people experience.  

There is a vast amount of literature on the various domains of equity (Anand, Peter, & Sen, 2004; 

Braveman & Gruskin, 2003; W.-C. Chang, 2002; Culyer, 2001; WHO, 2017). Arising from this are 

numerous debates on how health equity should be defined. The definition of health equity shapes 

solutions, interventions and policy decisions. As such, selected concepts related to the definition of 

health equity relevant to this project are outlined in this section. Concepts from the pioneering work by 

Sen and Nussbaum and several other scholars of the social capability approach (Nussbaum & Sen, 

1993); and the definition of health equity introduced by Whitehead will form the equity definition of 

this project (Whitehead, 1991).  

2.4.1 Equity and equality 

It is firstly important to differentiate the concepts of health equity and equality. These two terms are 

often used interchangeably in literature and policy documents. However, the terms have nuanced 

differences (Ministry of Health, 2019a). Equity is often referred to “as a normative term and is value-

based, whereas equality is not necessarily so” (Braveman & Gruskin, 2003). Health inequality means a 

disparity between the health outcomes of two social groups is observed, but no ethical or moral-based 

judgements about this disparity are made. In some instances, it would be pragmatic to consider that 

some consistent disparities between social groups result from natural diversity. For instance, it is 

generally accepted that the health disparities between young and old citizens are natural. In many other 

instances, systematic health inequalities exist between social groups with different advantage, and as 

such, a moral and ethical judgement is being made about their advantage (W.-C. Chang, 2002). In this 

circumstance, health inequity would be the more appropriate term as a moral judgment is being made 

about the observed inequalities (Braveman & Gruskin, 2003).  

2.4.2 Unfair and unjust, a moral and ethical dimension 

Whitehead defines health inequity as differences in health outcomes that are ‘unnecessary and 

avoidable, but in addition, are also considered unfair and unjust’ (Whitehead, 1991). The causes of 
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health disparity shape the moral and ethical dimensions of equity and ‘has to be examined and judged 

to be unfair in the context of what is going on in the rest of society’ (Whitehead, 1991).  

Braveman and Gruskin (2003) further expanded on Whitehead’s definition by pointing to the 

importance of the context where the health inequity is identified. Indeed, two or more social groups are 

usually required to define health equity. Nonetheless, there are no exhaustive lists of what these social 

groups are or how they should be defined. Thus, to enable a comparison and determine the extent of 

health equity between the social groups, the concept of social advantage or disadvantage needs to be 

considered (Braveman & Gruskin, 2003; Whitehead, 1991).  

Regardless of how social groups are formed, a value-based judgment is made about one group being 

more advantaged. In NZ, for example, a common comparison of social advantage is between Māori and 

non-Māori. Nevertheless, it must be recognised that judgment of social advantage is inherently moral 

and ethical and contingent on the person’s culture and context (Braveman & Gruskin, 2003). In 

contemporary NZ, it is widely believed that the differences in health and social outcomes between 

Māori and non-Māori are produced by the overt and covert historical disregard for social advantage 

(Reid, Cormack, & Paine, 2018). Historically, the neglect of social advantage by certain groups has 

been attributed to the deep-rooted health inequities Māori currently experience (Black, Townsend, & 

Davidson, 1982; WHO, 2017).  

Social advantage intersects in various dimensions and is often cumulative (Cho, Crenshaw, & McCall, 

2013). Commonly referred to as intersectionality, people are disadvantaged by various social factors 

that intersect with each other (Cho et al., 2013; Nettleton, 2013). For instance, social groupings by 

ethnicity are often linked to social class, deprivation and health. What is commonly found is that social 

aspects are cumulative, which lead to the privilege or disadvantage of individuals or social groups 

(Anand et al., 2004; WHO, 2017). This disadvantage is particularly relevant for disabled people, who 

often belong to various social groups with different advantages. For instance, in NZ, being Māori is 

also closely linked to deprivation, poorer health outcomes, disability, and many other social outcomes 

(Reid et al., 2018). When considering health inequity for disabled people, it is crucial to recognise that 

the disparities observed are likely attributable to many intersecting dimensions of advantage linked to 

the culture and context (Liamputtong, 2007). 

Distributive justice 

The Ministry of Health in NZ adds to the Whitehead definition by stating that ‘equity recognises 

different people with different levels of advantage require different approaches and resources to get 

equitable health outcomes’ (Ministry of Health, 2019a). 
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Here, the definition of inequity is grounded in distributive justice principles (Braveman & Gruskin, 

2003). The notion that ‘if society distributes resources fairly, then the systematic disparities observed 

between social groups would not exist’ is inherently a moral statement about distributive justice 

(Goddard & Smith, 2001). Diversity between citizens exists in every society. Different people 

experience different illnesses at different times of life, and such variance is accepted as natural 

(Whitehead, 1991). That is, citizens require different levels of resources to survive and flourish. 

Accordingly, achieving health equity will mean distributing resources in a “fair” way to account for the 

diversity of citizens. People with more need will have access to more resources, and people with less 

need will access fewer resources. The term “need”, then, is the crucial moral and ethical dimension of 

distributive justice. For the context of this project, the term need is inherently linked to disabled people 

as the consumer. An equitable community pharmacy service would mean that disabled people would 

access different levels of services according to their needs.  

When examining health equity worldwide, it is observed in various countries that healthcare resources 

are distributed disproportionally (Morris, Devlin, Parkin, & Spencer, 2012). Social groups more 

advantaged are more likely to access resources and health services, despite being healthier and having 

lower levels of health needs (Marmot, 2005). Conversely, disadvantaged social groups access fewer 

health resources despite having higher health needs. When considering disabled people, it is widely 

recognised that many have poor access to health services, despite often having higher health needs than 

non-disabled people (Iezzoni & O'Day, 2006; Mirfin-Veitch et al., 2013; WHO, 2011).  

Therefore, distributive justice is an important political issue in NZ, where the health system is 

universally designed to provide for all citizens (Ministry of Health, 2016b). This means that health 

resources must be distributed just and fair to contribute towards achieving health equity (Ministry of 

Health, 2016b). Notably, the term contribute is used when describing health resources distribution and 

health equity. Fair distribution of health resources can only contribute toward health equity, as it is 

widely recognised that various other dimensions outside the health system also impact people’s health 

(Marmot, 2005; Morris et al., 2012). For example, in the nineteenth century, Durkheim demonstrated 

that the health of citizens, particularly concerning suicide rates, was directly linked to the extent of 

social integration in the community (Taylor et al., 2003). Thus, to fully achieve health equity, other 

deep-rooted structural changes need to be made. For instance, the development of social capital may 

also need to be addressed alongside the distributive justice of health care resources (Putnam, 2004; 

Whitehead, 1991). 
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Horizontal and vertical equity 

Another way to frame distributive justice is to use the notion of horizontal and vertical equity (Culyer, 

2001; Goddard & Smith, 2001; Mooney, 2009). In an ideal world, both horizontal and vertical equity is 

achieved for all social groups within a health system. However, this is far from the truth in the real 

world (Bronfenbrenner, 1973). 

Horizontal equity considers that people with equal healthcare needs should receive equal resources 

(Goddard & Smith, 2001). In this sense, health system policymakers attempt to create policies ensuring 

that citizens with the same health needs receive equal healthcare resources.  

The notion of vertical equity indicates that different levels of resources and services are required for 

different levels of need (Morris et al., 2012). Citizens with higher levels of need will require more 

health resources. In the community pharmacy context, this may mean that a framework is created to 

provide different levels of services using different levels of resources for citizens of different levels of 

need. It may be that some disabled people will have access to additional pharmacy services when they 

have additional needs.  

Although horizontal and vertical equity concepts appear relatively straightforward and provide 

frameworks to manage health resources and distributive justice for policymakers, they have limitations. 

The notion of horizontal equity requires a moral judgement of a person’s level of need. Society is 

diverse, and people have constantly changing needs. Thus, it is challenging and contentious for 

policymakers or health providers to determine the level of need of every citizen.  

Historically, the medical profession has played a prominent role in determining citizens’ health needs 

(Illich, 1976; B. S. Turner, 1995). To medical practitioners, health needs are typically established 

through diagnosing the function of peoples’ bodies. However, it is becoming increasingly apparent that 

medical diagnosis and interventions alone will not achieve health equity (Nussbaum & Sen, 1993; 

Whitehead, 1991). People’s health needs have extended from looking strictly at body function to 

recognising social determinants such as housing, sanitation, social support, education and employment 

(Marmot, 2005). Accordingly, defining the different levels of health needs of citizens is increasingly 

politicised, further limiting the applicability of the concept of horizontal equity.  

When considering the notion of vertical equity, a similar limitation arises as value-laden frameworks or 

algorithms are used to determine how levels of resources should be allocated. Despite numerous 

economic tools designed to help with resource allocation, decisions ultimately require moral and ethical 

judgements (Goddard & Smith, 2001). Commonly recognised economic tools used for resource 

allocation are: cost-benefit analysis, cost-effective analysis, cost-utility analysis, quality-adjusted life 

year gains, and disability-adjusted life years (Morris et al., 2012). While these tools help decision-
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makers, they are fundamentally economic tools. At best, they can contribute to reducing health 

disparity (Morris et al., 2012). However, moral and ethical judgements relating to social advantage 

need to be considered when allocating resources to people or social groups with different levels of 

health needs (Braveman & Gruskin, 2003; Goddard & Smith, 2001). As a theoretical example, cancer 

can be a debilitating illness that typically lowers life expectancy and substantially increases health 

needs for many people. Accordingly, using a health economic tool might indicate that allocating more 

health resources towards improving cancer survival will enable significant quality of life gains. It might 

seem prudent to allocate more resources to cancer patients, given their high health needs. However, 

when considering the various dimensions of health equity, it might also be observed that socially 

disadvantaged groups such as disabled people generally have lower rates of cancer, commonly due to 

lower life expectancy, poor access to diagnostic or screening services or higher rates of other 

comorbidities. Therefore, allocating more resources towards cancer treatments in this context might 

further benefit socially advantaged groups, exacerbating the disproportionate allocation of health 

resources and potentially worsening health inequities between social groups.  

2.4.3 The theoretical framework for reducing health inequity for this project 

Health inequities are socially produced, and disparities between social groups with different advantages 

are often unfair and unjust (Culyer, 2001; Whitehead, 1991). Nonetheless, due to the moral and ethical 

nature of determining health inequity, it is challenging to form practical and operational practices and 

policies to reduce inequities. Establishing policy frameworks to reduce health inequity has been a 

contentious topic within governments and between various stakeholders historically (Morris et al., 

2012). Many disciplines have contributed theoretically to this agenda, requiring a vast amount of cross-

discipline expertise to fully understand these theories and debates.  

Therefore, this thesis will focus on concepts from the political philosophy of the capability approach, 

which links inequity, human agency and empowerment popularised by Sen, Nussbaum, Yamin and 

Anand (Anand et al., 2004; Ely-Yamin, 1993; Nussbaum & Sen, 1993). These concepts are related to 

critical theory and help underpin the practical implications of this inquiry to improve community 

pharmacy access for disabled people and ultimately reduce their health inequity.  

Empowerment and human agency 

One concept from the capability approach is human agency (Nussbaum & Sen, 1993). Here, the notion 

of agency indicates that citizens in society should have the capacity and ability to determine their 

values, needs and agendas to achieve their life goals (Anand et al., 2004). Within this conceptual 

framework, health inequity is commonly defined as the systematic disparity of health outcomes 

between social groups with different advantage. This advantage is socially produced through the 
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inequity of human agency (Anand et al., 2004). Advantaged social groups are generally empowered to 

have more agency to exercise control over their values, agendas and the factors that shape their health 

and well-being compared to disadvantaged groups.  

Conversely, disadvantaged groups are disempowered and have less agency to control their health and 

wellbeing, which manifests through the poorer health outcomes observed. In this sense, the 

empowerment of disadvantaged social groups should improve their agency to take actions to improve 

their experienced health and well-being (Freire, 1970; Nussbaum & Sen, 1993). This idea is advocated 

through the capability approach and is consistent with Freire’s concept of dialogue from the 

emancipatory paradigm. 

Pragmatically, human agency can only exist within a cultural context and is socially produced. The 

degree of agency a social group holds is inherently based on the cultures and values of a given society. 

However, such cultures and social values are typically determined and maintained by those with more 

agency (Ely-Yamin, 1993; Freire, 1970). Socially advantaged groups contribute more towards the 

discourses for healthy behaviours and construct health systems that suit their own health needs and 

lifestyles (Armstrong, 2014). To change this socio-political context, the whole society must find ways 

to improve the agency of the underserved, alienated, disenfranchised and disadvantaged social groups. 

If achieved, disadvantaged social groups could have more control over their health and wellbeing, 

health systems and services, and have the capability to make decisions on how they want to live 

(Nussbaum & Sen, 1993). 

The consumer group engaged in this project is disabled people. Although disabled people are diverse, 

with some being more disadvantaged than others, it is widely recognised that they generally experience 

poorer social and health outcomes (Ministry of Social Development, 2016). Moreover, disabled people 

are often excluded from the design of health systems and health services (Iezzoni & O'Day, 2006; 

Oliver & Barnes, 2012). As such, the underlying principle adopted by this project is to increase the 

agency of disabled people in community pharmacy design in contributing toward their health equity 

(Anand et al., 2004).  

A vital aspect of health service design for disabled people is gaining their expertise in ensuring 

accessibility. Few inquiries have been conducted regarding the barriers and enablers disabled people 

experience with community pharmacy services (Wakeham et al., 2017). This knowledge gap reduces 

disabled people’s ability to contribute their expertise toward building systems and services that suit 

their health needs. Furthermore, in the context of disabled people, their health outcomes, well-being 

and agency are co-dependant (Anand et al., 2004). Health is a requirement for human agency, and 

agency is required to help build systems that enable services to improve health outcomes (Armstrong, 
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2014; Nussbaum & Sen, 1993; Thomas, 2007). Therefore, improving the accessibility of community 

pharmacy services is also instrumental for disabled people to advance their agency in society (Anand et 

al., 2004). 
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2.5 Access to healthcare services 

In western society, people need access to the expertise of health professionals for diagnosis and be 

referred to appropriate medicines or services to alleviate or mitigate their illness (Taylor et al., 2003). 

The notion of access implies gaining the expertise of the health profession and the health services 

people desire (Donabedian, 1972).  

Healthcare access, however, can be another vague and contentious concept (Goddard & Smith, 2001). 

Therefore, this section will outline some assumptions in the definitions of healthcare access and 

describe the framework that informs this project (Levesque, Harris, & Russell, 2013). This framework 

has been helpful in study design and framing the access issues identified by research participants.  

2.5.1 Conceptual assumptions 

In the most simplistic form, access to healthcare services can be defined as ‘entry into or use of the 

system of healthcare’ (Penchansky & Thomas, 1981, p. 127). In this sense, accessibility counts the 

number of citizens who use a health service. Based on this information, policymakers can then judge 

whether an adequate number of citizens have access to the health service and make decisions about 

allocating healthcare resources.  

At the core of this definition are the economic principles of supply and demand, where policymakers 

try to ensure health systems supply enough resources and services to meet the demands of the public 

(Mooney, 2009). Supply refers to the provision of health services and products, and demand is people’s 

desire for healthcare to meet their health needs (Morris et al., 2012). Thus, health service accessibility 

is determined by the extent to which supply meets demand. For instance, there may be a high demand 

for vaccinations from the public in the community pharmacy setting during a flu pandemic. The health 

system may not have adequate vaccine stock or enough staff to administer it. Thus, the accessibility of 

vaccination could be improved by increasing stock of vaccines and providing vaccination training for 

more staff. Nonetheless, defining access completely through economic models using supply and 

demand makes some assumptions about people and society, which can limit its usefulness.  

Degree of fit between supply and demand 

The first assumption is that supply is directly related to demand. That is, if certain services are 

supplied, then consumers will demand these services with the same expectations and level of 

information as the providers. Vice versa, if consumers demand a health service, then providers will 

supply it. Penchansky and Thomas (1981, p. 139) described this as the ‘degree of fit’, which 

conceptualised the coherency between providers’ and consumers’ expectations. However, this 

assumption often does not hold true, as providers' supply of health services frequently does not match 
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consumers' perceived needs or desires (Mooney, 2009). Therefore, measuring access needs to account 

for the degree of fit between providers and consumers.  

This degree of fit has increased prominence for tax-funded, centrally administered (single-payer) health 

systems like in NZ (Bevan & van de Ven, 2010; Mirfin-Veitch et al., 2013). In such systems, health 

providers like nurses, doctors and pharmacists are required and incentivised to deliver their services in 

ways that achieve goals set by policymakers and governments. These goals are typically based on 

economic or political agendas rather than the interests of consumers. Hence it is difficult to determine 

the degree of fit of services if consumer demands do not directly align with the health system and 

government goals. However, it is increasingly acknowledged that to improve health system 

performance, more understanding is required of this lack of alignment between provider and consumer 

expectations (Goddard & Smith, 2001; Levesque et al., 2013; Ministry of Health, 2016b). Thus, to 

evaluate the accessibility of health services, a more robust framework is required to conceptualise the 

goals of providers and consumers. Such a framework facilitates identifying and evaluating domains 

needing attention to improve access. Then, targeted policies and initiatives could be constructed to 

improve access.  

Standardisation of demand  

The second assumption is that demand is standardised and consumers have similar health needs 

(Goddard & Smith, 2001). Much like the concept of horizontal equity, healthcare demand is often 

reduced to a standardised economic concept of consumer expectations related to their health and 

illness, neglecting diversity and inequity (Carrin, Buse, Heggenhougen, & Quah, 2009; Morris et al., 

2012). Policymakers use these standardised concepts of demand to measure access to health services by 

entire populations so that comparisons within or between health systems, services, contexts, and 

nations can assist policy decisions about resource rationing.  

However, this demand standardisation can fail to capture the nuanced and complex nature of healthcare 

demands by diverse groups of people in society (Goddard & Smith, 2001; Mooney, 2009). Culture and 

social circumstances can influence a person’s perception of health and illness, health needs, and 

expectations from health services. Mooney (2009) argued that assuming these aspects are consistent 

across communities and social groups fails to capture essential aspects that enable or limit access. 

Further, such standardisations of demand more often favour social groups of advantage, given their 

increased agency to shape public discourse (Mooney, 2009). Consequently, this standardisation of 

health demand when considering health service access has exacerbated inequities for certain social 

groups, further disadvantaging their health outcomes (Gulliford et al., 2002; Mooney, 2009).  
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2.5.2 Health access frameworks that inform this project 

With these assumptions in mind, it was prudent to have an operational framework that captured the 

dimensions of supply and demand while acknowledging the ‘degree of fit’ between healthcare 

providers and consumers; and the diversity of people. This way, actions arising from this project 

aiming to improve the accessibility of community pharmacy services could account for the diverse 

context and health needs of disabled people.  

Penchansky and Thomas access framework 

Extending work by Donabedian (1972), Penchansky and Thomas (1981) suggested five dimensions of 

access (the Five A’s) relating to health services. These were: availability, accessibility, 

accommodation, affordability, and acceptability. They defined access beyond the provision or 

utilisation of healthcare services by consumers and extended from the view that if health services are 

available, people will access them. Their framework allows health service researchers and policy 

makers to consider more comprehensively, the dimensions of access and the degree of fit between 

provider and consumer.  

Availability Relates to how the supply of health care services meets the needs of 

consumers. It could be by volume and types of services available. 

 

Accessibility Describes the physical and geographical accessibility of the service. For 

instance, a person who has to travel considerable distances could be 

considered to have poor overall access to the health service. 

 

Accommodation The extent to which providers build their services to accommodate 

consumer needs.  

 

Affordability Measurement of the economic viability of a health service for the 

consumer; and the extent to which consumers have the financial 

capacity to afford the health services. 

 

Acceptability The degree of fit of cultural and social dimensions between the provider 

and consumer. For instance, some providers may refuse to serve some 

individuals or social groups due to differences in social, cultural or 

religious beliefs. An example in the pharmacy context is that not all 

pharmacists worldwide dispense contraceptives due to different cultural 

and religious beliefs (Taylor et al., 2003). Vice versa, consumers may 
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also not accept some services from providers (Nettleton, 2013). For 

instance, those of the Jehovah’s Witness faith will not accept blood-

related products in their therapy. 

Although Penchansky and Thomas (1981) introduced some broader dimensions of healthcare access, 

their framework did not acknowledge the diversity of consumer demand, particularly factors that 

impact the equity of access (Goddard & Smith, 2001). Several other health service researchers have 

developed their own access framework to better capture demand-side and equity dimensions. For 

instance, (Drainoni et al., 2006; Dutton, 1986; Levesque et al., 2013; Margolis, Carey, Lannon, Earp, & 

Leininger, 1995; Peters et al., 2008; Saurman, 2016) all created healthcare access frameworks that 

extend from Penchansky and Thomas (1981).  

Levesque et al. Access framework 

Levesque et al. (2013) proposed a conceptual access framework that recognises additional aspects of 

consumer demand (figure 2). They claimed that, 

‘the increased prevalence of chronic illness and the realisation by policymakers that patients 

have a more pivotal role in care of their illness highlights the need to incorporate more user 

dimensions into the concept of access’ (Levesque et al., 2013, p. 2).  

Indeed, their access framework incorporates dimensions from previous frameworks but focuses more 

on the consumer (demand), particularly regarding consumers' ability to meet certain aspects of access. 

This focus on consumers is particularly relevant for disabled people, as many experience barriers to 

accessing healthcare services. The capabilities of disabled people are also diverse and should be 

considered when evaluating their access. For this reason, the access framework designed by Levesque 

et al. (2013) was recognised as most appropriate for this project.  

Their model places dimensions of access along a health-seeking axis/pathway, which reflect the steps 

involved in healthcare seeking. Incorporating this health-seeking axis in the model enables 

consideration of the journey someone might take to access health services and the factors influencing 

their access. Moreover, the axis pragmatically enables health service researchers and policy-makers to 

prioritise and target actions for the most efficient use of resources to improve access. 

For instance, a person must first realise they need healthcare before seeking a healthcare service. Then, 

utilising some health services could improve their health outcomes (Levesque et al., 2013). 

Interventions to improve access can occur at any point. However, overall accessibility improvements 

will require a judgment of the priority, rate-limiting access issues to their healthcare-seeking journey. 

Some issues may be more upstream than others. 



Chapter 2 Theoretical underpinnings 

38 
 

One example to explain this priority concept is considering an intervention to improve health service 

affordability. If a person knows the health provider they need to improve their health, but they are 

unable to pay for the service due to their circumstances. Then, a targeted intervention to improve 

affordability for this person would be most impactful to improve their access to that provider, as 

affordability is a priority access issue for this person, given their context.  

Levesque et al. (2013) suggest five access dimensions for both providers (supply) and consumers 

(demand). These dimensions are like the concepts previously proposed by others (Mooney, 2009; 

Penchansky & Thomas, 1981; Saurman, 2016). However, each dimension is associated explicitly with 

a point along the health-seeking axis in their model.  

With the health-seeking axis as the backbone, each access dimension can influence, and is co-

dependant on, other dimensions. The Levesque et al. (2013) model of healthcare access allows health 

service researchers to prioritise access issues and recognise the co-dependency of different dimensions 

of access in people’s health-seeking pathways. The framework also assists policy-makers in making 

informed decisions about targeting specific access issues that are more likely to yield overall 

improvements in access to a health service. 

The model could be practically applied to help understand how certain domains could be a critical 

limiting access step for a person. Focussing on one domain in their framework, for instance, 

Acceptability (figure 2), the service must be culturally and socially acceptable for someone to seek a 

health service. Providers need to provide a service that fits the cultural and social context of the 

consumer, and the consumer must also perceive the provider to be appropriate for their health needs to 

seek their services. From the demand side in the framework, the person would need the ‘Ability to 

seek’ a health service. In the pharmacy context, some people may not believe that medicines can 

alleviate their experiences of illness. Hence training more medicines experts (e.g. pharmacists) may not 

improve access to medicines for these individuals if the culture of western medicines is not accepted. 

Thus their ability to seek is reduced. As seen in figure 2, Acceptability and Ability to seek are supply 

and demand-side dimensions on the same contextual point along the health-seeking axis. Four other 

dimensions (supply and demand) complete the model (Levesque et al., 2013).  

Interventions to improve access often target populations who experience poorer access (Goddard & 

Smith, 2001). As such, the equity of health services access should also underpin evaluations. Carefully 

reviewing the demand-side factors will ensure that interventions to improve access for certain social 

groups will be effective for that group and do not exacerbate existing access inequities. Access equity is 
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particularly relevant for this project given the diverse access issues related to disabled people accessing 

community pharmacy services. 

 

Figure 2. Health service access model, developed by Levesque et al. 2013 
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2.6 Chapter summary 

Throughout this PhD project, the researcher has engaged with various theories, concepts and 

frameworks to establish his positionality in exploring access issues in the community pharmacy context 

for disabled people. This chapter has provided a comprehensive outline of this inquiry's theoretical and 

conceptual foundations. These theories and concepts underpin the research agenda, methodology and 

data analysis. 

To account for the biomedical beliefs of the pharmacy profession in improving health outcomes, it was 

recognised that the interactional or bio-psycho-social model of disability was most appropriate for 

defining disability in this project (Shakespeare, 2013; WHO, 2002). The model allows for exploring 

various aspects of disability, including physical barriers in the built environment, social issues like 

discrimination and poor disability awareness, and the functional limitations of impairment.  

Research is inherently a process of generating knowledge. However, how the knowledge generated 

relates to truth and reality is a contentious philosophical topic. The researcher assumes the pragmatist 

epistemology and the emancipatory research paradigm in this project, which underpins the 

methodology of Participatory Action Research (PAR) (outlined in chapter 5). Pragmatism enables 

researchers to justify the knowledge they are generating based on the practical consequences for what 

that knowledge has bearing. In this project, the practical consequences of knowledge production are 

improving community pharmacy access for disabled people.  

Various ideas introduced by critical theorists helped inform the agenda and methodology of this project 

(Bronner, 2011; Crotty, 1998; Horkheimer & Adorno, 1972; Marcuse, 1964). Notably, Habermas and 

Freire's work provided this project's underlying philosophy. The methodology and the agenda of this 

inquiry stem from the concepts of communicative rationality and ideas from Freire to increase critical 

consciousness through liberating the culture of silence of oppressed social groups (Freire, 2000; 

Habermas, 2018). These concepts are relevant, as disabled people, an oppressed and disadvantaged 

social group, are one participant community engaged in this project. Disabled people are widely 

recognised as a social group who are underserved, marginalised and experience health inequity (WHO, 

2011). As such, this project has a part to play in improving this situation by empowering the voices of 

disabled people during the exploration of access issues in the community pharmacy context.  

The last part of this chapter explores the concept of health equity and outlines its dimensions. Drawing 

from the Capability Approach, the concepts of empowerment through improving human agency were 

conceptualised as a way forward to improving the health equity of disabled people with the findings of 

this project (Anand et al., 2004; Nussbaum & Sen, 1993).  
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Furthermore, considering the pharmacy context and the diverse experiences of disabled people, it was 

recognised that using the model developed by Levesque et al. (2013) is most appropriate for 

investigating community pharmacy accessibility. The model enables the framing of both supply and 

demand-side dimensions related to healthcare access, which is well suited as this inquiry explores the 

views of providers (supply) and consumers (demand). Additionally, using the access model, potential 

actions that arise from the research findings can be evaluated for their potential impact on improving 

access, when considering the healthcare journey that disabled people take in accessing the community 

pharmacy service.   
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3 Community pharmacies and pharmacists in Aotearoa 

New Zealand  

The community pharmacy is a setting where New Zealanders can access medicines and other health 

services. Pharmacists and other pharmacy staff in the setting provide a range of services to meet the 

diverse health needs of the public (Ministry of Health, 2015). This chapter will outline the context of 

the community pharmacy setting and the pharmacy profession in NZ.  

3.1 The current health system 

Community pharmacy is part of Aotearoa New Zealand’s highly complex health system, which 

involves various organisations, agencies, and providers who purchase, evaluate, manage, and deliver 

health services (Cumming et al., 2014; Health and Disability System Review, 2020). The health system 

is mainly funded by the Vote Health Budget, a funding envelope from taxation (Ministry of Health, 

2021b). The ringfenced budget is distributed through District Health Boards (DHBs), which contract 

with various health service providers to deliver specified services and outputs. The provider focussed 

on in this inquiry is community pharmacists. 

The broader health system is responsible for meeting the health needs of the entire population. As 

described in the NZ Health Strategy 2016, the NZ government aims to build a system where “All New 

Zealanders live well, stay well and get well” (Ministry of Health, 2016b). The Strategy emphasises the 

‘all’ part of this vision statement to ensure that the health system delivers equitable healthcare to all 

citizens. In achieving this vision, it is widely recognised that access to health services for disabled 

people needs to be improved in NZ (Ministry of Social Development, 2016; WHO, 2011).  

The NZ Health Strategy 2016 describes five focus themes for health system development: One-team, 

Smart-systems, People-powered, Closer to home and Value and High performance. Figure 3 displays a 

diagram of these themes. The themes provide areas for policymakers, funders and healthcare providers 

like community pharmacists to focus on when developing their services and delivering care. The 

broader health system can then better meet the population's diverse needs; whilst being efficient, 

sustainable and takes into consideration the social and fiscal pressures that exist and are forecasted. For 

example, one pressure identified is that NZ has an aging population. This demographic context is 

forecasted to place increasing demands on the health system. If the system continues to function at its 

current level, the supply of health services will not keep up with demands (Ministry of Health, 2016a). 

This might mean that the supply of subsidised medicine to some citizens is jeopardised in the pharmacy 

context.  
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Figure 3. Five key themes of the NZ Health Strategy 2016 

  



Chapter 3 Community pharmacies and pharmacists 

45 
 

3.1.1 District Health Boards (DHBs)  

In 2001, the government re-structured the NZ health system to form District Health Boards (DHBs) 

(Cumming et al., 2014). There are 20 DHBs, each serving a different geographical region and 

population. The primary role of DHBs is to provide or contract with providers to deliver health services 

to the public. DHBs receive funding based on a Population-Based Funding Formula. The formula is a 

tool to help ensure equitable distribution of health resources across NZ. It considers the regional 

population, their age, socio-economic status, ethnicity, gender and other dimensions such as patterns of 

deprivation and urbanisation (Ministry of Health, 2013). Each DHB contracts with local providers 

within this funding envelope, such as primary health organisations, GPs, mental health clinics, public 

health units, pharmacies, dentists, and physiotherapists (Ministry of Health, 2016b).  

3.2 Community pharmacies  

In the community pharmacy setting, pharmacists and other staff are the healthcare providers (Ministry 

of Health, 2001). Pharmacies are generally located close to peoples’ homes and deliver services centred 

around medicines/pharmaceuticals and general healthcare (Norris, Horsburgh, Sides, Ram, & Fraser, 

2014). The public can visit any pharmacy they choose. Whilst some services (e.g. influenza 

vaccinations, weight loss consultations) may require consumer payments, pharmacies are free to visit, 

and generally no pre-booked appointments are necessary. 

For the provision of medicines, several other healthcare providers are contingent on community 

pharmacies. If deemed necessary for their therapy, providers such as General Practitioners (GP), 

dentists, and midwives may prescribe medicines to their patients. In these situations, patients are given 

a prescription to take to their pharmacy (in person or virtually) to have the medicines dispensed. Thus, 

community pharmacies take an essential role in enabling the public’s access to medicines. 

In addition to dispensing medicines, pharmacies generally provide various other health-related services. 

Pharmacists are trained to provide general health advice, recommend treatments for minor illnesses or 

injuries, and refer people to other health professionals if necessary (Taylor et al., 2003).  

In 2017 when this project began, there were 1016 community pharmacies in NZ, which are visited by 

more than 1.3 million people each month (Ministry of Health, 2016c; TAS, 2021a). In 2021, there will 

be 1088 community pharmacies. Community pharmacies are typically privately-owned, with some 

stores being part of a commercial franchise group, where the business receives additional marketing 

and branding support. Owners have some capacity to negotiate with DHBs on the contracting and 

delivery of non-dispensing health services (described below). That is, pharmacies can tailor their 

services to meet the needs of their community and the priorities and budget of their DHB. 
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Furthermore, the medicine control team of MEDSAFE regularly carries out pharmacy quality audits to 

ensure public safety (NZ Medicines and Medical Devices Safety Authority) (MEDSAFE, 2019). Figure 

4 shows the primary financing and outputs of community pharmacies in NZ. The sections below will 

refer to aspects in the figure.  

 

Figure 4. Financing and outputs of the community pharmacy service in NZ 

  



Chapter 3 Community pharmacies and pharmacists 

47 
 

3.2.1 Dispensing: core service of community pharmacies 

Although there is diversity in the range of contracted services provided by community pharmacies, the 

core service mandated by all contracts is dispensing medicines (Ministry of Health, 2020). Pharmacists 

and other pharmacy staff are involved in the procurement, storage, compounding, packaging, and 

distribution of medicines. Pharmacists are responsible for the clinical assessment of medicine 

appropriateness, safety and optimisation for service users. A mantra that most pharmacists will 

recognise is that they must ensure that the right medicines are dispensed: at the right dose, right time, 

in the right form, right quantity, for the right indication, and to the right person. 

Financing and subsidy of medicines 

Like other nations such as the UK and Australia, NZ has a centrally funded scheme to subsidise 

medicines for the public (Carswell, Donovan, & Pimm, 2018; PHARMAC, 2019). Medicines and 

health products can be costly. Thus, to ensure the financial protection of the public from what some 

health economists call catastrophic healthcare costs, the prescription medicines subsidy scheme in NZ 

is established (Musgrove, 1999). When accessed through a pharmacy, many prescription medicines are 

fully subsidised, meaning that people are only required to pay a co-payment of five NZ dollars per item 

rather than the total cost (PHARMAC, 2019).  

In NZ, the medicines subsidy scheme is managed by a Crown agency called the Pharmaceutical 

Management Agency (PHARMAC). PHARMAC manages the Combined Pharmaceutical Budget to 

subsidise medicines and medical devices for the public (Ministry of Health, 2021b). Based on this 

budget, PHARMAC assesses the public need for and the clinical effects of medicines and decides on 

which medicines or health products should be subsidised (PHARMAC, 2019). The processes for 

making these funding decisions are often extensive and require the consideration of various experts, 

who may use health economic measurement tools, such as Health Technology Assessments, Cost-

Benefit analysis and Equity analysis (Morris et al., 2012; PHARMAC, 2021). PHARMAC also 

negotiates with pharmaceutical companies in a tendering process to stimulate competition to determine 

which brands of pharmaceuticals are subsidised. Therefore, with the fiscal restraints of the health 

system, PHARMAC has a pivotal role in ensuring that medicines needed by New Zealanders are 

subsidised and resources used efficiently.  
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3.2.2 Non-core services provided at community pharmacies 

Traditionally, the core service of community pharmacy was centred in the dispensary, which involved 

dispensing and compounding medicines. However, various factors have reduced the need to compound 

medicines. Also, it has been recognised that pharmacists are highly trained but often underutilised and 

could contribute more to the health outcomes of New Zealanders (Ministry of Health, 2016c; PSNZ, 

2014). For instance, it has been acknowledged that pharmacists could be more involved in caring for 

people with complex or long-term conditions and contribute more to public health (Kinsey, Scahill, 

Bye, & Harrison, 2016; Ministry of Health, 2016c).  

In the recent decade, and with the changes in funding introduced by the Integrated Community 

Pharmacy Services Agreement 2018 (ICPSA), many pharmacies have started contracting to deliver 

other services such as medicines monitoring or preventative health services (TAS, 2021b). For 

example, pharmacists with appropriate accreditation can now vaccinate and provide oversight and 

monitoring for some specialised medicines, such as warfarin, via the Community Pharmacy 

Anticoagulation Management Service (CPAMS) (PSNZ, 2020). Traditionally, these services were only 

provided by doctors or specialised nurses. Thus, the community pharmacy setting is changing in NZ, 

and increasingly more locations are becoming an additional access point for a variety of health services 

(Kinsey et al., 2016). This context is particularly relevant for this inquiry, as disabled people may need 

access to more services in the community pharmacy setting in the future.  

3.3 Community pharmacy contract 

One aspect that significantly impacts the services delivered at the community pharmacy is their 

contract with the local DHB. This section will outline some details of the ICPSA contract, which was 

implemented in October 2018. Only details and changes relevant to this project are described.  

3.3.1 Dispensing fee 

Community pharmacies receive a dispensing fee for each medicine item, but this fee has been reduced 

over the past decade. Given the observed increase in medicine dispensing, likely to be related to the 

aging population of NZ, concerns were raised about the fiscal sustainability of a pharmacy funding 

framework that centred on the dispensing fee (PHARMAC, 2019; TAS, 2021b). Consequently, the 

dispensing fee received by community pharmacies has been gradually reduced in the past decade and 

compensated by other funding opportunities to deliver health services (TAS, 2021b). 

Historically, the dispensing fee was the core focus of pharmacy contracts as the health system needed 

to safeguard the medicines supply for the public (Ministry of Health, 2001). However, the pharmacy 

context has changed in recent decades, which justifies a reduced focus on the dispensing fee in newer 
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funding frameworks (ICPSA). The stimulants of change are likely to be a multitude of factors, but 

some are more pertinent to this project.  

One factor not often detailed in policy documents is the effects of increased access and utilisation of 

information and technology in modern societies on the dispensing process (Nettleton, Burrows, Malley, 

& Watt, 2004). Historically, dispensing required pharmacists and pharmacy staff to compound 

medicines from many raw ingredients before giving them to patients (Pharmacy Council of New 

Zealand, 2015; Taylor et al., 2003). Dispensing was a lengthy process, and hence adequate payment 

was required by pharmacists to pay for their work to ensure that the public had access to the medicines 

they needed. Advancements in technology have greatly improved the efficiency of medicine 

preparation and the dispensing processes. Nowadays, improved manufacturing efficiency means that 

most medicines are pre-packaged and ready for administration, reducing the complexity of the 

dispensing process. Consequently, the dispensing fee was reduced to correlate with the reduced 

workload. 

An issue with contracts focussing on funding dispensing was that they could be prone to over-

servicing, commonly referred to as moral hazard by health economists (Morris et al., 2012). Medicines 

in NZ are typically dispensed in set quantities for the period of supply, specified by either subsidy rules 

by PHARMAC, legislations or the prescriber themselves (Ministry of Health, 1984; PHARMAC, 

2021). In some circumstances, if deemed clinically appropriate, the prescriber can ‘close control’ a 

person’s medicine supply, reducing the period and requiring the pharmacy to dispense more frequently. 

In previous contracts (before ICPSA), it was suspected that to maximise dispensing fee revenue, some 

pharmacies ‘over serviced’ patients by working with prescribers to close control some patients’ 

medicine supply (BPAC, 2012). Clinically, it may be beneficial to restrict the supply period for some 

patients to monitor their therapy outcomes or reduce the risk of harm. However, it was intimated that 

some close controls were not always occurring to protect public safety but for the financial gain of the 

pharmacy (BPAC, 2012). This phenomenon is consistent with the moral hazard issues commonly 

found and theorised with fee-for-service funding models. In this sense, pharmacies over dispense for 

revenue rather than improving people's health outcomes (Morris et al., 2012).  

Therefore, due to the changes in pharmacy practice, a funding model focused on paying for dispensing 

was recognised to be fiscally unsustainable and not well aligned with the health system's goals of 

improving the health outcomes of New Zealanders (TAS, 2020a). Recognising these shortfalls, 

contractual changes have been implemented in the past decade to better align community pharmacy 

funding toward improving health outcomes for New Zealanders. 
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3.3.2 Long Term Conditions (LTC) service 

Since 2012, more targeted funding, such as the LTC service, was introduced to financially incentivise 

the provision of clinical services for people with long-term or complex conditions who require 

medication management support (TAS, 2014).  

The LTC service introduced a capitation funding model. Community pharmacies are paid a monthly fee 

for each eligible person enrolled in the LTC service (TAS, 2014). This monthly service fee is not 

adjusted for demographics, and the exact sum is paid regardless of the amount of servicing provided. 

Thus, to some extent, it is the pharmacist’s professional discretion to determine what services are 

needed to help patients with long-term or complex conditions manage their medicines better.  

The services provided are diverse (Milosavljevic, Aspden, & Harrison, 2020). Some patients may 

require more frequent dispensing (close control) or medicines compliance packaging; others may 

benefit from regular consultations with the pharmacist to ensure they are informed and can self-monitor 

their therapies. In the nine years that the LTC service has been in place, several changes have been 

made, such as refinements to the enrolment and eligibility criteria (Milosavljevic et al., 2020; TAS, 

2014). A prominent change relevant to access was that some DHBs introduced enrolment caps on the 

number of people permitted to enrol under the LTC service (Cook, 2018).  

3.3.3 Integrated community pharmacy services agreement (ICPSA) 2018 

During the timeframe of this project, the ICPSA was implemented in NZ. The ICPSA is an evergreen 

contract, meaning that there is no expiry date. However, the contract is subject to variations and 

amendments, which can occur yearly.  

The ICPSA provides a funding framework that follows the agenda of increasing the range of services 

provided in the community pharmacy setting. Accordingly, what differs between the ICPSA and 

previous contracts (e.g. the CPSA 2012) is that there are two schedules, additional to dispensing, for 

contracting the provision of other health services. 

Schedule 2 of the ICPSA corresponds to ‘Additional Professional Advisory Services (APAS)’ funding. 

This schedule funds services that pharmacists and pharmacy staff provide that are not linked to 

dispensing (TAS, 2021b). It is expected that pharmacists provide advice to the patient about taking or 

administering medicines safely and appropriately. Nevertheless, with this APAS funding, pharmacists 

and pharmacy staff are funded to provide general medicine or health advice regardless of whether it is 

related to dispensing. In previous contracts, no funding was provided for such advisory services. The 

ICPSA separates this out and provides a framework for APAS funding based on the clientele of each 

pharmacy. Currently, APAS payment increases for pharmacies that serve more Māori or Pacific 
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clientele and people who hold a Community Services Card or High User Health Card (i.e. those on 

lower incomes and/or with high health needs) (TAS, 2021b). The APAS funding formula is designed to 

provide more funding to pharmacies serving communities with higher health needs, potentially 

improving the public's access to the skillsets and expertise of pharmacists. 

ICPSA Schedule 3 is titled, ‘Population services’. Examples of these services include Opioid 

Substitution (Methadone and Buprenorphine), Immunisation, Smoking Cessation, and Anticoagulation 

Monitoring Service. Through Schedule 3, a DHB may contract with a local pharmacy to provide any of 

these services depending on regional needs; and the willingness of the pharmacy owner/manager to 

provide such services. Schedule 3 is further separated into three distinct sections that differentiate 

nationally consistent services (section 1), local DHB commissioned services (section 2), and pharmacy-

specific commissioned services (section 3). Therefore, Schedule 3 of the ICPSA 2018 provides a 

flexible framework allowing community pharmacies to contract locally relevant services. 
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3.4 Community pharmacists  

The previous sections in this chapter outlined the community pharmacy context of the NZ health 

system. What remains central to every pharmacy are the pharmacists. In NZ, it is required by law that a 

pharmacist must be present in a pharmacy during opening hours. A licensed pharmacist must also hold 

a majority interest in pharmacy businesses (Section 42, Medicines Act 1981) (Ministry of Health, 

1981). This section will outline details of community pharmacists in NZ, the healthcare provider in this 

project.  

3.4.1 History of the pharmacy profession 

In the western world, the pharmacy profession originated from apothecaries, who were experts in 

procuring, preparing and dispensing herbal products (Lovett, Peasah, Xiao, Ryan, & Perkins, 2014). 

Apothecaries also provided health advice alongside other healers and had an established health role in 

society (Mishler, 1981; Taylor et al., 2003).  

Since the industrial revolution in the 18th century, the western world has seen rapid development in 

science and technology. These have stimulated the increased dominance of biomedicine as the doctrine 

of healing (Foucault, 1976; Illich, 1976; B. S. Turner, 1995). Practitioners of biomedicine, therefore, 

have become orthodox healers. Other traditional healers, such as herbalists, homeopaths, and spiritual 

healers, are now commonly regarded as ‘alternative, unorthodox and complementary’ by biomedicine 

practitioners (Illich, 1976; Nettleton, 2013; Taylor et al., 2003).  

Alongside biomedicine, chemicals and biological molecules gained prominence for their healing 

properties. The scientific method enabled systematic and predictable ways of identifying molecules that 

modulate and influence the human body. Many of these molecules became modern pharmaceuticals or 

medicines (referred to as medicines in this thesis). Through an adaptation process, the profession 

gradually established its social role as medicine specialists (Lovett et al., 2014).  

3.4.2 Pharmacists in New Zealand 

In NZ, in addition to specialising in medicines, community pharmacists have necessarily adopted the 

role of handling medicine subsidies (Bryant, 2006). Using the PHARMAC Pharmaceutical Schedule 

(Te Rārangi Rongoā), pharmacists ensure that medicines are subsidised to eligible people at their point 

of collection (PHARMAC, 2021). The cost of medicines is then recovered from Sector Operations 

through an electronic claiming process (TAS, 2019). 

Pharmacists can sell OTC medicines, health products and provide services to people directly; or if the 

person’s health concerns are beyond the expertise of pharmacists, they can refer the person to another 
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health professional such as a doctor, dentist, midwife or physiotherapist. It is also within the scope of a 

community pharmacist to understand, to some extent, the symptoms and pathophysiology of 

biomedical conditions to assist prescribers in ensuring medicines or health products are safe and 

optimised for the patient’s health needs (Pharmacy Council of New Zealand, 2015). Therefore, in the 

NZ health system, community pharmacists have roles in subsidy stewardship, delivery of primary 

healthcare products and services, and optimising medicines. 

Pharmacist demographics in NZ 

In 2021, NZ had 4025 practising pharmacists, which equates to about eight pharmacists per 100,000 

people. Most work in community pharmacies (about 3100), and a large proportion are young (41 per 

cent are below 35 years old) (Pharmacy Council of New Zealand, 2021b). The workforce is slightly 

less per capita than other commonwealth OECD countries such as Australia, Canada, the UK, and the 

USA (Pharmacy Council of New Zealand, 2021b).  

Pharmacist certification and regulation 

Pharmacists undergo extensive training and a registration process before licensing as practising 

pharmacists. Currently in NZ, two universities offer four-year Bachelor of Pharmacy degrees that 

people must complete before entering the workforce as an intern pharmacist. These degrees provide 

students with their base knowledge and skills such as pharmacotherapy, communication, 

professionalism, calculations and critical thinking, health ethics and law. After completing the degree 

and a one-year worksite-based internship, pharmacists are issued their registration and license to 

practice from the Pharmacy Council of NZ. All pharmacists have a registration number and assume 

legal responsibility for all medicines they dispense and their services to the public (Pharmacy Council 

of New Zealand, 2015).  

The Health Practitioners’ Competence Assurance Act 2003 delegates the Pharmacy Council to ensure 

that all pharmacists practice in a way that protects the public's safety. As part of its surveillance, the 

Council mandates pharmacists to complete Continuing Professional Development (CPD) requirements 

as part of their recertification process. Pharmacists are required to complete several CPD activities 

every year to remain on the council’s practising register. Approved CPD tasks include reading research 

and academic articles, completing courses and attending pharmaceutical and professional conferences. 

Accordingly, it is widely acknowledged that pharmacists are well-trained and have a robust 

professional certification framework (Ministry of Health, 2016c). 

3.4.3 Pharmacy Action Plan 2016 – 2020 

The Ministry of Health developed the Pharmacy Action Plan 2016 – 2020 alongside the NZ Health 

Strategy 2016 (Ministry of Health, 2016c). The Action Plan outlines the visions for the pharmacy 
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profession to innovate in their practice and better utilise their skills to improve New Zealanders' health. 

The Action Plan advocated four focus areas in which the pharmacy profession in a range of settings can 

contribute to the future direction of the health system (Ministry of Health, 2016b, 2016c): 

1. Population and Personal health  

2. Medicines Management Services 

3. Minor Ailments and Referral  

4. Dispensing and Supply services.    

It is worth noting that none of these focus areas is new to the pharmacy profession; most pharmacists 

working in the community already deliver services consistent with these focus areas. These are 

expected practices in the existing professional Competency Standards and the Code of Ethics 

(Pharmacy Council of New Zealand, 2015, 2018a). However, these focus areas have historically not 

been signposted and funded in contracts and instead have been framed as ‘good professional practice’ 

(TAS, 2021b). For instance, if pharmacists identify medicine management difficulties for their patients, 

it would be considered good professional conduct and ethical to help (Pharmacy Council of New 

Zealand, 2018a). When framed as good practice, there are fewer standards and less measurable 

outcomes to evaluate. In a health system sense, this context offers little evidence for how the pharmacy 

profession contributes to achieving broader health system goals (Kinsey et al., 2016). As such, by 

making these focus areas more explicit in the Action Plan, robust frameworks are more likely to be 

constructed to evaluate pharmacists' contribution to the health of New Zealanders (Ministry of Health, 

2016c). 

One focus area of the Action Plan pertinent to this project is recognising that inequitable access to 

medicines and health inequity is a key challenge to the current pharmacy context in NZ. The Action 

Plan states that ‘New Zealanders have the right to experience health equity through access to high-

quality health and disability services that are responsive to their needs and hopes for health’ (Ministry 

of Health, 2016c, p. 3). While no direct mention was made of access issues for disabled people, the 

principles described for other priority populations experiencing health inequity, such as Māori and 

Pacific Peoples, apply to disabled people and align with similar social justice principles in this project. 

3.5 Chapter summary 

Most pharmacies in NZ are located in the community, close to people’s homes, and provide medicines 

and primary healthcare services to their communities. Historically, a pharmacy's core service was 

dispensing to ensure that prescription medicines were accessible to the public. Accordingly, the funding 

framework of previous pharmacy contracts focused on dispensing.  
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However, the context has changed, and through various factors, the dispensing process is gradually 

becoming a less extensive part of community pharmacy (Smith et al., 2018). Moreover, it is 

increasingly recognised that pharmacists’ skill sets could be better utilised to improve the health of 

New Zealanders. These realisations have stimulated various funding framework changes for 

community pharmacies in the past decade (Kinsey et al., 2016). These changes aim to curtail 

dispensing funding and align contracts towards other health services that are more directly related to 

improving health outcomes. In 2018, the Integrated Community Pharmacy Services Agreement 

(ICPSA) provided a framework for advancing this agenda (TAS, 2021b). In this new contract, 

community pharmacies are paid less for dispensing and more for providing other types of health 

services targeted at improving the health of their community.  

Many medicines accessed via a prescription are subsidised in NZ. PHARMAC is the organisation that 

determines medicines subsidy and the conditions that need to be fulfilled for eligible service users to 

receive the subsidy. Community pharmacists have the role of administering this subsidy.  

In some circumstances, medicines may not be subsidised, or the individual is not eligible to receive a 

subsidy (e.g. non-residents of NZ). On these occasions, the individual need to pay privately for the total 

cost of the medicine. Figure 4 summarises the primary financing and output of community pharmacies 

in NZ and the relationship of each organisation described in this chapter.  

Pharmacists are widely established health professionals in western societies. In NZ, pharmacists 

undergo extensive training and regulation. Most work in the community pharmacy setting to enable the 

public’s access to medicines and health services that are safe and optimised for their health needs 

(Pharmacy Council of New Zealand, 2015).  

In the context of access for disabled people, community pharmacies already have a well-established 

role in dispensing medicines and providing health services. Hence issues related to the inequity of 

medicines or service access, as stated in the Pharmacy Action Plan 2016, are particularly relevant for 

disabled people (Ministry of Health, 2016c). Furthermore, the community pharmacy setting is 

becoming an additional access point for various primary health services (Smith et al., 2018). Thus, the 

access issues that currently exist for disabled people may be exacerbated in the future if they remain 

unacknowledged. 
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4 Health services accessibility – Literature review 

This chapter will summarise existing inquiries and relevant knowledge related to the accessibility of 

community pharmacy services for disabled people. Two literature reviews were conducted in this 

project. The first is a scoping review of literature on general access issues for disabled people in the 

primary health setting, mainly General Practitioners (GP) services (Grant & Booth, 2009). This review 

found that more inquiries were conducted in the GP setting. As such, findings from this literature 

review will be outlined first to present the general access issues for disabled people. It was recognised 

by the research team that literature related to primary health service accessibility is pertinent to the 

community pharmacy context. Moreover, the community pharmacy is increasingly becoming a setting 

for delivering primary care services previously located at GP clinics. Therefore in considering potential 

issues in the future for disabled people, an examination of primary health service accessibility research 

was deemed necessary for this project.  

The second is a systematic review of literature related to access issues for disabled people in the 

community pharmacy setting. Fewer inquiries were found to be conducted in the pharmacy setting. 

Therefore, this systematic literature review comprehensively captured existing access issues for 

disabled people in the community pharmacy setting. With this knowledge, this project is better 

positioned to contribute to the knowledge gap and the agenda of improving access to community 

pharmacy services for disabled people in NZ. 

4.1 Literature review focus 

Internationally, Disability Studies is an established discipline with numerous academic institutions and 

journals that focus specifically on inquiries related to disability. Research in this discipline is typically 

related to people’s lived experience of disability (Thomas, 2010; Watson, 2002; Williams, 2000); or 

framed to seek social and technological solutions to improve disabled people’s quality of life (Ferguson 

& Liu, 2015; McMahon & Curtis, 2009; Moloczij, McPherson, Smith, & Kayes, 2008).  

There are plentiful inquiries that examine the lived experience of disabled people (Thomas, 2010). 

Research on the accessibility of health services, however, is relatively scarcer. For many nations, 

evaluations of health service accessibility have been conducted in response to legislative changes or 

community demands (United Nations, 2006; WHO, 2018). The adoption of the United Nations 

Convention on the Rights of Persons with Disabilities (UNCRPD), for instance, has stimulated many 

nations to improve the accessibility of state-provided health services. Such evaluations have been 

conducted in the USA concerning how health services meet the Americans with Disability Act 1990 

(ADA) standards. In NZ, no equivalent legislation exists, despite ratifying the UNCRPD in 2008.  
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4.1.1 Access issues in the primary healthcare services – GP clinics 

Comparatively, more inquiries have been conducted with primary healthcare service providers such as 

GPs than community pharmacists. The primary healthcare context, notably the GP setting, is relevant to 

community pharmacy (Ministry of Health, 2021a). Pharmacy and GP clinic staff work collaboratively 

to deliver primary healthcare in NZ. These two providers may often work in the same contexts, within 

the same community, and even on the same premises (e.g. pharmacists in GP clinics) (Haua, Harrison, 

& Aspden, 2019). Therefore, understanding the access issues for disabled people to GPs will inform 

potential issues in the pharmacy context.  

However, a scoping literature review was deemed sufficient given the extensive amount of health 

services research in the GP setting and considering that the GP context is not identical to community 

pharmacy. This review aimed to understand the scope of access issues for disabled people. Thus, only 

literature deemed relevant to the pharmacy context, and the access framework adopted in this project 

was retrieved from scoping searches through the Medline (Ovid) database (Levesque et al., 2013). The 

access issues identified in this review were also discussed in meetings with project advisors to seek 

their expertise and determine how relevant the access issues for disabled people to GPs are to the 

pharmacy context (details about project advisors in Chapter 5 – methodology).  

4.1.2 Community pharmacy access issues for disabled people  

To explore specific access issues for disabled people in the community pharmacy context, a second 

systematic literature review was conducted to gather and consolidate existing knowledge on the topic 

comprehensively; and inform how this PhD project could contribute to existing knowledge gaps. 

Details of this literature review are presented in section 3 of this chapter.  
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4.2 Scoping review of literature describing access issues of primary healthcare 

services 

Health services accessibility studies are generally conducted from two viewpoints. One is the provider 

perspective, in which researchers explore access issues controlled by health providers such as doctors, 

nurses and pharmacists. Typically, these studies evaluate the accessibility of provider services against 

established standards or guidelines (Iezzoni & O'Day, 2006).  

The second viewpoint is of health care consumer experiences. These studies explore consumer 

perspectives and experiences of the barriers and enablers to accessing a health service or a setting. 

Furthermore, these inquiries aim to learn from consumers to stimulate potential initiatives to improve 

the accessibility of a health service, identify policy gaps, and inform or create guidelines or standards. 

4.2.1 Accessibility studies from the provider perspective 

Most of the literature found examined the physical accessibility of doctor’s offices. In the USA, 

Grabois (1999) surveyed GPs and measured the extent to which their premises and practices comply 

with the standards in the American Disability Act (ADA). They concluded that despite all GPs in the 

study indicating experience working with disabled people, most clinics were not compliant with the 

ADA standards. Most of the non-compliance relates to physical access issues. A large portion of GPs in 

the study reported being unable to serve their patients in the past due to access barriers in their 

workplace (Grabois, 1999).  

Similarly, Pharr and Chino (2013) surveyed primary care practice administrators and managers to 

measure their knowledge of the ADA; and whether their knowledge of the ADA related to the actual 

access barriers found at their workplace. The researchers reported an inverse relationship between 

knowledge of ADA and the number of barriers reported at workplaces. This means that participants 

who have more knowledge of the ADA reported fewer structural and access barriers at their clinics and 

vice versa. Additionally, participant age and age of the office building were also predictors for the 

number of access barriers reported (Pharr & Chino, 2013).  

C. Graham and Mann (2008) also conducted audits of GPs offices in South Carolina, USA. A criterion 

based on the ADA was used for the audit. The researchers found that despite the mandates of the ADA, 

there was considerable variability in the accessibility of physician offices. On average, offices were 

deemed adequate for 70% of the items assessed. However, factors such as year of building construction 

and building ownership impacted overall accessibility due to the lack of ability of GPs to make 

physical changes to their workplace to improve access. Aspects such as accessible car parks and 

bathrooms were also highly variable between different offices (C. Graham & Mann, 2008).  
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In NZ, no comparable legislation to the ADA has been implemented. Despite extensive lobbying 

through the Access Matters campaign, the government is still negotiating a potential Accessibility Act 

(Access Alliance, 2020). Regarding physical access, the NZ Building Regulations 1992 do have 

specifications in clause D1- Access routes about the need for accessibility of a building (Building 

Regulations, 1992). Nonetheless, the Building Regulations 1992 do not specifically mandate public or 

health services to ensure access for disabled people.  

Recently, a private organisation called Be.Lab (formally Be.Accessible) was formed in NZ with a 

social agenda to support businesses in improving their accessibility for disabled people (Be.Lab, 2021). 

The organisation was formed by disabled people and has improved the accessibility of numerous 

business sectors, particularly within the hospitality industry. However, their work and evaluation 

documents are not published publically, given that they are a private organisation.   

In addition to physical accessibility evaluation studies, other inquiries have explored health providers’ 

perceptions of the access barriers for disabled people. Sanchez et al. (2000) surveyed health clinics in 

the Mid-western region of the USA. They found that clinic staff perspectives of meeting the ADA did 

not always correspond to the actual needs of people who use mobility aids. Most clinics in the study 

met ADA standards. However, meeting access standards was argued to render the staff less aware of 

the real needs of people with mobility aids, which compounded access issues. For example, accessible 

bathrooms were found in most clinics. However, not all staff were aware of and understood the usage 

of the features in these bathrooms. In this sense, meeting the ADA standards has falsely given staff the 

impression that they have an accessible premise without considering the real needs of disabled people, 

which may not always be limited to physical or practical barriers (Sanchez et al., 2000). 

In another context, Gething and Fethney (1997) conducted a questionnaire with rural GPs, based on a 

prior needs analysis of disabled people living rurally in New South Wales, Australia. The survey aimed 

to determine the need for disability awareness training with rural GPs. Their report suggested that due 

to being remotely located and the perception of being outdated with disability issues, GPs supported 

increasing disability awareness training. The second part of their study involved a group meeting with 

the GP participants to construct strategies for providing disability awareness training to rurally based 

GPs. In the meeting, GPs advocated for disability awareness training at the undergraduate level and 

after registration to stay updated on disability issues (Gething & Fethney, 1997).  

In NZ, similar findings were found in a study with disability support providers (Mirfin-Veitch et al., 

2013). Based on questionnaire data, the study reported a general agreement by disability support 

workers that GPs lack awareness about disability issues and meeting the needs of disabled people is not 
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receiving enough attention in their medical training. Furthermore, compared to disability support 

workers, GPs are ill-equipped to respond to the diverse communication methods of disabled people. 

This study also identified practical barriers such as appointment costs and lack of time allowed in 

consultations as prominent access issues (Mirfin-Veitch et al., 2013).  

Dovey and Webb (2000) surveyed GPs in NZ to measure their views of caring for people with 

intellectual impairment. The survey found considerable variability in the experience of GPs with 

patients with intellectual impairment. Some respondents indicated they had little or no experience 

working with people with intellectual impairment and suspected their standard practice to be 

inadequate. Others indicated that they have extensive experience working with people with intellectual 

impairment. Moreover, constraints such as lack of time for consultation and availability of support 

persons hindered GPs' ability to care for their patients.  

4.2.2 Accessibility studies from the consumer perspective 

The second viewpoint of accessibility research is from the consumer perspective. Fewer inquiries have 

been conducted with disabled people (consumers) compared to providers.  

Studies with consumers are typically qualitative, using data collection methods such as focus groups 

and interviews. Parish, Moss, and Richman (2008) conducted a series of focus groups with people who 

experience developmental impairments in North Carolina, USA. Although the focus groups explored 

broad experiences in healthcare, the researchers reported that focus group conversations mainly were 

about accessing primary healthcare services, particularly GPs. Participants believed that having good 

access to GPs is vital to their health. Factors such as participants living in group homes versus 

independently and geographical location (rural vs urban) did not seem to influence the regularity of GP 

visits. However, participants recognised that having an advocate for their health needs, such as a family 

member or a support person, significantly improved their experience with doctors. Drawing from this 

theme, the researchers suggested that incorporating more health advocacy training for support persons 

will likely improve the accessibility of primary care services for people with developmental 

impairments (Parish et al., 2008). 

Similarly, Drainoni et al. (2006) conducted focus groups with disabled people in Massachusetts, USA, 

to identify their healthcare access barriers. The researchers took a broader cross-disability approach but 

identified similar barriers for people with different impairment types. The barriers discussed during 

their focus groups ranged from structural barriers such as transportation issues and high cost of services 

to interpersonal barriers such as the lack of disability awareness of doctors. The researchers grouped 

the barriers into structural, financial, and personal/cultural categories. Accordingly, the report suggests 
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that future policies and initiatives aiming to improve health services must consider access broadly to 

address the diverse array of barriers that disabled people encounter (Drainoni et al., 2006).  

Through a questionnaire, Harrington, Hirsch, Hammond, Norton, and Bockenek (2009) gathered data 

about disabled people’s views of access issues with GPs. Despite some respondents reporting that their 

GP offices were not physically accessible, it was viewed that the GP’s knowledge and awareness of 

their disability are more important and valued than having physically accessible premises.  
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4.3 A systematic review of literature relating to community pharmacy access issues 

for disabled people 

This project’s focus is the community pharmacy context, where the providers are the pharmacists and 

the consumers, disabled people. Thus, the researcher conducted a systematic review as part of this 

project to find the relevant inquiries relating to access issues in the community pharmacy context for 

disabled people. This project could be better informed by comprehensively identifying existing 

literature to explore the knowledge gaps identified. This literature review aimed to identify the key 

themes and narratives from existing inquiries rather than evaluating existing interventions or actions to 

improve community pharmacy access. 

This section will describe the literature review strategy and summarise the literature found. In the next 

section, a thematic synthesis of the literature is presented. 

4.3.1 Literature review strategy 

After consultation with a librarian, Medline (Ovid), Embase (Ovid), PsycINFO (Ovid), CINAHL 

(EBSCOhost), and SCOPUS were searched for relevant publications. Thesis and dissertations were 

also searched in ProQuest Dissertations and Theses (North America), Trove (Australia and NZ), 

EThOS (United Kingdom). A secondary search strategy was manually searching relevant websites and 

policy documents to identify pertinent publications.  

Search terms and strategy 

Each database needed unique search strategies, and the search terms often differed. For instance, for 

Medline and Embase, MeSH headings were used where terms such as Disabled Persons would 

encompass numerous related terms like Disabled people, people with disabilities and people with 

impairment. Accordingly, three conceptual categories were used to link the database search terms.  

Key concept categories 

Disabled people Access to healthcare Community Pharmacy 

All search terms within each conceptual category were used in the search strategy and grouped using 

the or Boolean operator. Then each category would be linked by the and to ensure that the publications 

were relevant to ‘Disabled people’ and ‘Access to healthcare’ and ‘Community pharmacy’. All the 

search terms used for each database are detailed in Appendix 4. 

One issue in determining related search terms was the definition of disability and what social groups 

should be included in the review. After reviewing and reflecting on the bio-psycho-social model of 

disability (chapter 2), it was decided to include search terms relevant to populations such as People 

with chronic illness and mental illness. This strategy yielded many more publications than initial 
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searches focused on disabled people. Truncations and other strategies such as exploding results and 

refining categories were also used to maximise relevant publications.  

Inclusion and exclusion criteria 

Given the small number of inquiries focussing on accessibility conducted in the pharmacy context, a 

broad inclusion criterion was used. Publications related to all three conceptual categories in the search 

strategy were included. Articles in the English language and published between 1980 to 2020 were 

included. This literature review was initially conducted in 2017 and has been re-run to identify any 

relevant literature published since then (2017-2020).  

Initially, non-original inquiries such as other literature reviews and commentaries were excluded. 

Nonetheless, it was recognised that the literature reviews were also informative for the thematic 

synthesis of existing narratives. Therefore, it was decided to include them. Moreover, literature reviews 

provided a source of references to find other publications.  

Following the PRISMA framework, the research team reviewed the identified literature to ensure that 

only the relevant inquiries were included in the final thematic synthesis. This process is summarised in 

Figure 5 (Moher, Liberati, Tetzlaff, & Altman, 2009). The literature included in the review is 

summarised in Table 1. This table presents the summary details of each publication, including the 

viewpoint of the inquiry (provider or consumer), year of publication, country of inquiry, methods used 

and the findings relevant to this project. 

Critical appraisal and thematic synthesis 

Critical appraisal was conducted following the CASP Qualitative Appraisal tool to ensure that retrieved 

publications rigorously reported their research (CASP, 2018). All literature was peer-reviewed and 

published in relevant journals. As a result, 30 articles and 1 PhD thesis were reviewed.  

The researcher imported the articles into the NVivo qualitative analysis program, and initial codes were 

created to label text while reading. Then, after reviewing the codes, categories were constructed, 

forming the themes presented in the next section. The themes describe the major narratives identified in 

the literature.  
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Figure 5. PRISMA flow diagram 



Chapter 4 Literature review 

66 
 

4.3.2 Literature included in the review 

Table 1. Summary details of included literature 

Authors Year 

Data source 
(Provider or 
Consumer) Title Country Methods used Key findings relevant to this project 

Original research       

K Foote 1986 Provider 

Mobility impairment and Pharmacy 
Accessibility: Conflict in a commercial built 
environment USA Pharmacy audit 

The marketing techniques used in the commercial 
pharmacy environment sometimes create barriers for 
people with mobility impairment 

A Di Blasi, S Kendall, M J 
Spark 2006 Provider 

Perspectives on the role of the community 
pharmacist in the provision of healthcare 
to people with intellectual disabilities: 
exploration of the barriers and solutions Australia Interviews 

Training and collaboration with other health 
professionals and support persons are enablers to 
communicating and providing care for people with 
intellectual disabilities  

K Latham, S Waller, J 
Schaitel 2011 Provider 

Do best practice guidelines improve the 
legibility of pharmacy labels for the visually 
impaired? UK Pharmacy audit 

Best practice guidelines were not fully met by any of 
the pharmacy labels in the sample collected in this 
study 

J Mathews, A Parkhill, D 
Schlehofer, M Starr, S 
Barnett 2011 Provider 

Role-Reversal Exercise with Deaf Strong 
Hospital to Teach Communication 
Competency and Cultural Awareness USA Roleplay 

The role-reversal exercise was an effective method of 
teaching pharmacy students that the delivery of health 
care is dependent on adequate communication 
between providers and the patient 

A Albekairy 2014 Provider 
Pharmacists’ Perceived Barriers to Patient 
Counselling 

Saudi 
Arabia Survey 

A significant counselling barrier for pharmacists is 
counselling the caregiver instead of the patient (27.8% 
response) 

A Culduz, N Şencan, D 
Iğneci, C Kaspar, R Özgören, 
E Çelik 2014 Provider 

Opinion of Pharmacists Towards 
Accessibility of Physically Disabled People 
to Pharmacy Turkey Survey 

Over 50% of pharmacist survey respondents indicated 
that their pharmacy is not suitable for disabled people 

P Norris, S Horsburgh, G 
Sides, S Ram, J Fraser  2014 Provider 

Geographical access to community 
pharmacies in NZ NZ 

Geographical 
study  

While the urbanisation of pharmacies has been 
matched by the loss of population in rural areas, the 
loss of pharmacies from smaller rural towns leaves 
many people with poor access. 

B Flood 2016 Provider 
Medication use in residential care for older 
people with intellectual disabilities Ireland Pharmacist Audit 

Medication administration may seem a ‘simple’ task, 
but polypharmacy and complexity in the elderly 
population means that it is often more complicated 
than fully realised by support staff 

V Cotrell, K Wild, T Bader 2006 Consumer 
Medication Management and Adherence 
Among Cognitively Impaired Older Adults USA 

Case-control 
study, interviews 

Strategies to improve medication adherence used by 
caregivers of people with Alzheimer's disease were 
found not always to be effective 
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C Paddison, N Pachana 2006 Consumer 
Satisfaction with Pharmacy Services 
Among Older Adults in NZ NZ Survey 

Physical access to pharmacy services may be 
compromised by disabling health problems, particularly 
among those living alone. Dissatisfaction was also 
evident about the cost of medication 

J McMahon, A Curtis 2009 Consumer 

Methods of Reading Information on Labels 
of Prescription Medications by Persons 
Who Are Visually Impaired USA Survey 

Most participants accessed medicines information by 
having someone else read it to them or by using 
magnification 

A Riewpaiboon 2009 Consumer 

How the blind cope with problems of 
medicine utilization: a study in Bangkok, 
Thailand Thailand Interviews 

Most of the blind did not receive assistance regarding 
medicine use. Their use of medicine was based on 
memory, which is highly risky behaviour in terms of 
medication adherence 

T Tran, R Elliott, S Taylor, M 
Woodward 2011 Consumer 

A Self-Administration of Medications 
Program to Identify and Address Potential 
Barriers to Adherence in Elderly Patients Australia  

Observational 
study 

Development and implementation of an inpatient self-
administration of medicines program could be helpful 
to improve elderly patients' adherence and 
independence of medicine used in the community 

E Mehuys, L Dupond, M 
Petrovic, T Christianens, L 
Van Bortel, E Adriens, L De 
Bolle, I Van Tongelen, J 
Remon, K Boussery 2012 Consumer 

Medication management among home-
dwelling older patients with chronic 
disease: Possible roles for community 
pharmacists Belgium 

Observational 
study 

Assistance with cognitively impairment patients is an 
important area of improvement for pharmaceutical 
services 

R Adams, H May, L Swift, D 
Bhattacharya 2013 Consumer 

Do older patients find multi-compartment 
medication devices easy to use and which 
are the easiest? UK 

Evaluation 
survey 

Transportability was the most important factor of 
usability for multi-compartment medication devices 

B Flood, M Henman 2015 Consumer 

Case study: hidden complexity of 
medicines use: information provided by a 
person with intellectual disability and 
diabetes to a pharmacist Ireland Case study 

The trend to deinstitutionalise the healthcare of people 
with intellectual disabilities will require more support 
from community pharmacists to ensure quality 
medication use 

M Ferguson, M Liu 2015 Consumer 

Communication needs of patients with 
altered hearing ability: Informing 
pharmacists’ patient care services through 
focus groups USA Focus groups 

Many of the Deaf or hard of hearing lacked 
understanding services outside of dispensing offered at 
the community pharmacy setting. 

S Davis, S Durvasula, D 
Merhi, P Young, D Traini, S 
Bosnic Anticevich 2016 Consumer 

Knowledge that people with intellectual 
disabilities have of their inhaled asthma 
medications: messages for pharmacists Australia  Interviews 

People with intellectual disabilities value independence 
in managing their asthma medications. Pharmacists 
could use a variety of strategies to improve adherence 

I Maidment, L Aston, T 
Moutela 2017 Consumer 

A qualitative study exploring medication 
management in people with dementia 
living in the community and the potential 
role of the community pharmacist UK Interviews 

Pharmacists need to have an enhanced role in 
supporting carers in their management of medicines 
for people with dementia but would need to work in a 
multidisciplinary environment  

J Jamison, S Sutton, J Mant, 
A De Simoni 2017 Consumer 

Barriers and facilitators to adherence to 
secondary stroke prevention medications UK 

Online data 
analysis 

Using medication storage devices, following routines 
and getting help with medications from caregivers 
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after stroke: analysis of survivors and 
caregivers views from an online stroke 
forum 

were important facilitators of adherence to post-stroke 
survivors 

D Santos Lula Barros, D Lane 
Mendonça da Silva, S Nair 
Leite 2019 Consumer 

Access and use of medicines by elderly 
individuals with dementia Brazil 

Observational 
study 

It is fundamental to recognize the caregivers’ role in 
promoting the rational use of medicines. 

Literature review       

R Elliott, D Goeman, C 
Beanland, S Koch 2015  

Ability of Older People with Dementia or 
Cognitive Impairment to Manage Medicine 
Regimens: A Narrative Review Australia Narrative review 

A range of strategies have been used to support 
medicines management in people with cognitive 
impairment, but there is little research underpinning 
these strategies 

M O’Dwyer, A Mestrovic, M 
Henman 2015  

Pharmacists’ medicines-related 
interventions for people with intellectual 
disabilities: a narrative review Ireland Narrative review 

Pharmacist interventions, collaboration in the provision 
of care, and qualitative studies relating to patient, 
carers, and pharmacist views on the care of people 
with intellectual disability are important areas 
requiring further research 

Z Hudani, C Rojas-Fernandez 2016  

A scoping review on medication adherence 
in older patients with cognitive impairment 
or dementia Canada Literature review 

Poor communication with prescribers, lack of social 
support and increased pill burden are common barriers 
to adherence for people with cognitive impairment 

S Wakeham, S, Heung, J Lee, 
C Sadowski  2017  

Beyond equality: Providing equitable care 
for persons with disabilities Canada Literature review 

Within the community pharmacy environment, there 
are physical and non-physical interventions that 
pharmacists can implement to ensure that patient-
centred care is prioritized 

Peer-reviewed 
Commentary/Pharmacist 
CPD articles       

V Van Dusen 2001  

Students with disabilities: Implications for 
pharmacy education USA Commentary 

Complex dilemmas occur in the recruitment of disabled 
pharmacy students. The need to accommodate them 
includes a direct threat to others, and the 'undue 
burden' concept relative to the cost associated with 
accommodation is a complex issue. 

K Rosenbloom, R Wakeman, 
P Scrimshaw 2005  The Disability Discrimination Act UK 

CPD for 
pharmacists to 
raise awareness 

Pharmacists should adhere to local protocols and 
develop standard operating procedures to provide 
services to disabled people.  

W Smith, J Justin, J. Roth, O 
Okoro, C Kimberlin, F 
Odedina 2011  

Disability in Cultural Competency 
Pharmacy Education USA Commentary 

Efforts in pharmacy education to incorporate cultural 
competency components have improved, but few 
mention disability issues. Development of disability 
education within the pharmacy curriculum is needed 
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S Kaae, J Morgall Traulsen, L 
Stig Nørgaard 2012  

Challenges to counselling customers at the 
pharmacy counter: Why do they exist? Denmark Commentary 

Researchers should distinguish, both theoretically and 
practically, between the content of a conversation and 
the underlying relationship when exploring the 
therapeutic relationship between pharmacists and 
customers 

K Orrico 2013  Caring for visually impaired patients USA 
Commentary to 
raise awareness 

Pharmacists need to advocate for patients with vision 
needs by partnering with government and patient 
groups to support and enact legislation intended to 
enhance people’s ability to adhere to drug therapy 

Thesis       

M Smith 2016 Provider 

Adding debriefing to Objective Structured 
Clinical Examination (OSCE) to enhance 
disability cultural sensitivity in pharmacy 
students USA Mixed methods 

Adding a debriefing component to OSCE could improve 
disability competence in pharmacy students. However, 
it is suggested that other simulated experiences or 
practical activities should be included in pharmacy 
education to develop disability responsiveness 
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4.4 Access issues of the community pharmacy context for disabled people: Thematic 

summary of the literature  

The systematic literature review revealed that few inquiries had explored the access issues of 

community pharmacies for disabled people. In NZ, no published inquiries have explored this topic 

comprehensively to date. Most of the literature retrieved explored issues related to pharmacy access 

rather than specifically evaluating access issues in the community pharmacy context. The key themes 

of access issues were: Medication management limitations, physical access barriers, communication 

barriers with people with low vision and hard of hearing, and the need to raise disability awareness in 

the pharmacy profession. 

4.4.1 Medication management 

Many inquiries were concerned with the medicine management of individuals. Generally, these studies 

explored factors relating to people’s ability to manage their medicines safely and effectively. Since 

dispensing medicines is a core service of community pharmacies, people’s ability to engage with their 

medicines is important to their access (see chapter 2.5) (Levesque et al., 2013). Thus, medicines 

management issues were found to be well investigated and relevant to this project. 

Some studies investigated practical issues. R. Adams, May, Swift, and Bhattacharya (2013) evaluated 

the usability of multi-compartment medication devices (MMD) for elderly patients. Various companies 

make MMD as a tool to assist people with managing their medication regimens. One significant barrier 

found in their study was related to physically opening the MMD device by elderly patients, which may 

restrict their access to the medicines stored inside. For people with low dexterity or who experience 

physical impairment, using such MMD can be challenging.  

Intellectual impairment and adherence  

Many more studies explored medication adherence issues. The concept of medicine adherence is 

commonly used in pharmacy practice as a notion that goes beyond simply taking medicines (A. Turner, 

Roubinov, Atkins, & Haselkorn, 2016). As defined by WHO, adherence is,  

‘the extent to which a person’s behaviour – taking medication, following a diet, and/or 

executing lifestyle changes, corresponds with agreed recommendations from a health care 

provider’ (WHO, 2003, p. 3).  

Hence, the notion of adherence encompasses the entirety of a person’s behaviour and agreement with 

following their medication regimen. To people with learning difficulties or intellectual impairment, 

adherence to medications can be challenging. Therefore, many inquiries were conducted with older 

adults with intellectual impairment, dementia, or other social groups with learning difficulties, to 

understand better their challenges to medication adherence and potential safety issues.  
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Elliott, Goeman, Beanland, and Koch (2015) and Hudani and Rojas-Fernandez (2016) conducted 

literature reviews to explore medication adherence issues for elderly patients with dementia or 

intellectual impairment. Both reviews identified that factors such as lack of support persons, increased 

medication burden (polypharmacy), lack of accessibility of medicine packaging and poor 

communication with health professionals increased the likelihood of poor adherence. Moreover, 

evaluation of people’s ability to manage medication is not routinely conducted by health professionals, 

which could result in medication safety issues and poor health outcomes. Accordingly, both reviews 

concluded that there are few effective initiatives implemented in Australia and Canada currently that 

improve medication adherence for people with intellectual impairment or learning difficulties (Elliott et 

al., 2015; Hudani & Rojas-Fernandez, 2016).  

Using a case-control method, Cotrell, Wild, and Bader (2006) measured medication adherence of 

persons with Alzheimer’s disease in Oregon, USA. They also investigated if support persons can 

estimate the medication compliance of a person with Alzheimer’s disease. Notably, it was found that 

caregivers could generally assess the medication management abilities of the disabled person 

accurately. However, many initiatives that support persons took to improve adherence were ineffective, 

suggesting the need for involvement of health professionals in developing initiatives to improve 

medicine adherence in this population (Cotrell et al., 2006). These findings are also replicated in a 

study conducted by Maidment, Aston, Moutela, Fox, and Hilton (2017) through interviews with people 

with dementia, support persons, and healthcare professionals such as doctors and pharmacists in the 

UK. Similarly, they found that support persons experience various challenges in managing the 

medicine regimens of their clients. They recommended enhancing community pharmacists’ role with 

this population and increasing their involvement as part of the Multi-Disciplinary Team (MDT). 

Initiatives such as conducting regular medicine reviews at people’s homes with the support person and 

MDT present to tailor medicines management strategies may greatly improve adherence and safety 

(Maidment et al., 2017). 

Through online forums of stroke survivors, Jamison, Sutton, Mant, and Simoni (2017) analysed posts 

relating to medication management. It was found that social issues such as negative publicity of 

medicines and shared understanding of side effects were influencing people’s views of their 

medications. Other practical issues like trouble swallowing tablets, medication costs and difficult 

packaging were also barriers to medicines management. Conversely, using MMD, following routines, 

and getting help from support persons were all identified as facilitators to medicine adherence in their 

study (Jamison et al., 2017).  
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Although medication adherence is framed as a dimension of access, it is important to recognise that 

access is a broad concept (Levesque et al., 2013). The literature review identified that most of the 

inquiries relating to pharmacy tended to focus on individual issues such as medicine adherence, with 

fewer considering the broader contextual issues relating to accessibility. By focusing on individual 

issues, the broader dimensions of access are often neglected, such as social issues that can be of higher 

priority to people’s health-seeking journey, particularly for disabled people (see access model chapter 

2.5) (Levesque et al., 2013). Therefore, while this theme reflects some important access issues for 

disabled people, finding fewer inquiries that considered the broader dimensions of access in the 

community pharmacy context illuminates a current knowledge gap. 

4.4.2 Physical and practical access 

The issue of physical barriers for disabled people is not unique to the pharmacy setting; it has been a 

consistent issue that excludes many disabled people from public spaces and mainstream society (Oliver 

& Barnes, 1998). However, a small number of inquiries were found to explore physical access issues in 

the pharmacy context (Culduz et al., 2014; Foote, 1986; Paddison & Pachana, 2006). Following various 

disability rights movements, many countries have introduced policies to mandate more accessible 

public spaces such as parks and transport areas (Iezzoni & O'Day, 2006). For instance, articles 4 and 9 

of the UNCRPD mandate the equal accessibility of public spaces for disabled and non-disabled people 

(United Nations, 2006). The Building Act 2004 in NZ also contains a section that mandates ‘reasonable 

and adequate provision’ of buildings for people who experience disability for their purposes (Building 

Act, 2004: Section 118). However, while community pharmacies provide health services to the public, 

they are privately owned in NZ and not considered public spaces. Therefore, this exempts, to some 

extent, community pharmacies from the broader access mandates (Building Act, 2004; United Nations, 

2006).  

Norris et al. (2014) conducted a geographical study of pharmacy locations in NZ. They concluded that 

community pharmacy numbers have reduced per capita in the past 20 years, which is most evident in 

rural areas. Accordingly, the authors suggest that this reduction of pharmacies may be influenced by the 

reduced profitability of the pharmacy business model, which affects rural pharmacies more than urban 

ones, leading to the reduction of rurally located pharmacies. From an access perspective, fewer rural 

pharmacies mean poorer access to medicines and other services for rural-dwelling disabled residents, 

who are found to be similar in proportions to those living in urban areas (Tatauranga Aotearoa (Stats 

NZ), 2013). Therefore changes in the geographical distribution of pharmacies over time may have 

worsened the inequities of pharmacy access between urban and rural disabled dwellers in NZ (Norris et 

al., 2014).  
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In a survey with older adults, Paddison and Pachana (2006) found that the physical access of some 

community pharmacies in NZ may be a barrier to older adults with complex health needs, particularly 

those who live alone and do not always have support persons available.  

Internationally, Foote (1986) conducted a comprehensive audit of the physical accessibility of 

community pharmacies in Austin, USA. Onsite audits were conducted using a checklist created in 

consultation with people who use mobility aids. The study found that there was considerable variability 

in the physical accessibility of pharmacies. For some stores, it was found that there were potential 

conflicts between physical access and the retail interests of the business. To increase revenue and 

profitability, a pharmacy may prioritise sales over physical accessibility. The researchers interpreted 

this as an irresolvable conflict of the pharmacy business model due to the need for revenue (Foote, 

1986). This study was conducted before the ADA was enforced in the USA when several access 

standards were subsequently mandated for community pharmacies (Iezzoni & O'Day, 2006).    

From a provider perspective, Culduz et al. (2014) surveyed community pharmacists to explore their 

perceptions of the physical accessibility of their workplace in Istanbul, Turkey. Their study found that 

more than 50% of pharmacists described their workplace as not adequately accessible for physically 

disabled people. Only 27% of respondents believed that their workplace fully met the local standards of 

accessibility.  
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4.4.3 Communication with people with low vision 

A significant access barrier for many disabled people is communication. This barrier is particularly 

prominent for blind and low vision and Deaf and hard of hearing people. Pharmacy research relating to 

blind and low vision people has tended to focus on information accessibility issues (Latham et al., 

2011; McMahon & Curtis, 2009; Orrico, 2013; Riewpaiboon, 2009). In these inquiries, it was found 

that pharmacy or medicine-related information is generally only available in print format. For instance, 

tablet bottles are usually labelled with printed dosing instructions. For blind or with low vision, this 

format can be inaccessible, thereby reducing their ability to engage with their medication therapy 

(Latham et al., 2011).  

Studies by Latham et al. (2011) in the UK and Orrico (2013) in the USA identified that current 

guidelines for medicine labelling for people with low vision are either inadequate or only based on best 

practice standards. This context leads to inconsistent medicine labelling standards concerning 

accessibility which can be challenging for people with low vision. 

Through a survey with people who are blind or have low vision about how they access medicines 

information, McMahon and Curtis (2009) found that most respondents (over 90%) in a northeastern 

state in the USA gained information about medicines using methods other than reading the label itself. 

Around half of the respondents (42%) reported they asked someone else to translate the information; 

around the same proportion (40%) used a technological solution such as a magnifier or tailored 

spectacles. Another significant finding from this study was that around 6% of the respondents said they 

did not read the label at all and relied on their memory of the pharmacist’s oral instructions about the 

medicines alone (McMahon & Curtis, 2009).  

In Thailand, through interviews, Riewpaiboon (2009) found that blind and low vision participants 

gained medicines information from various sources, mainly from the pharmacist and the radio. 

Information such as dosing and side effects were retained mainly by memory, with no reminder sources 

available. Twenty per cent (20%) of participants reported receiving braille formats on medicines 

packaging. Thus, the researcher reported that it is difficult to gauge the extent of correct medicine 

usage with blind or low vision people in Thailand (Riewpaiboon, 2009).  

4.4.4 Communication with people who are hard of hearing 

Few inquiries have investigated the access issues with Deaf and hard of hearing people. Only one study 

found communication issues of Deaf and Hard of hearing people with pharmacists (Ferguson & Liu, 

2015). Through focus groups, researchers reported that communication was a major issue for Deaf and 

hard of hearing participants to accessing community pharmacy services in Illinois, USA. Due to 

communication barriers with pharmacists and pharmacy staff, many participants did not understand the 
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services available at their pharmacy. Concerns about medication safety were also discussed in their 

focus groups. Due to a lack of accessible information formats, participants believed they missed out on 

important information about their medicines and thus gained poorer outcomes from their medication 

therapy. 

A survey conducted by Albekairy (2014) in Saudi Arabia asked pharmacists about the barriers they 

experienced when counselling patients. The third most common counselling barrier was 

communicating with patients with hard of hearing.  

4.4.5 Raising the disability awareness of community pharmacy staff 

Another key theme found in the literature is raising disability awareness with pharmacists and 

pharmacy staff. Several inquiries and commentaries discussed the diverse needs of disabled people and 

advocated that pharmacy staff could be better positioned to provide care.  

Mathews, Parkhill, Schlehofer, Starr, and Barnett (2011) reported on a teaching method using role-

reversal roleplays with pharmacy students. Students gained the lived experience of having hearing 

impairment whilst trying to access pharmacy services. Students received the exercise well, and 97% 

perceived that the exercise effectively raised their awareness of the barriers experienced by Deaf and 

hard of hearing people. 

Similarly, a commentary by W. Smith, Roth, Okoro, Kimberlin, and Odedina (2011), pharmacy 

educators at the University of Florida, advocated that disability issues should be core to the cultural 

competency curriculum for students. The authors point out that despite a strong focus on cultural 

competency in pharmacy education, disability issues are rarely included in teaching. In most pharmacy 

curriculums in the USA, racial and ethnic cultural issues dominate the curriculum, and disability 

awareness is rarely taught in pharmacists’ training (W. Smith et al., 2011).  

A PhD thesis by M. Smith (2016) measured the effectiveness of adding a debriefing component into the 

pharmacy OSCE examination to improve disability awareness. The initiative was appreciated and 

perceived to be effective by pharmacy students in raising their awareness of disability issues. However, 

the researcher concluded that more simulated experience-based learning and assessments are needed to 

develop disability awareness (M. Smith, 2016).   

No studies relating to raising disability awareness in pharmacy education was found in NZ. However, 

cultural competency requirements for pharmacists were mandated in 2012 and recently raised as an 

area for improvement by the Pharmacy Council (Pharmacy Council of New Zealand, 2016). The 

statement of cultural competency by the Pharmacy Council provides a broad definition. It specifies that 

‘culture includes but is not restricted to age, gender, sexual orientation, race, socioeconomic status 
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(including occupation), religion, physical, mental or other impairments, ethnicity and organisational 

culture’ (Pharmacy Council of New Zealand, 2011, p. 2). In this definition, impairments are considered 

a cultural dimension. However, the extent to which disability issues are emphasised in pharmacy 

training is yet to be explored in NZ.  
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4.5 Chapter summary and knowledge gaps identified in the literature 

Despite only a scoping review, it was found that considerably more research has been conducted in the 

primary healthcare setting, particularly GP clinics, than in the pharmacy context. These inquiries have 

typically focussed on two viewpoints: from the healthcare provider and the consumer.  

Research questions relating to providers have commonly evaluated the extent to which they meet local 

accessibility standards like the ADA in the USA. Additionally, inquiries have also identified the 

challenges providers have in meeting the needs of disabled people. Challenges such as a lack of 

resources and awareness training are prominent issues identified by GPs. In the pharmacy context, 

there was a consistent narrative regarding the lack of disability awareness training for pharmacists and 

pharmacy staff.  

Some inquiries evaluated the physical accessibility of pharmacy premises and other aspects such as 

medicines labelling. These inquiries were conducted to evaluate the extent to which pharmacy practice 

meets existing standards. Notably, these studies were only conducted in settings where such standards 

exist and are mandated, like the ADA in the United States. No equivalent standards are implemented in 

NZ, and hence no evaluation studies in NZ were found. 

Conversely, research relating to consumer perspectives have typically explored the barriers and 

enablers to disabled people in accessing health services. Physical barriers that exist within and outside 

the pharmacy premises and communication issues between the provider and some disabled people were 

found to be significant issues. Unique to pharmacy literature, many inquiries were concerned with 

consumers’ adherence to medicines. The studies explored adherence issues for disabled people to 

generate solutions to improve medication management and safety, particularly for those with learning 

difficulties and intellectual impairment.  

Few studies were found in NZ that comprehensively explored the access issues in the community 

pharmacy context. No studies in the literature review used a co-design approach to explore access 

issues with disabled people or pharmacists. Furthermore, the literature review found that pharmacy-

based studies tended to focus on individual issues with disabled people, such as adherence to 

medicines, rather than broader contextual and social access issues. Exploring these broader issues may 

have more bearing in terms of improving accessibility. Therefore, this project is well-positioned to help 

fill the knowledge gap of the access issues to disabled people in the community pharmacy context.  
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5 Methodology: Researching access issues in the 

community pharmacy context  

This chapter will describe the methodology and approach taken to explore access issues for disabled 

people. The first part of this chapter will outline the Participatory Action Research (PAR) approach and 

its application in health service research. The second part of this chapter will describe the specific 

studies of this project and how the PAR approach has informed the method.  

The methodology is central to any research project and shapes how it is conducted (Crotty, 1998). To 

begin exploring PAR, let us first revise this project's aims and research questions.  

Aim: To identify and explore the key priorities for improving the accessibility of community 

pharmacies and their services for disabled people in Aotearoa New Zealand. 

The research questions framing this inquiry are: 

1. What are the barriers and enablers for disabled people when accessing community pharmacies 

and their services? 

2. What are the challenges and facilitators for pharmacists and pharmacy owners to provide 

services which meet the diverse needs of disabled people? 

3. What actions could be taken to improve the accessibility of community pharmacies and their 

services for disabled people? 

In considering the aims and research question, the PAR methodology was deemed most appropriate for 

this inquiry due to its action-orientated, transformative approach (Khanlou & Peter, 2005; Merriam & 

Tisdell, 2016). Partnerships with the participant community are formed through the PAR process to 

better understand the context to improve community pharmacy access. Moreover, PAR allows the 

practical use of a mixture of data collection and analysis methods when answering research questions 

(Merriam & Tisdell, 2016).  
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5.1 Participatory Action Research (PAR)  

Historically, research has primarily been conducted on disabled people rather than with disabled people 

(Oliver, 1992; Thomas, 2007). Typically framed by the biomedical model, these inquiries have 

explored disability from the viewpoint of dysfunction or deficit of people’s bodies. Disabled people 

were recruited to experiment, test, and generate technologies to improve the function of their bodies. 

Through these studies, many technologies have been created to improve or mitigate the experience of 

impairments in everyday life. Correcting lenses, for instance, were created to enable people with low 

vision to function more effectively in everyday life.  

In these inquiries, issues relating to disability have often been framed through ableist cultures and 

discourses which focus on improving the function and utility of disabled people in society (Iezzoni & 

O'Day, 2006). However, it has become increasingly apparent that the experience of disability is also 

constructed by a multitude of interacting factors and not limited to functional limitations of the body 

(See Bio-psycho-social model of disability in Chapter 2.1.3) (Oliver & Barnes, 2012; Shakespeare, 

2013; WHO, 2002). Therefore, conducting research that solely focuses on function is inadequate for 

improving the lived experience of disability. Instead, there needs to be an agenda to research with 

disabled people to empower their voices and prioritise their views on the prominent issues they 

experience (Creswell, 2007; Goins, Garroutte, Fox, Dee Geiger, & Manson, 2011; Oliver, 1992). This 

agenda is important in health services research, particularly when exploring access issues, given the 

diverse barriers disabled people may encounter in accessing health services.  

5.1.1 Empowering and transformative research 

Oliver (1992) critiqued that disability research has historically yielded few social or political changes. 

This was claimed to be due to the mismatch of research paradigms within Disability Studies. Both 

positivist and interpretivist research paradigms have historically alienated disabled people. Inquiries 

within these paradigms have used disabled people as instruments toward broader goals but have 

contributed little to improving their lived experience.  

Positivist epistemological positions disability as an individual’s problem and focuses on developing 

solutions that target people’s bodies or their impairment experience. Interpretivist research positions 

disability as a personal and social problem grounded in people’s interpretations and experiences. 

Although helpful in illuminating disability experiences, such research has often focussed on high-level 

existential theories and discourses, further alienating disabled people and resulting in little action 

towards improving their lived experience. 

Recognising the shortcomings of these research paradigms, Oliver advocated for the emancipatory 

research paradigm, where exploring disability issues and generating solutions are in tandem and framed 
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within the broader socio-political context (Oliver & Barnes, 2012). By focussing on the socio-political 

context, inquiries are more likely to stimulate transformative and structural changes rather than simply 

knowledge production. Such transformative changes may further emancipate the voices and capacity of 

disabled people in society to be more involved in generating actions to their own experienced issues 

(Freire, 1970; Nussbaum & Sen, 1993). Therefore, research using the emancipatory paradigm is more 

likely to result in pragmatic and transformative changes to the lived experience of disabled people 

(Oliver, 1992).  

5.1.2 Co-researching 

The emancipatory paradigm underpins the PAR approach and aims to maximise the voices of and co-

produce actions with research participants rather than to or on participants (Oliver, 1992). PAR is often 

used in health service research to solve practice or organisational problems (Israel et al., 2005; Stringer, 

2014). The PAR methodology guides researchers to,  

‘not only seek to understand, but also seek to engage participants as co-researchers to solve or 

improve a particular problem’ (Merriam & Tisdell, 2016, p. 49).  

Accordingly, the co-constructed knowledge focuses on addressing practical problems, particularly with 

disadvantaged social groups, such as disabled people (Oliver & Barnes, 2012). 

Health issues in contemporary society are often deeply rooted in a socio-political context (Marmot, 

2005; Nettleton, 2013). Health inequity is a manifestation of various social determinants (Scambler, 

2012). The politically-driven ‘top-down’ approach of conducting inquiries on people often fails to 

acknowledge this socio-political context (Israel et al., 2005). Moreover, such inquiries further alienate 

disabled people from involvement in decision-making about the design of health services (Oliver & 

Barnes, 1998; Stone & Priestley, 1996). Such top-down approaches are typically seen in 

epidemiological or health promotion research, where the research agenda is politically driven. These 

inquiries are descriptive and identify the health disparities between social groups rather than 

approaching the social groups themselves to learn about their lived experiences and what they consider 

as prominent issues in their socio-political context (Israel et al., 2005; Naidoo & Wills, 2009).  

In contrast, PAR is essentially a ‘bottom-up’ approach working closely with communities to find 

solutions to the problems they consider important. PAR also alleviates deep-rooted socio-political 

issues (Goins et al., 2011). Considering Freire’s concept of critical consciousness, the continuous use 

of PAR will likely yield a dialogue within the community that enables continuous action/reflection 

cycles to identify previously unquestioned socio-political issues (Freire, 1970). In the context of this 

project, this means that an agenda and dialogue would be established to evaluate pharmacy access 
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issues continuously. Furthermore, dialogue with the disabled community will contribute to increasing 

their critical consciousness about the pharmacy context; and increase the capability of disabled people 

towards their own social transformation (Nussbaum & Sen, 1993).   

5.1.3 Principles of PAR 

Like most other methodologies, a series of principles guide an inquiry to yield rigorous research 

outcomes. Israel and colleagues provide a helpful set of principles for using PAR in health service 

research (Israel et al., 2005). It is important to note that these principles are based on the experiences of 

prior researchers and should not be considered as prescribed rules but rather a guide adapted to the 

context of the research topic and participant community. Table 2 outlines the nine principles and how 

these have been acknowledged in this project (Israel et al., 2005). 

Table 2. The nine principles of PAR outlined by Israel and colleagues, 2005 

Principle Principle summary Application in this project 

1. Shared identity The acknowledgement of a ‘community 

as a unit of identity’. This ensures that 

membership of a particular community is 

based on shared ‘symbol systems, values 

and norms’ (pg 7). Partnerships with the 

community will then form robust Terms 

of Reference to progress with the inquiry 

There were two participant communities 

involved in this project: community 

pharmacists and disabled people. 

Advisors from each community are 

partnered with and consulted to create 

clear terms of reference. 

2. Builds on and 

recognises the 

strengths of the 

community 

There is a clear recognition of the diverse 

expertise and resources of the community 

with aims of harnessing these strengths in 

the research process and subsequent 

knowledge production 

Advisors, informants and co-facilitators 

are partnered with to recognise and build 

their expertise. For instance, a Deaf 

advisor was involved in developing a 

research agenda for Deaf specifically. 

3. Power-sharing  Traditional research privileges researchers 

in a position of power as they as seen as 

the agents of change for communities. 

PAR, ‘facilitates a collaborative and 

equitable partnership’. So that both the 

researcher and the community are 

empowered to be the agents of 

transformations. To some extent, all 

partners will be involved in decisions and 

have control of the research process, even 

in the conception of the research problem.  

Various advisory group meetings are held 

throughout the project to revise research 

processes, findings and make decisions 

about research direction. These meetings, 

along with engagements with other 

community partners, have also developed 

the project's agenda and the actions 

generated. 

4. Co-learning PAR is a co-learning and co-knowledge 

production process. In this sense, the 

researcher and the community both learn 

about socio-historical contexts. Moreover, 

to the fullest extent possible, all partners 

are involved in the knowledge production 

process. 

Methods used in this project, particularly 

with disabled people, were tailored to 

ensure that the engagements are a co-

knowledge production process. For 

instance, the participants of focus groups 

continued with the project agenda after 

the engagement and developed their own 

actions to improve access to their 

pharmacy. 

5. Balance of 

knowledge 

generation and 

action 

Traditional research focuses on 

knowledge production, which could 

subsequently yield actions of change. 

PAR aims to balance the focus on 

A clear example of this balance is the 

creation of a disability awareness learning 

package for pharmacists. This package 

was distributed in tandem with a survey of 
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knowledge generation and action. PAR 

aims to contribute to producing robust 

knowledge to inform policy and practice. 

However, in PAR, there also needs to be a 

clear intention that knowledge generation 

aims to yield action and transformation of 

the lived experiences of communities.  

pharmacists (study 1). In this sense, data 

were collected from participants, but at 

the same time, an action was carried out 

to improve the responsiveness of the 

pharmacy profession to disabled people.  

6. An ecological 

approach to 

problems 

PAR in health considers the multiple 

determinants of health and positions these 

within the socio-historical context of the 

community. The approach pays attention 

to the contextual issues of relevance and 

recognises the socio-political positions 

embraced by the community. 

The theoretical underpinnings of this 

project position access issues as 

inherently situated in a socio-political 

context. Broader social issues of disabled 

people are important when considering 

the accessibility of community 

pharmacies and services.  

7. Cyclical and 

iterative 

Consistent with the emancipatory 

paradigm, the PAR approach always aims 

to be a cyclical and iterative process in 

which action and reflection occur in a 

continuous cycle to generate knowledge.  

An agenda has been created as part of this 

project. Thus, the community, the 

researcher and the research team will 

continue to look for opportunities to 

further the agenda through cycles of co-

design, action and evaluation 

8. Co-

dissemination  

Learning and knowledge are shared in 

PAR. To the fullest extent possible, all 

partners should be involved in the 

knowledge dissemination process to 

ensure that all community members have 

access to the research findings in a 

respectful, useful and accessible way.  

Once available, the researcher will create 

findings summaries in several accessible 

formats to distribute to various disabled 

communities. These disseminations will 

also be created to stimulate actions. 

9. Commitment 

to long-term 

sustainability 

Partnerships are a core feature of PAR, 

and given that a cyclical and iterative 

process produces the most robust 

outcomes, researchers using the approach 

should look to build long-term 

partnerships and networks with 

communities. The sustainability of 

relationships should be continuously 

reviewed, and all partners should be 

willingly committed to the longevity of 

the partnership.  

The researcher of this project has used the 

opportunity to connect with various 

communities and create a network to 

further the agenda set by this inquiry. This 

network will be continually developed 

and revised as the agenda furthers. 

5.1.4 Co-construction of positionality in PAR 

Researcher positionality is essential to qualitative research (see chapter 1) (Merriam & Tisdell, 2016). 

In PAR, positionally is further extended, as the participant community constantly influences the 

researcher through the co-research process. In this sense, the positionality outlined in this thesis was 

influenced by the collective positions, interests and motivations of the various community members, 

advisors and stakeholders involved in this project. 

In qualitative research, the term ‘reflexivity’ describes the process in which researchers grapple with 

their theoretical underpinnings, positions and world views when making sense of research processes 

and findings (Creswell, 2007; Green & Thorogood, 2014). With PAR, reflexivity is also conducted 

through partnerships (Israel et al., 2005). One of the core principles of PAR is the development of 
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partnerships with the participant community (see table 2) (Israel et al., 2005; Merriam & Tisdell, 2016). 

Thus, reflexivity in PAR is where the researcher develops positionality by understanding the participant 

community's positions, socio-political context, interests and motivations (Creswell, 2007). This co-

constructed positionality and reflexive process ultimately generates the findings of this project and 

contributes to the research agenda. 

5.1.5 Project advisory group 

The advisory group is the thread linking all the methods in a PAR project (see figure 5 below). 

Common to most PAR, a practical method of establishing partnerships is by forming a project advisory 

group of various stakeholders (Israel et al., 2005). The function of the advisory group is to connect the 

researcher with the participant communities, establish clear terms of reference for the inquiry, and 

evaluate the appropriateness of data collection methods (Newman et al., 2011). As Newman et al. 

(2011, p. 1) define, advisory groups,  

‘serve as a source of leadership in the partnerships of community-based participatory research 

(CBPR) and provide structure to guide the partnership’s activities’.  

Furthermore, advisors also contribute to the co-construction of knowledge and act as agents of 

dissemination (Goins et al., 2011). Usually, the advisory group consists of community members and 

researchers/academics. The group decides on the research processes, connects the researcher with 

participant communities, and evaluates research findings (Israel et al., 2005).  

Through connections and networks established during the project, the researcher recruited an advisory 

group of disability sector leaders and advocates, pharmacists, pharmacy academics, and a GP academic. 

Due to limited resources, the number of advisors recruited was limited, as meetings were catered, and 

attendees received reimbursements for their travel and attendance. Eventually, eight members formed 

the project advisory group. This was also recognised as a good group size to help manage advisors' 

diverse expertise and backgrounds (Newman et al., 2011).  

The advisory group met four times during the project in a structured meeting setting. The researcher 

also consulted individually with different advisors extensively throughout the project. Advisors were 

consulted based on their area of expertise. For instance, pharmacist advisors contributed their expertise 

on the current pharmacy sector and contractual changes during the course of the project. Advisors who 

were well connected with the disability community helped the researcher to understand the areas of 

concern for disabled people in NZ and what policy work was undertaken. For instance, two of the 

advisors were disability sector leaders and involved in the Access Matters campaign in NZ to introduce 
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more comprehensive access legislation. Their connections allowed the researcher to participate in 

various public forums examining NZ access issues. 

One advisor also became a co-facilitator for three focus groups (Study 2). Another advisor, a disability 

advocate, connected the researcher with many other disability advocates and promoted the value of this 

research within the disability community.  

5.2 Using PAR to investigate community pharmacy accessibility 

The following sections will describe how PAR has been applied in this research project to explore 

community pharmacy access issues for disabled people in NZ. Details on how the PAR methodology 

influenced the choice of methods for each study are outlined in the sections below. Each study's 

specific data collection process will be presented in the study chapters (Chapters 6,7 and 8).  

Pragmatically, PAR allows an array of methods to collect data and generate knowledge (Stringer, 

2014). Therefore, both quantitative and qualitative methods were used in this project to engage with 

participants. 

Although no inquiries had been published in NZ, two small unpublished pharmacy student-led research 

dissertations had been conducted (Aspden et al., 2016). These projects engaged two groups of disabled 

people to explore their experiences using community pharmacy services. These projects were 

supervised by same the supervisors of this PhD work. Although the full findings of these projects were 

not published, the project reports provided valuable insights that stimulated the agenda to improve 

pharmacy access for disabled people (Aspden et al., 2016). Moreover, these insights enabled the 

creation of an initial plan for this PhD project. 

However, after deciding on the PAR methodology for this project, it was recognised that the data 

collection methods of the initial plan needed to be constantly examined for their practical and 

contextual appropriateness and feasibility as the researcher learned more about the participant 

communities (Merriam & Tisdell, 2016). For example, data collection methods such as observational 

studies and accessible surveys with disabled people were in the initial plan but later recognised as 

impractical. Accordingly, having increased contextual knowledge gained from partnerships helped to 

tailor the methods of this project (Freire, 1970; Israel et al., 2005). Figure 6 shows the methods used in 

this PhD project. The sections below will explain the various parts of this figure. 
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Figure 6. Project plan 
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5.2.1 Overview of the studies in this project 

Through consultation with the project advisors, it was decided that the project would involve four 

studies using different methods to engage with disabled people and community pharmacists. Following 

PAR principles, it was recognised that the methods should aim to engage participants to maximise their 

voices in determining the issues they experience concerning community pharmacy access (Avison, 

Baskerville, & Myers, 2001). For pharmacists, this means understanding how they are positioned to 

provide services and meet the needs of disabled people. For disabled people, this means establishing a 

platform for disabled people to share the barriers they experience when accessing community 

pharmacies. Additionally, several advisors believed that the methods for this project should not only 

aim to identify issues; but also stimulate participants to share their ideas to improve access. Such an 

aim allows the actions and interventions arising from this project to be more co-designed (Israel et al., 

2005). As such, the studies were conducted sequentially for various practical reasons and with the 

resources available.  

5.3 Study 1: Community pharmacist survey 

The literature review and consultations with advisors revealed that little is known about community 

pharmacy accessibility for disabled people in NZ. Specifically, pharmacists’ perspectives of their work 

environments and how they are positioned to provide care for disabled people.  

Whilst there is a paucity of knowledge about access issues for disabled people in the pharmacy context, 

there is a larger body of knowledge about the barriers to health services for disabled people in other 

contexts, such as General Practice (GP) (described in chapter 4). Informed by this knowledge and 

motivated by the PAR approach, it was agreed by the research team to conduct a survey of community 

pharmacists to gather their perspectives on the accessibility of their work environments and how they 

are currently positioned to provide care to disabled people.  

Alternative methods such as interviews and focus groups with pharmacists were also considered. 

However, the research team decided it was more appropriate to utilise these methods after an initial 

survey; so the findings can inform a deeper exploration of how community pharmacists are positioned 

to provide care for disabled people. Moreover, subsequent studies could then focus on topics that focus 

on potential actions to improve access for disabled people.  

Focus groups could have also been a feasible method for the first study for this project. However, the 

researcher recognised that pharmacists in NZ are typically busy, and previous experiences organising 

focus groups with pharmacists had proved challenging due to recruitment and logistical barriers. Due to 

logistical barriers, focus groups also limit participants to specific contexts or settings. For instance, the 
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perspectives of an urban-based pharmacist may be considerably different from someone working 

rurally, who may not be able to attend the focus group due to logistics.  

The survey method is not always aligned with the PAR methodology due to its one-sided nature. 

Participants take part in a survey but are not typically involved in the co-construction of knowledge 

with the researcher (Salmon, 2007). However, adaptions were made to ensure the co-design of the 

survey tool. Moreover, given the stage of the PhD project for the survey, it was considered the most 

appropriate method for several practical reasons.  

When starting this project, the researcher was newly acquainted with the topic and had little experience 

conducting PAR with pharmacists and disabled people. The survey enabled the collection of some 

contextual knowledge while the researcher established the partnerships needed with the participant 

community. To do this, the researcher must establish networks and make connections with advisors and 

stakeholders. Such processes take time, as the researcher is required to immerse themselves in the 

community to enable the participant communities to appreciate the value of this project and build trust 

with the researcher. As such, an essential process at the beginning of the project was the researcher 

learning about the disability and pharmacy context and connecting with disabled people and 

community pharmacists. Without this process, subsequent engagements with participants may have 

been limited in fruitfulness.  

In recognising that the survey method is usually limited in co-design elements, the researcher took 

additional steps in the development process to ensure that the PAR principles of co-design were 

adhered to (Merriam & Tisdell, 2016). When designing the survey tool (anonymous online 

questionnaire), the researcher consulted with advisors and community pharmacists to develop and pilot 

the questionnaire. The questions then corresponded to the language and current context of community 

pharmacy. Moreover, being a pharmacist himself, the researcher already had some insider knowledge 

about pharmacy.  

One crucial aspect suggested by advisors during the co-design process was to include questions that 

allowed pharmacists to express their views and opinions. Thus, after several iterations, the questions 

were designed not simply to be an audit of community pharmacy access but to encourage pharmacists 

to respond with their viewpoints. For instance, an accessibility checklist was used in the questionnaire 

(McColl et al., 2008). However, the questions were adapted to ask pharmacists if they have the 

checklist access features or resources at their workplace and if pharmacists agree that the access feature 

is helpful. Moreover, the question asked whether respondents valued introducing or improving the 

features at their workplace to better position them to provide services for disabled people. Accordingly, 
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in line with co-design principles, pharmacist respondents were not audited but invited to use the 

questionnaire as a platform to express their views about common access features and potential issues 

that may arise in their work. Further, they were invited to share their opinions on the relevance of these 

access features or issues in their experience.  

The survey method is efficient for collecting many pharmacists' viewpoints (Bryman, 2016; 

Oppenheim, 1992). Although qualitative methods would facilitate a more in-depth knowledge of 

pharmacist viewpoints, they cannot identify how pharmacists are generally positioned to provide care 

for disabled people across the profession. Online surveys are resource-efficient and well suited for 

small projects such as PhD projects which are generally low in resources. Other survey modes like 

paper-based or telephone-based were recognised as viable modes but are likely to have the same reach 

to pharmacists as the online platform. Pharmacists in NZ are well acquainted with completing online 

surveys and use such platforms regularly to complete their continuing education. Additionally, the ease 

of use of online survey platforms in developing and administering the questionnaire and data extraction 

was well suited to the researcher at the earlier stage of the project due to his lack of experience in 

conducting and analysing surveys (SAP, 2017). Therefore, the online survey format was justified to be 

this project's most viable first study. Specific details about the survey's construction, design, piloting, 

recruitment and analysis methods will be described in Chapter 6.  

5.3.1 Development of Continuing Professional Development (CPD) Package 

At the time of this project, pharmacists in NZ were required to undertake and record their continuing 

professional development (CPD) in a portfolio using a point system to retain their registration. During 

the survey period, most pharmacists were registered with the Pharmaceutical Society of New Zealand 

(PSNZ) to record their CPD points through an online programme ENHANCE (PSNZ, 2015). Since 

2011, the Pharmacy Council has increased their focus on cultural competence (Pharmacy Council of 

New Zealand, 2016). In 2019, the Council mandated that a specified number of the CPD learning 

points for pharmacists must be gained through cultural competence training per a three-year CPD cycle. 

Despite this mandate, few organisations had developed structured CPD opportunities focussing on 

disability. Therefore, given the need for cultural competence CPD points from community pharmacists 

and the lack of suitable material related to disability, the research team opted to develop a CPD cultural 

competence learning package focusing on disability awareness.  

The reason for developing this CPD package was two-fold. Firstly, it was an excellent opportunity to 

improve the disability awareness of pharmacists. Secondly, it could be used as an incentive for 

pharmacists to complete the survey. Pharmacists would complete the survey first and then have access 

to the free CPD package. Indeed, after considering various types of incentives and ways to demonstrate 
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participant recognition, such as vouchers or prize draws, it was acknowledged that a CPD package 

might be the most helpful incentive for pharmacists to complete the survey. The research team 

canvassed the idea with pharmacist colleagues and advisors, and their positive responses confirmed the 

decision.  

Development of the CPD package also aligns with PAR methodology principles, as it offers a form of 

reciprocity with participants and potentially stimulates action. Pharmacist survey respondents are 

contributing their knowledge and perspectives towards improving access. In return, the research team 

reciprocates by providing access to a resource that will ultimately benefit them and their disabled 

consumers.  

The developed learning package focused on the idea that disability is a matter of perspective, where 

definitions influence how pharmacists respond and provide services for disabled people. The CPD 

package described three models of disability: social, medical, and interactional. After numerous 

iterations and following piloting and feedback, the CPD package developed was in the format of an 

online narrated PowerPoint presentation. This format enabled working pharmacists to engage with the 

learning at their own pace; and offered both visual and audio formats to allow for different learning 

styles (see appendix 6).  

The CPD learning package for pharmacists was submitted and approved by ENHANCE (PSNZ) on 15th 

August 2018. Completing the package would reward pharmacists with two cultural competence CPD 

points.  
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5.4 Study 2: Focus groups with disabled people 

The second study of this project consisted of a series of focus groups with disabled people, which 

followed the survey of pharmacists (Study 1). Several engagement methods with disabled people were 

considered. However, the research team noted that focus groups were most feasible given the available 

resources. Also, the method is a valuable way to bring disabled people together to interact and establish 

their social context (Kidd & Parshall, 2000). Duggleby (2005) described focus groups as a ‘collective 

activity’ that occurs within a social context. While the social context during focus groups is a 

constructed one, it enables an opportunity for the researcher in this project to observe participants’ 

interactions as they share and develop their views about what it means to them to improve community 

pharmacy accessibility (Duggleby, 2005; Kidd & Parshall, 2000).   

Other methods of engagement with disabled people were considered. Interviews enable an in-depth 

understanding of the experiences and views of disabled people on a topic and, to some extent, empower 

their voices towards actions (Green & Thorogood, 2014). However, individual interviews miss out on 

the interactive nature of the collective activity of focus groups (Duggleby, 2005). While focus groups 

may not reach the same level of depth in exploring participant’s narratives as interviews, what is gained 

is the ability to analyse and explore the interactions between participants, and they establish a shared 

understanding of the research topic and their social context (Kidd & Parshall, 2000). Such knowledge is 

critical in understanding how issues are viewed from different perspectives between participants and 

how solutions could be constructed within a collaborative environment. Focus groups enable a 

democratic process to develop practical actions which are contextually relevant and considered 

(Creswell, 2007).  

An accessible survey of disabled people was also considered. It would be the most efficient method to 

recruit a larger sample size to help with the data transferability. In addition, a survey made into a 

variety of accessible formats to gather views from people with various impairments would be beneficial 

in increasing methodological knowledge about constructing questionnaires using a variety of 

communication methods. Despite the benefits of developing an accessible questionnaire, the research 

team decided not to pursue the survey method with disabled people. The primary consideration was the 

time and resources required to create such an accessible survey. Although the research team has 

adequate expertise, the time and cost of creating these formats were beyond the scope of this PhD 

project. If an accessible survey was conducted, it would consume this project's time and resources, 

limiting its scope. Additionally, it was recognised that focus groups were better suited than surveys 

with disabled people considering the PAR principles (Israel et al., 2005). Disabled people are generally 
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an oppressed social group, and collective conversations are considerably more empowering than 

expressing views through a questionnaire.  

Observational methods like participant observation were also considered, where the researcher would 

be immersed in the community pharmacy to observe access issues relating to disabled people (Bryman, 

2016). However, this method is too passive for PAR, as the participant community cannot contribute 

their voice in co-designing solutions.  

PAR guides researchers to form partnerships with participants to co-design actions to improve the 

issues they experience (Merriam & Tisdell, 2016). Focus groups are a community engagement method 

well suited for creating such a platform to enable constructive conversations within the participant 

community. Furthermore, focus groups enable a platform and the establishment of a ‘public sphere’ 

(social context) where the ideas and agendas of disabled people are voiced and their agency empowered 

(Nussbaum & Sen, 1993). This platform is essential for developing critical consciousness, as discussed 

in chapter 2 (Freire, 2000; Habermas, 2018). 

5.4.1 Focus groups allow the establishment of the social-political context  

Through conversations with the advisors, it was recognised that community pharmacies and the use of 

medicines are generally familiar topics to disabled people. However, exploring access issues requires 

broader consideration of the context of disabled people and community pharmacy. This context is 

shaped and influenced by peers who share similar or different experiences (Duggleby, 2005). To some 

disabled people, the access barriers they experience may be perceived as ‘just the way things are’ until 

their peers challenge them with different socio-political perspectives such as inequity and social 

injustice (Anand et al., 2004). Therefore, given that this project explores the broader context of 

community pharmacy access, the collaborative environment of the focus group is well-suited (Freire, 

2000; Habermas, 2018). In this environment, diverse perspectives are shared, negotiated, and 

challenged, enabling the development of collective agendas within the disabled communities. 

5.4.2 Focus group co-facilitators 

Through attendance at various disability events and discussions with project advisors, it was realised by 

the researcher that to conduct well-planned focus groups which accommodate the diverse needs of 

participants, the expertise of disabled co-facilitators is needed. For instance, the researcher learned 

through attending disability support provider meetings that NZ is undergoing systematic changes to the 

disability support funding framework (Ministry of Social Development, 2016). Such changes may 

impact disabled peoples’ ability to pay for medicines and services at the community pharmacy. 

Nonetheless, it was clear from the meeting that only a disabled person with personal experience 

receiving such support funding would understand the fine details and how changes will likely impact 
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pharmacy access. A disabled co-facilitator could explore such topics in the focus groups, where the 

researcher would not have insider knowledge. Furthermore, having a disabled facilitator further 

contributes to the agenda of ‘nothing about us, without us’, particularly in research (Oliver & Barnes, 

2012). 

One drawback of the focus group method is the power dynamics and dominant voices in public 

discourse (Barbour, 2014). Such issues are further exacerbated within pan-disability focus groups, 

where participants use various communication methods (Drainoni et al., 2006). With this consideration, 

the researcher and the co-facilitate planned the sessions carefully to ensure that all participants had the 

same opportunity to express their opinions and experiences. For most focus groups, a part was planned 

that allowed each participant to voice their ideas to the group.  
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5.5 Study 3: Interviews with community pharmacists 

The interview method for this study was selected for both practical and methodological reasons. 

Interviews are a qualitative method commonly used in PAR, where researchers have one-on-one 

conversations with participants about a particular topic (Stringer, 2014; M. Taylor, 2005). Studies 

typically use semi-structured interviews and focus on a topic that researchers plan beforehand with an 

interview guide (Liamputtong, 2013a). During the interview, participants are free to express their 

opinions and viewpoints, and researchers note the main points of conversation. The researcher can 

sometimes prompt the participant to help steer the conversation (M. Taylor, 2005). These prompts can 

be off-script when participants bring up unanticipated ideas or perspectives. Often, these off-script 

ideas may be the most insightful data, as the participant's new interpretations of a social phenomenon 

are illuminated (Green & Thorogood, 2014).  

The topic for interviews with pharmacists for this study is their experiences providing services and 

enabling access for disabled people. Given the lack of existing knowledge on the topic, the study will 

likely generate many new ideas about access issues in the community pharmacy context in NZ. The 

interviews are also a platform for community pharmacists to voice ideas of potential actions to improve 

access. Furthermore, current initiatives could be revealed through the interviews, which will help 

identify the factors that pharmacists tend to prioritise when providing care for their disabled patients. 

These factors could be compared with disabled people’s viewpoints in study 2 to determine congruence 

and conflict of views between the two participant communities.  

5.5.1 Practical reasons for using the interview method 

When considering the suitable methods to engage with pharmacists for this study, several practical 

issues arose with other methods, which meant that semi-structured interviews were most suitable.   

For similar reasons as study 1, it was recognised that pharmacists are busy professionals who often 

have little time or capacity to take part in research. Thus, while focus groups with pharmacists as a 

method was suitable for this study, it may not be feasible as previous experiences by the research team 

in organising focus groups with pharmacists proved challenging (Duggleby, 2005).   

Participant observations were also considered (Bryman, 2016). However, like the rationale of not using 

participant observation with disabled people in study 2, this method contributes little towards enabling 

pharmacists’ voices and the co-design process.  

Another reason why interviews were considered most appropriate to engage with pharmacists was the 

potential for social and professional conformity bias amongst participants (M. Taylor, 2005). 

Pharmacists in NZ are bound by a range of legislative and professional standards (Pharmacy Council of 
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New Zealand, 2015). Professional peers monitor these standards. The topic of providing care for 

disabled people requires sharing of personal viewpoints and experiences by pharmacists. This study 

aimed not to evaluate the extent to which pharmacists conform to their professional standards but it was 

to hear pharmacists’ own lived experiences and views. The interview method allows a private space 

where pharmacists can express their views with less consideration of the professional standards. As 

such, the interview method allows the collection of data that reflect the true beliefs of pharmacists, 

which contribute to the development of practical and original actions and perhaps even challenge 

existing professional standards.  

5.5.2 A method that allows knowledge generation for both the researcher and the participant 

Interviews are particularly important in PAR research. The main reason is due to the reciprocal nature 

of the method (Salmon, 2007). Through interviews, knowledge is generated in the conversations 

between two parties (Habermas, 2018). The researcher is gaining insights to help answer their research 

questions, and participants are gaining more consciousness of the topic they may or may not be familiar 

with (Freire, 2000).  

In the context of this project, the interview process and data allow the researcher to generate 

knowledge, and the pharmacist participants could gain critical consciousness of their current position in 

providing services to disabled people. The researcher could use the knowledge to generate actions and 

initiatives to improve pharmacy access. Participants could also use what they gained through the 

interview to develop their own practice and workplace. Therefore, in line with the PAR principle of co-

design, the interview method enables knowledge generation for both parties to contribute to the agenda 

of improving access for disabled people. 

5.6 Study 4: Expert panel workshop  

The final study planned for this project was an expert panel workshop. This was to recruit a group of 

key stakeholders from the disabled and pharmacy community to form an expert panel to build 

consensus and help prioritise actions to improve access to community pharmacy and services for 

disabled people. This study was to be conducted using the Nominal Group Technique (Harvey & 

Holmes, 2012). However, despite extensive planning, ethical approval, and recruitment for the study, 

complications that arose due to the COVID 19 pandemic rendered the conduction of the study 

impractical during the project's timeline. Therefore, details of this study is described in the discussion 

chapter as one of the actions arising from this project. 
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5.7 Chapter summary 

This chapter has outlined Participatory Action Research (PAR) methodology, the approach which 

guides the exploration of community pharmacy access issues for disabled people in this project (Israel 

et al., 2005). PAR is a methodology within an emancipatory research paradigm aiming to empower the 

voices of communities in the co-production of knowledge to generate solutions to the issues of their 

own lived experiences (Merriam & Tisdell, 2016; Stringer, 2014). For this project, knowledge is 

generated through partnerships with pharmacists and disabled people through the agenda to develop 

actions to improve community pharmacies accessibility in NZ.  

Throughout this project, partnerships were made with various advisors and informants of the pharmacy 

and disability community. These partnerships allowed consultations and involvement of the participant 

community members in planning the studies and recruitment of participants. A project advisory group 

was formed to help this process. Through the advice and expertise of advisors and co-facilitators in this 

project, the researcher was able to select and develop community engagement methods that were suited 

to pharmacists and disabled people.  

Four studies using a mixture of quantitative and qualitative methods were planned consecutively for 

this project: A survey with community pharmacists (Study 1), focus groups with disabled people 

(Study 2), interviews with pharmacists (Study 3), and an expert panel workshop involving both 

pharmacy and disability stakeholders (Study 4). Each method was selected based on the extent each 

method was suited to the participant community, if the method would collect data to answer the 

research questions and the congruence of each method to the principles of PAR methodology.  

The data collection for each study will be detailed in chapters 6, 7 and 8. Due to complications with the 

COVID 19 Pandemic, only study 1, 2 and 3 were completed as part of this PhD project. Study 4 will be 

further discussed as an action arising from this project in chapter 10.  
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6 Study 1: Online survey of community pharmacists 

This chapter presents the design, methods of data collection, analysis and findings from a survey of 

community pharmacists about their perceptions of the accessibility at their workplace and their current 

position in providing medicines and services for disabled people.  

6.1 Rationale 

As outlined in the previous chapters, international research has identified various access issues for 

disabled people to health services. However, few studies have inquired about the community pharmacy 

context. This study used existing knowledge about access barriers to health services to evaluate how 

community pharmacies are currently positioned to provide care for disabled people in NZ. By 

understanding pharmacists' views of the current accessibility of their workplace, subsequent studies in 

this project could be tailored to explore prominent access issues for disabled people.  

As such, the specific research questions for this study are: 

1. How do pharmacists perceive the access features of their workplace? 

2. How are pharmacists positioned to provide accessible services for disabled people? 

3. How confident/comfortable are community pharmacists with making care-based decisions for 

disabled people compared to non-disabled people? 

4. What initiatives are community pharmacies/pharmacists engaging with to improve access for 

disabled people? 

6.2 Survey method 

In recognition of PAR principles, the survey tool (online questionnaire) was co-designed through 

consultations with project advisors and piloting with community pharmacists to contextualise the 

questions and ensure relevance to their current practice and workplace. The research team also 

constructed a CPD package for pharmacists on disability awareness alongside the survey to incentivise 

participation (see chapter 5.3). 

6.2.1 Target participants  

The target participants are currently practising community pharmacists. Any sample within this 

population is considered eligible to take part in the survey. Direct recruitment was not ethically 

permitted for this study; thus, all respondents were self-selected.  
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6.2.2 Questionnaire development process 

The questionnaire was developed in several co-design stages. The initial stage involved exploring 

literature and consulting with project advisors to seek their views about community pharmacy access 

issues. The first few iterations of the questionnaire were in the form of an audit of the access features of 

community pharmacies. However, project advisors indicated that this did not capture access 

comprehensively as other social barriers of disability were not explored. Factors such as disability 

awareness or confidence in decision-making are essential for understanding how community 

pharmacists are currently positioned to provide care. Therefore, later versions were expanded to include 

more questions about pharmacists’ views of their current position in providing services to disabled 

people. Figure 6 illustrates the questionnaire development process.  

 

 

Figure 7. Questionnaire development process 

  



Chapter 6 Study 1: Online survey of community pharmacists   

99 
 

6.2.3 Piloting and advisory group co-design 

Using the draft questionnaire, 13 community pharmacists piloted the questions and gave their feedback. 

Feedback boxes were included after each question, which asked pilots if the question was suitable and 

relevant to the community pharmacy context, and whether there was any ambiguity or problems when 

answering.  

Feedback received 

Practical issues raised were: font size, typos, the potential for misinterpretation of some words, 

interpretation of Likert scale responses and questionnaire length. One significant issue surfaced through 

the piloting process was the lack of a definition of disability for respondents. Pilots found some 

questions challenging to relate to without a definition when considering their experiences with disabled 

people. The researcher also considered adding a definition for accessibility in the questionnaire. 

However, pilot feedback and the advisory group recognised that the questions are all direct enough to 

be interpreted as relevant to access. Moreover, the respondents are asked about practical issues rather 

than their interpretation of accessibility.  

The project advisory group also reviewed the draft questionnaire during a meeting on 23rd April 2018, 

where eight advisors provided their feedback. After this meeting, some changes were made to the 

wording and the response format of several questions. For instance, one question was changed into a 

ranking response format to ask pharmacists what they would prioritise to improve their workplace 

accessibility.  

Advisors also agreed with the piloting pharmacists that an operational definition of disability 

appropriate to pharmacists should be added at the beginning of the survey to help respondents relate to 

the questions. The definition of disability agreed among the advisors was medical model based, given 

that the pharmacy profession operates within biomedicine (WHO, 2002). The researcher elaborated on 

the interactional model with the advisory group, which was well appreciated. However, it was 

recognised that using such a definition would be challenging to implement in a questionnaire with 

pharmacists. Particularly with mental health, where many pharmacists recognise the condition as a 

physical and intellectual impairment rather than associated with the psycho-social as defined in the 

interactional model of disability. Therefore, the definition of disability used in the questionnaire was: 

“In this questionnaire, unless further specified, disabled people refer to anyone who has: 

Physical (e.g. mobility), intellectual (e.g. dementia), sensory (e.g. visual or hearing) 

impairments, and learning or social difficulties (e.g. autism spectrum, dyslexia).” 
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The finalised questionnaire was submitted to the University of Auckland Human Participant Ethics 

Committee (UAHPEC) for approval before distributing it to community pharmacist respondents 

(reference number 020628).  

6.2.4 Survey instrument design 

The final questionnaire had six sections: the first two sections collected demographic and workplace 

data, and the remaining four collected accessibility-specific data. Table 3 presents the sections, the 

research question associated with each section, and the sources used to construct the items. No 

questions were compulsory to answer in the questionnaire. The specific design elements of each section 

are summarised below.  

Table 3. Overview of the components of the community pharmacist questionnaire.  

Section Questions Informed by 

Section 1: Respondent 

demographics 
• Gender 

• Age 

• Ethnicity 

• Highest qualification 

• Work hours 

• Experience of impairment 

Pharmacy Council Workforce 

Demographics, The NZ Census 

format was used for ethnicity 

questions, and advisors suggested 

the questions for pharmacist 

specific demographics 

Section 2: Pharmacy 

characteristics 
• Workplace position 

• The business model of pharmacy 

• Workplace staffing 

• Geographical location 

• Workplace setting 

Project advisors, piloting feedback, 

research team’s prior experiences 

of pharmacy workplace surveys. 

Section 3: Accessible 

features in the pharmacy 

Research question: How do 

pharmacists perceive the 

access features of their 

workplace? 

 

Accessible features: 

• Accessible parking 

• Level entrance 

• Access to different levels 

• Accessible doors 

• Obstacle free approach to entering 

the premises 

• Barrier-free counters 

• Clear signage for people with low 

vision 

• Hearing aids for people with hard 

of hearing 

• Accessible information 

• Existence of private consultation 

space 

Literature: 

McColl, et al. (2008) (Primary Care 

Accessibility Checklist),  

 

Project advisor consultations 

Section 4: Accessible 

practices for disabled 

people. 

Research question: How 

are pharmacists positioned 

to provide accessible 

services for disabled 

people? 

 

Accessible practices and initiatives: 

• Staff training 

• Funding and subsidy 

• Staff who consider physical access 

• Collaboration between pharmacy 

staff and other services 

• Staff with awareness of the diverse 

needs of disabled people 

• Engagement with disabled people 

when designing pharmacy services 

Based on literature reviews on the 

accessibility of health and 

pharmacy services. (see below for 

specific references) 

 

Consultation with advisors and 

pilot feedback 
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 • Accessible communication 

• Culturally sensitive towards 

disabled people 

Section 5: Pharmacists’ 

degree of comfort or 

confidence in decision 

making for disabled people 

Research question: How 

confident or comfortable 

are community pharmacists 

with making care-based 

decisions for disabled 

people compared to non-

disabled people? 

 

Respondents agreement to a series of 

statements in this section, using a 

Likert scale response format, measure 

their comfort in decision making, 

adapted to the community pharmacy 

context.  

The Provider Decision Process 

Assessment Instrument is used for 

general practitioners by Dolan 

(1999). 

 

It was adapted to the community 

pharmacy context based on 

researcher experience, advisor and 

piloting feedback. 

Section 6: Awareness of 

initiatives to improve the 

accessibility of community 

pharmacy 

Research question: What 

initiatives are community 

pharmacies/pharmacists 

engaging with to improve 

access for disabled people? 

• Pharmacists’ awareness of any 

initiatives at their workplace 

• Type of accessibility initiative 

• Description of initiative 

• Reason for the success of the 

initiative 

This section was added based on 

the recommendations by the project 

advisory team after the meeting in 

April 2018.  

Section 1: Respondent demographics 

The first section included three questions with response options consistent with the format of the 

pharmacist workforce demographic data (Pharmacy Council of New Zealand, 2018b). Responses in 

this section can hence be compared to the overall community pharmacist workforce in NZ. The three 

demographic questions were:  

1. Age,  

2. Gender 

3. Ethnicity.  

Three additional demographic questions were added based on advisor feedback: 

1. Highest pharmacy-related qualification  

2. Average hours worked as a community pharmacist per week  

3. Experience of disability 

Education level, hours worked as a pharmacist and experience of disability were hypothesised by 

advisors to influence pharmacists’ views of accessibility. For instance, pharmacists who experienced 

disability may be more aware of the needs of some disabled people than those who do not have 

experience; hence they may respond differently to questions. 
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Section 2: Pharmacy characteristics 

This section asks six questions about the respondent’s workplace and environment (workplace is 

defined as the community pharmacy most often worked in): 

1. Workplace role of the respondent 

2. Pharmacy business affiliations and model 

3. Staffing at their workplace 

4. Description of the geographical location, classified by population density as defined by 

Statistics New Zealand (Urban > 30,000, minor/suburban >1000 and rural <1000) 

5. Description of pharmacy setting in relation to other businesses or healthcare 

6. The physical address of the community pharmacy, where responses are anonymised into 

MeshBlock Datazone ID [NZ Index of Multiple Deprivation (IMD)] (Exeter, Zhao, Crengle, 

Lee, & Browne, 2017).  

The physical address of the pharmacy was collected by asking respondents to enter their address into a 

special add-on in Qualtrics (Exeter et al., 2017). The entered address was converted into a MeshBlock 

Datazone ID, allowing the researcher to correlate it with the deprivation data of the general region 

while keeping the respondent’s location anonymous. 

These workplace characteristic questions were added based on project advisors’ feedback, speculating 

that factors like the business model of the pharmacy may influence accessibility. For instance, 

pharmacies in franchise groups may have certain cooperate and branding standards for accessibility, 

compared to independently owned pharmacies that set their own standards.  

Section 3: Accessible features in the pharmacy workplace 

Section 3 asks about the accessibility features at the respondent’s workplace. The questions for this 

section were based on the Canadian Disability Policy Alliance; Primary Care Accessibility Checklist 

developed by McColl et al. (2008), which audited the accessibility of GP clinics in Canada. The reason 

for using this checklist as a guide to adapt from was based on experience in using the list in other 

successfully developed questionnaires. However, after piloting and consulting project advisors, it 

became clear that an audit was inadequate to identify the diversity of community pharmacy 

accessibility. For instance, a respondent might indicate that their pharmacy workplace has accessible 

parking spaces. Nevertheless, this data does not indicate how respondents understand accessible 

parking or whether the feature is adequate for the needs of their clients. Therefore, the checklist was 

adapted to the community pharmacy context, and questions and response options were re-designed to 

collect such perception data. The three questions relating to each feature:  
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1. Do you think this feature improves access for disabled people?  

2. Do you have this feature in your workplace?  

3. Should this feature be introduced at your workplace, or could it be improved to enable better 

access?  

Participants were given a binary response option of Yes or No for each question. In this redesigned 

format, participants can provide more nuanced responses than a simple audit and indicate whether the 

listed features actually enable access at their workplace for their clients. 

Participants were then asked to rate the overall accessibility of their workplace using a 5-point Likert 

scale. The Likert scale options were: Very accessible, accessible, somewhat accessible, not accessible 

and not applicable. This question aimed to gauge pharmacist perceptions of the general accessibility of 

their workplace after seeing the access feature list in the previous question. 

Section 4: Accessible practices for disabled people 

Section 4 asks about practices, initiatives and resources within community pharmacies that enable 

access for disabled people. A list of eight statements informed by literature on healthcare access issues 

for disabled people and structured based on the health access framework domains by Levesque et al. 

(2013) is presented. Table 4 summarises this section of the questionnaire, the literature source and the 

relevant domain of the access framework of Levesque et al. (2013). 

Table 4. Summary of statements presented in section 4 of the questionnaire 

Practice, initiative or resource Source Applicable access domain 

of Levesque et al. (2013) 

1. Disability training  Mathews et al. (2011), M. Smith 

(2016) 

Appropriateness 

2. Funding and subsidy Sanchez et al. (2000), Affordability 

3. The physical layout of the 

pharmacy 

Foote (1986), Culduz et al. (2014), 

Paddison and Pachana (2006) 

Accommodation 

4. Collaboration with other 

sectors 

Parish et al. (2008), Drainoni et al. 

(2006) 

Approachability 

5. Disability awareness W. Smith et al. (2011) Appropriateness 

6. Engagement with the disabled 

community in service design  

Liamputtong (2007), project advisors, 

and influenced by the PAR 

methodology 

Approachability 

7. Diverse communication 

methods 

Riewpaiboon (2009), Ferguson and 

Liu (2015), Witko, Boyles, Smiler, and 

McKee (2017) 

Acceptability 

8. Cultural competence   Hickey and Wilson (2017), King 

(2019) 

Acceptability 

The questions to the statements and response format for this section is identical to section 3. Again, 

three questions were asked for each statement, with a binary yes or no response. 

1. Do you think the stated practice or initiative improves access for disabled clients?  



Chapter 6 Study 1: Online survey of community pharmacists   

104 
 

2. Are you doing, or do you have this practice or initiative at your workplace?  

3. Should this practice or initiative be introduced or improved at your workplace to enable better 

access?  

During questionnaire development, it was found that answering the question in the context of the 

generic ‘Disabled people’ label was too challenging; due to the changes in practice or initiative for 

pharmacists in response to the diversity of impairments people may have. Thus, acting on this 

feedback, the eight statements were repeated three times in the final questionnaire, but each worded for 

a different impairment group. The three repeated subsections are: 

1. Practices, initiatives or resources relating to people with physical impairment 

2. Practices, initiatives or resources relating to people with sensory impairment 

3. Practices, initiatives or resources relating to people with intellectual impairment 

After these three subsections, the final question of this section asked pharmacists respondents to rank 

the eight statements in order of priority to improve access at their workplace. This ranking question had 

an additional “other” option that allowed manual entry, and all the statements were presented in 

random order in the questionnaire. This randomisation allowed respondents to rank according to their 

own priorities based on experiences in their workplace.  

Section 5: Pharmacists’ degree of comfort in decision-making when working with disabled people 

The purpose of this section is to evaluate pharmacists’ degree of comfort and confidence in making 

decisions for disabled people. The assumption that informs this section is that pharmacists’ comfort in 

decision-making relates to their capacity and ability to provide medicines or health services for 

disabled people. Thus, the Provider Decision Process Assessment Instrument (PDPAI) was selected as 

the evaluation tool (Dolan, 1999).  

The created question contains items adapted from PDPAI used by Dolan (1999) to evaluate GPs in the 

USA for their decision-making for general patients (not disability specific). Other survey tools such as 

those which measured clinical effectiveness and professional competency were also considered. 

However, the method to measure comfort in decision-making was believed to be a less invasive way to 

ask pharmacists how they felt about working with disabled people than using other tools like 

psychometric evaluations of pharmacists' competencies (Kennie-Kaulbach et al., 2012).  

Accordingly, the PDPAI was adapted to the pharmacy context and worded to explore decision-making 

about medicines and services for disabled people (Dolan, 1999). The project advisors reviewed these 

adaptations. Their general feedback was that this section would be uninformative if there is no 

comparison to existing knowledge about the baseline degree of comfort in decision-making of 



Chapter 6 Study 1: Online survey of community pharmacists   

105 
 

pharmacists in NZ. The questionnaire should explore if or how comfort in decision-making changes 

when working with disabled people compared to non-disabled people. As such, this section was 

developed by adding a duplicate set of questions relating to general patients. In this sense, respondents 

answered two sets of decision-making questions; once in the context of general patients and a second 

time in providing care to disabled people.  

The adapted tool consisted of 10 statements (repeated twice) with 5-point Likert scale response options: 

1. Strongly disagree, 2. somewhat disagree, 3. neither agree or disagree, 4. somewhat agree, 5. strongly 

agree. Table 5 shows the ten statements presented in the questionnaire and compares them to the 

original items on PDPAI (Dolan, 1999).  

Consistent with PDPAI, statements 1, 2, 4 and 5 were negatively worded and statements 3, 6, 7, 8, 9 

and 10 positively worked. This framing of statements aimed to reduce acquiescence (agreement) bias, 

where survey participants generally agree to questions that they are unsure about (McDowell, 2006; 

Oppenheim, 1992). For example, questions 2 and 3 asked about similar concepts but toned negatively 

and positively, respectively. If participants agree to both questions, then a degree of acquiescence bias 

exists.  

Table 5. Summary of adapted statements used in the comfort in decision-making tool in the survey 

 Original statements from The Provider 

Decision Process Assessment Instrument, 

Dolan (1999) 

Adapted statements for pharmacy and disability 

context 

1 The decision was hard to make Decisions in the pharmacy are hard to make (e.g. 

medicine optimisation and referrals). 

2 I was unsure what treatment would really be 

best for this patient 

I am often unsure if the prescribed medicine or 

treatments are best for the patients 

3 It was clear what treatment would be best for 

this patient 

I am usually confident that the prescribed medicine or 

treatment will be best for the patient 

4 When making the decision, I felt I did not 

know enough about the treatment alternatives, 

although the information is available in 

literature 

When making the decision to recommend a product, 

provide advice or refer on, I feel that I do not know 

enough about all the appropriate treatment options for 

patients 

5 I had trouble making the decision because 

important information is either unknown or 

not readily available in literature 

I often have trouble making clinical decisions because 

important information is either unknown or not readily 

available 

6 It was easy to identify all of the considerations 

that affect the decision 

It is easy to identify all the considerations that affect 

my clinical decisions and practices 

7 I fully understand the patient’s views 

regarding the important issues in making this 

decision 

Generally, I understand patient's views and 

considerations regarding the important issues when 

making decisions on treatments or pharmacy services 

8 I believe that the patient will comply with the 

treatment regimen I prescribed 

I believe my professional input improves adherence to 

treatment for patients 

9 I am satisfied with the decision I made  I am satisfied with the decisions I make when 

providing services to patients in the pharmacy 

10 I am satisfied that the process used to make 

the decision was as good as it could be 

I am satisfied with the process I use to make clinical 

decisions 
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Section 6: Awareness of accessibility initiatives or strategies to improve accessibility 

The final section asked participants to describe any initiatives they have engaged with or are aware of 

to improve access for disabled people. The section begins by asking a filtering question of whether 

respondents have experience with any initiatives. No definition of initiatives was provided, and 

respondents are free to interpret the notion of improving pharmacy access. If no was selected for this 

filtering question, this section is skipped entirely, and the survey ends.  

If the yes is selected, two free-text response boxes become available to allow pharmacists to describe 

the initiative they referred to and briefly summarise why they believe it was successful. The free text 

questions were purposefully worded positively and assumed the initiative's success. The positive 

wording was based on feedback from advisors, as such a style of questioning encourages participants to 

input their ideas about developing solutions to improve access.  

A separate form for follow-up contact details 

After survey completion, respondents were directed through a web link to a separate and optional 

online form. In this form, respondents were asked to leave their contact details (email or mailing 

address) if they would like to receive a summary of the findings of this study or are interested in taking 

part in further research on the topic. The form also contained a web link to the CPD package created in 

this project (see chapter 5.3). The research team ensured that this form could not be linked to the 

original questionnaire responses to protect the respondents’ anonymity.  

6.2.5 Ethical considerations 

The research team considered a variety of ethical issues before distributing the online questionnaire. 

The most important was the assurance that all responses would be anonymous. As such, no questions 

collected any identifying details. For demographic and workplace characteristic questions (sections 1 

and 2), responses were broadened into non-specific categories. For the question of respondents entering 

their workplace address, the data was converted into a Mesh-Block Datazone ID, which anonymises the 

respondent's location to the researcher (Exeter et al., 2017). Advanced online tracking techniques could 

use data such as survey ID numbers and IP addresses to identify respondents. However, this feature 

was deactivated in Qualtrics.  

Another ethical issue was that pharmacists gave their informed consent to participate in the 

questionnaire. This was achieved by providing a detailed Participant Information Sheet before starting 

the survey (Appendix 1). One screening question was used to maximise only eligible pharmacists who 

provided their informed consent to participate in the questionnaire. If respondents indicated non-

consent or were not eligible, they were directed to an exit page: 



Chapter 6 Study 1: Online survey of community pharmacists   

107 
 

1. I am a practising community pharmacist and I consent to completing the online questionnaire 

2. I am NOT a community pharmacist, AND/OR I do NOT consent to participate in this research 

Upon applying to the Human Participant Ethics Committee, one issue that ethics advisors raised was 

the participants' right to withdraw. The research team considered various methods to enable this. 

However, it was recognised that withdrawing a submitted survey would not be possible given the 

anonymity of survey data. Therefore, the Participant Information Sheet stated clearly to respondents 

that they would not be able to withdraw their responses after completing the questionnaire.  

Ethical approval was granted by The University of Auckland Human Participant Ethics Committee on 

15th February 2018, reference number 020628.  
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6.3 Collecting data 

The anonymous online survey of pharmacists was open for 129 days between 15th September 2018 and 

22nd Jan 2019. According to the Pharmacy Council of NZ, there were 2958 practising community 

pharmacists in NZ in 2018 (Pharmacy Council of New Zealand, 2018b). Various recruitment strategies 

were implemented to maximise the response rate from these pharmacists. 

6.3.1 Recruitment strategy 

Multiple recruitment streams were used to maximise pharmacists’ awareness of the survey and the 

accompanying CPD package. Pharmacists usually receive pharmacy-related news and communications 

through different mediums (e.g. online, print-based). Thus, recruitment messages and advertisements 

were created in various formats and distributed using a range of media. The section below will detail 

each recruitment stream. 

Pharmaceutical Society of New Zealand (PSNZ) e-newsletters 

PSNZ advertised the survey in their e-newsletter distributed via e-mail to its members (the newsletter 

was active in 2018 but discontinued in 2020). Two reminders were also sent out. This method was 

recognised to have the most extensive reach, as most pharmacists in NZ (practising and non-practising) 

are members of PSNZ and receive these newsletters. Therefore, it was assumed that these e-newsletters 

would reach most pharmacists. However, few questionnaire responses were received from this method, 

which stimulated the research team to use other recruitment methods, like Facebook adverts. 

Facebook 

The survey was also advertised on seven different Facebook pharmacist community forum pages 

throughout the recruitment period. The size of each forum varied from 8 to over 1000 members. There 

is considerable membership overlap between the different forums, meaning that many pharmacists may 

have received the advert multiple times through their Facebook feeds. 

It is also possible that some pharmacists did not use Facebook regularly during the recruitment period. 

To account for this, the timing of advertisements was staggered, where recruitment was advertised and 

re-advertised to different groups at different times.  

Direct recruitment methods 

Several word-of-mouth style recruitment methods were also used. Firstly, research team contacts and 

networks helped to spread the word about the survey amongst pharmacist colleagues. Additionally, 

printed paper advertisement pamphlets were put into pharmaceutical wholesaler medicine stock 

cartons. There is one dominant wholesaler in NZ, who services a large proportion of community 

pharmacies. With the support of this wholesaler, around 600 paper pamphlets were distributed across 

various regions using medicine stock cartons/boxes. These pamphlets included a shortened online 
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survey URL link and a Quick Response code (QR code), allowing pharmacists to use mobile devices to 

access the online questionnaire.  

6.4 Data analysis 

Data analysis was initiated after the survey closed in February 2019. Survey data was exported from 

Qualtrics into the SPSS software (version 27). Then, following data cleaning and familiarisation, the 

analysis plan to answer the research questions was carried out.  

6.4.1 Data management and cleaning 

Data cleaning primarily involved removing unnecessary data recorded automatically by Qualtrics. For 

instance, metrics such as response ID and response time were removed.  

All survey responses were also manually screened by the researcher. Based on this screening process, it 

was decided that partial responses which only included pharmacist demographics and pharmacy 

characteristics (sections 1 and 2) data were excluded from analysis, as these responses did not include 

any information about pharmacists’ perceptions of accessibility. Section 1 and 2 was purposely 

designated to be 50% of the entire questionnaire. This means that any partial responses with greater 

than 50% completion are likely to have responses related to pharmacy accessibility and hence eligible 

for analysis. Any responses with less than 50% completion were manually screened and excluded if no 

pharmacy accessibility sections were completed.  

As part of the data cleaning process, free text and ‘other’ responses in the questionnaire were also 

manually interpreted and re-categorised into pre-existing categories. For instance, three participants 

identified their ethnicity as “other” and specified ‘Korean’. These were re-categorised into the Asian 

ethnicity.  

6.4.2 How do pharmacists perceive the access features of their workplace? 

This question was answered through analysis of section 3 of the questionnaire (see chapter 6.2 for 

details). To a list of 10 access features, respondents had binary response choices to three questions. 

Either yes- I agree, or no – I disagree. For analysis, the respondents who answered yes to the question 

were coded as 1 in SPSS and no as 0. Descriptive statistics were generated for the responses for each 

access feature statement.  

For the respondent perception of the overall accessibility of their workplace, responses were coded as a 

scale: 1. Very accessible, 2. Accessible, 3. Slightly accessible, 4. Not accessible. The fifth response 

option was Not Applicable and coded as 0 in SPSS. Then, totals and proportions were calculated.  
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6.4.3 How are pharmacists positioned to enable access for disabled people? 

This question was answered through analysis of section 4 of the questionnaire. Eight practice, resource 

or initiatives statements were listed with the same three questions as section 3 and binary yes or no 

responses. However, in section 4, these statements were asked in relation to three different impairment 

groups; people with physical, sensory and intellectual impairment (see section 6.2).  

For analysis, summary percentages of Yes responses were calculated for each question in relation to 

each statement and each impairment group. To assist with the interpretation of outputs, the statements 

were grouped into two categories, and four statements were classified in each category:  

1. Statements related to internal or staff-initiated practices, resources and initiatives. 

2. Externally supported practices, resources and initiatives.  

Ranking of initiatives to improve pharmacist’s position to provide care for disabled people 

The final question in section 4 asked respondents to rank the eight practice, initiative and resource 

statements in order of priority to improve access at their workplace. The analysis involved a weighted 

collated count of the different rank responses for each statement. Then a weighted score for each 

statement was produced. Weighting was achieved by using a priority factor for each statement. For 

instance, rank 1 will receive the highest weight factor of 9 and rank 9 will receive the lowest weight 

factor of 1 (8 statements and ‘other’ option = 9 ranks). Hence, statements ranked highly by more 

respondents will have a higher overall weighted score. The highest weighted score will indicate that the 

statement was ranked the highest by most amount of respondents.  

6.4.4 How confident/comfortable are community pharmacists with making care-based 

decisions for disabled people? 

In Section 5 of the survey, respondents answered an adapted Provider Decision Process Assessment 

Instrument (PDPAI) (Dolan, 1999). The ten adapted questions are listed in table 5 above. Pharmacists 

were required to respond to the tool twice. The first time was concerning decision-making for all 

patient’s; the second time was when considering making decisions for disabled people. The responses 

were then compared to determine the pharmacist’s degree of comfort and confidence in decision-

making for disabled people compared to all patients (baseline). 

Mean score analysis was conducted to compare the two responses (all patients vs disabled people). For 

this analysis, questions 1, 2, 4 and 5 in the tool were reverse coded from how they appeared in the 

questionnaire to keep the Likert scale responses consistent, so that strongly disagree (least confident) 

was coded as 1 and strongly agree (most confident) was coded as 5. This means that all statements are 
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worded positively and allows the combined response score to reflect pharmacists’ overall extent of 

comfort in decision-making. Table 6 shows how the framing of questions 1,2,4, and 5 were reversed.  

Therefore, a continuous variable between 1 to 5 was created for this analysis to portray the 

respondent’s degree of comfort in decision making. A variable of 5 indicates that a respondent is most 

comfortable or confident, and a variable of 1 is least.  

Table 6. Reverse coding and wording of questions 1,2,4,5 from the questionnaire analysis 

Original questions in the questionnaire  Reverse worded and coded for analysis 

Q1. Decisions in the pharmacy are hard to make 

for * 

Q1. Decisions in the pharmacy are easy to make for * 

Q2. I am often unsure if the prescribed medicine 

or treatments are best for * 

Q2. I am often sure the prescribed medicine or 

treatments are best for * 

Q4. When making the decision to recommend a 

product, provide advice or refer on, I feel that I do 

not know enough about all the appropriate 

treatment options for * 

Q4. When making the decision to recommend a 

product, provide advice or refer on, I feel that I know 

enough about all the appropriate treatment options 

for * 

Q5. I often have trouble making clinical decisions 

for * because important information is either 

unknown or not readily available 

Q5. I don't have trouble making clinical decisions for 

* because important information is known and 

readily available 

* All Patients or Disabled People 

The first analysis was a descriptive summary of each question's mean respondent Likert scores. A 

difference in mean scores between responses for All Patients and Disabled people suggests that 

pharmacists differ in their degree of comfort and confidence in decision-making for Disabled People.  

Composite score analysis 

Further analysis of this section involved using a composite score. The PDPAI was designed, so all the 

responses are used together to evaluate the respondent’s degree of comfort and confidence in decision-

making (Dolan, 1999). Given that there are ten statements in total, the responses for each can then be 

summed to give a combined score reflecting the participant’s overall response. The combined score is 

then divided by 10 (number of total questions) to assist with interpretation, enabling a composite score 

between 1 and 5 for each respondent. Accordingly, the composite score can be interpreted as the 

respondent’s overall degree of comfort/confidence in decision-making.  

Every respondent will have two composite scores: One for their degree of comfort and confidence in 

decision-making for All Patients (baseline) and another for Disabled People. A difference in the two 

scores relates to a difference in their degree of comfort and confidence in decision-making between the 

two groups.  
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Linear regression analysis of composite scores 

Inferential analysis was conducted using composite scores to determine the factors influencing 

respondents’ degree of comfort and confidence in decision-making. Pharmacist demographic and 

pharmacy characteristic data collected in sections 1 and 2 were used for this analysis.  

After consultation with a statistician, a linear regression model was determined to be best suited for this 

type of analysis, given the characteristics of the data. Thus, three linear regression models were created, 

which incorporated demographic and pharmacy characteristics as independent variables. Composite 

scores were the dependent variables. The linear regression models will identify the extent to which the 

independent variables could be associated with respondents’ composite scores more than by chance. 

Thus, the three linear regression models created were: 

1. Model for respondents’ composite score concerning ‘All Patients’ 

2. Model for respondents’ composite score for ‘Disabled People’ 

3. Model for the Difference in mean composite scores between ‘All Patients’ and ‘Disabled 

People’.  

For interpretation of the linear regression models, a positive correlation between the composite scores 

of the two groups is required (statistical assumption). This means that pharmacists’ degree of comfort 

and confidence in decision-making for Disabled People is directly related to their decision-making for 

All Patients (baseline); and higher comfort and confidence in making decisions for all patients should 

also correspond to Disabled People. Pearson and Spearman’s correlation tests were conducted to 

determine correlation. These statistical tests were deemed appropriate given the size and characteristics 

of the sample. For these tests, a co-efficient of 1 indicates that the two samples are perfectly positively 

correlated. Any number between 0 and 1 indicates a positive correlation but of varying degrees of 

strength. The results of these tests are presented in the findings section below. 

Another factor in aiding the interpretability of the linear regression models that the statistician 

recommended was to collapse the demographic and pharmacy characteristics variables into binary 

variables (except for ethnicity, which was collapsed into three groups). This data cleaning step was so 

that pragmatic comparisons could be made. Therefore, new binary variables were created operationally 

using boundaries based on the number of responses in each variable, so that a sufficient number of 

responses are allocated to each binary variable. Table 7 below shows how the demographic and 

pharmacy characteristic variables were collapsed for the linear regression model. 
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Table 7. Re-categorisation of demographic and pharmacy characteristic survey variables. 

Demographic or 

Pharmacy 

Characteristics  

Original variables in the 

questionnaire 

Collapsed variable for Linear 

regression model  

Gender • Male 

• Female 

• Male 

• Female* 

Age (years) • < 25 

• 25 - 35 

• 36 - 45 

• 46 - 55 

• 56 - 65 

• > 65 

• <=35* 

• >35  

 

 

Ethnicity  • Māori 

• NZ European/Pākehā 

• Pacific Peoples 

• Asian/Chinese/Southeast Asian 

• Indian/Middle Eastern/African 

• Other European 

• Other ethnicity 

• NZ European/Pākehā* 

• Asian/Chinese/Southeast 

Asian 

• Other  

 

 

Highest pharmacy-

related qualification 
• BPharm 

• DipPharm 

• Post Graduate Certificate or 

Diploma  

• Master's Degree 

• Doctorate 

• Other 

• BPharm/DipPharm* 

• Post Graduate degree 

 

Average working 

hours per week 
• < 10  

• 10 - 19  

• 20 - 29  

• 30 - 39  

• 40 - 50  

• > 50  

• Part-time or <30 hours* 

• Full-time or >30 hours 

 

 

Direct experience of 

impairment 
• Yes  

• No 

• Yes  

• No* 

Work position at a 

pharmacy  
• Owner and manager pharmacist 

• Owner, non-manager pharmacist 

• Manager, non-owner pharmacist 

• Employee pharmacist 

• Locum pharmacist 

• The owner (including owner, 

non-manager) and Manager 

pharmacist* 

• Employee or Locum 

pharmacist  

Workplace Pharmacy 

business affiliation  
• Green Cross Health 

• other banner or franchise 

• Independently owned 

• Banner or Franchise Pharmacy 

(including Green Cross 

Health) * 

• Independently owned 

pharmacy 

Geographical area of 

the workplace 

pharmacy, in relation 

to population 

• Main urban area - (population 

greater than 30,000 people) 

• Minor (sub) urban area - 

(population between 1000 and 

30,000 people) 

• Rural - (non-urban areas with a 

population of under 1000 

people) 

• Main urban area* 

• Minor urban or rural area 
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The setting of 

workplace pharmacy 
• Within or near a medical centre 

or hospital 

• Within a mall or shopping 

centre 

• On a main street 

• Near a medical centre or 

hospital* 

• On main street or within a 

shopping centre 

* Indicates reference variable in the linear regression model 

The binary variables created were classified into a reference and test group for the linear regression 

model. Then, comparisons could be made between the mean composite scores of respondents classified 

into the reference and test groups.  

The results are detailed in the findings section below. To interpret the models, the main detail to note is 

the Beta coefficients. The Beta coefficients represent the mean difference in the mean composite scores 

between the participants in the test and reference group.  

For the first two linear regression models (All Patients and Disabled People), a positive Beta coefficient 

indicates that the test group had a higher composite score than the reference group. This suggests that 

the respondents in the test group are more comfortable and confident with making decisions than 

respondents in the reference group. Vice versa, a negative beta coefficient indicates the test group was 

less than the reference group.  

To interpret the significance of Beta coefficients and the extent to which differences observed could be 

due to statistical chance, the p-value and the 95% confidence intervals were used. Standard practice is 

to accept statistical significance when the p-value is less than 0.05 and if the 95% confidence interval 

of the Beta coefficient does not include the value zero (0). This situation indicates that the mean 

difference of composite scores between test and reference groups is unlikely to have occurred by 

chance (Bland & Altman, 1995; Petrie, 2009).  

The third linear regression model used the Difference in mean composite scores between All Patients 

and Disabled People as the dependent variable. The statistician suggested using the Difference in mean 

composite scores in this regression model based on two findings. Firstly, it was identified that there is a 

positive correlation between respondent mean composite scores for All patients and Disabled People. 

Secondly, it was observed that most respondents had a higher mean composite score in relation to All 

Patients compared to Disabled People (see findings section 6.5.5 for details). Thus, a model using 

Difference in mean composite scores was deemed appropriate. The model could be used to determine 

the variables that influence pharmacists’ consistency of decision-making between Disabled People and 

All Patients. Difference in mean composite scores is calculated by: 
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Mean composite score of 

decision making for All 

Patients 

- Mean composite score of 

decision making for 

Disabled People 

= Difference in mean 

composite score (each 

respondent) 

The Difference in mean composite scores is modelled with the same test and reference independent 

variables as the first two linear regression models. A positive Beta Co-efficient would indicate that the 

test group had a more considerable difference and vice versa for a negative Beta Co-efficient. Any 

significant Beta Co-efficient would suggest that either the test or reference group of respondents had 

higher or lower Differences in mean composite scores. When interpreted, this means that pharmacists' 

consistency in their degree of comfort/confidence in decision-making between All Patients and 

Disabled people may be influenced by demographic factors or their workplace characteristics. 

6.4.5 What initiatives are community pharmacies/pharmacists engaging with to improve 

access for disabled people? 

The final section of the questionnaire asked respondents if they were aware of, or had experience of 

any initiatives to improve access to disabled people. Respondents were asked to briefly describe ONE 

initiative that worked well and explain why they thought it was a success.  

Pragmatically, this analysis aimed to identify the types of initiatives pharmacists are engaging with to 

enable access for disabled clients at their workplaces. Initially, a text-based content analysis was 

planned for this section (Bryman, 2016; Erlingsson & Brysiewicz, 2017). However, due to the low 

response rates in this section, conducting a rigorous content analysis was not feasible. Therefore, a 

simple categorisation analysis was conducted. This was similar to the categorisation conducted as part 

of coding in grounded theory methodology (Charmaz, 2014). No existing coding framework was used 

for this analysis. Participant responses in the free-text box were categorised into five operational 

categories to describe the respondents' initiatives.  
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6.5 Survey findings 

A total of 484 pharmacists responded to the questionnaire via the Qualtrics online platform. This is a 

response rate of 16% of all practising community pharmacists in NZ (2,958 in 2018) (Pharmacy 

Council of New Zealand, 2018b). One hundred and ninety-eight (198) partial responses were excluded 

from analysis (see analysis section above). Thus, 277 questionnaire responses were included. In the 

included, 27 were partial responses, but with greater than 50% completion and 250 were fully 

completed questionnaires. Figure 8 below shows how responses were included for analysis (see data 

management section above for details 6.4.1).  

 

 

Figure 8. Flow diagram showing the questionnaire response inclusion process for analysis 
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6.5.1 Participant demographics 

Table 8 shows the demographic proportion profile of survey respondents. Note that each demographic 

has a different n total value, as not all participants answered every question. 

Table 8. Demographic profile of respondents compared to overall community pharmacist workforce in 2018 
(where data is available). 

Demographic factor 

Survey respondents  

n (%) 

NZ community 

pharmacist workforce 

2018 n (%) 

Gender  n = 275 n = 2958 

Female 187 (68) 1833 (62) 

Male 88 (32) 1125 (38) 

   
Age group (years) n = 276 n = 2958 

< 25 17 (6.2) 344 (11.6) 

25 - 35 115 (41.7) 1029 (34.8) 

36 - 45 52 (18.8) 520 (17.6) 

46 - 55 44 (15.9) 524 (17.7) 

56 - 65 44 (15.9) 410 (13.9) 

> 65 4 (4) 131 (4.4) 

   
Primary identified Ethnicity n = 276 n = 2958 

Māori 3 (1.1) 38 (1.3) 

NZ European/Pākehā 122 (44.2) 1436 (48.5) 

Pacific Peoples 5 (1.8) 32 (1.1) 

Asian/Chinese/Southeast Asian 95 (34.4) 821 (27.8) 

Indian/Middle Eastern/African 37 (13.4) 407 (13.8) 

Other European 10 (3.6) 124 (4.2) 

Other Ethnicity 4 (1.4) 100 (3.4) 

   

Highest pharmacy qualification of respondent n = 276   

BPharm 192 (69.6)  

DipPharm 37 (13.4)  

Post Graduate Certificate or Diploma 33 (12.0)  

Master's Degree 11 (4.0)  

Doctorate 3 (1.1)  

   

Experience of impairment n = 276  

Respondent with direct experience of impairment 24 (8.7)  

Respondent who has a family member, friend or 

colleague who experiences disability 149 (54.0)  

Respondent indicated no experience of impairment 103 (37.3)  

Hours worked per week as a community pharmacist n = 276  

< 10 hours 23 (8.3)  

10 – 19 hours 24 (8.7)  

20 – 29 hours 33 (12.0)  

30 – 39 hours 45 (16.3)  

40 – 50 hours 133 (48.2)  

> 50 hours 18 (6.5)  

   

Work position in pharmacy n = 275  

Owner and manager pharmacist 71 (25.8)  

Owner, non-manager pharmacist 6 (2.2)  
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Manager, non-owner pharmacist 54 (19.6)  

Employee pharmacist 110 (40.0)  

Locum pharmacist 34 (12.4)  

Generally, this study's age, gender and ethnicity profile of questionnaire respondents resembled the 

overall community pharmacist workforce in NZ in 2018 (Pharmacy Council of New Zealand, 2018b). 

For the other demographic factors collected in the questionnaire, community pharmacist workforce data 

is not routinely collected. Therefore, no comparisons can be made.  

The Bachelor or Diploma of Pharmacy is the necessary base qualification to register as a pharmacist in 

NZ (Diploma is a historic qualification but is now unavailable). Most of the respondents’ highest 

qualification was a Bachelor's (69.9%) or a Diploma in Pharmacy (13.4%), meaning that 83% of 

respondents had the base qualification required to practice. The remaining 17% had additional 

postgraduate qualifications. 

Only 8.7% of respondents identified as having a direct experience of impairment, and 54% identified as 

having family, friends or colleagues who experience disability. The remaining 37.3% indicated that 

they have no experience.  

Most respondents (71%) worked full time, which in NZ is defined as more than 30 hours of work time 

per week (Employment New Zealand, 2020). The remainder worked part-time (29%). 

Regarding workplace role or position, around half of respondents were: employees (40%) or Locum 

pharmacists (12.4%). The other half had more authoritative roles: as managers but not owners (19.4%), 

managers and owners (25.8%) or owner but non-manager (2.2%). 
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6.5.2 Workplace characteristics 

Table 9. Characteristics of respondents’ community pharmacy workplace (n = 275) 

Pharmacy characteristic 

Frequency  

N (%) 

Business affiliations or model  
Green Cross Health Group 108 (39.3) 

Other banner or franchise Group 18 (6.5) 

Independently owned 149 (54.2) 

  
Geographical location  
Main urban area (>30,000 population) 195 (70.9) 

Minor (sub) urban area (>1000) 69 (25.1) 

Rural (<1000) 11 (4.0) 

  
Community setting  
Within or near a medical centre or hospital 134 (48.7) 

Within a mall or shopping centre 49 (17.8) 

On a main street 87 (31.6) 

Other 5 (1.8) 

As per table 9, just over half of respondents reported their workplaces were independently owned 

(54.2%). The remainder worked in pharmacies as part of the Green Cross Health franchise group 

(39.3%) or another banner/franchise (6.5%). 

Most respondents (70.9%) indicated their workplace is located in a main urban area. The remainder 

was located in a sub/minor-urban (25.1%) or rural (4%) area.  

Close to half of the respondents’ worked near a medical centre or hospital (48.7%). The remainder 

worked in a pharmacy on a community main street (31.6%) or within a shopping centre or mall 

(17.8%). Five respondents categorised their workplace as other, with two indicating that they worked at 

an online-only pharmacy and three did not specify.  

6.5.3 How do pharmacists perceive the access features of their workplace? 

Table 10 presents the proportion of respondents who answered yes (agree) to the three questions to 

each corresponding access feature statement. Note that not all respondents answered; hence the n value 

for each question is shown as the denominator.   



Chapter 6 Study 1: Online survey of community pharmacists   

120 
 

 

Table 10. Respondent agreement with three questions to 10 accessible features 

Accessible feature 

Response agreement (answered – yes) 

Believe feature increases 

accessibility/ n (%) 

Have feature at the 

workplace/ n (%) 

Feature should be introduced or 

improved/ n (%) 

At least one level entrance or designated ramp 261/266 (98.1) 245/268 (91.4) 71/229 (31) 

Automatic opening or permanently open doors 253/264 (95.8) 231/266 (86.8) 74/229 (32.3) 

Consultation room to facilitate counselling with some disabled people   250/258 (96.9) 216/265 (81.5) 117/234 (50) 

Obstacle free approach to the pharmacy premise 256/262 (97.7) 216/266 (81.2) 105/234 (44.9) 

Designated accessible parking spots 253/266 (95.1) 201/266 (75.6) 110/234 (47) 

Low counters or a barrier free area that allows easy interactions with patients 256/262 (97.7) 190/264 (72) 127/237 (53.6) 

Clear signage, large enough to be read by partial visually impaired people 246/258 (95.3) 189/266 (71.1) 150/237 (63.3) 

Lifts or handrails for any stairs/steps on the pharmacy shop floor 218/262 (83.2) 86/254 (33.9) 67/241 (27.8) 

Medicine/health information available in various formats  233/257 (90.7) 77/255 (30.2) 216/253 (85.4) 

Tactile hearing loops/aids available for people with a hearing impairment 209/256 (81.6) 10/255 (3.9) 183/260 (70.4) 
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Agreement to the physical features that enable access in community pharmacies 

Most respondents agreed that the accessibility features in the questionnaire enable access for disabled 

people in their workplace setting. This finding confirms the applicability of the accessibility features 

for the community pharmacy context. If a lower agreement was found, this might indicate that some 

factors or reasons make the access feature not fully applicable to the community pharmacy context. 

Only two features: lifts or handrails for any stairs/steps at the pharmacy (83.2%) and tactile hearing 

loops/aids available for people with a hearing impairment (81.6%), had less than 90% agreement.  

Having accessible features at the workplace 

The next question asked pharmacists if they have the access features in/at their workplace. This 

question received a varied response, indicating diversity in the accessibility features available at 

community pharmacies in NZ. A level entrance was the most frequently reported feature (91.4%). 

Conversely, only 10 participants reported having tactile hearing loops/aids available for people with 

hearing impairment at their workplace.  

The need to introduce or improve access features at workplaces 

The final question asked pharmacists if they believe the stated access features should be introduced or 

improved at their workplace to improve their ability to provide care for disabled people. Responses 

were also varied but generally trended towards a higher proportion of respondents believing that 

features should be introduced or improved. This was particularly evident for the access features 

indicated as less available at workplaces (column 2 in table 10). Of all the features, it was found that 

medicine or health information available in various accessible formats was the most needed feature to 

be introduced or improved at respondents' workplaces (85.4%). One exception to this trend was found 

in lifts/handrails for stairs and steps. Despite the lower availability in workplaces (33.9%), few believed 

the feature should be introduced or improved in their workplace (27.8%).  

Overall accessibility 

The final question in this section asked respondents to rate the overall accessibility of their workplace. 

Figure 9 displays the proportion of responses. 
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Figure 9. Respondent perceptions of the overall accessibility of their workplace n= 275 

Most respondents (65.8%) believed their workplace was accessible to disabled people. A fifth indicated 

that their workplace was very accessible (20%), and conversely, 13.1% said their workplace was only 

slightly accessible. Two respondents (0.7%) believed their workplace was not accessible; one 

respondent who also indicated that they worked at an online pharmacy reported the question did not 

apply to them.  

  

20.0%

65.8%

13.1%

0.7%
0.4%

Respondents' perception of the overall accessibility of their 
workplace n= 275

Very accessible (20%)

Accessible (65.8%)

Slightly accessible (13.1%)

Not accessible (0.7%)

Not applicable (0.4%)



Chapter 6 Study 1: Online survey of community pharmacists   

123 
 

6.5.4 How are pharmacists positioned to provide care for disabled people? 

Section 4 of the questionnaire, practice, resource, or initiative statements were presented three times to 

respondents with the same response format as section 3. However, each relates to providing care for 

people in a different impairment category. The three impairment categories were: physical, sensory 

(hearing or vision) and intellectual impairment. 

People with physical impairment (Table 11) 

Table 11 summarises the pharmacist responses in the context of providing care for people with physical 

impairment. Most participants agreed that the practices, resources, and initiatives listed apply to their 

context, with above 80% agreement to all statements. This is shown in the first column in table 11.  

When respondents were asked if they had the practice, resource or initiative at their workplace for 

people with physical impairment, responses were more diverse (column 2 in table 11). The statements 

were grouped into practices, resources or initiatives initiated by pharmacy staff internally; and those 

externally supported and required input from outside the pharmacy. When grouped this way, it was 

found that internal pharmacy staff-related resources or practices were viewed as more available by 

respondents than those requiring more external support. For instance, staff who are culturally sensitive 

(an internal pharmacy initiative) was indicated by respondents to be most available at their workplaces 

(92.7%). In contrast, funding dedicated to subsidising services for disabled people, a resource that 

comes from outside of the pharmacy (external), had the lowest agreement, meaning few pharmacies 

receive such funding (9.2%). 

The third question (column 3 in table 11) asked respondents if they believe the practice, resource or 

initiative should be introduced or improved at their workplace to improve service provision for people 

with physical impairment. Comparatively, a higher agreement was found for externally supported 

practices, resources and initiatives. This finding corresponds well to the lower availability of externally 

supported practices, resources or initiatives reported (column 2 in table 11). 

People with sensory impairment (Table 12) 

Pharmacists answered a repeat of the statements and questions in relation to providing care for people 

with sensory impairment, and table 12 summarises their responses.  

There was a high level of agreement to the first question (column 1 in table 12), indicating that the 

practices, resources and initiatives are relevant to providing care for people with sensory impairment. 

However, when pharmacists were asked if they have the practice, resources or initiative at their 

workplace, a relatively lower number of respondents agreed (column 2 in table 12). This was 

particularly evident with ‘tailored communication methods for people with sensory impairment’; and 



Chapter 6 Study 1: Online survey of community pharmacists   

124 
 

with the group of externally supported practice, resources or initiatives. Again, for the external 

resource, ‘funding dedicated to subsidising services for people with sensory impairment’, only 22 

respondents (9%) said they received this at their workplace. 

Respondents reported higher agreement with the practices, resources or initiatives being introduced or 

improved at their workplace for providing care for people with sensory impairment. Compared to 

responses relating to people with physical impairment (table 11), this indicates that pharmacists may be 

in a more challenging position and less resourced to provide care for people with sensory impairments 

than people with physical impairment. 

People with intellectual impairment or learning difficulties (Table 13) 

Finally, pharmacists were asked the questions once more about providing care for people with 

intellectual impairment or learning difficulty (Table 13). The trend of responses here was found to be 

similar to people with sensory impairment (Table 12). There was high agreement that the listed 

practices, resources and initiatives improve access for people with intellectual impairment.  

Externally supported practices, resources, or initiatives related to people with intellectual impairment or 

learning difficulties are less available than the internal group in community pharmacy workplaces. 

Pharmacists generally indicated that the listed practices, resources, and initiatives need to be introduced 

or improved at their workplace to better provide care to people with intellectual impairment or learning 

difficulties. Comparatively, this was found to be higher than concerning people with physical 

impairment, indicating that pharmacists may again be in a more challenging position or poorly 

resourced to provide care for people with intellectual impairment or learning difficulties than people 

with physical impairment.  
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Table 11. How pharmacists are positioned in terms of practices, resources and initiatives for providing services for people with physical impairment 

Internal or staff-initiated practices, resources, or initiatives 

I agree this enables 

access/ n (%) 

We have this at my 

workplace/ n (%) 

We need to introduce or improve 

this at my workplace/ n (%) 

Staff who are culturally sensitive towards people with physical impairment 253/258 (98.1) 242/261 (92.7) 138/232 (59.5) 

Staff with a clear awareness of the potential needs  249/257 (96.9) 216/259 (83.4) 158/236 (66.9) 

Tailored communication methods to meet the needs  251/259 (96.9) 230/258 (89.1) 121/233 (51.9) 

Staff who consider how the pharmacy layout meets needs 243/259 (93.8) 183/258 (70.9) 159/236 (67.4) 

Externally supported    
Engagement with people with physical impairment with service design  230/257 (89.5) 93/252 (36.9) 183/248 (73.8) 

Staff training dedicated to improving the provision of services 233/259 (90.0) 67/255 (26.3) 201/250 (80.4) 

Collaboration between pharmacy staff and other disability support services  222/255 (87.1) 55/254 (21.7) 201/247 (81.4) 

Funding dedicated to subsidising services  211/258 (81.8) 23/251 (9.2) 214/254 (84.3) 

 

Table 12. How pharmacists are positioned in terms of practices, resources and initiatives for providing services for people with sensory impairment 

Internal or staff-initiated practices, resources, or initiatives 

I agree this enables 

access/ n (%) 

We have this at my 

workplace/ n (%) 

We need to introduce or improve 

this at my workplace/ n (%) 

Staff who are culturally sensitive towards people with sensory impairment 240/247 (97.2) 220/249 (88.4) 166/230 (72.2) 

Staff with a clear awareness of the potential needs  237/248 (95.6) 177/247 (71.7) 181/238 (76.1) 

Staff who consider how pharmacy layout meets the needs 225/247 (91.1) 119/245 (48.6) 176/238 (73.9) 

Tailored communication methods to meet the needs 232/247 (93.9) 101/243 (41.6) 213/245 (86.9) 

Externally supported    
Engagement with people with sensory impairment with service design 223/245 (91.0) 77/242 (31.8) 194/242 (80.2) 

Staff training dedicated to improving the provision of services 224/246 (91.1) 59/244 (24.2) 213/247 (86.2) 

Collaboration between pharmacy staff and other disability support services  209/245 (85.3) 37/240 (15.4) 213/248 (85.9) 

Funding dedicated to subsidising services  205/247 (83.0) 22/244 (9.0) 213/247 (86.2) 
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Table 13. How pharmacists are positioned in terms of practices, resources and initiatives for providing services for people with intellectual impairment 

Internal or staff-initiated practices, resources, or initiatives 

I agree this enables 

access/ n (%) 

We have this at 

my workplace/ n 

(%) 

We need to introduce or improve 

this at my workplace/ n (%) 

Staff who are culturally sensitive towards people with intellectual impairment 242/247 (98.0) 221/247 (89.5) 170/233 (73.0) 

Staff with a clear awareness of the potential needs 237/246 (96.3) 181/246 (73.6) 185/239 (77.4) 

Tailored communication methods to meet the needs 228/245 (93.1) 149/246 (60.6) 197/240 (82.1) 

Staff who consider how pharmacy layout meets the needs 217/244 (88.9) 104/244 (42.6) 181/242 (74.8) 

Externally supported    
Collaboration between pharmacy staff and other disability support services 213/245 (86.9) 74/241 (30.7) 200/242 (82.6) 

Engagement with people with intellectual impairment with service design 210/245 (85.7) 73/242 (30.2) 194/244 (79.5) 

Staff training dedicated to improving the provision of services 227/247 (91.9) 62/243 (25.5) 209/242 (86.4) 

Funding dedicated to subsidising services 208/244 (85.2) 30/242 (12.4) 216/248 (87.1) 
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The ranking of practices, resources or initiatives to improve accessibility. 

The final question of this section asked respondents to rank the list of practices, resources and 

initiatives in order of importance in relation to improving accessibility for disabled people. Table 14 

shows the weighted scores and the overall respondents’ rankings. The order of the statements 

represents the collective views of respondents.   

Table 14. Community pharmacist perceptions of the order of priority of practices, resources and initiatives to 
improve their position to provide care to disabled people at their workplaces. 

Weighted 

score 

Accessible practice statements or resources as initiatives to 

improve the accessibility of workplaces  

1761 Better awareness of the needs of disabled people 

1576 More training for staff 

1493 Tailored communication methods 

1385 More funding 

1252 More collaboration between pharmacy and other support sectors 

1236 More culturally sensitive staff 

1215 More engagement of disabled people when designing services 

1213 Better designed pharmacy premises 

344 Other 

The highest-ranked statement was: Better awareness of the needs of disabled people (weighted score 

1761) by some margin. The statements ‘more training’ (1576), ‘Tailored communication methods’ 

(1493) and ‘more funding’ (1385) were ranked lower and respectively separated by priority order.  

The weight scores for the remaining four items were relatively similar, meaning less difference in 

respondent views of the priority of these statements. This signals that pharmacists generally view these 

initiatives as less critical than the top 4 ranked statements, but in no particular order.  

Evidently, ‘better awareness of the needs of disabled people’ and ‘more training for staff’ is viewed by 

respondents as the top two most important initiatives. Therefore, it can be interpreted that pharmacists 

would value any actions that focus on these areas to improve their position in providing care for 

disabled people.  
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6.5.5 How confident/comfortable are community pharmacists with making care-based 

decisions for disabled people compared to non-disabled people? 

In section 5 of the questionnaire, an adapted Provider Decision Process Assessment Instrument 

(PDPAI) was used to evaluate the degree of comfort/confidence in the decision-making of pharmacists 

for disabled people (Dolan, 1999). Out of 251 responses for this section, two were partially completed 

and not usable for analysis, leaving 249 fully completed and valid responses for this analysis.  

Table 15 presents the mean Likert scale scores of all respondents for each question of the PDPAI tool 

in relation to all patients and disabled people. The statements have been coded on a positive scale for 

interpretation, where a score of 5 means most confident and 1 least confident (see reverse coding in 

section 6.4.4).  

Table 15. Mean Likert scale scores from pharmacist responses to decision-making statements with all patients 
and disabled people 

  

Mean Likert scale 

score 

 Statements in the decision-making evaluation tool 

* All 

Patients 

* Disabled 

People 

Q1 Decisions in the pharmacy are easy to make for * 3.4 2.97 

Q2 I am often sure the prescribed medicine or treatments is best for * 3.66 3.31 

Q3 

I am usually confident that the prescribed medicine or treatment 

will be best for * 3.83 3.65 

Q4 

When making the decision to recommend a product, provide 

advice or refer on, I feel that I know enough about all the 

appropriate treatment options for * 3.69 2.83 

Q5 

I do not have trouble making clinical decisions for * because 

important information is known and readily available  3.26 2.7 

Q6 

It is easy to identify all the considerations that affect my clinical 

decisions and practices  3.21 3.02 

Q7 

Generally, I understand * views and considerations regarding the 

important issues when making decisions 4.02 3.39 

Q8 I believe my professional input improves adherence to treatment  4.29 3.94 

Q9 

I am satisfied with the decisions I make when providing services to 

* 4.32 3.82 

Q10 I am satisfied with the process I use to make clinical decisions  4.2 3.76 
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Mean Likert score comparison 

As seen in table 15, respondent Mean Likert scale scores for all PDPAI statements concerning disabled 

people are lower than when they answered for all patients. Figure 10 below displays a graph of this 

finding. Q3 (I am usually confident that the prescribed medicine or treatment will be best for *) and Q6 

(it is easy to identify all the considerations that affect my clinical decisions and practices *) was 

identified as having the closest mean Likert scale score between the two client groups.  

 

Figure 10. Mean degree of comfort of decision-making for disabled people and all patients of responding 
pharmacists for each question asked in the PDPAI 
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Composite mean score analysis. 

The difference in pharmacists’ decision-making between All Patients and Disabled People was further 

explored with composite mean score analysis (see 6.4.4 for analysis method). Figure 10 shows a scatter 

graph plotting individual respondents’ scores between the two groups. Each respondent has two 

composite mean scores (one for decision-making with all patients and another for disabled people). 

Hence, the horizontal (X) and vertical (Y) axes are the scales for scores for all patients and disabled 

people, respectively. A reference line that originates at 0 and continues to 5 (maximum) on both axes is 

added to assist interpretation. This reference line shows the points of the graph where there is no 

difference in respondents' composite mean scores, which means that respondents are of equal 

comfort/confidence in decision-making for all patients and disabled people.

 

Figure 11. Scatter plot of Mean Composite Scores of all respondents with larger plots indicating more 
respondents with the same scores (n = 249). 

It is observed in the scatter graph that most plots appear below the reference line, which indicates that 

most respondents had higher composite mean scores for their responses to all patients compared to 

disabled people. This finding was further supported when the overall mean score was calculated for all 

respondents (n= 249). Overall, the composite mean score for all respondents was 3.79 for All Patients 

and 3.34 for disabled people. The lower score for disabled people further reinforces the finding that 

pharmacist respondents were generally less comfortable/confident in making decisions for disabled 

people. 
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For inferential analysis using regression models, it was necessary to calculate the correlation between 

the composite mean scores of both groups. The Pearson’s correlation coefficient (All Patients vs 

Disabled People) was calculated to be 0.617, and Spearman’s correlation coefficient was 0.612. This 

indicates a strong positive correlation between respondents’ composite mean scores for disabled people 

and all patients, meaning that there is a high likelihood that respondents’ comfort in decision-making is 

connected to both groups. The correlation assumption for linear regression analysis is hence fulfilled. 

Linear regression analysis to determine the factors influencing pharmacist decision-making  

Three linear regression models were created to determine the influence of pharmacist demographics 

and their workplace characteristics (independent variables) on decision-making (composite scores as 

dependent variable): 

1. Model for composite mean scores of responses to All Patients  

2. Model for composite mean scores of responses to Disabled People 

3. Model for the Difference in composite mean scores between All Patients and Disabled People. 
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All patients 

The first model is about decision-making for All Patients. This regression model represents the baseline 

factors that may influence pharmacists’ comfort and confidence in making decisions. These factors can 

be considered when interpreting the variables that influence pharmacists’ decision-making with 

disabled people. Table 16 presents the regression model.  

Table 16. Linear regression model of pharmacists’ comfort in decision-making for All Patients 

Variable 

Standardised Beta 
Coefficients (Lower 
and upper 95% CI) t-value p-value 

(Constant) 4.045 28.160 .000 

• Age (≤35 years* vs >35 years) 0.117 (-0.034, 0.282) 1.542 0.124 

• Gender (Female* vs male) -0.015 (-0.168, 0.134) -0.222 0.825 

• Ethnicity (Pakeha* vs Asian) -0.036 (-0.211, 0.131) -0.464 0.643 

• Ethnicity (Pakeha* vs Other) 0.026 (-0.146, 0.215) 0.378 0.706 

• Highest qualification (BPharm/DipPharm* vs 
Postgraduate) 

-0.078 (-0.298, 0.074) -1.185 0.237 

• Hours worked per week (Part-time* vs Full-time) -0.181 (-0.384, -0.043) -2.466 0.014 

• Work position (Owner/Manager Pharmacist* vs 
Employee) 

-0.113 (-0.275, 0.033) -1.544 0.124 

• Direct experience of impairment (No* vs Yes) -0.011 (-0.257, 0.217) -0.168 0.867 

• Workplace business affiliation (Banner/franchise 
pharmacy* vs Independently owned pharmacy) 

-0.057 (-0.199, 0.077) -0.873 0.383 

• Geographical area (Main urban area* vs sub-
urban/rural area) 

0.024 (-0.126, 0.182) 0.358 0.720 

• Pharmacy setting (Near medical centre/hospital* vs 
on main street or in shopping centre) 

-0.087 (-0.231, 0.046) -1.313 0.191 

 * represents the reference variable. The Beta coefficient shows the difference of mean composite scores 
between the test and reference variable. The model has an R-value of 0.266 and a R-Square value of 0.071 

Only one demographic factor showed statistical significance in the regression model. This was: 

respondent’s work hours per week, where the reference variable was part-time (<30hours), and test, 

full-time (>30hours). The beta coefficient for this variable was -0.181 (p=0.014), indicating that 

respondents who worked full-time may be less comfortable or confident with making decisions with all 

patients (baseline) compared to part-time pharmacists. However, in interpreting this finding, it was 

noted that the R-Square (0.071) for this regression model is low (value = 1 is highest). This suggests 

that the independent variables incorporated, regardless of significance, may only play a small part in 

explaining the variations of pharmacist responses for this questionnaire tool (PDPAI).  
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Disabled people 

Table 17 shows the linear regression model of pharmacist responses in relation to decision-making for 

disabled people. Two independent variables showed statistical significance: Age (Test - >35 years, 

Reference - <=35 years) and Pharmacy setting (Test - on main street or in shopping centre, Reference - 

near medical centre/ hospital). These variables were non-significant for the model with all patients 

(above), suggesting that they may specifically influence decision-making with disabled people.  

Respondents’ age had a Beta coefficient of 0.177 (p=0.018) in this model, signifying that pharmacists 

above 35 years old may be more comfortable with making decisions for disabled people than their 

younger colleagues (<= 35 years).  

For the pharmacy setting, this variable had a Beta co-efficient of -0.126 (p=0.054), indicating that 

pharmacists who worked near medical centres or hospitals were more comfortable and confident with 

making decisions for Disabled People than those who worked at a pharmacy on a main street or in a 

shopping centre/mall.  

Despite these findings, it was noted again that the R-Square (0.094) for this model was low, suggesting 

that the variables may only play a small part in explaining pharmacists’ variation in their degree of 

comfort or confidence in decision-making for disabled people.  

Table 17. Linear regression model of pharmacists’ comfort in decision-making for Disabled People 

Variable 

Standardised Beta 
Coefficients (Lower 
and upper 95% CI) t-value p-value 

(Constant) 3.477 23.733 0.000 

• Age (<35 years* vs >35 years) 0.177 (0.033, 0.356) 2.372 0.018 

• Gender (Female* vs male) 0.053 (-0.092, 0.216) 0.788 0.431 

• Ethnicity (Pakeha* vs Asian) -0.043 (-0.224, 0.124) -0.565 0.573 

• Ethnicity (Pakeha* vs Other) 0.031 (-0.143, 0.228) 0.448 0.654 

• Highest qualification (BPharm/DipPharm* vs 
Postgraduate) 

-0.103 (-0.345, 0.036) -1.597 0.112 

• Hours worked per week (Part-time* vs Full-time) -0.068 (-0.257, 0.091) -0.941 0.348 

• Work position (Owner/Manager Pharmacist* vs 
Employee) 

-0.094 (-0.260, 0.054) -1.290 0.198 

• Direct experience of impairment (No* vs Yes) 0.100 (-0.049, 0.434) 1.572 0.117 

• Workplace business affiliation (Banner/franchise 
pharmacy* vs Independently owned pharmacy) 

-0.108 (-0.259, 0.022) -1.659 0.098 

• Geographical area (Main urban area* vs sub-urban/rural 
area) 

0.012 (-0.143, 0.172) 0.182 0.856 

• Pharmacy setting (Near medical centre/hospital* vs 
on main street or in shopping centre/mall) 

-0.126 (-0.280, 0.002) -1.937 0.054 

* represents the reference variable. Beta coefficient is the difference of mean composite score between 
variables. The model has an R-value of 0.310 and a R-Square value of 0.096 
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Difference in mean composite scores between responses to all patients and disabled people 

A third regression model was created using the Difference in mean composite scores between all 

patients and disabled people as the dependent variable. Interpretation of this model assumes that 

pharmacists should have the same degree of comfort and confidence in decision-making regardless of 

patient groups. If any significance between the independent variables is observed, it is signified that 

these factors may influence pharmacists’ decision-making with the two different patient groups. Table 

18 shows the linear regression model results. 

Table 18. Linear regression model of respondents’ Difference in mean composite scores between all patients 
and disabled people. 

Variable 

Standardised Beta 
Coefficients (Lower 
and upper 95% CI) t-value p-value 

(Constant) 0.569 4.389 0.000 

• Age (<35 years* vs >35 years) -0.075 (-0.214, 0.072) -0.979 0.329 

• Gender (Female* vs male) -0.078 (-0.215, 0.058) -1.138 0.256 

• Ethnicity (Pakeha* vs Asian) 0.009 (-0.145, 0.163) 0.118 0.906 

• Ethnicity (Pakeha* vs Other) -0.008 (-0.173, 0.155) -0.108 0.914 

• Highest qualification (BPharm/DipPharm* vs 
Postgraduate) 

0.032 (-0.127, 0.210) 0.482 0.630 

• Hours worked per week (Part-time* vs Full-time) -0.123 (-0.284, 0.023) -1.673 0.096 

• Work position (Owner/Manager Pharmacist* vs 
Employee) 

-0.019 (-0.157, 0.120) -0.261 0.795 

• Direct experience of impairment (No* vs Yes) -0.127 (-0.425, 0.001) -1.960 0.051 

• Workplace business affiliation (Banner/franchise 
pharmacy* vs Independently owned) 

0.060 (-0.068, 0.181) 0.901 0.369 

• Geographical area (Main urban area* vs sub-urban/rural) 0.012 (-0.127, 0.152) 0.173 0.862 

• Pharmacy setting (Near medical centre/hospital* vs on 
main street or shopping centre/mall) 

0.049 (-0.078, 0.171) 0.739 0.461 

* represents the reference variable. Beta coefficient shows the difference of mean composite score difference 
between the test and reference variables. The model has an R-value of 0.222 and a R-Square value of 0.049 

One variable showed significance in this regression model: Respondents’ experience of impairment. 

The Beta coefficient is -0.127 (p=0.051), and the test variable is when the respondent said yes to having 

direct experience of impairment themselves. This means that the Difference in mean composite scores 

of respondents who have a direct experience of impairment themselves is lower than respondents who 

do not have. To interpret this finding, it means that pharmacist respondents who have direct experience 

of impairment themselves are more consistent with their comfort in decision making with disabled 

people and baseline. This is in comparison to respondents who do not have experience of impairment 

themselves, who are more likely to be less comfortable making decisions for disabled people than all 

patients (baseline). Again, the R-Square (0.049) for this regression model is low, suggesting that the 

independent variables may have little influence on pharmacist respondents variability in their 

Difference in mean composite scores.  
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6.5.6 What initiatives are community pharmacies/pharmacists engaging with to improve 

access for disabled people? 

Only 59 open answer responses for section 6 were received from the 277 analysed questionnaires. 

These responses were manually sorted into five broad categories of aim using content analysis. The 

number of responses in each category is shown in table 19.  

Table 19. The categorised aims of the access initiatives described by responding pharmacists (n =59) 

Aim of initiative category  Number of responses (N=59) 

n (%) 

To improve the physical accessibility of the pharmacy  21 (36%) 

To improve medication adherence  19 (32%) 

To improve communication with disabled people 11 (19%) 

To improve collaboration with other services and professionals 5 (8%) 

To increase staff disability awareness 3 (5%) 

With only 59 responses out of 277 completed questionnaires, this suggests that respondents generally 

lacked awareness of existing initiatives currently occurring in community pharmacy workplaces to 

improve access for disabled people. Another possibility is a lack of initiatives currently being 

implemented in community pharmacies to improve accessibility.   

Out of all the initiatives, improving physical accessibility and medicines adherence were most 

frequently described. Together, these two categories accounted for 68% of pharmacists’ responses. 
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6.6 Conclusion of community pharmacists survey 

This chapter described an anonymous online survey conducted in 2018 of community pharmacists 

about their views of the current accessibility of their workplace; how they are positioned to provide 

care for disabled people; their level of comfort and confidence in decision-making for disabled people; 

and their experiences of initiatives to improve pharmacy accessibility for disabled people.  

The survey instrument (questionnaire) was co-designed and underwent several iterations based on 

consultations with project advisors and feedback from pharmacists who piloted the draft questionnaire. 

Various aspects were considered during this process, enabling a questionnaire design that is relevant 

and contextual to current community pharmacists in NZ. Furthermore, this development process 

increased the likelihood that the findings of this study could lead to practical actions to better position 

pharmacists to provide care for disabled people.  

Data collected through this survey illuminated several pertinent factors related to pharmacists’ current 

position in accommodating disabled people. In the workplace, pharmacists strongly agreed that 

common access features such as wide doors and accessible parking benefited their disabled clients. It 

was reported that many of these features are readily available in NZ's community pharmacy setting. 

However, many pharmacist respondents indicated that these features need to be introduced or improved 

in their workplace to accommodate disabled people better.  

Further, pharmacists were asked through a series of practice, resource and initiative statements on how 

they are currently positioned to provide care for disabled people. Their responses revealed that most 

believe there is room for improvement in their workplace. Notably, this concerns resources and 

initiatives that require external input like funding support or collaboration with other sectors. It was 

found that pharmacists may be in a more challenging position to provide care for people with sensory 

impairment or intellectual impairment than for people with physical impairment. In considering the 

priorities to improve, respondents ranked ‘gaining better awareness of the needs of disabled people’ 

and ‘having more training opportunities as the most important to improve their position in providing 

care for disabled people. As such, actions that focus on these areas will likely be appreciated by 

community pharmacists in NZ.  

Further informing pharmacists’ position to provide care for disabled people is the findings of an 

adapted Provider Decision Process Assessment Instrument (PPDAI) to evaluate pharmacists’ degree of 

comfort/confidence in making care decisions for disabled people (Dolan, 1999). Analysis of the 

responses found that community pharmacists are generally less comfortable and confident in making 

care decisions for disabled people than their general clients. This decision-making gap potentially 
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further reduces pharmacists’ ability to provide care for their disabled clients. In further exploring this 

gap, regression analysis found that older pharmacists (>35 years old) and those who work near medical 

centres or hospitals may be more comfortable and confident in making decisions with disabled people.  

Despite these findings, the regression models also revealed that the various demographic and pharmacy 

characteristic variables incorporated might only play a small part in pharmacists’ variability in 

decision-making with disabled people. Further investigation is required to determine the factors that 

influence pharmacists’ comfort in decision-making with disabled people.  

Finally, the survey revealed that few pharmacists had experienced initiatives at their workplace to 

improve access. Out of the small number of respondents who indicated they experienced such 

initiatives, the majority said that their initiative was related to improving the physical accessibility of 

their workplace or improving the adherence to medicines for their disabled clients. The small number 

of responses for this section also signifies that few initiatives are currently implemented to improve 

access to community pharmacy services for disabled people.  
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7 Study 2: Focus groups with disabled people  

This chapter presents study 2 in this PhD project. Focus groups with disabled people explored their 

experiences of the barriers and enablers of accessing community pharmacy and their ideas for 

improving access. 

7.1 Study rationale 

As found from the literature review, few published inquiries have engaged with disabled people about 

the topic of community pharmacy accessibility (Ferguson & Liu, 2015; Foote, 1986). Therefore, the 

main aim of this study is to engage disabled people in conversations to share their experiences of 

accessing community pharmacies. The study will identify the barriers and enablers that reduce or 

improve access. Further, the method is designed to create a platform to involve disabled people in co-

designing potential actions to improve pharmacy access.  

7.1.1 Study method 

A focus group method was deemed most appropriate (see chapter 5.4), and engagements with disabled 

people seek to explore access issues and potential solutions to improve community pharmacy access. 

The research question for this study 

What are the key barriers and enablers for disabled people in accessing community pharmacies and 

their services? 
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7.2 Focus group design 

It was possible to conduct eight focus groups with around 8 to 10 participants in each group with the 

resources available. Through the various connections and networks established throughout the project, 

co-facilitators were recruited, and with their support, eight focus groups were conducted successfully. 

The focus groups had diverse participants. Five were pan-disability (meaning diverse impairment 

groups), and three had participants with a specific impairment type. The impairment types for these 

three focus groups were: Blind and low vision people, Deaf and hard of hearing, and a group with 

physical impairment.  

The research team planned the separation of pan-disability and impairment-specific focus groups to 

identify both cross-disability experiences and impairment-specific access issues. From the literature 

review and consultations with project advisors, it was recognised that there are broader cross-disability 

access barriers and more impairment specific barriers. Broader barriers (macro) typically relate to the 

socio-political dimensions of disability, such as discourses of discrimination and ableism. However, 

what remains prominent for many disabled people, is their lived experiences of practical barriers. These 

lived experiences are often impairment-specific (micro). Thus, both macro and micro access issues 

need to be identified to develop practical actions to improve the accessibility of community pharmacy 

services for disabled people. 

To ensure that focus groups are co-conducted, the researcher invited seven disabled co-facilitators. All 

co-facilitators were well-connected to their community and played a vital role in planning, recruiting 

and conducting the focus groups. All co-facilitators are experienced researchers with prior experience 

conducting workshops and focus groups. One co-facilitator was involved in planning multiple focus 

groups. Moreover, the researcher consulted with the co-facilitators on many occasions for their 

expertise in making sense of the focus group conversations. Thus, the co-facilitators of this study had a 

vital role in the co-construction of knowledge for this thesis. 

Additionally, to ensure responsiveness to Māori, a population group in NZ who experience health 

disadvantages than non-Māori, the researcher approached a Māori disability advocacy group. The 

advocacy group connected and enabled the researcher to collaborate with a Māori co-facilitator to co-

design and conduct one pan-disability hui (focus group) with Tangata Whaikaha (disabled Māori).  

7.2.1 Budget 

One of the focus group planning considerations was the research budget available to reimburse 

participants, pay for the co-facilitators time, venue hire, food and other equipment required to conduct 

the focus groups. Participant reimbursement was set at $50NZD for each participant, and additional 

transport reimbursement was available for required participants. Co-facilitator payments were based on 
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their time input to the project. For instance, one co-facilitator helped plan and co-facilitate multiple 

focus groups and received additional reimbursements.  

7.2.2 Ensuring accessibility of the focus groups 

Based on the researcher's and co-facilitators experiences, various access adaptations were made for the 

focus groups to maximise the inclusion of disabled participants.  

The researcher and co-facilitator confirmed the physical accessibility of the venues before each focus 

group. This process included confirming an accessible entrance for mobility aids, accessible bathrooms, 

tables and chairs of suitable heights, sound and visual projection equipment, and lighting. Adaptions 

tailored to each focus group were also made to ensure effective communication during the focus group. 

For instance, to communicate with Deaf and hard-of-hearing participants, sign language interpreters 

(NZSL) were contracted to facilitate sessions with participants who use NZSL. For communication 

with blind and low-vision participants, the researchers found a venue with a speaker system that 

allowed the projection of participant voices to ensure conversations were as clear as possible.  

7.2.3 Focus group guide 

All focus groups used a pre-planned guide to facilitate conversations and collect data relevant to the 

research question. All focus group guides were split into three sections. Section one was a 

familiarisation or ice-breaker section to introduce the topic and engage participants in thinking about 

the community pharmacy context. Section two explored the experiences of participants in accessing 

their pharmacies. Prompts for this section typically focussed on identifying the barriers and enablers to 

their pharmacy access. In section three, the prompts aimed to engage participants in sharing their ideas 

for potential solutions to improve access. Table 20 below presents an example focus group guide for 

pan-disabled participants.  

It is important to recognise that all guides were co-developed by the researcher and co-facilitator. This 

ensured that focus group conversations were tailored for the participants who attended. For example, 

each topic guide used different prompts and questions to account for the contexts of the participants’ 

impairments and experiences. This tailoring process was possible through the co-facilitators’ 

experience, expertise and familiarity with the participants. 

Comfort breaks were scheduled throughout the sessions, typically around 1 hour into each focus group. 

Also, participants were free to leave the room at any time.  
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Table 20. Focus group guide example (generic) 

Three sections  

1. Ice breaker section – Participants’ understanding of community pharmacy in NZ 

• Activity – Brainstorm on whiteboard, Researcher: Inform everyone that I will read out what I 

write on whiteboard.  

• Question: Co-facilitator: What comes to mind when you think of community pharmacies? 

• If no one starts, researcher will give an example by putting the word access on the whiteboard, 

given that’s what the focus group is about.   

• Try to go around the group in a circle to become familiar with the voices for transcription 

purposes. 

2. Experience of using community pharmacy services (prompts can be asked by researcher 

or co-facilitator) 

Prompts 

• Why choose the pharmacy you're using over others? 

• What's going to the community pharmacy like? 

• What is the place like 

• What are the people like? 

• Do you feel the place or service is suited to you? If not, what are things you don't like 

• Any particularly difficult experiences of using your pharmacy service? 

▪ Was it the place 

▪ Was it the people? 

• What about a positive experience with your pharmacy 

▪ What was good about it. Place, people etc 

• What if the medicines don’t work – what do people do? 

• What if the services aren’t appropriate – experiences of this? 

• What have people done to ensure they have access to services that meet their needs? 

• Do pharmacy staff help you know more about your health? 

• What other services do you know that your pharmacy have recently introduced? Are they 

helpful services? 

• How do you know what services are available at pharmacies?  

3. Accessible pharmacy – Ideal situation (solutions building) 

Question: In an ideal world, what should a community pharmacy service be like? What do you 

expect? 

Prompts 

• What changes have you already seen or would like to see? 

• Would you like to know more about what services are currently available? 

• Involvement of disabled people in pharmacy and service design? 

• Perhaps learn from other sectors – can any initiatives and experiences in other sectors be 

helpful for improving access to pharmacy and services. Examples? 

• Role play. If many ideas, can potentially include a role play scenario. This is to act out an 

ideal interaction. Then, participants can analyse the interaction and determine feasibility. 

End of focus group 
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7.3 Collecting data 

Participants were recruited to attend one of eight focus groups across various locations in NZ in 2019. 

7.3.1 Recruitment 

Through the networks established by the researcher, some participants were recruited through 

recruitment material distributed through disability advocacy organisations. However, most participants 

were recruited through co-facilitators. Interested participants contacted the co-facilitators or the 

researcher, who ensured they met the eligibility criteria. Co-facilitators were specifically trained to 

ensure that participants were informed about the project and that taking part was entirely voluntary. It 

was found that more than half of the participants who attended were recruited by co-facilitators. The 

researcher approached all recruited participants to ensure they were well informed. 

Eligibility criteria 

Participants were eligible for the focus groups if they were above 16 years of age, could give informed 

consent to participate, and in the region where the focus groups were being held. No restrictions were 

for disability, meaning anyone who considered themselves disabled, whether through impairment or a 

hidden disability, was eligible to participate. During the recruitment screening process, the researcher 

and co-facilitator ensured that participants had relevant community pharmacy experience and could 

share their experiences of access issues.  

Recruitment material 

A diverse range of recruitment materials was created to ensure that disabled people who were interested 

could make an informed choice about participation. In addition to the standard Participant Information 

Sheet (PIS) required by the ethics committee, the research team developed an easy-read version, a Te 

Reo Māori incorporated version, audio formats, a Braille version and a New Zealand Sign Language 

video of the PIS. Some of the adapted print versions of PIS can be found in appendix 1.   

7.3.2 Ethical considerations 

This study engaged disabled people and provided a platform to empower their voices in sharing 

experiences and ideas for improving community pharmacy access. Ensuring the space created in the 

focus group was safe and protected the interests of participants required careful planning. Thus, an 

extensive ethical review process was conducted to ensure that various aspects were accounted for.  

One important ethical issue was informed consent. One barrier that some disabled people experience is 

access to information. Standard formats of Participant Information Sheets (PIS) and Consent Forms 

(CF) are not always accessible. Recognising this, the research team adapted a variety of accessible 

formats of PIS (some versions are in appendix 1). Having these accessible formats was recognised both 

by the research team and ethics review committee to improve the inclusiveness of the study. 
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Another barrier related to consent was the participants’ method of consenting. The status quo method 

of consenting to participate in research is the signing of CF. For many disabled people, however, this 

method is not possible. This issue is particularly relevant for people with low vision, hard of hearing or 

learning difficulties. For these groups, their preferred method of consenting may be different to suit 

their communication mode. For participants with low vision, this is providing verbal consent. For Deaf 

and hard-of-hearing participants, this may mean consenting visually using sign language. For people 

with learning difficulties, this may mean consenting through an advocate or their support person. As 

such, despite the ethics committee recognising that these methods are unorthodox, they approved it 

given the context of this study, and required audio or video recording of the consent process where 

appropriate. 

Another ethical issue that was recognised was participant confidentiality. Given the focus group 

environment, the method does not offer participants anonymity about their participation and what they 

say. Acknowledging this, the research team took as many steps as possible to protect the identity of the 

participants. Firstly, as part of the consent process, participants were required to agree that they would 

not disclose the contents of the discussion or the identity of participants to anyone else outside of the 

focus group. Secondly, all information that may identify a participant was removed from the transcripts 

and not included in research reports to ensure that comments cannot be traced back to an individual. 

Thirdly, only the researchers can access the audio or audio-visual recording and listen to the 

conversations after the focus group. Finally, all co-facilitators had to sign a confidentiality agreement 

before each focus group not to disclose participant information or conversations during the sessions. 

The final ethical issue was the participants’ right to withdraw. In most research projects, participants 

have the right to withdraw from research. In focus groups, however, the data is co-constructed within a 

group. Thus, withdrawing one participant’s input may reduce or remove the context of other 

conversations, making the data impractical to analyse. Acknowledging this, the research team added a 

clause in the PIS saying that participants are free to leave the focus group at any time without giving 

reason. However, they cannot retrieve what they have said already, as removing parts of the 

conversation will affect understanding of the group conversation.  

Ethical approval was granted by The University of Auckland Human Participant Ethics Committee 

(UAHPEC) on 10th December, 2018, reference number 022267.  

7.4 Focus group analysis 

Data analysis focussed on making sense of the group conversations related to access issues at the 

community pharmacy setting for participants. Moreover, participants' ideas are analysed to identify 
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potential actions to address the key access issues raised during the focus groups. This analysis does not 

intend to provide an in-depth narrative of the lived experiences disabled people have using community 

pharmacy services, like through phenomenology studies (Maxwell & Chmiel, 2014). Nor does it 

explore the underlying discourses to participants’ narratives and perspectives, like in critical discourse 

analysis (Cheek, 2004). Instead, the analysis in this study sought to identify the primary access issues 

participants experienced when using pharmacy services, medicines and interacting with staff. This 

analysis aims to give a practical account of the barriers and enablers for disabled people accessing 

community pharmacy services and identifies potential actions to improve this context.  

Given the pragmatic nature of this study, a thematic analysis was undertaken. Informed by the thematic 

analysis techniques outlined by Braun and Clarke (2006) and various other texts on qualitative data 

analysis (Barbour, 2007; Bryman, 2016; Duggleby, 2005; Green & Thorogood, 2014; Liamputtong, 

2013a; Wolcott, 1994), the analysis seeks to establish the key themes from the focus group 

conversations that directly relate to the research question. In this sense, the analysis for this study takes 

a pragmatist epistemology, where there is no concern about the truth of accessibility, but rather the 

focus is on developing practical constructs of themes concerned with improving community pharmacy 

access (Crotty, 1998). Moreover, aligned with the emancipatory paradigm, the analysis aims to enable 

the voices of disabled people to contribute to the transformation of community pharmacy services and 

the agenda of improving accessibility. 

7.4.1 Processing the data 

All conversations in the focus groups were audio-recorded. For the virtual online focus group 

conducted over Zoom with Deaf and hard-of-hearing participants, video (audio-visual) recordings were 

also made to analyse visual communication (Zoom Video Communications, 2021).  

The researcher transcribed all of the participants’ verbal conversations during the focus groups from the 

recordings. When participants communicate non-verbally, transcriptions were made from sign language 

interpreters translations and through notes of the non-verbal communication observations. 

Transcriptions were produced as intelligent verbatim, where the researcher attempted to replicate the 

participant’s speech but did not include a description of all the utterances and expressions (Wolcott, 

1994). In the focus group context, strictly verbatim transcription is impractical given that there are 

often overlapping utterances between group members. Furthermore, several participants had 

conversations through interpreters or assisted communication technologies, making verbatim 

transcription impractical.  

All transcripts were uploaded to NVivo software for coding (version 12). No pre-existing coding frame 

was used for the coding process. Various coding cycles took place. Initially, the researcher coded 
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descriptively to label the participants’ narratives. This process was inductive, and codes were produced 

through an open coding process (Charmaz, 2014; D. Thomas, 2006). Then, the codes were reviewed for 

consistency with the data within the research team and recoded where necessary. During this stage, the 

researcher consulted co-facilitators and supervisors extensively to clarify his interpretations of the 

focus group conversations. 

Another valuable data source during this coding stage was the field notes that the researcher took 

during and after the focus groups. These notes enabled the researcher to better appreciate the context of 

the narratives in the transcripts. Furthermore, notes of the participants’ body language taken during the 

session enabled the researcher to understand the group's overall tone and responses when participants 

shared certain ideas or concepts.  

7.4.2 Code categorisation and theme development 

When the focus group transcripts were coded, a categorisation process took place where related codes 

were grouped into categories. For instance, codes that related to communication were grouped under 

the umbrella of communication. During this process, the researcher evaluated the codes and quotes to 

ensure consistency of the code labels, categories and quotes (Barbour, 2014). Quotes found not to fit 

the codes or category during this stage were moved or recoded.  

After reviewing the quotes assigned to each category, the researcher began constructing a series of 

mind maps to relate the categories to one another; and where there was conflict or contrast. The 

researcher produced numerous mind maps and discussed them with the research team. Quotes were 

also constantly reviewed to help understand the context of the ideas shared during focus group 

conversations. Advice from the co-facilitators and project advisors was particularly informative during 

this stage, as the researcher grappled with generating the key themes from the conversations between 

disabled participants.  

While developing themes, the researcher wrote numerous memos to record his thinking as he made 

sense of the participants' narratives. Also, these memos discussed the disability context described by 

participants, advisors and co-facilitators, such as the socio-political challenges that disabled people 

often encounter. This mind mapping, memo writing, and consultation process enabled the generation of 

the main themes representing participants’ experiences of the access issues in the community pharmacy 

context.  

7.4.3 Theoretical frameworks 

The construction of themes was both an inductive and deductive process. Inductively, the researcher 

attempted to make sense of the discussions naturally by staying close to the participants’ descriptions 
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(Charmaz, 2014). Deductively, the sense-making and theme generation process is enabled by the 

existing theoretical frameworks and literature that the researcher engaged with as part of this project. 

The research questions, the methodology, and the focus group guides are all influenced by the existing 

theoretical frameworks that underpin this project (see chapter 2). Moreover, this study was informed by 

the survey of pharmacists (study 1), which identified some critical challenges to pharmacists in 

providing care to disabled people. Therefore, the theoretical frameworks and existing knowledge of 

access issues must be acknowledged, as it is a core part of the analytical process in generating the 

themes.  

Firstly, the bio-psycho-social model is undertaken to define disability. The model enables the 

interpretation of disability as influenced by various aspects of a person’s lived experience. This lived 

experience is a nuanced combination of body impairments, psychological factors, and the disabling 

built environment or social world. In this sense, when analysing the conversations, all the barriers and 

enablers that participants share in the focus groups are authentic and legitimised. Such a framework 

differs from other disability models, such as the biomedical model, where disability is understood 

purely as an outcome of the body. Hence, if the medical model is assumed, only experiences related to 

participants’ body impairments are analysed as barriers to access (accommodation).  

Secondly, access is framed by the existing frameworks of health services access by Levesque et al. 

(2013). In this sense, accessing pharmacies and services for disabled people is more than simply 

gaining medicines or receiving the services offered (see chapter 2.5). The access model enables a 

broader consideration of participants’ access issues, allowing more diverse insights.  

Finally, PAR methodology takes an emancipatory research paradigm (Freire, 1970; Israel et al., 2005). 

This paradigm focuses on empowering the voices of oppressed groups in society (Freire, 1970). This 

study is designed to enable a platform for disabled people concerning the social injustices they 

experience in the community pharmacy context. As such, the presentation of themes will include not 

only the summary of ideas and direct quotations of participants, but descriptions of the context that was 

established and advocated by participants, advisors and co-facilitators throughout the study. Whilst not 

strictly data, presenting these contexts empowers the voices and experiences of disabled people (Oliver, 

1992). Moreover, showing findings in this way reveals the researcher’s positionality and the process of 

forming the themes.  

For instance, from the outset of the project, it was recognised by the research team that this inquiry 

would have a role in reducing the social injustice experienced by disabled people in accessing 

medicines, pharmacy and health services in general. Addressing the social justice concerns may not 

always be possible within the community pharmacy context since they are broader public discourses 
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(e.g. experiences of discrimination). Nonetheless, having a platform to voice the practical consequences 

of such social injustices may ultimately change the public discourse to legitimise such concerns. Access 

issues experienced by disabled people that may currently be unrecognised by the public or 

policymakers may receive more attention. Therefore, the themes generated in this analysis will also 

have a role in unveiling the practical consequences of social injustice; by identifying the access issues, 

disabled people experience with community pharmacy services.  
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7.5 Results 

This section presents the findings of the focus groups with disabled people (n = 64) 

7.5.1 Focus group overview 

Each focus group was between 1.5 and 2.5 hours. All focus groups were conducted between May and 

October 2019.  

Focus group characteristics and participants 

In total, 64 disabled participants attended one of the eight focus groups. Seven focus groups were 

conducted in person at an accessible venue, and one focus group was virtual using the online video 

conferencing software Zoom (Zoom Video Communications, 2021). All focus groups were conducted 

in main cities in NZ. One focus group (9th) was planned at a rural location. However, insufficient 

participants were recruited.  

Some participants attended the focus group with support persons, who in some instances enabled their 

communication. A few disabled participants also acted as support persons for other disabled people or 

family members (not present in the focus groups). These participants were able to speak to both their 

own experiences of disability and experiences of being a support person.  

One pan-disability focus group specifically recruited tāngata whaikaha (disabled Māori). This session 

was necessary to promote equity and ensure the Te Tiriti o Waitangi (Treaty of Waitangi) is upheld in 

ensuring the inclusion and participation of Tāngata Whenua (Māori people) in research in NZ. Table 21 

presents a summary of the focus group characteristics. 

The focus group varied in the number of participants attending, with the largest having 14 attendees 

and the smallest group having 4 participants. This variability is usually expected with the focus group 

method (Barbour, 2007). 
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Table 21. Summary of focus group characteristics  

Focus 

group 

Number of 

participants Participant group Location Co-facilitators Date 

1 13 

tāngata whaikaha, Pan-

disability Main city 

2 co-facilitators and 

2 sign language 

interpreters 20/05/2019 

2 6 Pan-disability Main city 1 co-facilitator 24/06/2019 

3 5 Pan-disability Main city 1 co-facilitator 8/07/2019 

4 8 Pan-disability Main city 2 co-facilitators 16/07/2019 

5 14 Blind and low vision Main city 

1 co-facilitator and 1 

microphone runner 10/08/2019 

6 9 Pan-disability Main city 1 co-facilitator 14/08/2019 

7 5 

Deaf and hard of 

hearing Online 

1 co-facilitator and 2 

sign language 

interpreters 19/09/2019 

8 4 Physical impairments Main city 1 co-facilitator 26/09/2019 

Disabled peoples’ general view of community pharmacy  

Based on the initial ice-breaker exercise (section 1 of the focus group guide, chapter 7.2.3), it was noted 

that participants were generally aware of community pharmacy and the common services offered in the 

setting, such as medicine dispensing and the provision of health advice. Most participants reported that 

they visit community pharmacies regularly. When participants were asked what they thought of first 

when considering community pharmacy, ‘getting medicines’ was by far their most common response. 

The focus groups revealed an essential connection between the medicines that disabled participants use 

and their community pharmacies. Pharmacists were recognised as the health professional who 

facilitates medicine access (prescription or otherwise). Participants believed that pharmacists have 

specialised and unique knowledge about medicines, which no other health profession has.  

Focus group themes 

The researcher developed six themes by analysing the focus group data and various engagements with 

disabled advisors and co-facilitators. The themes are presented to identify the barriers and enablers to 

accessing community pharmacy services for disabled people in NZ and outline ideas that could 

potentially improve access. 

The themes are presented in a way that first describes the overall concept, then articulates the practical 

consequences and nuances which may differ between people with different impairment types. This 

enables further understanding of how these access issues might be experienced differently by different 

groups of disabled people. The participant impairment type is noted under each quote presented to 

assist with this understanding. Three practical themes are presented first:  

• Let us communicate effectively 

• Having medicines and health knowledge is empowering 
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• The place is not always fit for purpose 

These themes apply to all disabled people but are contextually different for different impairment 

groups.  

Following this, three themes that relate to the social aspects of access are presented. These themes are 

less sensitive to the contextual differences between impairment groups: 

• What do I pay for, how much do I pay, and what are my entitlements? 

• Familiar places and faces enable access 

• The service is not always responsive to the needs of disabled people 
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7.5.2 Theme: Let us communicate effectively  

Community pharmacists and other pharmacy staff have an obligation to provide safe and effective 

medicines to the public. As part of this, they must ensure that they can communicate effectively during 

interactions. Effective communication in healthcare is a human right in NZ, as stated in the Code of 

Health and Disability Services Consumers' Rights, ‘Right to effective communication’ (Health and 

Disability Commissioner, 2012). For pharmacists and pharmacy staff, this means changing the format, 

language or manner of communication and interaction to suit the patient's needs.  

As described in the focus groups, people who are non-verbal, Deaf or hard of hearing may 

communicate visually, using gestures and by observing the expressions of pharmacists. Conversely, 

people who are blind or have low vision rely on verbal communication during these interactions. Some 

people can have both visual and verbal impairment, and their communication method is primarily by 

touch. Therefore, a diverse range of communication methods is used by disabled people. However, 

participants noted that these diverse methods of communication are not routinely available or used in 

community pharmacies in NZ.  

Effective communication is vital in the community pharmacy setting. Pharmacists often need to convey 

medicine or health information accurately to ensure service users get the most out of their treatments. 

Due to the lack of diversity in communication methods available in the community pharmacy context, 

some disabled people experience considerable barriers when interacting with their pharmacists, 

reducing their ability to engage with their medicines and services. 

To some participants, using communication technologies have greatly aided their capacity to 

communicate. However, it was generally viewed in the focus groups that pharmacy staff lack 

awareness or are slow adopters of the diverse communication methods used by disabled people and 

communication technologies. Participants used the focus groups to share their experiences of 

communication breakdowns at the pharmacy, many of which are specific to their impairment. These 

conversations offered insights into potential communication solutions for many disabled people, so 

their ability to engage and optimise their medicines or services could be improved. 

Deaf and hard of hearing people 

Experiences of communication breakdowns were most commonly described by Deaf or hard of hearing 

participants and people who are non-verbal and/or have learning difficulties. Participants generally 

view that pharmacy staff are poorly acquainted with the diverse communication methods and cultures 

that disabled people have, which can further discomfort their interactions. Consequently, these 

communication issues render some Deaf people reluctant to use their community pharmacy. 
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Many Deaf participants shared their experiences of receiving inadequate or poorly optimised medicines 

and services due to these communication breakdowns.  

 

Blind and low vision community 

Blind or low vision participants also described their communication barriers. However, these 

discussions were typically more constructive, where participants shared how communication barriers 

had been, or could be, overcome. The constructiveness of these conversations could be related to the 

characteristics of the blind and low vision specific focus group (focus group 5). Indeed, several 

participants worked in disability advocacy and policy roles. The co-facilitator was aware of this and 

thus guided conversations more towards developing solutions rather than focusing on people’s 

experiences of access issues.  

For many blind or low vision participants, the visual communication methods used during interactions 

with pharmacists are inaccessible. For instance, the medication instruction and identification labels that 

pharmacists are legally obligated to put on dispensed medicines and used as visual aids during 

counselling sessions are viewed as pointless. Additionally, it is common during counselling sessions 

for pharmacists to give supplementary printed information or visual aids to help patients understand 

“So the community pharmacy, I don’t feel confident going there. Because of all the 

communication breakdowns.” 

Deaf Participant (transcribed from NZSL interpretation) (Focus group 7) 

“It’s important for the pharmacists to understand about Deaf people and about 

different [visual] language. And also, awareness of their facial expression, cos they 

look a bit like the possum in the headlights. Deaf people read facial expressions very 

well. So we know that they are panicking when you approach them as a Deaf person. 

[Visual interpretation - this participant used a variety of facial expressions in this 

conversation to show expressions of emotion]. 

Deaf Participant (transcribed from NZSL interpretation) (Focus group 7)  

“I went in, I had gout. So, what do we do for gout? And I’d be pointing to my feet and 

everything, and they couldn’t understand what I was saying. So I thought, I need an 

interpreter, I just need medicine for my gout. […] Then I ended up going to the 

hospital and ended up taking the medication they gave me, with me. Then, they said 

at the hospital ‘Na that’s the wrong one’. So, either way, I got the wrong 

medication.” 

Deaf Participant (transcribed from NZSL interpretation) (Focus group 1)  
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their medicines better. For people who cannot access this information, it is viewed as a practice that 

leads to Blind or low vision people feeling excluded. With no alternative communication methods 

offered in the pharmacy setting, some blind and low-vision participants rely on remembering the verbal 

instructions given by the pharmacists. However, this method is not typically recorded like printed 

information, meaning it cannot be referred to when they return home or at a later time. Many 

participants expressed that it is challenging for them to remember all the information about their 

medicines. This has caused medicine safety issues, such as taking additional doses or not taking 

medicines for the optimal period (e.g. not finishing the antibiotics course). 

 

Communication technologies 

Through identifying these communication issues in the focus groups, many conversations focused on 

constructing solutions to improve the communication barriers. Many solutions shared were based on 

experiences of using alternative communication technologies. These included communicating via text 

messaging or email, which can be helpful for people with low vision or learning difficulties.  

 

Many participants also have screen-readers or other technologies to translate electronic texts and emails 

into suitable verbal content. It was described that blind participants use e-mail regularly, but few had 

the experience of receiving emails containing accessible information about their medicines from 

community pharmacies.  

But the big thing is, you know I’ve got to remember what the pharmacist told me, 

that it was 2 tablets 3 times a day or whatever. You know sometimes you listen, 

sometimes you don’t. There are times where you’re just too ill, or too busy to 

remember, so then it’s a problem, because we can get it wrong. 

Blind participant (Focus group 5) 

 

They text me when my drugs are in also. I say “Look, you need to text me, otherwise I 

don’t know when my medications are ready”.… And they didn’t text me when my 

inhaler came in today. So I said to the pharmacist, “You got to do it”. And she says 

“Yup, will do it from now on.” 

Participant with learning (reading) difficulties (Focus group 3) 
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Deaf and hard of hearing participants described using online services to communicate through sign 

language interpreters. Additionally, having more visual material available in community pharmacies, 

such as on TV screens or even through touch screen devices, is potentially an excellent enabler for 

Deaf and hard-of-hearing people.  

Online services, such as virtual consultations or smartphone applications, were also described as 

particularly helpful for disabled participants who are primarily homebound.  

Despite recognising these technological solutions, participants generally agreed that community 

pharmacies in NZ are slow adopters.  

 
  

“For me as a blind person, the absolute key one is knowing what my medication is 

and how I am meant to take it. It’s 2019, we’ve talked about all these great 

technologies over in the States.….. And yes, we do have the technology and it might 

not help everyone. But why can’t the pharmacist, for instance, simply send me an 

email. That says, “You’re on Viagra twice a day” (big laughs from around the room).” 

Blind Participant (Focus group 5)  

“Yeah that’s right, cos you know MacDonald’s have it, so why can’t chemists have 

that? You know when you go in, maybe they can even have a touch screen or 

something like that to tell me stuff.” 

Deaf Participant (transcribed from NZSL interpretation) (Focus group 1)  
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7.5.3 Theme: Having medicine and health knowledge is empowering 

In addition to communication barriers during direct interactions with pharmacists, for many disabled 

people, the process of gaining knowledge about their medicines is empowering as they can be more 

independent with their healthcare. This sentiment was widely acknowledged and discussed by 

participants throughout the focus groups. Medicines information gained from pharmacists was 

recognised as necessary. Pharmacists are viewed as one of the only specialised professionals who can 

offer such knowledge and help people to be better at using their medicines. Nonetheless, due to poor 

accessibility of medicines and health information, many disabled people feel disempowered and 

dependent. This disempowerment was often discussed as a sense of reliance on others, such as support 

persons. Therefore, missing out on knowledge due to poorly accessible information in the community 

pharmacy context adds to peoples’ experience of exclusion and disempowerment.  

Barriers accessing information and identifying medicines 

Many participants require diverse formats to access information. However, conversations about 

accessible formats primarily focused on the printed information on medicines that pharmacists typically 

provide during consultations. If such formats are made more accessible, participants believed that many 

disabled people would be empowered, and their capacity to manage their health would significantly 

improve.  

Most conversations about accessible information formats were shared by blind or low-vision 

participants, where printed materials are generally not accessible. As a result, they are often required to 

rely on their memory, other technologies, and sighted people to look at the information on their behalf, 

leading to a disempowering experience and reduction in their independence.  

 

For some blind participants, identifying their medicines can be particularly challenging. While it is 

recognised that pharmacists try to do their best to ensure that blind people know about their medicines, 

the standard labels and information formats on the medicine package are inadequate. Thus, they are 

required to rely on other methods such as using touch to identify medicines. However, touch 

identification is often unreliable due to the lack of physical features of some medicines. One participant 

“They [the pharmacist] usually tell me what the medication is and how to take it, 

which is helpful. But I can’t look at it again, you know you need to remember how 

many times a day and I think that is a real issue. [….] Because it’s one thing to know 

that you’ve got a particular drug in that bottle, but it’s quite another to remember 

the instructions of how you are to take it. It’s unique to you.” 

Blind participant (Focus group 5) 
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shared that they have used their sense of smell in such circumstances to differentiate between tablets 

that feel identical.  

Despite these alternative methods of medicine identification shared by some participants, the group 

generally perceived that pharmacy staff pay little attention to these issues, as it is not standard practice. 

Consequently, these medicine identification strategies were developed mainly by the participants 

themselves, without pharmacists’ help.  

 

However, medicine identification methods using touch or smell are not always reliable, leading to 

significant problems. One participant revealed that due to a dispensing error at their pharmacy, she 

received the medicines of another person. Due to her vision impairment, she could not recognise the 

error, which resulted in her taking the wrong medicines for a few days. It was not until she asked about 

the side effects she was experiencing that her pharmacist identified the error.  

 

For participants with other impairments, the information from pharmacists can be helpful but is still 

believed to be not readily accessible. Even for participants with no sensory impairments, medicines 

information is usually complex, and terminologies can be challenging to understand. These challenges 

are amplified for people with learning difficulties.  

“One of my inhalers, it comes in a cardboard box which isn’t labelled, but the actual 

inhaler has the number 6 on it. I don’t know what it means, but at least I know what 

it is. Also, a particular one for anyone who knows their print letters, it has a raised V 

on it and yeah so, it’s easier to know what that one is if you’ve got 2 that looks and 

feels the same. But no one, not the pharmacist has told me that ay. I feel like they 

should” (Murmurs of agreement from other participants) 

 Blind participant (Focus group 5) 

“I went in, they were very nice, and explained the medication side effects to me, and 

they went “Oh you’ve changed the medication, have you?” I said, “Well what for?”. 

And then we found out that I had tramadol, and something else, which wasn’t 

actually my medication, it was another patient’s. So, I took it for about 4 days and 

was violently ill. 

Blind participant (Focus group 5) 



Chapter 7 Study 2: Focus groups with disabled people   

158 
 

 

 

Finding solutions – co-design is key 

The topic of information access often led to constructive conversations between participants about 

potential solutions to enable community pharmacists to better provide information to disabled people. 

The main barrier recognised to diverse information formats was the lack of a platform for disabled 

people to voice their ideas and discuss possible solutions. Accordingly, many disabled participants 

advocated that the co-design of accessible information solutions needs to be promoted in NZ. Not only 

for the community pharmacy but for healthcare in general.  

For blind and low vision participants, two categories of solutions were discussed: 1. The recording of 

verbal information that pharmacists provide so that people could retrieve knowledge about their 

medication later; and 2—strategies enabling blind and low vision people to identify medicines 

effectively. Innovative solutions were proposed in the focus groups. For instance, some younger 

participants suggested smartphone apps that video call sighted people to help read printed information. 

Another technology currently available in other countries allows pharmacists to record their verbal 

instructions onto medicine containers. People then access recorded information in audio format at the 

push of a button on their medicines packaging, such as a tablet bottle.  

Other participants noted that some medicine packaging includes braille. Nevertheless, this was on too 

few medicines to be consistent. Additionally, it was reported by blind participants that often such 

medicine packaging is discarded or tampered with during the dispensing process. One participant 

mentioned that they experienced having printed labels placed over the braille, making it no longer 

accessible.  

“Yeah when we kōrero [talk], I’ve had, um, different languages. Um, it’s a different 

language to us. Yeah, all the terminology and information [pharmacists use]. Can’t 

understand it.” 

Participant with physical impairment (Focus group 1) 

“They use big words and you don’t understand some of the words. Honestly, it’s like 

“Hang on, you have already lost me. But you are talking too fast to me.”” 

Participant with learning difficulties (Focus group 6)  
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However, participants with low vision generally agreed that it is simple to introduce strategies that 

enable blind and low vision people to identify their medicines and retrieve information. Some older 

participants have experienced a solution with their pharmacists by using rubber bands to “label” 

medicines. Rubber bands offer people another touch-based method of medicine instructions. 

 

Conversely, several blind participants acknowledged that braille or touch recognition might be less 

critical in the future. Although such methods have been helpful, younger generations of disabled people 

are increasingly adopting assistive communication technologies such as smartphone apps and screen 

readers. If pharmacists can provide information in compatible formats, it would be beneficial for many 

blind or low-vision people in the future. Additionally, getting information this way is viewed as gaining 

independence and assisting people in having privacy over this knowledge, rather than relying on others, 

such as a sighted person to translate. However, focus group participants generally believed that 

community pharmacy staff seldom offer information in electronic formats. Although a few participants 

had the experience of receiving information through emails, it was noted that formats were often 

incompatible with screen reader technologies. Therefore, community pharmacy was again perceived to 

be slow to adopt and lacked awareness of such enabling strategies for blind and low-vision people. 

“Some medications, the manufacturers actually put the braille on the boxes. But then 

the pharmacists actually; you know how every time you get dispensed medication 

label, you get that label with your name and stuff on it? They actually went and 

stuck it over the braille parts. So, you couldn’t use it.” 

Blind Participant (Focus group 5) 

“You just have to think of the ways to do it. So they [pharmacist] say, ‘Ok I’ve put 2 

rubber bands around this bottle, that’s the one you’ve got to take 2 of, and I put 1 

rubber band around that 1, that’s the one you’ve got to take 1 tablet of, and you do 

that in the morning after a meal.’ You know, we can think of very simple and 

practical things to solve these access issues.” 

Blind Participant (Focus group 5) 
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For sighted participants, a solution proposed was to simplify the information contained in printed 

material. Leaflets provided by pharmacists often contain too many difficult words. It was suggested 

that Easy Read or Plain Text versions of information could be made available at pharmacies to resolve 

this issue. Although the solution was suggested by people with learning difficulties, it was also 

supported that such formats would work well for other groups who prefer visual aids, such as Deaf, or 

people who have English as their second language.  

 

Increasing the mandate to provide accessible information 

One enabler for some participants was that they believed their pharmacist went beyond their standard 

duty to provide information to them. Some participants had experiences of pharmacy staff attempting to 

tailor communication and information formats. Examples provided on this are phone calls made by 

pharmacists to blind or low vision participants, referral to other more accessible information sources 

online, and providing mobile phone text summaries and reminders to help people keep track of their 

medication regimens.  

These experiences are diverse and believed to be specific to individual pharmacies and believed by 

participants to be more as acts of kindness rather than standard practice. 

 

“Whether it’s a more technological solution, or whether it’s just sending me a text or 

email, simple as that. You know, confirm pharmacist says, ‘That antibiotic you’ve 

got, it’s two tabs, three times a day for 10 days.’ Really quite easy I think. You know, 

in some ways this has got easier with modern smartphones and screen readers, but 

we should be able to check and not just have to remember being told by the 

pharmacist.” [Numerous nods of agreement and support from around the room] 

Blind Participant (Focus group 5) 

“Or even an Easy Read version for people. Because when my mate was in the 

hospital, they had a booklet about his medicines, but it wasn’t Easy Read like this, 

with pictures and stuff [pointing at the Easy Read Participant Information Sheet]. So 

we didn’t understand anything about his medicines”. 

 Participant with learning difficulties (Focus group 3) 

“So at my pharmacy, they know when I have trouble reading, so they’ll actually sit 

down and read it out to me and make sure I understand.” 

 Participant with learning difficulties (Focus group 1) 
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However, this diversity of information access between disabled people caused concerns in the focus 

groups. Participants believe there should be more standardisation in the type and amount of information 

people receive from their pharmacists, regardless of their disability. One reason for this diversity was 

believed to be pharmacists being unprepared for the diverse communication needs of disabled people. 

Hence when pharmacists encounter disabled people with non-standard communication needs, they may 

not know how to deliver critical information. 

 

 
  

“Their ability to help you, in terms of the prescription they’re giving you. Ah, whether 

they tell you about it and give you information….. You get that from some of them, 

but you don’t get that from all of them….. It’s probably their levels of training or 

something like that” 

 Participant with physical impairment (Focus group 1) 

“To be honest, quite often I just get handed a bag, and expect somebody to tell me 

something about what’s inside. I don’t think that is good enough. The pharmacist 

has a responsibility, and we can help, like what we’re doing today, with ideas like 

texts and emails and leaving a message on our answer phones and that kind of stuff. 

But actually, the responsibility is still theirs to ensure we get the information.” 

 Blind participant (Focus group 5) 
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7.5.4 Theme: The place is not always fit for purpose 

Many conversations focussed on physical accessibility, where participants believed that the premises of 

community pharmacies are not always fit for purpose for disabled people. The purpose viewed here by 

participants was getting their prescription medicines from the dispensary. For people with physical 

impairment or low vision, pharmacies were viewed as too cluttered and lacking access features to 

enable their navigation. Barriers such as narrow entrance doors and aisles between product shelves 

were a hindrance. Moreover, these barriers were considered by many participants to reinforce their 

experience of exclusion from health services. 

The internal space and access features were most talked about in the focus groups. For some 

participants, getting to the pharmacy was already challenging due to transport and other barriers. Once 

at the pharmacy, any barriers in the store are considered an additional hindrance. To further complex 

this situation, participants recognised the considerable diversity in the physical accessibility of 

community pharmacies in NZ. Some pharmacies were viewed as more accommodating than others. 

One of the reasons for such diversity was believed to be the lack of standards currently in place to 

ensure physical accessibility in the pharmacy setting.  

Another reason for poor physical access was believed to be related to the business interests of 

pharmacies. The space taken up by retail products can reduce physical accessibility. In these 

circumstances, some participants perceived the retail aspects of community pharmacies negatively, as 

the core service is believed to be medicine dispensing. The placement of these retail products tends to 

restrict navigation inside the pharmacy to the dispensary where people receive their prescribed 

medicines. However, this conflict between retail and dispensary was also identified by some 

participants as a necessary part of the pharmacy businesses, as the retail aspects support and fund the 

core dispensing service. 

 
Pharmacies are cluttered 

Participants believed that their core purpose of visiting the pharmacy was to get medicines to improve 

their health. Community pharmacies also have an obligation to serve all members of the public. 

“You don’t have to try and get off your wheelchair at the hospital or the pharmacy or 

anywhere, they should serve you, so don’t be afraid to say, ‘Well I can’t come in, you 

do my pills, so I’m not gonna come take my pills.’ I mean I’ve done that myself, 

haven’t taken my pills, cos I can’t get in that building. So for my case, I’m suffering, 

because their building is a barrier.” 

 Participant with physical impairment (Focus group 1) 
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Therefore, participants contended that it is the right of a disabled person as anyone else to have 

adequate physical access to and within community pharmacies. Inadequate physical spaces or features 

hence render these stores unfit for their core purpose. 

 

People use a variety of mobility aids to assist with their navigation. It was revealed in the focus groups 

that some pharmacy entrance doors are too narrow or always shut, making it difficult for a person with 

mobility aids to enter. 

 

 

The retail conflict identified with physical access 

The private business nature of community pharmacies was well recognised in the focus groups. 

Participants generally framed it as a conflict when commercial interest was discussed in relation to 

physical accessibility. Some participants were more understanding that pharmacies need revenue from 

retail products to stay financially viable; hence they place the retail shelves and stands inside the store 

to maximise sales. For other participants, their sole purpose for visiting the pharmacy is to receive their 

prescription medicines. For this group, the retail shelves and stands are a barrier to their access, rather 

than viewed as a necessary part of the community pharmacy business. 

“You’ll have to be careful navigating in from the door with a cane and listening really 

hard not to crash into other people or the rows of medicine shelves. But they 

generally see you coming, and want to get to you, before you do any damage to the 

store.” 

 Blind participant (Focus group 2) 

“I mean it’s hard enough for me and my guide dog to get in the door, because they 

have double doors. But they insist, winter, summer, spring and autumn to only have 

1 door open. And it’s a narrow door, it’s hard to get in. I don’t know about people 

having prams or push chairs or mobility scooters can get in there.” 

 Blind participant (Focus group 5) 

“The other thing is that a lot of chemists have quite narrow doors to get in. And 

really, they should be designed so that somebody in a wheelchair or pushchair or 

pram can get through the door easily, without having to open something else up.”  

 Participant with physical impairment (Focus group 8) 
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In addition to the retail conflict identified, it was acknowledged that there is considerable diversity 

between pharmacies. Furthermore, the needs and experiences of disabled people are also diverse, and 

as such, the physical access challenges shared by individuals during focus groups were not always 

consistent. Some believed the accessibility of their pharmacy was sufficient for their needs. Others 

experienced considerable barriers getting in and around their pharmacy.  

 

“Because many of community pharmacies are in stores that were not designed for 

purpose. And they are struggling to make a living which is partly why there is so 

much clutter, they pack themselves with stuffed toys and confectionary and sun hats 

and all sorts of things to keep the books balanced.” 

 Blind participant (Focus group 5) 

“I don’t remember buying anything from the chemist outside of my prescription from 

the doctor. But getting in and out of pharmacies, if I’m in my wheelchair, I’m not 

getting through my current pharmacy. I’ve only probably got only a small inch on 

either side to get down some of those aisles that have got, lip balms and sponge 

baths and stuff….hahaha. I think it’s just overrated. And I’m there for my 

prescription, and if I want a bath bomb, I’ll go to you know Lush.” 

 Participant with physical impairment (Focus group 3) 

“And be clear that the core business of pharmacies is for people to get in and get 

their meds. And it was actually just annoying people that. I mean, it was literally a 

trip hazard, people couldn’t even get in the door. People in wheelchairs or buggies. 

And it was just too much stuff actually. It was just too overwhelming. It was like a 2-

dollar shop. Bonkers, full of just stuff that people didn’t want. And that just put 

people off even more from going” 

Participant with chronic illness (Focus group 3) 

 

“Um, I have noticed the cluttered-ness in some, but not in others. There is one I go to, 

that has lovely broad aisles, even has a seat to sit on while you wait. Their counter is 

straight up a very wide aisle as soon as you get through the door. So I do think they 

vary. So it would be nice to have a bit of standardising in that sense.”  

Participant with chronic illness (Focus group 6) 
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Therefore, the variations between community pharmacies make some more accessible and 

accommodating than others. A way to overcome this, as the participants of one focus group suggested, 

is to introduce more physical access standards that align with the core service of medicine dispensing. 

Such standards would mandate the less accessible pharmacies to take the initiative and improve their 

space and premises to be more accessible for disabled people.  

  

“Well his pharmacy [pharmacist name removed], it’s almost like a square and most 

of the stuff is around the outside, and there is a huge open area in the centre. 

Whereas some other places, they have lots of displays in the centre which are 

difficult when they’re tight together.”  

 Participant with physical impairment (Focus group 8) 
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7.5.5 Theme: What do I pay for, how much do I pay and what are my entitlements?  

One prominent barrier experienced by many participants is uncertainty about their ability to pay for 

medicines and services at the community pharmacy. Most prescription medicines and some services 

(e.g. vaccination) are subsidised in NZ (see chapter 3). However, conversations in the focus groups 

revealed that this subsidy is often confusing and unclear, which leads to their perception of the lack of 

ability to pay. Many participants have a poor understanding of the NZ medicine subsidy system and 

how their entitlements affect medicine costs and affordability. One of the reasons for this poor 

understanding was believed to be the lack of medicines subsidy information in formats available to 

disabled people. The recent entry of discount pharmacy chains into NZ added further confusion to this 

circumstance. The outcome of all this confusion is that some people cannot plan for their medicine 

costs, contributing to feelings of financial insecurity when accessing pharmacy services.  

Participants identified that considerable variability exists between pharmacies for medicines and 

services that are not subsidised, given that it is an open market of private businesses. Thus, this context 

can be an enabler for some, but it can be a barrier for others. 

One enabler that all participants appreciated was the free health advice that community pharmacists can 

offer. Experiences of receiving health advice were viewed as a positive access feature.  

Subsidised medicines and services 

Some participants used the focus groups as an opportunity to seek information from their peers on the 

costs of certain medicines or services. As these conversations unfolded, it became apparent that many 

were unclear about the medicines subsidy system and their entitlements in NZ. 

 

As this participant demonstrates, there is often confusion about how medications are funded and 

people’s entitlements. There is a maximum prescription co-payment ceiling of 20 items per 12 months 

(despite this participant saying it is ten items). Thus, the maximum amount a person (or eligible family) 

must pay to the community pharmacy for their fully subsidised medicine is $100 NZ dollars per year 

($5 co-payment per item) (Te Kāwanatanga o Aotearoa (New Zealand Government), 2020).  

“Now I mentioned before about the 10 prescriptions in a 12-month year, and I don’t 

understand the ins and outs of how that is funded, or who funds it or why even 10 is 

the magic number. But I think education around that needs to occur because you got 

people who are on the poverty line that can’t afford their medication, but if they 

know that they only have to fork out a maximum of $50 a year, and after that it’s 

free. That will in turn give them the confidence, that ‘Oh I can take my medication’.” 

 Participant with physical impairment (Focus group 3) 
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However, not all prescription medicines are eligible for this scheme. Moreover, it is difficult to know 

which medicines are fully subsidised and eligible; and which ones are not. Thus, some participants 

were frustrated at the lack of transparency in the subsidy of prescription medicines at community 

pharmacies. This situation reduces people’s capacity to judge their ability to pay. 

 

 

A further confusion identified was the recent circumstance in NZ where some pharmacies do not 

charge the $5 co-payment fee, making each (fully subsidised) prescription item free to the recipient. 

Some participants shared with the group their understanding of this circumstance. Nonetheless, 

understandings of this circumstance varied considerably.  

 

Most of the explanations of this circumstance shared by participants did not reflect the complete reality. 

There are indeed different arrangements between DHBs and pharmacies in different regions. However, 

that some pharmacies offer co-payment-free, fully subsidised medicines and others do not is often a 

business strategy and not a contractual arrangement.  

 “Cos I’m still learning about that whole thing, or what’s covered and what’s not. And 

what’s changed. Like I take Keppra [Levetiracetam], and the one I take is not 

covered, so I have to pay. And that wasn’t explained to me very clearly. It was only 

when I picked up the script. Although, the GP said, there’s a language ay, like ‘this 

isn’t covered’ or ‘this isn’t something that or government does it.’ …..Yeah 

subsidised! Thank you. And that’s when I go to pay, they were like ‘this isn’t 

subsidised and it’s more than 5 dollars.’ I don’t know what this comes under, but it 

just means that it didn’t feel very transparent about the costs of medicines.” 

 Participant with hidden disability (Focus group 3) 

“But when I got a script from the GP, um. Is it always free for those medications? So I 

just kind of don’t understand why you need to pay for some and not for others. And 

some of them seems to always have free ones you don’t have to pay. So is it any 

medicine or is it just medicines prescribed by your GP? Or is anything that’s on for 

sale at the chemist? So I don’t really know, I find it confusing.  

 Deaf participant (transcribed from NZSL interpretation) (Focus group 7) 

 “Basically, it appears that there is an agreement with the government that some 

pharmacies will provide your prescriptions free, and the cost of that goes to the 

government through funding. As in, if you’re a beneficiary, you can have that paid 

through your disability allowance, and get your meds paid for. Or you can just have 

the government pick up the tab straight away if you go to certain chemists.” 

 Blind participant (Focus group 5) 
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Where access issues arise is when some participants do not have the ability to pay. Due to poor upfront 

cost transparency, they cannot make budget plans. To mitigate this barrier, some participants shared 

their experiences negotiating with community pharmacies to gain timely access to their medicines. One 

option is paying by instalments with their pharmacy. 

 

Non-subsidised (private) medicines and services 

For medicines and services that are non-subsidised, participants recognised the considerable diversity 

of prices between pharmacies. Some participants could utilise this open market to their benefit, which 

improved their access to some medicines and services.  

 

 

However, tensions arose in some conversations as other participants believed such price diversity 

caused frustration, particularly those who struggle to pay. Examples of these non-subsidised services 

identified were: medicine compliance packaging (blister packs), medicine shipping/delivery and 

vaccinations.  

Despite the tensions relating to the cost of non-subsidised (private) medicines and services, one enabler 

that all participants appreciated was the free health advice from community pharmacists. 

 “I’m hoha, I ain’t got a job so it’s not like I got extra money lying around every week. 

Yeah you know, it’s like we were talking about. I’ve missed pills before, cos I couldn’t 

afford to pay, even if it is only 5 dollars. I might have run out on a Saturday, so 

Sunday, Monday, Tuesday, Wednesday - 4 days! And I felt so sick of my life. I’ll tell 

you the reason why I go to my pharmacy. It’s because I can pay off my pills, and 

that’s a big issue. Yeah, we were talking about it over there before, about you have 

to pay X amount over time, rather than all up front.” 

 Participant with physical impairment (Focus group 1) 

 “I am on a non-subsidised medication and so I buy it on this online pharmacy now, 

and it’s about half the price as to my regular pharmacy. Took me ages to figure that 

out, but yeah, yeah it’s good.” 

 Participant with physical impairment (Focus group 4) 

“Yeah the vaccinations just pay, ah, 35 dollars. It was really good price. Cos it was 

like 50 at the doctors plus the doctor’s appointment visit costs. Which is going to be 

like 80….. And I didn’t need to see the doctors really.” 

 Participant with physical impairment (Focus group 2) 
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Receiving free advice from pharmacists was viewed as an accessible feature of community pharmacies 

in NZ. It was believed that pharmacists could help resolve health issues for free compared to the doctor, 

who typically charges appointment fees each visit. 

 
  

 “See this is where you would go and talk to your pharmacist, cos your pharmacist 

spent how many years studying all this stuff? and they can say, ‘No, no, no it’s not 

the right med.’ And you don’t actually have to pay, but you always manage to buy 

something while you’re in there anyway. But yeah, the doctor you gotta pay to go to, 

pharmacists are freely accessible.”  

 Participant with chronic illness (focus group 6) 

“I think there is room for a massive campaign around how pharmacist can be better 

used. Especially people’s GPs can be so expensive. I know people who are paying like 

$55 to go to their doctor for like 15 minutes. And actually, sometimes you could have 

got that advice for free from the pharmacist quite easily” 

 Participant with hidden disability (Focus group 3) 
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7.5.6 Theme: Familiar faces and places enable access 

To many participants, having a familiar pharmacy who are accustomed to their needs is an enabler to 

accessing pharmacy services. A familiar pharmacy was described as conveniently located and where 

good relationships have developed between the disabled person and the pharmacy staff.  

Using a conveniently located pharmacy, which is often described as close to home, was believed to be 

particularly important, as it minimises transport barriers for many disabled people. 

The relationships developed between participants and their pharmacists or pharmacy staff were valued. 

These relationships assist both parties in mutual understanding, allowing the pharmacy staff to be more 

familiar with the disabled person’s needs. Then, medicines and therapies can be customised, and 

services can be tailored for the disabled person. 

However, some participants revealed that establishing such relationships can sometimes be challenging 

due to communication barriers or learning difficulties. For these individuals, a support person often acts 

as an advocate on their behalf. However, accommodating the disabled person’s needs will require 

establishing a nuanced multi-party relationship between the pharmacy staff, the support person and the 

disabled person. Disabled participants recognised that this could be a complex situation with little 

established terms of reference, which can sometimes lead to their feelings of disconnect from the 

pharmacy. These circumstances most often occur for those who reside at care facilities, which restrict 

the disabled person from forming relationships, limiting their access to pharmacists' expertise.  

Conveniently located 

Pharmacies being conveniently located and situated close to home means that disabled people need to 

navigate fewer barriers such as public transport to access their medicines.  

 

Some community pharmacies are co-located with the GP clinic. Participants valued this convenience, 

as access features, such as automatic doors, are helpful for their access to the pharmacy as well as the 

GP clinic. One participant articulated this point with visual communication.  

“So yeah, my first thought was actually accessible, but not in a disability type of way. 

I mean your local pharmacy is usually just around the corner. Its right there, it’s easy 

to get to, not necessarily easy to get into. But it’s right there for you.” 

 Participant with physical impairment (Focus group 3) 
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The value of relationships 

Having community pharmacy staff familiar with local cultures, people, and the disabled person’s needs 

was greatly valued. With this familiarity, both parties can co-design ways to overcome access issues, 

like restrictive physical environments or poorly accessible medicines packaging. Some participants 

would speak with pride when sharing stories about how their local pharmacy staff adapted services to 

meet their needs better. 

 

 

Familiarity with the pharmacy staff was explained to give disabled people a sense of security about 

their medicine supply. It was also believed to be safer for people with complex health histories, as 

pharmacy staff know about their health needs, preferences, and how to limit potential harms of 

medicines or services to achieve the best health outcomes.  

 

“Yeah, into the pharmacy, then at the front you can go to the doctors. [gestures 

automatic opening doors]. Then, if you go to the pharmacy, if you stay in a 

wheelchair or something. So you go through the doctors surgery. [Indicating a sense 

of convenience]. Not the doctors where they sit, but that’s ok, cos it’s part of the 

doctors as well.”   

 Participant with learning difficulties (Focus group 3) 

 “Well I’ll give you a very simple example. I mean my chemist sometimes brings the 

prescription out into my car. It’s really helpful for me. I guess it’s about how well you 

know your chemist.” 

 Participant with physical impairment (Focus group 1) 

 “So the local pharmacy, I’ve been going to the same one, so they know me, like they 

know that I don’t speak etc.. They know how to treat me. […] And so I don’t like 

going to different unfamiliar pharmacies. But I’ll go in if I have to, to buy some 

plasters or something. (Facial expression appears somewhat frustrated).” 

 Deaf participant (Transcribed from NZSL interpretation) (Focus group 7) 

 “Yeah ay, it’s that whole repeating what’s happened with my life. Not necessary 

pharmacy, but you have to tell your story, and you think “Shit, they must think I’m a 

bloody nut job.”  You know, if you’ve got a massive medical history. Whereas your 

regular pharmacist knows you well.….. But when you build such an effective, like I’m 

talking decades, relationship, they know, you know, they know.” 

 Participant with learning difficulties (Focus group 6) 



Chapter 7 Study 2: Focus groups with disabled people   

172 
 

Despite the value disabled people place on relationships with pharmacy staff, some participants cannot 

always form these relationships themselves. This barrier may be due to learning or social difficulties or 

communication barriers. For these individuals, relationships are often formed between the pharmacy 

staff and their support persons. The support person is also involved with the management of their 

medicines. Such circumstances are described more often for those who reside in care facilities or live 

independently but require support.  

Support persons can act as advocates to enable a disabled person’s access to medicines and pharmacy 

services. Diverse experiences were shared by participants regarding the relationships between 

pharmacy staff and support persons. Some were positive, where the disabled person themselves, the 

support person(s) and the pharmacy staff work as a team to optimise their medicine therapies. 

Nevertheless, other experiences were negative, where pharmacy staff did not form effective 

relationships with the support persons. In some instances, the disabled person was excluded from 

decisions about their own care. Such experiences left participants feeling disconnected and the sense 

that they were unable to access community pharmacy services for themselves.  

As one participant elaborated, some disabled people in care facilities may not know their community 

pharmacy or where their medicines even come from. Such contexts are disempowering for the disabled 

person and restrict pharmacists from understanding their needs to optimise medicines and services.  

 
  

 “Yeah, well not a friendship, it’s just that you need to have some connection with the 

person, as a human being. Like I said, I’ve had issues where I’ve been ringing the 

pharmacy about stuff. And they can’t picture the disabled person [name removed]. 

And I go, ‘Well he’s is non-verbal, he can’t speak, he can’t swallow pills…etc.’”  

 Support person (Focus group 6)  
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7.5.7 Theme: Community pharmacy needs to be more responsive to disabled people 

When participants were prompted to think about ways to improve accessibility, a common agenda that 

ties all their experiences is the belief that community pharmacies can be more responsive to disabled 

people. Various potential initiatives were suggested to stimulate this responsiveness.  

Many participants believed their poor pharmacy experiences were due to a lack of disability awareness 

of pharmacy staff. Additionally, it was recognised that community pharmacies and their staff are often 

poorly resourced to meet the diverse needs of disabled people. This situation manifests through 

participant experiences of encountering access issues and the feeling of exclusion when trying to access 

community pharmacy services.  

Participants believed that factors such as alternative communication methods, the role of support 

persons, and the diversity of disability experience and culture are not well understood by pharmacy 

staff. This lack of awareness made some participants feel like their needs were too challenging for the 

community pharmacy staff. Furthermore, many participants felt their own expertise and experience of 

health, disability and medicines were undervalued by pharmacists.  

In recognising these shortcomings, many participants suggested actions to improve community 

pharmacy responsiveness. They hoped these actions would reduce the exclusion that disabled people 

experience when their needs are not met, and their expertise is not valued.  

Disability awareness 

Some participants shared their feelings of being stigmatised by pharmacy staff. These conversations 

were not always focused on the pharmacist, as participants made distinctions about other staff who 

work in community pharmacies. 

 

Many community pharmacy practices and services appear rigid and inflexible to some participants. 

This rigidity becomes an issue when pharmacy staff are aware of disabled peoples’ limitations and 

needs but continue with their standard practices, leaving the access barriers for the disabled person 

themselves to overcome. Blind participants most reported this sentiment. 

“I think it’s definitely come a massive long way since the 1980s. Huge. But I think 

there is still much room for the pharmacy support staff, not the pharmacist. Like I’ve 

said earlier to have that disability awareness training. Because they’re the ones who 

have treated me as being different and difficult.”  

 Participant with physical impairment (Focus group 3) 
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One example is the labelling and packaging of medication. For a blind person, the label is not helpful. 

Whereas the unique features of medicine packaging that can be felt by touch might be necessary for a 

blind person to identify their medicines.  

Another example is the use of Child Safety Caps on medicine bottles. Such closures can be challenging 

for a blind person or a person with a physical impairment to open. Some participants acknowledged 

that legal requirements might currently mandate these practices. Thus, it was suggested that more co-

design work is required towards changing the standards of medicine dispensing to be more adaptive to 

the diverse needs of disabled people.  

 

A frequent discussion between participants on disability awareness was that pharmacists do not respect 

their own expertise and experiences about their body and impairment. Some disabled people’s 

experiences with medicines may be considerably different from others. However, these experiences 

were believed to be often de-legitimised, leaving disabled people feeling like their own expertise was 

undervalued.  

 

Conversations about respecting a person’s own expertise often extended to a lack of awareness of the 

role of support persons demonstrated by pharmacy staff. Some participants identified that pharmacy 

staff might assume that support persons administer medicines to the disabled person. However, this is 

often not true, as their role is to support, assist and advocate for the disabled person to be as 

independent as possible. Such assumptions can be problematic, as the support person may not have the 

capacity or training to manage or administer medicines. It was suggested that pharmacists should work 

with the disabled person and their support person as a team where they can understand each other’s 

roles. 

“The most important thing, is that the pharmacist has some awareness that different 

people will come in with different ways of doing things. And blind people isn’t like a 

one size fits all approach, pharmacist need to understand they need to be flexible 

with how instructions are to be done.” 

 Blind participant (Focus group 5) 

“For me, it’s really just about respecting the person’s own knowledge of their 

disability and what works for them. I know what works for me, cos I’ve lived with my 

disability for many years.”  

 Participant with chronic illness (Focus group 2) 
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Moreover, when pharmacists assume that the disabled person will not be managing or taking their own 

medications, the disabled person may feel excluded and lose their sense of independence. This point 

was reiterated by numerous participants, as being treated equally with the capacity for independence is 

essential for many disabled people not to feel excluded from pharmacy services.  

 

Some participants were more understanding. As one explained, pharmacy staff do not intentionally 

exclude disabled people. It is a result of their lack of disability training.  

 
  

“They’ve done their degrees, and they’re working in those pharmacy places. They 

have no clue what is a disability service provider or support person. They say, ‘Oh 

everyday he needs to take one injection’ We have to explain, we are not actually 

medically trained, we are trying to help people with disabilities to live in a 

community home and in transition like everyone else. But they have no clue.” 

Support person (Focus group 4)  

“They tell you when to take your medication. Of course, I have somebody there to 

support me to make sure I do, but part of it is my responsibility to take it.” 

 Participant with learning difficulties (Focus group 3) 

“I think it’s nice when they treat you with that sort of intelligence as well. You know, 

you have the sort of conversation, where they’re not talking as if you don’t have that 

kind of intelligence.” 

 Participant with learning difficulties (Focus group 3) 

“No no, sometimes it’s because people, if the training is not there, they are not 

meaning to be rude, they are not meaning to exclude, they just aren’t aware.”  

 Participant with chronic illness (Focus group 6) 
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Opportunities to improve disability responsiveness 

Conversations about disability responsiveness often led to constructive ideas about training and co-

design opportunities. Most participants focussed on improving disability awareness training in 

pharmacy education.  

 

 

A range of training ideas then surfaced to improve the disability awareness of pharmacy staff. Some 

participants who also work in disability advocacy roles shared their expertise in these solutions, which 

other participants were observed to support. 

 
  

“They need some training to know the disability that we have, when we go in. They 

need to have that training, so they can understand the patient, and how they feel. 

Not when they look at us on the day, and what the doctor has given us. They need to 

know what we, ourselves feel.” 

 Participant with physical impairment (Focus group 6) 

“I think maybe disability awareness training. So chemists would know about us. And 

they don’t freeze up when someone comes into the chemist with different needs. Just 

a greater awareness and understanding about our issues.”  

 Deaf Participant (transcribed from NZSL interpretation) (Focus group 7)  

“I don’t know whether as part of the formalised training for pharmacy, there is that 

in there. But I think if the student is going to get it, there almost needs to be a 

module in it. About the different kinds of disability to expect and the difference 

between health and disability. You know many people go to the pharmacy because 

of a health condition, but if you’re going for disability related medication, it’s not 

about getting well, it’s just about keeping life quality at a specific level….. And some 

philosophies about disability. You know talk about how you can help people. It’s not 

a hidden disability or is it a hidden disability? So just probably some more training, 

and not just at the beginning, when you’re still doing the health papers, but almost 

at the end when you have a very good idea of what you’re going to be doing as a 

pharmacist. Then when you’re working, that’s still quite fresh in your memory.” 

 Blind participant (Focus group 2) 
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7.6 Conclusion: Findings from focus groups with disabled people 

This chapter reported on a series of focus groups with disabled people across NZ conducted in 2019. 

Following PAR methodology, each focus group were co-designed with disabled co-facilitators. The 

focus groups were tailored to account for potential access issues and maximise input from the 

participants who attended. Such conduction of the focus groups provided many disabled people with 

the opportunity to voice their experiences of access issues and ideas to improve community pharmacy 

access. Moreover, the researcher was able to gain considerable knowledge about the diversity of 

different groups of disabled people. Understanding this diversity is important for interpreting findings 

and when considering the access issues that people with different impairments may experience 

differently.  

Six themes were generated from the focus group discussions, which helped to illuminate the key 

barriers and enablers disabled people experience when accessing community pharmacy services. The 

themes also reflect potential action areas that participants voiced and negotiated to contribute toward 

improving the accessibility of community pharmacies.  

Generally, participants perceived that pharmacy staff are not responsive enough to disabled people. 

This lack of responsiveness is attributed to their lack of awareness of the diverse needs of disabled 

people. Many participants described their experiences of communication breakdowns in pharmacies 

due to pharmacy staff being poorly adapted to alternative forms of communication such as modes other 

than verbal and printed. Despite various technologies being available to assist with communication, 

community pharmacies in NZ are viewed as slow adopters.  

This point was further reiterated through participants’ conversations about the barriers they experience 

in accessing information and gaining knowledge about their medicines. For many disabled people, the 

formats of medicines and health information provided by pharmacists are not suitable due to their 

impairments. Unsuitable and ineffective information formats left some disabled participants with poor 

knowledge of their medicines or health. Such experiences can manifest as feelings of exclusion as they 

could not access an essential aspect of community pharmacy.  

Some participants also experienced feelings of exclusion when considering the poor physical 

accessibility of some community pharmacies in NZ. Focus group conversations revealed that the 

physical accessibility of community pharmacies is diverse in NZ, with some being much more 

accommodating than others. Poor accommodation was often discussed concerning the lack of physical 

space available for people who use mobility aids to navigate the store. Some participants believed that 

the lack of space in some pharmacies might be related to their business interests in selling retail 
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products. In such circumstances, it was perceived that the pharmacy was not fit for its purpose. The 

core purpose of visiting the community pharmacy for some people is to access prescription medicines. 

Having retail products on displays that limit access made the premises unsuitable to function as a 

pharmacy.  

Similar perceptions were expressed when discussing the cost of medicines. Most participants lacked an 

understanding of how their medicines are subsidised. This lack of understanding can cause confusion 

and insecurity for some disabled people, as they cannot gauge their ability to pay. Such experiences 

may cause considerable tension for some people through the belief that they are excluded from 

receiving their vital medicines or health services due to being unable to afford them.  

Conversations about access barriers often led to constructive discussions about the enablers people 

experience to the access issues at the community pharmacy. A key enabler described was the 

relationships participants developed with their pharmacists and pharmacy staff. Participants valued 

these relationships as they enabled the tailoring of medicines and services to meet their needs. Positive 

experiences such as pharmacists consulting people in their vehicles or at their homes; or allowing for 

an owing account to pay for medicines contributed significantly to breaking down the barriers of access 

that many disabled people face.  

One initiative that most participants believed would improve community pharmacy responsiveness is 

introducing or improving disability training for pharmacists and community pharmacy staff. Such 

training opportunities should be co-designed and delivered with disabled people so that pharmacists can 

appreciate the diverse needs of disabled people. The focus groups provided a platform to begin these 

conversations and empowered the voices of many disabled people. During these engagements, 

participants expressed that they valued this agenda as community pharmacy services are considered 

vitally important for their health and wellbeing.   
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8 Study 3: Interviews with community pharmacists 

This chapter presents the third study of this PhD project. The study engaged practising community 

pharmacists in NZ through semi-structured open interviews to gain a more in-depth understanding of 

their perspectives on the challenges and enablers to providing services and meeting the needs of 

disabled people in the community pharmacy setting. 

8.1 Interview rationale 

Study 1 surveyed pharmacists on their views of the accessibility of their community pharmacy 

workplace. It provided valuable insights into how pharmacists are currently positioned to provide care 

for disabled people. However, survey findings and focus groups with disabled people (study 2) 

revealed various contextual issues for pharmacists to ensure the accessibility of the medicines and 

services they provide. Therefore, in-depth engagements with pharmacists are required to understand 

these contextual issues further. The interview method was used to focus on pharmacists' experiences 

and perspectives of key access issues. Moreover, the interview method was well-suited for co-

designing potential solutions to improve community pharmacy access.  

8.1.1 Research question 

What are the challenges and enablers community pharmacists experience when providing medicines 

and services to disabled people? 
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8.2 Interview design 

All interviews were semi-structured and used an interview guide (see table 22). The research team 

considered several focus areas in constructing the interview guide. One question that often arose with 

advisor consultations was, “How do pharmacists define disability in their context?”. Thus, this 

interview section was believed to have important implications, as how pharmacists view disability 

inherently influences how they provide medicines and services to disabled people.  

Further, from the survey findings, it was recognised that more understanding is needed of the 

challenges and facilitators for pharmacists and pharmacy owners to ensure that the medicines they 

supply or services they provide meet the needs of disabled people. As such, the interview guide was 

constructed through consultations with project advisors, co-facilitators, and PhD supervisors. The guide 

would eventuate into eight sections with various prompts for each section. The prompts were adapted 

for each new interviewee based on their work context and the researcher’s experiences during previous 

interviews (see table 22). 

The researcher used the prompts in the guide based on the conversations during the interview. Some 

topics were raised naturally by the interviewee and did not require prompting from the researcher. The 

researcher also prompted based on interviewees’ motivations and interests, as some of their ‘off-script’ 

experiences and views were relevant to the research question. 

Table 22. Example interview guide for community pharmacists 

Interview Guide - Example 
Tell me about your general experiences as a pharmacist? 

• How long have you practised as a pharmacist? 

• What is your role at your current workplace 

• What areas have you worked in? 

What does disability mean to you?  

• Have you had any education or training about working with disabled people in pharmacy? 

(pharmacy school, CPD)  

• If yes, can you tell me about this (when, what was covered, how useful has it been to your 

practice)  

• Have you had any personal experience of disability, such as a family member, friend with 

an impairment that has taught you about disability? 

Tell me about working with disabled people 

• What works well? 

• Why – what made it work well? 

• What was challenging? Why was it challenging? 

• What would have helped that situation? 

• How about cultural issues? 

• Establishing relationships? 

A survey I conducted found that pharmacists were generally less comfortable with making 

decisions for disabled people, than non-disabled people. 

• What do you think about this finding? 

• In your view, what factors could be contributing to this difference? 
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• What do you think would be most helpful to improving pharmacists comfort in making 

decisions for disabled people? 

• Do you have any examples from experiences? 

What do you think an accessible pharmacy and services should look like? 

• How do you understand accessibility? 

• What sort of things do you think are particularly important to consider? 

• What opportunities are there for YOU to address these needs in your work/your pharmacy? 

• What challenges are there for YOU to address these needs? 

In focus groups I recently conducted with disabled people about their views on using community 

pharmacy, one theme that was discussed was professional relationships. Disabled people really 

valued their relationships with their pharmacists and pharmacy staff. 

• What is your opinion on this finding? 

• What have been your experiences with establishing and maintaining relationships with 

your disabled clients?  

• Can you give me an example of this? 

• What are some of the challenges that you have encountered to forming and maintaining 

professional relationships with your disabled clients? 

• Would this be different to non-disabled people? Why do you think that is? – Example? 

Another theme that was commonly discussed was communication, especially with people who use 

different methods of communication. E.g. Audio or Visual only.  

• Can you give me an example of how you have communicated with a disabled person? 

• What sort of challenges have you encountered in being able to effectively communicate 

with your clients? 

• Would this be different for non-disabled people? 

Another aspect that was discussed is related to physical access. Some people find it difficult to 

navigate their way around pharmacies.  

• What do you think about this? 

• What do you think about your workplace? 

• What works well? – can you give me an example 

• What doesn’t work? 
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8.3 Collecting data 

Community pharmacists were recruited from across NZ. Given the limited budget for this study, some 

interviews were conducted face to face, and others were conducted online using video conferencing 

software when the logistics of a face-to-face interview were too expensive (Zoom Video 

Communications, 2021). The face-to-face interviews were conducted at a location convenient to the 

interviewee. Often, this was at the pharmacy where the interviewee worked.  

All interviewees were provided with a Participant Information Sheet (PIS) and consented using the 

Consent Form before each interview (Appendix 1). During the interviews, the researcher took notes on 

the conversation. Afterwards, the researcher wrote field notes and memos to reflect on the key points 

raised during the interview and his own positionality and interpretations.  

8.3.1 Eligibility criteria 

All community pharmacists in NZ were eligible to take part in the interviews. Pharmacists no longer on 

the Pharmacy Council register or working only in the hospital were excluded from this study. 

Furthermore, participants had the choice of withdrawing, without giving reason, within one week of 

their interview being conducted. If this circumstance occurs, their interview data will be excluded. No 

interviewees withdrew from the study. 

8.3.2 Recruitment strategy 

Interviewees were recruited from community pharmacist networks, and a contact list established 

through the survey with pharmacists (study 1). The last part of the survey included a weblink to a 

separate online form that asked respondents to leave their email addresses if they were interested in 

being contacted for further research (see section 6.2). In total, 136 emails from survey respondents 

were collected using this method.  

Invitations to participate were sent out to this email list. A reminder was sent out one week after the 

initial invitation. From these email invitations, 14 pharmacists responded and indicated they were 

interested in being interviewed. Research team networks also yielded two additional pharmacists who 

indicated interest. Thus, 16 interviewees were initially interested in taking part. Interested pharmacists 

were asked some basic demographic questions (age group, gender, workplace setting and current 

position). They were also sent the PIS, CF and encouraged to ask questions to ensure that potential 

interviewees were fully informed about the research.  

Given that this study aimed to produce a more in-depth exploration of the access issues pharmacists 

experience, it was decided that if these interviews were found to have similar narratives, it would be 

deemed an adequate sample size (M. Taylor, 2005). Out of the 16 interested pharmacists, two later 
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decided to withdraw, and one pharmacist did not meet the eligibility criteria, as their current workplace 

was not a community pharmacy. As such, 13 pharmacists were interviewed in this study and referred to 

as ‘interviewees’ to protect their confidentiality. 

The research team considered recruiting more pharmacists during the study. However, as the interviews 

were conducted, it became apparent to the researcher that pharmacists shared very similar views on the 

challenges and enablers they experience when providing medicines and services to disabled people. As 

such, it was decided that no further recruitment was necessary to answer the research question 

adequately.  

8.4 Analysis of interviews 

The researcher transcribed all interviews using the intelligent verbatim style consistent with the focus 

group transcripts (Wolcott, 1994). This means that the verbal conversations were transcribed, but the 

vocal utterances, body language and pauses were not transcribed. All transcripts were sent to the 

interviewees for review of accuracy. No significant changes were made to any of the transcripts.  

Transcripts were imported into the NVivo software for coding (version 12). A coding and thematic 

analysis process was identical to the focus group analysis (Braun & Clarke, 2006) (see chapter 7.4). 

The interview transcripts were initially open-coded to label the main ideas of the conversations 

(Charmaz, 2014). It is important to acknowledge that the coding process was carried out by a 

researcher who is also a pharmacist in NZ. The researcher has insider knowledge and could understand 

the interviewees' jargon and terminologies. Moreover, the researcher takes his own positionality when 

making sense of the interviewee narratives.  

After coding, the researcher wrote various memos to explore the ideas that arose during the interviews. 

Codes were also categorised to ensure consistency of the labelled ideas. These memos and the field 

notes were the basis of constructing the main themes presented here. Furthermore, the generation of 

themes during this analysis stage was shaped by the underpinning theoretical frameworks adopted in 

this project, such as the health access models and the bio-psycho-social model of disability (Levesque 

et al., 2013; Penchansky & Thomas, 1981; WHO, 2002). The themes presented in this thesis underwent 

various iterations within the research team by revising the interview narratives and considering their 

relevance to the research questions. Therefore, the themes speak to the key challenges and enablers of 

providing medicines and services to disabled people raised in the interviews with community 

pharmacists. 
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8.5 Results 

This section presents the findings from 13 interviews conducted with community pharmacists across 

NZ between September and December 2019. The interviews ranged from 32 to 74 minutes. 

8.5.1 Interviewees 

Table 23 provides the demographic profile of the interviewees. A high proportion of rural pharmacists 

(n=4/13, 30%) took part in the interviews, in contrast to the survey respondents (study 1) (4%). Most 

participants were in the age 35-65 group. A mixture of employee pharmacists and pharmacy owners 

was recruited, which was recognised to help understand the perceptions of both pharmacists and 

owners/managers. The demographic details will help contextualise some of the experiences shared by 

interviewees.  

Table 23. Pharmacist interviewee demographics 

 Gender Age group Workplace Setting Employee/Owner (manager) 

Participant 1 Male 36-65 Rural Owner/manager 

Participant 2 Female 36-65 Suburban Employee  

Participant 3 Female <=35 Suburban Employee  

Participant 4 Female 36-65 Suburban Employee  

Participant 5 Male 65+ Rural Owner/manager 

Participant 6 Female <=35 Rural Owner/manager 

Participant 7 Male 36-65 Suburban Owner/manager 

Participant 8 Male 36-65 Suburban Owner/manager 

Participant 9 Male 36-65 Suburban Owner/manager 

Participant 10 Male 36-65 Suburban Owner/manager 

Participant 11 Male <=35 Suburban Employee 

Participant 12 Female <=35 Suburban Employee  

Participant 13 Female 36-65 Rural Employee  
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8.5.2 Interview findings 

In the sections below, the findings of the primary challenges and enablers for pharmacists to provide 

medicines and services, and meet the needs of disabled people are presented. The first section presents 

important contextual findings from the interviews. This context is helpful for understanding how the 

themes generated reflect the experiences and views that community pharmacists shared during the 

interviews.  

Five themes are then presented. Each theme has sub-themes reflecting the nuanced nature of the ideas. 

Of the five themes, two themes relate to the community pharmacy workplace:  

1. Community pharmacies are private businesses and need to be financially viable.  

2. The physical accessibility of community pharmacies is diverse 

Three themes are pharmacist related and speak to the challenges and enablers experienced by the 

interviewees when trying to meet the needs of disabled people: 

3. Communication can be challenging 

4. We are not equipped or supported to meet disabled peoples’ diverse needs  

5. Relationships with disabled people can be particularly helpful for understanding their needs. 
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8.5.3 Current community pharmacist context. 

The interviewees had diverse perspectives on the challenges and enablers of providing medicines and 

services to disabled people. Interviews typically began with a question about the pharmacist’s 

experiences working as a community pharmacist and their perceptions of disability. These narratives 

were varied and revealed the considerable range of skills and contexts that pharmacists work with. 

However, in these conversations, interviewees shared some common narratives.  

Interviewees perceived themselves as highly skilled health professionals, limited in their contribution to 

the current health system. The interview topic: accessibility for disabled people, was viewed by some 

interviewees as a topic only considered by researchers who are out of touch with community pharmacy 

in NZ, as there are more pressing issues to manage at present. This was reflected in narratives about the 

profession being financially insecure and feelings of uncertainty about pharmacists’ role in society, 

regardless of being able to provide accessible services or not. This context is prudent to consider when 

evaluating pharmacists’ perceptions of access issues for disabled people.  

Capable professionals 

Pharmacists generally spoke proudly of their skillsets. Many conversations involved interviewees 

expressing their views on how pharmacists are well trained and have great potential to contribute to the 

health of New Zealanders. One example is conversations about the number of pharmacists who are now 

administering vaccines. As an interviewee explained, it was initially challenging to convince other 

health professional colleagues such as nurses and doctors that pharmacists could deliver this public 

health initiative.  

 

Several interviewees worked as owner-operators, and those working in rural areas may be the only 

pharmacist in that region. In these settings, pharmacists tend to have various other responsibilities.  

Why do you think we can vaccinate now? It’s because when the initial 20 

pharmacists went and did it [a training course], they all passed with flying colours. 

People said “Hang on, here's a highly qualified workforce who passes, they must 

know what they're doing. Let’s get all pharmacists now to be able to immunise”  

Pharmacy owner, Suburban setting (participant 8) 
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However, despite interviewees’ perceptions of their valuable skillset, they believed pharmacists are 

underutilised in the current NZ Health System.   

Community pharmacy is currently a challenging sector to work in 

In addition to the feeling of being underutilised, another view frequently shared was that community 

pharmacy is currently a challenging sector to work in. This view was talked about generally, but more 

so in conversations about providing care for disabled people. Many interviewees expressed their burden 

and pressure when trying to ensure disabled people’s needs are met. For various reasons, pharmacists 

perceive themselves to be falling short of expectations in providing accessible medicines and services. 

The perceived reason for the many challenges that pharmacists experience in meeting the needs of 

disabled people, such as poor communication, physical access, and lack of resources (see themes 

below), was attributed to the limited capacity of pharmacists and the financial pressures currently 

present in the community pharmacy sector.  

These financial pressures threaten the viability of many community pharmacy businesses, which could 

mean no access to medicines and services for anyone if the business fails. For instance, the introduction 

of chain pharmacies in NZ was viewed to cause unwelcomed competition, staffing issues and financial 

insecurities. When access issues were raised, interviewees often viewed these as symptoms of a more 

significant illness in the community pharmacy sector.  

 
  

Well, you know, I'm sole charge, and you don't get much time off. So, if you add up 

all the hours, it almost comes to two full time equivalents. You know, I'm doing 

everything from the gardens and grounds to, you know, dealing with customers and 

doing the pharmacy stuff……I’m the owner and manager and pharmacist. So yes, I do 

everything from being the pharmacist, to the book keeping, stock management, bills 

and that sort of stuff. 

Pharmacy owner, rural setting (Participant 1) 

Yeah never mind accessibility, it’s just a really scary world for pharmacy at the 

moment 

Employee pharmacist, rural setting (Participant 6) 
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8.5.4 Theme: Community pharmacies are private businesses and need to be financially 

viable. 

Pharmacy owners and managers are responsible for how the business operates and ensure that the 

services offered are accessible to the public. However, many community pharmacy businesses are 

under increasing financial pressures that threaten their feasibility entirely. When considering the topic 

of accessibility, owner or manager interviewees reiterated the point that failure of the community 

pharmacy business threatens the accessibility of medicines and services for everyone, and perhaps 

more so for disabled people, given that many are high users of the service. 

Four aspects of business viability were found in these conversations related to providing medicines and 

services to disabled people.  

1. Business focus influences accessibility 

2. Unwelcome financial pressures 

3. Funding for additional services 

4. Selling of health-related products in the pharmacy to members of the public 

Business focus influences accessibility 

Although interviewees considered the dispensing services to be mostly consistent across NZ, it was 

revealed that there are still some nuanced differences between pharmacies and regions. Some 

medicines may not be available from certain pharmacies due to ICPSA contract variations. As such, 

community pharmacies vary in their ability to supply specific medicines. 

 
Dispensing services are reimbursed through the ICPSA contracts (see chapter 3.3). Some pharmacies 

serve and dispense medicines for a large community; hence, a substantial proportion of their revenue 

comes from dispensing fees. Other pharmacies, such as those usually located in shopping centres or 

malls, may dispense fewer prescription items and receive less revenue from dispensing and more from 

retail items.  

Pharmacies that dispense more medicines for the community would focus on ensuring accessibility to 

prescription medicines and related services. Whereas more retail focussed pharmacies tend to ensure 

that retail products are more accessible to the public. Consequently, this difference in business focus 

Really, well we started doing clozapine in 1997. But I was talking to a pharmacist in 

Blenheim the other day. I was saying something about clozapine, and she said, we're 

still not able to do it down here, there’s no contract for it. 

Pharmacy owner, suburban setting (Participant 8) 
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influences the accessibility of different parts of the community pharmacy and the available medicines 

or services. 

 
Therefore, it was identified that community pharmacies are private businesses, not consistent, and 

adapt their operations to the setting and the pharmacy owner's interests. This invariably impacts the 

accessibility of medicines, retail products and health services to disabled people.  

Unwelcome financial pressures 

The recent influx of discount-based chain pharmacies in NZ has introduced considerable competition to 

smaller independent-owned pharmacies, offering non-prescription (private) medicines and other 

services at lower prices. Additionally, some pharmacies have started waiving the 5-dollar co-payment 

fee, which other pharmacies cannot afford to do. Therefore, due to these business pressures, some 

owners may be required to reduce non-profitable services. Many of which could be related to meeting 

the diverse needs of disabled people.  

 
Some interviewees appeared to be quite frustrated when justifying the affordability of medicines or 

services. Some interviewees explained that traditionally, pharmacy businesses have been profitable due 

to a mixture of dispensing funding and retail sales. However, with discount pharmacies entering the 

market, who have the buying power to offer retail products and services at reduced costs, independently 

Well like the [named] chain pharmacy. You wouldn’t go in there expecting to talk 

about, I mean just thinking about some of the conversations I’ve had with my 

patients. They’re not a conversation you want in that kind of retail atmosphere. It’s 

not like a welcoming and friendly environment, it’s all transactional. That’s the thing 

because I’ve only worked in like a real community pharmacy. Even when I was living 

in big cities, I still worked in the suburbs. I definitely wouldn’t have the patient 

relationships I’ve had working in those [named] chain pharmacies. 

Pharmacy owner, rural setting (Participant 6) 

It must be a terrifying, because it's not only the fact that like you've got all these 

businesses being undercut by discount pharmacies, but for people who own 

pharmacies, that's their life. You know, when you've had the value cut out of what 

you've worked your entire life towards, and that's you pretty much retired now……. 

You know, it's hard because instead of being able to set yourself up with a situation 

that's going to help people and welcome people into your store, like ensuring 

accessible spaces, you're having to think about ways of cutting costs and cutting 

stock and all that kind of thing, which means that you're providing even less service.  

Pharmacy owner, rural setting (Participant 6) 
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owned pharmacies are required to reduce operating costs and/or find revenue elsewhere to stay 

profitable.  

While some interviewees acknowledged that medicines or retail products at reduced costs improve 

affordability for many disabled people, it is challenging to achieve this in the current business model of 

small, independently owned pharmacies.  

 

Funding for additional services  

The government funding of services other than dispensing was viewed as helpful by interviewees as it 

allowed them to use such resources to provide services that meet the needs of disabled people. 

One change recognised was the Long Term Conditions Service (LTC) to all community pharmacies 

(see chapter 3.3.2). The LTC service introduced another revenue stream. However, one issue identified 

by interviewees was that the LTC service enrolment criteria do not accommodate the needs of disabled 

people adequately (TAS, 2014). Pharmacists may determine that one of their disabled clients would 

benefit from enrolling in the LTC service based on their needs. Nevertheless, it was perceived that the 

eligibility criteria do not include disability-related needs. Thus, these disabled patients cannot be 

enrolled, and pharmacies will not receive funding for providing additional services to meet the needs of 

such disabled clients.  

 

Pharmacists will often provide additional services to ensure that their patient’s needs are met for 

medicine safety. Albeit, it was revealed in the interviews that with disabled people, such services are 

People don't realise how hard it is being an owner and trying to balance all these 

things, because it's like, well, you need to do this for the people, you need to make 

sure you’re accessible. But then it’s like, yes, but we cannot keep our doors open if 

we don't get money, we cannot pay the staff, we cannot.  You know, if we don't 

actually have money coming in, then we can offer nothing. 

Pharmacy owner, rural setting (Participant 9) 

But maybe there needs to be a board or someone to make a quick decision about, 

you know, I've got a person who doesn't fit this criteria. But you know, all their needs 

are based around disability, not around, diabetes or they got high cholesterol and 

they've got this and that. They may not have any of that, but they still got a high 

level of need based upon their disability. Yet, we've alienated them. You can't get LTC 

funding, so once again the pharmacy just ends up doing it invariably, because you 

know we have to as people……. 

Pharmacy owner, suburban setting (Participant 9) 
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often conducted with no funding and no fees charged to the person. Deliveries, home visits, additional 

communication/counselling, and drug safety enquiries were examples of additional services described 

in the interviews. Some owners explained that such services were often provided for free in the past but 

could still be justified financially, as profit from other revenue streams helped cover these costs. 

However, such services are often not justifiable without charging the consumer in the current pharmacy 

business landscape. Consequently, some interviewees expressed that they felt unaccomplished in their 

professional role of providing safe and optimised medicines for disabled people or people with high 

health needs. 

 
Interviewees explained that some pharmacies are also contracted to deliver public health services. 

These services typically relate to local public health strategies (e.g. vaccinations, rheumatic fever 

screening) and medicines monitoring (e.g. Community Pharmacy Anticoagulation Monitoring Service).  

Generally, the opportunity to provide these services was welcomed as they introduced additional 

revenue streams. These services are also viewed as more accessible in a pharmacy setting than in other 

places like GP clinics. As described by one interviewee, the main reason was that pharmacists could be 

more available in general, whereas GPs require appointments.  

 
Funding such services can help alleviate the financial pressures. One interviewee described a regional 

initiative funded community pharmacists to identify and manage community members with poorly 

controlled asthma. This interviewee viewed the initiative positively as it alleviated financial pressures 

and acknowledged the value of pharmacists’ skillsets.  

That's one of the big problems, we're expected, you know, the patients need us to do 

things like that from time to time. And there's an expectation that if they're in 

trouble, we'll help, which we do. We always do. Yet there's no recognition or 

remuneration at all. Anyway, that's political, but that's the case……… Yeah, well, I 

mentioned a couple of patients that I've had to visit their home to solve various 

issues. And that's totally funded by the pharmacy business. Well in other words, it's 

free, I didn't get paid for it.  

Pharmacy owner, rural setting (Participant 5) 

Unlike the GPs, people can come into the pharmacy when it's convenient for them. 

So that's why things like flu vaccines have worked well in pharmacy, whereas 

medical practices tend to say to patients, come in at 10 O'clock for your flu vaccine 

appointment. Whereas pharmacists, we say to people, ‘Look, I'm quite busy at the 

moment, but if you give me 10 minutes, and then I'll be able to do it, or whatever’. 

Pharmacy owner, suburban setting (Participant 8) 
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Retail aspects of community pharmacy 

Aside from funded services provided at the community pharmacy (e.g. dispensing), another typical 

revenue stream is the retail of products. Most pharmacies have a retail component to their business, for 

medicinal or other OTC products not requiring a prescription and sold privately to the public. Many 

participants believed that the revenue from retail sales funds the free health consultations and services 

that community pharmacists deliver.  

Due to the increasing financial pressures of some community pharmacies, owners or managers have 

increased retail offerings to keep their businesses financially viable. This means that they can still 

retain the services they provide to their service users, such as meeting the needs of disabled clients. 

Although this strategy has increased profitability, some interviewees recognised that the shortfall is the 

reduced physical access for some disabled people around the store.  

 
One owner expressed that the retail aspects of a privately-owned community pharmacy make it poorly 

eligible for community grants and funding to help improve physical accessibility, such as from 

charities. This was viewed as an irresolvable conflict between being an essential health service provider 

and a private retail business.  

And I found that when they did the asthma scheme. Which pharmacist were funded 

to kind of interact with people regarding their asthma……. Like in order to pay your 

bills, you've got to be a pharmacist doing things that actually pay. So when you have 

something like that asthma initiative, and the DHBs recognising the fact that 

pharmacists here are really important and funding you to talk to these people, you 

know, all of a sudden you've just kind of got that ability to prioritise your staff……I 

mean, that’s the thing, you could have just wacked the labels on, ‘Suck on this six 

times a day”, and just being like, “Here you go mate, done my job”. Because it is, 

that is all we’re valued to do most of the time. Which is really quite sad. 

Pharmacy owner, rural setting (participant 6) 

I mean you try and leave a gap around, but sometimes it's retail vs access. See once 

upon a time the dispensary was the money spinner and retail was you know, the 

icing on the cake, it's become the other way around really now with the funding. The 

retail, I think that's one thing where the government can't tell you what to do. 

Pharmacy owner, suburban setting (participant 9) 
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A lot of medical practices runs as a charitable trust. So if they want to put a 

wheelchair ramp in for example, they go the local, you know, electric power trust. 

And they say, oh, it’s a great idea, put a ramp in. Oh, that's going to cost you X 

dollars, and they’ll probably go oh great, you're fighting the good fight, you know, 

good on you. But then if a pharmacy goes and does that. Well, one, we probably 

don’t qualify, and two they'll just go well you’re a private commercial entity and so 

we can’t help. You see how it works? 

Pharmacy owner, rural setting (participant 1) 
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8.5.5 Theme: The physical accessibility of community pharmacies is diverse 

The physical accessibility of community pharmacies is influenced by their setting, business focus, and 

community demands. For disabled people, this means considerable variability in the physical 

accessibility between pharmacies. Interviewees generally considered two aspects of physical access 

issues: the space within pharmacies and the building or premises in which the pharmacy is situated. The 

space within pharmacies is versatile and can be changed. In comparison, the building and the pharmacy 

setting are more rigid and require significant investment to change.  

When considering the space within pharmacies, tensions exist in creating accessible spaces. For some 

pharmacies, the retail space is essential for business survival. Although interviewees were generally 

aware of the requirement for accessible space for people to move around, particularly those who use 

mobility aids, ensuring this accessibility can be challenging. Product shelves and stands can limit 

access to the dispensary, typically located at the back of the store. However, pharmacy owners 

explained that they need to ensure that retail products are readily available to customers. Thus, such a 

context creates tensions between profitability and physical accessibility. Furthermore, the retail space 

inside pharmacies changes over time according to business priorities and community demands. 

When considering owners’ ability to make changes to the building and surrounds where the pharmacy 

is located, there is again variation between settings. Interviewees who own both the pharmacy business 

and building can make modifications to suit the needs of their community if they can afford it. 

Nevertheless, many owners lease the building or space inside of a building, which places them in 

positions of little authority to make changes to improve accessibility.  

There are trade-offs when trying to create accessible spaces within pharmacies.  

The space within pharmacies is usually designed so the public can navigate the retail space and access 

the dispensary. There are no standards specifically for general pharmacy layout; thus, the space within 

pharmacies is often dependent on their setting. Some interviewees believed their pharmacy’s internal 

space was not very accessible, particularly to people who use mobility aids. 

 

Really, I do feel like [branding removed] pharmacies aren't very well equipped to 

dealing with physically disabled people …… The counters too high. You have to come 

out, but then when you're coming out and addressing the patient, they feel a bit 

intimidated…..  

Employee pharmacist, suburban setting (participant 3) 
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Notably, the interviewees who described their pharmacy as poorly accessible were primarily 

employees. Pharmacy owners shared more nuanced views of the internal space of their pharmacies.  

 

Cluttered shop floors and small aisles were recognised access issues, and interviewees shared various 

experiences of attempting to reduce these barriers.  

 
Interestingly, some interviewees explained that dispensary staff (Pharmacists and technicians) and shop 

staff (Shop assistants and sales staff) could have different priorities for the shop space. This means that 

the physical layout can vary at different times, which also changes the physical accessibility of the 

store.  

 

Product stands tend to be moved around by retail staff to match the community demands for items in 

particular seasons. Sales representatives from pharmaceutical companies may also move or rearrange 

product stands to promote their products. This circumstance creates a fluid space inside the pharmacy, 

which may vary the accessibility at different times of the year. Business owners may not always be 

aware of accommodations needed for disabled people when changing the floor space to suit sales 

priorities. 

You know, our pharmacy is crammed with everything. And so you’re trying to get 

them to like wheel around. Yeah, it’s not great. 

Employee pharmacist, suburban setting (participant 11) 

You know, we have wide access ways within the pharmacy. You probably noticed, 

relatively easy to get both shopping trolleys in, plus, you know, we get, people will 

come in with their scooters. 

Pharmacy owner, suburban setting (participant 7) 

Sometimes it's just the little things, like it's important to have a shop that people can 

move around. So if you're wheelchair bound, like in a motorised chair or whatever, 

then you need enough room to be able to get down the aisles, otherwise you can't go 

in that shop. So we have had people who have struggled to manoeuvre around. So 

we try and make sure that our stands and so on, and leave enough room.  

Pharmacy owner, rural setting (participant 5) 

Yes, our shop staff and reps tend to fill things up with stands and so on. We tend to 

try and shift things around so that people can still get a free path to the dispensary. 

Pharmacy owner, rural setting (participant 5) 
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Retail spaces between pharmacies vary in different settings and within the same pharmacy at different 

times. Some interviewees suggested that standards relating to physical access could become part of the 

pharmacy audit criteria to mitigate such variability. 

 

Pharmacy building and surroundings are difficult to change 

Pharmacy owner interviewees generally understood the physical access issues of the building where 

their business is located. However, owners described many challenges that may arise when trying to 

ensure that building features accommodate the needs of disabled people. Moreover, the capacity of 

owners to make changes varied considerably.  

Some interviewees owned their pharmacy building. In NZ, building owners can change and modify the 

building and grounds if these changes are permitted and comply with standards specified in the NZ 

Building Code (Building Act, 2004).  

Other owners leased the building or the space within a building. In these situations, the owners have 

little capacity to make changes, including the car park area outside the building.  

Interviewees highlighted that building ownership might be an important factor contributing to the 

considerable site variations between different community pharmacies. These are variations of various 

features, such as the existence and accessibility of parking spaces, the private consultation rooms, the 

accessibility of the store entrance, the dispensary area and the size and accessibility of retail spaces. 

Therefore, diverse experiences were shared by the interviewees. At one end of the spectrum, an owner 

described the success of expanding his business from a single shopfront small pharmacy to a larger 

I mean at the moment because of Christmas and because of that, we have got a lot 

of stock and hat stands. Because apparently, we sell a lot of hats, and it 

[accessibility] could actually be a problem at the moment. I haven’t actually thought 

about it. Maybe I should move some stuff? So until you put yourself in a wheelchair, 

you wouldn’t know. It probably isn’t that good at the moment, I reckon. 

Employee pharmacist, rural setting (participant 2) 

Well, I mentioned that the physical environment in a lot of pharmacies could be 

improved, including our own. Maybe that will be something that in the future gets 

looked at by auditors? Who knows? Maybe it's more important to make sure that 

the accessibility is good, rather than it is to make sure that we've got three spatulas 

and four measures and that stuff?  

Pharmacy owner, rural setting (participant 5) 
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pharmacy. He renovated and combined three shop fronts to create a larger overall space for his 

business. Although such a change required a significant investment, the owner was proud of the 

outcome, and the result was a larger and more accessible space for his customers. One of the reasons 

for his investment was that the pharmacy serves a large elderly population. The owner also had set up a 

mobility aids business within the pharmacy, which eventuated as a specialist service to disabled people 

in that region. Nevertheless, despite the positive accessibility changes from his investment, the 

interviewee believed that a step created to comply with the building code had reduced the potential 

accessibility he could have gotten with the renovation. 

 

Similarly, another owner described leasing an old bank building. This building already had some access 

features and was one of the reasons why the owner selected the building to set up his pharmacy.  

 

At the other end of the spectrum, one owner leased his shop front in a shopping complex. He explained 

that he has little control over premises, despite recognising that various access barriers exist for his 

disabled clients. However, after responding to the questionnaire of this project (Study 1), the pharmacy 

owner approached the building owners to request accessible parking and a ramp to allow disabled 

people better access to their pharmacy. This request resulted in an accessible parking spot and an 

inclined ramp being installed right outside his pharmacy. This owner viewed this change as particularly 

accommodating for some of his customers who previously did not have access to his store. 

If someone is disabled and comes up to the main floor and like in a wheelchair or not 

as physically able. And they want to have a private consult, we've got to ask them to 

go out the front door and come back in through this side door because of that bloody 

step in the middle after the renovation. 

Pharmacy owner, suburban setting (participant 7) 

We're not so bad here because the building we inhabit used to be a Bank of NZ 

branch. And so I thought a little bit before leasing it…….. It was built in the 70s, but 

then modified slightly and so they thought a bit about disability. So there is a ramp 

that goes right in the front door. And there is reasonable parking on level ground and 

just around the corner from the front door. 

Pharmacy owner, rural setting (participant 1) 
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Not all owners can make such changes, even if access barriers have been identified. Therefore, 

pharmacy owners may need to be supported in making their buildings and premises more accessible.  

  

Interestingly, we actually thought about it around the same time as the survey came 

in, and then I told my staff and said “Hey look, someone else is also thinking about 

this. Maybe we should just go ahead and ask?” So we raised our concern. And after a 

while, they agreed! I think more importantly it’s because we got the support from 

the lawyers next door……now they can just use our ramp to come to any shop in the 

complex. Yeah, so I think that is a big improvement. And there are people 

commenting and saying, “Oh, this is good improvement”, so the users found more 

convenient than before.  

Pharmacy owner, suburban setting (participant 10) 

Yeah, like for example, what if I suddenly need to add a ramp for wheelchair access 

just right in front of my shop?  Or if I need to have a dedicated space for ambulance. 

Those things, I need to put my money into it, right? So without the basic income, I 

can't do any of those. 

Pharmacy owner, suburban setting (Participant 8) 
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8.5.6 Theme: Communication can be challenging 

Pharmacists identified various communication barriers with disabled people that can be challenging to 

overcome. Numerous experiences of communication breakdowns were described in the interviews. 

Notably, these issues are specific to the impairment type of the disabled person. These communication 

issues are generally due to pharmacists being poorly equipped to use the communication methods that 

many disabled people use. When communication is inadequate, pharmacists' primary concern is their 

inability to ensure that patients can receive the information needed to take medicines safely. 

In circumstances involving blind or people with low vision, pharmacists' visual communication and 

aids are not useful. Recognising this, pharmacists try to compensate by increasing their verbal 

instructions during consultations. Despite this adaptation, some interviewees were concerned that they 

had not fulfilled their professional roles. While some pharmacists identified that new technological 

solutions like screen readers and smartphone apps could facilitate communication, it was explained that 

their utilisation in community pharmacies is uncommon.  

Communicating with Deaf and hard of hearing people was also described as challenging. Pharmacists 

typically find ways to use visual or written aids to compensate for the lack of verbal consultation with 

Deaf. In most instances, interviewees described lip reading as a viable method of communication. Few 

interviewees acknowledged sign language as a potential mode of communication, and most did not 

consider using sign language interpreters to support their counselling with Deaf people.  

For interactions with people with learning difficulties, the primary concern shared by some 

interviewees was that this consumer group would not understand the instructions and advice provided 

by them. An enabler for communication is the collaboration with their support persons. Support 

persons can often advocate for people with learning difficulties. Additionally, they can play an essential 

role in helping manage medicines. However, some interviewees were concerned with the lack of 

training support persons received in medicines management.  

Communication with blind people and people with low vision 

Conversations of communication with blind people or people with low vision often raise concerns 

about ensuring that they are sufficiently informed about their medication. Identifying medicines could 

be an issue for some blind people as there is often a lack of differentiation between the shapes, sizes 

and packaging of some medicines. 
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Medicines can be dispensed in their original packaging. However, pharmacists may also repackage 

medicines into different boxes and bottles when smaller or larger quantities are needed during the 

dispensing process.  

For people with low vision, information on medicine packaging and the dispensing label may not be 

accessible. In these circumstances, the pharmacist must use other methods of communication to give 

the information and ensure that their patients can identify what, when and how to take their medicines. 

Nevertheless, several interviewees felt that they are poorly equipped to use other methods of 

communication. A common strategy used by many interviewees was to give as much verbal 

information as possible to compensate.  

 

Consequently, interviewees felt they could not fully fulfil their pharmacist duty with this patient group. 

This feeling extended when safety concerns were raised regarding the touch-based medicine 

identification methods that blind people often use. 

 
  

Trying to kind of counsel and kind of show the way the creams look and felt on the fly 

was like the only thing that I could have done, because none of the boxes have any 

braille or anything on them. And so it's hard to really get across which tube is a 

strong steroid, and which one isn’t, which one to use first and where to apply them. 

When there's no way to differentiate them as they're all in similar tubes. 

Employee pharmacist, Suburban setting (participant 11) 

Like I was saying like if you have someone who's blind and you're like, “Yeah, I could 

print you out like this fact sheet about your medicines”, You know, like I have all this 

information available to you but I'm only offering in a format that is zero help to you. 

Pharmacy owner, rural setting (Participant 6) 

I guess in practice, I like to put everything on the label so that they know what 

everything's for. But I guess realistically with someone on quite a complex regime, 

who can’t see. They’re literally just feeling boxes and I mean I don't know how they 

like translate that information across from just touching a box, especially when all 

the boxes are the same size and shape. It’s scary. 

Employee pharmacist, Suburban setting (participant 11) 
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Deaf or hard of hearing people 

Communication with Deaf or hard-of-hearing people was also considered challenging by many 

interviewees. When patients are non-verbal or have difficulty hearing, pharmacists rely on them to lip-

read their verbal speech during consultations. Some interviewees were concerned about lip-reading as 

they were unsure if the Deaf person could always understand them.  

 

 

Despite these challenges, some interviewees found that visual or written aids to communicate with 

Deaf were helpful. 

 

For one interviewee, cell phones had been purchased explicitly at their pharmacy to help communicate 

with their Deaf customers using text messages.   

 

Probably the hardest one I find challenging, and I'm probably just really coming to 

grips with it or becoming more relaxed with it, is with Deaf people. As I have a stutter 

myself, I sometimes get tied up anyway. When they're Deaf, I know they can't hear 

me, so they lip read my stutter. But I just, you know, I do sometimes get confused 

with that. 

Pharmacy owner, suburban setting (participant 7) 

Um hearing, I think with hearing disabled is hard. You have to know that they can't 

hear to be able to tell them that their prescription is ready. Like most pharmacies, I 

guess I call out a name. But if they're hearing impaired, they are not necessarily 

going to hear it and then they can be waiting around for a long time without 

anybody even realizing that they're still waiting for a prescription. 

Employee pharmacist, suburban setting (participant 12) 

Then the other instance was where the person who was actually Deaf, but they could 

read, and NZ formulary was great, because I printed out the leaflets that was needed 

for the counselling. Then, she was able to write down things for me, which was 

great. So we're communicating by actually writing on a piece of paper.  

Employee pharmacist, suburban setting (participant 3) 

Well at [X] pharmacy we had two or three Deaf people. And I know one of them was 

on blister packs and we used to text him. We deliberately got a mobile phone back in 

the days so we could text him rather than ring him on the landline, because that 

wasn’t going to work.  

Employee pharmacist, rural setting (participant 2) 
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No interviewees reported ever working with a sign language interpreter. One owner had a staff member 

who could communicate using NZSL, which they found particularly helpful when communicating with 

their local Deaf customers.  

 

Communicating with people with learning difficulties 

Working with people with learning difficulties was recognised as relatively rare compared to other 

disabled groups such as Deaf or Blind people. However, most interviewees considered providing 

advice so that their patients could understand was particularly challenging when working with people 

with learning difficulties. Furthermore, some pharmacists felt they did not always understand their 

patient’s health needs due to the communication barriers and patient health literacy issues. 

 

 

Generally, interviewees believed that pharmacists currently have little experience and awareness with 

communicating with people with learning difficulties. One recognised enabler was working with 

support persons, who can advocate for the disabled person. 

Years ago, we had a staff member working for us who had been a child minder for a 

Deaf child. And so she was quite proficient at sign language. And she attracted quite 

a clientele of Deaf people to that pharmacy because they knew they could 

communicate with someone. 

Pharmacy owner, rural setting (participant 5)  

Because we deal with them quite rarely, it was quite hard, and you would probably 

be spending about an hour or hour and a half with them. Just trying to kind of figure 

out what it was they actually wanted from you, because they would be tapping on 

the keyboard and you would get words like apple or cough. So you have no idea. 

Employee pharmacist, suburban setting (participant 11) 

Because I want to include them because it's about them. But some of them really 

wouldn't understand because of their level of disability. Like they wouldn't 

understand. Um another thing with the pharmacy is, that pharmacy was not very big 

and sometimes you don't want to agitate them. When you agitate them like they 

shout, or they make other customers feel uncomfortable. 

Employee pharmacist, suburban setting (participant 4) 
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Support persons can also help with managing medicines. Thus, working support persons were 

recognised to help ensure that the medicine-related needs of some disabled people are met.  

 

However, medicine management is a complex and important task. Nonetheless, some interviewees 

believed that when a support person entirely manages this task, they were concerned about whether the 

support person had adequate skills and understanding of medicine management. One interviewee 

explained that support persons do not often contact the pharmacist for advice when adverse medicine-

related events occur. This can leave the pharmacists concerned about what had gone wrong at the 

patient’s home when medicine safety issues had been brought to their attention. Thus, some 

interviewees believed that support persons could be better trained.  

 

  

Because most people with disabilities have carers or some sort of caring package, 

and so carers are kind of the people that you tend to deal with most in community 

pharmacy. 

Employee pharmacist, Suburban setting (participant 4) 

Communication wise, when we've started people with disabilities on a new medicine, 

we will actually often ring up, I guess, we don't normally see the patient themselves 

and so we would normally ring the carers in a week's time and check to see how 

they're going on a particular medicine, and ask about any particular side effects, 

that's kind of one of the things that we do at our pharmacy quite regularly. 

Employee pharmacist, Suburban setting (participant 11) 

We're giving them so much to do and so much responsibility to care for these people, 

and then we're not training them at least from the medicine side. So yeah, I was 

thinking there's quite an opportunity. 

Employee pharmacist, suburban setting (participant 4) 



Chapter 8 Study 3: Interviews with community pharmacists 

204 
 

8.5.7 Theme: We are not equipped or supported to meet disabled peoples’ diverse needs  

All interviewees believed that understanding disabled people’s needs is vital for performing their 

pharmacist duties. These disability-related needs were generally conceptualised from the medical 

model of disability in recognising the dysfunction and deficit of people. When considering the diversity 

of disabled people, interviewees believed that they do not have sufficient awareness, skills and 

experiences to meet their needs consistently. As such, many interviewees proposed that community 

pharmacists need better training and support to adequately respond to the diverse needs of disabled 

people. 

Interviewees generally believed that they received inadequate disability training and resources. Thus, it 

was advocated in the interview conversations that it is necessary to introduce more disability training 

opportunities for pharmacists as part of their professional development.   

Gaining disability awareness was also described by interviewees to be attained in various other ways 

outside of direct training. It can be gained from the disabled person, pharmacist colleagues, or other 

health professionals. Therefore, some interviewees believed that the involvement of disabled people in 

service design is helpful.  Pharmacists can then learn about disabled peoples’ experiences and ways to 

accommodate their needs when providing services. However, interviewees also warned that some co-

design ideas could be challenging to implement through the limited capacity of private pharmacy 

businesses, especially without adequate resources and support.  

Pharmacist’s views on disability 

Interviewees recognised that disability is a broad concept and generally understood it from a 

biomedical and functional perspective. To meet disabled persons’ needs, pharmacists usually find ways 

to compensate for or bypass these functional deficits. For instance, moving out of the pharmacy 

building to talk to someone who uses mobility aids (in their car or on the footpath) or carrying products 

out of the store for clients as they may not be able to do so.  

  

 

I guess you'd have to define the abled bodied person, then anybody that's below that 

would be disabled, if that makes sense. 

Employee pharmacist, suburban setting (participant 12)  

Yea ah these days, who knows? I guess it could be anything from physical to mental 

to hearing loss. I suppose it encompasses a wide range of things these days. 

Employee pharmacist, rural setting (participant 2) 
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Interviewees also exhibited a sense of compassion when talking about disabled people. The researcher 

noted that this compassion and urge to help might be the stimuli for many pharmacists to go above and 

beyond their usual practices to meet the needs of disabled people. 

 
Ideas for improving pharmacists’ disability awareness 

Being respectful is viewed as a professional obligation. A respectful interaction was recognised as 

necessary grounds to allow disabled people to express their needs better, and inform pharmacists about 

how to adapt and provide medicines and services which meet their needs. 

 

One interviewee explained that one pharmacist would be assigned to each complex needs patient to 

learn about their medicine-related needs in their pharmacy. Assigned pharmacists then support each 

other by teaching the other staff about the specific needs of their patients.  

  

General practice nurses were also recognised as a valuable information source about the needs of 

specific disabled people as they often know the person well. Through their advice, pharmacists can then 

adapt their services to meet the needs of the disabled person.  

I just thought, maybe differing abilities is a better word than disability. 

Employee pharmacist, rural setting (participant 13) 

I mean, you want to treat every patient the same and give them the same 

experience. But when it comes to patients with disability I kind of feel like you have 

to go a little bit above and beyond, because they have different types of needs that 

need to be met. 

Employee pharmacist, Suburban setting (participant 3) 

It's just the way you learn to treat people, with respect, and if you treat people with 

respect that sort of covers most bases…….So you know……you think about treating 

everybody is with respect, then you'll find ways of dealing with it……..Then 

everybody’s feeling valued.  

Employee pharmacist, rural setting (participant 13) 

And so, we find that just passing that information and talking to each other about 

them. And kind of like saying, like “With Mrs X, like, you’ve got to really careful with 

her such because of such and such.” Yeah, we find it, that's usually actually a more 

effective and everyone's got their own little notebooks and they'll make their own 

notes about the complex needs people. 

Employee pharmacist, suburban setting (participant 11) 
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Another way to better meet the needs of disabled people was by using more effective databases that 

document and have information on their needs and preferences. Some interviewees acknowledged that 

numerous databases are currently available that could assist with recording information like the diverse 

needs of disabled people. However, such technologies are not adopted yet in pharmacy.  

 

Furthermore, interviewees expressed various opinions on involving disabled people in the co-design of 

services. For some pharmacists, notably employees, service co-design was appealing, as such 

opportunities enable them to learn about the diverse needs and experiences of disabled people.  

 
Pharmacy owners were more critical of involving disabled people in service design. They were 

concerned that such co-design engagements could raise a variety of issues. However, owners are then 

placed in a challenging position where they are made aware of the access issues of their stores, but still 

not able to rectify them due to business or resource limitations.  

Yeah, not so much the doctors, but the nurses. They're very good with that. So if 

there is a challenging patient coming in, they help in going through what's what. 

Employee pharmacist, suburban setting (participant 11) 

And I’m probably saying this to the wrong person. But so often we get tied up with 

research and proving everything, whereas every other industry, if you think about 

banking, you know, you can just go on your phone, and access your bank accounts…. 

You know, you’ve got all those systems in place. We need to be able to have those 

things within health, within pharmacy, we need to have better systems. 

Pharmacy owner, suburban setting (participant 8) 

Actually, that would probably be a good idea. It would be a brilliant idea. I mean, like 

someone navigating a pharmacy or medical centre in a wheelchair. Yeah…… I 

thought New Zealand had embraced that idea a bit, like with ramps and things. But 

maybe not. There's probably still examples of it going totally wrong, or like the slope 

here might be not quite as friendly as it could be. 

Employee pharmacist, rural setting (participant 2) 
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Thus, it was suggested that perhaps co-design with disabled people would work better at a higher 

community pharmacy planning or service development level. 

 

Pharmacists need disability training 

Interviewees generally believed that their deficiency of knowledge and disability awareness was due to 

their lack of training. It was viewed that their pharmacy training only taught them to provide services to 

‘normal’ people, which rendered them unprepared when working with disabled patients or people with 

complex health needs in the community. 

 

 

If you’re an owner, this is your business. Like you’re not funded by the government to 

do whatever it is. Like you’ve also got to make money as a business. To then have 

people tell you how you can set up your shop, your services and set up your space. Is 

that really helpful? Well just how people believe it’s their right to tell you how to do 

it. That’s the thing, this isn’t a government business, this is a private business. Like 

we’ve got to put all the money out. 

Pharmacy owner, rural setting (participant 6) 

It would kind of have to be at an almost DHB level, or government level, I think for 

that to work. Because you can't like, pharmacy owners aren't going to necessarily do 

that. It's not really practical. 

Employee pharmacist, suburban setting (participant 12) 

I think, if you go right back to pharmacy school, you kind of get taken through 

thinking that everyone's going to be normal, whatever normal is. There is no, like you 

don't really have, “Let's figure out these harder people”, because it's way too hard to 

teach. So like we as a profession are just thrown in the deep end and expected to 

figure it out ourselves. 

Pharmacy owner, rural setting (participant 6) 

There needs to be learning in those early years about the results of such research. 

Yeah, talking to focus groups or whatever and even having that information and 

understanding how sort of disabled people feel. I mean, you know, when we went 

through pharmacy school way back in the days, you were just taught to deal with 

white middle-class people really, like me, you know…. Haha.  

Pharmacy owner, suburban setting (participant 7) 
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In recent years, it has been acknowledged that the Pharmacy Council has increased its focus on cultural 

competence. However, such training has centred on ethnicity issues, with few training opportunities 

emphasising disability issues. 

 

  

Like kaupapa Māori......Because I feel like there's a lot of focus on cultural 

competency in the last couple of years and obviously mental health very recently too. 

But I mean these people [disabled people] have been around like for ages, you know. 

You need to have, I mean, there must be resources out there in the health system 

that helps them, but we don’t get it. 

Employee pharmacist, suburban setting (participant 3) 
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8.5.8 Theme: Relationships with disabled people can be particularly helpful in 

understanding their needs 

Professional relationships were described as an important enabler for understanding and meeting the 

diverse needs of disabled people. Consistent with disabled peoples’ views during the focus groups, 

pharmacists also recognised that robust relationships with disabled service users help them understand 

their needs at a personal level. When further prompted, interviewees reflected on the barriers and 

facilitators to forming these valuable relationships with disabled clients.  

Keeping records was explained to be helpful in noting down needs and maintaining relationships with 

disabled people; having sound IT systems was viewed as a facilitator to this process. However, the 

current IT systems in community pharmacy workplaces were described as inadequate for such 

purposes. 

Relationships can be challenging to form. A barrier perceived by interviewees was the current 

community pharmacy environment. Many believe that the community pharmacy environment is not 

always conducive to developing these valuable relationships with disabled people. Pharmacists’ time is 

limited, and the pharmacy contract does not support relationship building with service users or fund the 

additional services pharmacists provide to meet their service users’ needs adequately.  

Importance of establishing relationships  

Relationships allowed pharmacists to know their patients better and respond to their needs better. It 

forms a degree of trust and familiarity. When a familiar disabled person approaches, the pharmacist 

may already have trialled and tested strategies in place to help optimise their medicines or services.  

 

 
 

When someone walks through that door, I know who they are, their family; this is 

generally speaking, where they live, like actually where their house is, where they 

work. I've got a huge amount of life history, and you know, you might know current 

issues, you know their extended family. So you know all their meds, because they've 

been coming here for as long as I've been here, sort of thing so. 

Pharmacy owner, rural setting (participant 1) 

One of the things that's very frustrating for any patient is having to explain their 

situation, and then re-explain it, and re-explain it every time they encounter a new 

person. Whereas if they know that you know where they're coming from and who 

they are and what they're about, it makes it much easier. 

Pharmacy owner, suburban setting (participant 9) 
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Maintaining records 

Pharmacists generally serve many community members, and it can be challenging to remember the 

details of every individual. Documentation of patient needs and history makes it easier for pharmacists 

to know what has worked in the past. 

Using software to record information is improving but varies between pharmacy workplaces. Some 

interviewees described more sophisticated software systems than others. One interviewee believed that 

current pharmacy software systems are generally inadequate. 

 

Pharmacy records are usually only kept in one pharmacy, which means only their staff understand the 

needs recorded for a specific disabled service user. However, one interviewed owner combined the 

databases of the three pharmacies he co-owned in that local area. This means that a person’s notes can 

be accessed by a pharmacist working in any of the three pharmacies. Hence, if a person visits one of 

those pharmacies, even if the staff have never met the person, they can access their records from the 

other linked pharmacies and understand their needs.  

 

Such solutions are only available to owners who co-own several pharmacies, as sensitive and 

confidential patient information is typically not shared between community pharmacies for privacy and 

commercial reasons.  

  

One of the things we've been thinking about is like even a better CRM system, 

because our currently pharmacy system is really bad. Well, they are dispensing 

systems, they are not really patient focussed. They're not really CRM……. Customer 

Relationship Management. So we lose a lot of richness in data, when we don't, 

capture patient focussed things. You know, our customers can tell us a lot of things.  

Employee pharmacist, urban setting (participant 4) 

So at the moment we've got one pharmacy in the health centre and two in the 

middle of town here. And they are all co-owned, so they all run under one umbrella. 

We share a database. So if a person comes out of the doctor, and gets their script at 

the health centre, then comes to town a month later, and wants to get their repeats 

or whatever here, that works, we will know about them and all the quirky things they 

do for them. 

Pharmacy owner, rural setting (participant 5) 
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The current pharmacy environment does not support relationship building 

Some interviewees described the current environment of community pharmacies as a barrier to building 

relationships with service users. Pharmacists often work in high-pressure, busy environments and thus 

lack time to interact with their disabled clients sufficiently to develop effective relationships.  

 

One solution to overcome this barrier was introducing checking technicians, as they can free up more 

of a pharmacist’s time to interact with patients. 

 

Some interviewees viewed community pharmacies’ current funding framework as not conducive to 

relationship building with service users. Two interviewees explained that the bulk of funding is focused 

on dispensing. It was believed that the contract arrangements had not provided sufficient incentives for 

pharmacists to devote time to interacting with their patients to enable relationship building and tailoring 

medicines and services for their needs. Recognising this shortfall, some interviewees suggested that 

future funding models should pay based on how medicines and services are tailored for people, rather 

than simply considering the output of how many items are dispensed or how many services are 

delivered. 

 
 

 

 

Often, we are just so busy that you haven't really got time to stop and talk to people 
much. If someone really needs time, you would try and make an effort. But if you've 
got a courier box that needs to go to the depot in five minutes and the courier man is 
standing there waiting, you've got to get those prescriptions ready to go! 

Employee pharmacist, rural setting (participant 13) 

But now we have a checking technician, and that has freed up a bit of our time and 

she can actually finish and get it all ready for us, and we can carry on talking with 

the patient. So having the right sort of staff around does help a lot. 

Employee pharmacist, rural setting (participant 13) 

In the end, you're not doing your business if do the extra service, and you get 

penalised by not doing business. So I think it's kind of sad. So we need a system that 

can actually help people and will support the fashion that actually doing these kinds 

of services to disabled people…….I guess someone has to come up with a better idea.  

Pharmacy owner, suburban setting (participant 8) 
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In an ideal world, you're receiving funding to do the services that are actually 

required for people. I mean at the moment 80 or 90 percent of our funding comes 

from script fees……. But the key is that there needs to be funding to provide the 

tailored services. Well if funding was attached to the patient for their needs. That the 

patient could spend in an appropriate manner with the services that they need. So 

you know, if it meant sitting down with the pharmacist to go over their medicines, 

like MUR [Medicines Use Review] or whatever so everything would be sweet, or 

making sure that their medicines are delivered month-to-month or as required. 

Pharmacy owner, suburban setting (participant 7) 
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8.6 Conclusion: findings from interviews with pharmacists 

The interviews with community pharmacists enabled a more in-depth exploration of pharmacist 

experiences of the key challenges and facilitators to providing medicines and services to disabled 

people. Moreover, the interviews revealed the current context to pharmacists and how this context may 

restrict their ability to meet the needs of disabled people.  

The challenges identified by pharmacists during the interviews stem from two aspects. The first is the 

community pharmacy itself. The main issue here relates to the private business nature of community 

pharmacies. Despite pharmacists recognising that there are various access issues for their disabled 

service users, the small business nature of community pharmacies restricts the capacity of owners to 

make the changes needed to improve accessibility. For example, owners need to maintain retail revenue 

by placing product stands in the store. At the same time, these product stands may be a hindrance or a 

barrier to people who use mobility aids. Acknowledging this tension, some interviewees find it 

challenging to justify removing these barriers to accommodate disabled people, as such changes may 

threaten their business viability.  

The private business nature of pharmacies in NZ also leads to considerable diversity between stores. 

Some community pharmacies may be more accessible than others, and some may have more capacity 

and resources to make changes or tailor services to be accessible. As such, interviewees described 

diverse experiences working with disabled people in their workplaces. Some interviewees could have 

access to various resources to ensure the needs of their disabled clients are met. In contrast, others had 

limited ability to fulfil their pharmacist duties and meet the needs of their disabled clients. 

The second aspect identified in the interviews relates to the pharmacists themselves and their capacity 

to meet the needs of disabled people. This capacity relates to the view that pharmacists are poorly 

equipped with knowledge, skills and unprepared to meet the diverse needs of disabled people. Part of 

this view relates to the lack of disability training that pharmacists had received. This circumstance is 

believed to lead to pharmacists having reduced disability awareness and lacking the skills needed to 

provide medicines and services to disabled people in an effective way. Issues like communication 

breakdowns were often used as examples. Communication challenges were impairment specific and 

common for pharmacists when working with people with low vision, Deaf or hard of hearing, and 

people with learning difficulties. Pharmacists are usually unprepared with a communication strategy 

that ensures medicines, services and information are delivered adequately in these circumstances.  

To improve the disability responsiveness of the community pharmacy setting and pharmacists 

themselves, some interviewees suggested that there needs to be increased disability training for the 
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profession. Then, pharmacists would be more aware of the access issues that disabled people 

experience and thus can adapt their services accordingly. Additionally, it was advocated that 

community pharmacies need to be better resourced and supported for their work with disabled people. 

Many interviewees believed that their current work in trying to meet service user needs, regardless of 

how challenging they are, is generally unacknowledged financially in the current pharmacy contract. 

This situation is recognised as problematic and needs to change to improve community pharmacy 

accessibility for disabled people.  

A key enabler for many pharmacists is learning about the needs of disabled people through developing 

professional relationships with service users. Through these relationships, pharmacists can devise 

effective strategies to optimise medicines and services. Some interviewees suggested that disabled 

people should be involved in the service development for community pharmacies. Such co-design 

processes will enable pharmacists to learn about disabled peoples’ needs, and disabled people can also 

learn more about the community pharmacy context.  
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9 Discussion 

This project explored access issues to community pharmacy services from the perspective of disabled 

people and community pharmacists in NZ. A Participatory Action Research (PAR) methodology was 

used in this project, and three studies were conducted:  

• Study 1: A survey of pharmacists (n=277, chapter 6) 

• Study 2: Focus groups with disabled people (n=64, chapter 7) 

• Study 3: Interviews with community pharmacists (n=13, chapter 8)  

This chapter presents a discussion that critically examines the study findings, how they relate to 

existing literature and theory, and how the insights from pharmacists and disabled people inform 

potential actions to improve the accessibility of community pharmacies. The first section of this chapter 

will summarise the key findings of the three studies. The findings will be framed using the health 

access evaluation framework by Levesque et al. (2013) to consider how the access issues influence a 

person’s health service utilisation journey.  

The second section of the discussion combines and utilises the findings of the entire project to inform 

how the accessibility of community pharmacies and their services can be improved.  Action areas will 

be proposed in this discussion, but various considerations that may influence the implementation and 

effectiveness of such solutions will be examined.  

Conducting this project through the emancipatory research paradigm has unveiled some deep-rooted 

socio-political challenges for disabled people and pharmacists. The third section of the discussion will 

critically appraise these challenges and their relevance in the broader agenda of improving access to 

community pharmacy services. 

Finally, the last section in this discussion describes the strengths, limitations and challenges of this 

project and each study.  
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9.1 Overview of research findings 

Disabled people experience inequities in social, economic and health outcomes in NZ (Ministry of 

Social Development, 2016). Access barriers to healthcare services significantly contribute to the poorer 

health and well-being of many disabled people (WHO, 2011). Pharmacies enable the public to access 

medicines and other health services, and community pharmacists are essential health service providers 

in the health system of NZ.   

Few published inquiries have comprehensively investigated the accessibility of community pharmacies 

for disabled people in NZ. From the literature review, studies have tended only to investigate specific 

dimensions related to accessibility (Aspden et al., 2016; Norris et al., 2014; Paddison & Pachana, 

2006). This project aims to fill this knowledge gap by using an existing access framework to 

comprehensively explore both provider (supply) and consumer (demand) access issues (Levesque et al., 

2013). Therefore, this project investigated the barriers and enablers to accessing community pharmacy 

services for disabled people (demand); and the challenges and facilitators pharmacists experience when 

providing care to disabled people (supply).  

The PAR methodology of this project guides a co-design approach in exploring access issues and 

solutions (Israel et al., 2005). Project advisors were recruited as part of this approach, enabling disabled 

people and community pharmacists to contribute their experience and expertise to the research process. 

Furthermore, these partnerships ensured the co-development of the research agenda, topic and that the 

three studies were contextually relevant to participants' lived experiences. 

9.1.1 Study 1: Online survey of community pharmacists 

Study one of this project surveyed community pharmacists. Along with developing a continuing 

education package on disability awareness, the survey in 2018 investigated pharmacists’ views of the 

accessibility of their workplace; and how they were positioned as a provider to meet the needs of 

disabled people. The survey tool (online questionnaire) was co-designed with the project advisory 

group members and piloted with community pharmacists, to ensure that the questions were practically 

relevant for pharmacists and disabled people.  

Regarding the workplace setting, many pharmacist respondents believed their workplace could be 

improved to accommodate disabled service users better. Concerning the social context of community 

pharmacies, most respondents also believed that there was room for improvement in their practices, 

resources and workplace initiatives relating to disabled people. Aspects viewed to be most in need of 

improvement are initiatives or resources that require external support, such as training for staff and 

funding of services to meet the needs of disabled people. Furthermore, pharmacists indicated that they 
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generally feel less comfortable or confident when making decisions for disabled people than the 

general consumers. This circumstance may limit pharmacists’ preparedness to care for many disabled 

people and meet their diverse needs.  

Therefore, the survey of community pharmacists revealed that the community pharmacy setting might 

not adequately accommodate many disabled people, and illuminated a challenging social and 

professional context for pharmacists as health service providers in meeting the diverse needs of 

disabled people. These findings are pertinent to this project in considering potential areas for action. 

Additionally, this study helped identify areas requiring further exploration in subsequent studies, 

particularly through the subsequent interviews with community pharmacists (study 3). 

9.1.2 Study 2: Focus groups with disabled people 

Through a series of eight co-facilitated focus groups conducted across NZ in 2019, the second study of 

this project engaged disabled people in conversation about their experiences of the barriers and 

enablers to accessing community pharmacies and their services.  

For the majority of disabled participants in this study, it was their first time involved in research 

considering access issues in the pharmacy context. Participants valued these focus groups as they 

enabled a platform for disabled people to be included in community pharmacy service development. 

Conversations were constructive in revealing access barriers and considering potential solutions to 

improve community pharmacy accessibility.  

Disabled participants shared diverse practical barriers when accessing community pharmacy services. 

Barriers such as narrow entrance doors for people with mobility aids, navigating cluttered store spaces, 

poor understanding of medicine subsidies and entitlements, and communication breakdowns were all 

raised as issues restricting the access of many disabled people. Nevertheless, from analysis of these 

conversations, issues relating to the poor disability awareness of pharmacy staff, the lack of 

communication and information formats available, and the diversity of community pharmacy setting 

accommodation for disabled people were pertinent issues requiring action.  

Focus group conversations also highlighted that solutions to improve access must carefully examine 

how issues are experienced and overcome by people with different impairment types. For instance, the 

need for diverse communication and information formats is most relevant to people with vision, 

hearing or learning impairments. However, each group will require a different approach when 

developing solutions.   
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When considering staff, disabled participants generally believed that pharmacists and other pharmacy 

staff are not adequately aware of, and responsive to, their needs. Consequently, the focus groups 

advocated for better disability training for pharmacists to raise their disability awareness. This finding 

reinforces the findings from the survey (study 1). 

This study enabled the voices of many disabled people to contribute to improving community 

pharmacy access. Notably, participants believed that such a co-design approach should be continued to 

enable more inclusion of the expertise of disabled people in community pharmacy service 

development. This finding was further explored from a provider perspective in the pharmacist 

interviews (study 3). 

9.1.3 Study 3: Interviews with community pharmacists 

Studies 1 and 2 helped to establish some focus areas for improving community pharmacy access. These 

focus areas were further explored with pharmacists from a provider perspective through interviews 

conducted in 2019 and 2020. Pharmacists shared similar experiences of the practical issues to those 

described by disabled people. However, the interviews also revealed various deep-rooted contextual 

issues related to community pharmacies in NZ that reduce pharmacists’ capacity to meet the needs of 

their disabled service users. This is experienced both through the community pharmacy setting and the 

professional context under which pharmacists work.  

Interviewees described that they currently work in a challenging sector and feel underutilised and 

undervalued. Although access issues for disabled people were considered important, pharmacists were 

more concerned that such issues are symptoms of larger problems in the community pharmacy sector in 

NZ. 

For the setting, pharmacists reinforced that community pharmacies are privately owned businesses. 

This context contributes to the diversity between stores. The context also means that pharmacy owners 

and managers need to ensure that their businesses are viable when providing services and justifying 

initiatives to improve accessibility for disabled people. In some circumstances, pharmacy staff were 

recognised to have limited resources and capacity to provide optimised care for some disabled service 

users. Other interviewees expressed that they are professionally driven to provide care and enable 

access for their disabled patients. Nevertheless, this is often conducted without funding or support, 

further increasing the business’s financial pressure. 

Pharmacists indicated that they require better awareness of the needs of disabled people and how to 

respond to such needs in the community pharmacy setting. This finding is consistent with the views of 

disabled people expressed in study 2 and the survey's findings in study 1. Improved disability training 
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was recognised as one solution. More involvement of disabled people in community pharmacy service 

development was also acknowledged as an effective method to improve disability awareness. However, 

many interviewees expressed that such co-design initiatives with disabled people must be sensitive to 

the limited resources and capacity pharmacy owners may have to implement change. 

This study helped reveal the challenges of the community pharmacy context when considering how the 

accessibility of pharmacy services could be improved for disabled people in NZ. This information is 

particularly beneficial for other health services to consider, as stakeholders advocate for actions to 

improve health services access for disabled people.  
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9.1.4 A framework for improving access to community pharmacy services for disabled people 

in Aotearoa New Zealand 

The access framework developed by Levesque et al. (2013) helped understand the relationships 

between a wide range of access issues identified in this inquiry. Researchers have widely used the 

framework to make sense of access issues in a range of health settings and translate such knowledge 

into potential actions. Cu, Meister, Lefebvre, and Ridde (2021), recently conducted a scoping literature 

review of inquiries that used the model and found 31 studies that utilised the model to examine access 

issues of various health services.  

Tables 24 and 25 below present the key findings of this project within the relevant provider (table 24) 

or consumer (table 25) side domains in the framework (Levesque et al., 2013). The framework’s 

health-seeking axis (shown on top of tables 24 and 25) helped prioritise potential actions arising from 

the findings (discussed in the following sections). For instance, an action identified was to improve 

disability training for pharmacists to increase their disability awareness (categorised as Acceptability in 

table 24). However, further upstream issues in the framework need to be considered in tandem with this 

action to evaluate the potential impact. Indeed, this project found that disabled people are poorly 

engaged in pharmacy service design. The pharmacy profession also feels underutilised in service and 

system design (categorised as Approachability). Therefore, when considering future actions like 

disability training, more inclusion of disabled peoples’ expertise and pharmacists’ voices about their 

skillsets may be needed. Then, actions like disability training for pharmacists could be more impactful, 

as services and systems could be developed to facilitate their newly gained disability awareness. 

Without considering these upstream issues through the access framework, improving disability training 

may be limited in effectiveness. Pharmacists may gain disability awareness but still lack service or 

system capacity to respond. The pharmacist interviews (study 3) in this project have already revealed 

this to be a prominent issue.  

Therefore, all potential actions for providers or consumers can be assessed and prioritised in the same 

way by using this framework; in considering upstream issues and downstream impacts. Health 

resources could then be utilised to maximise the efficiency and impact of actions (Levesque et al., 

2013). Furthermore, the framework is pragmatic and evolving, meaning that it will continually be 

modified as new knowledge relating to access issues for disabled people is generated.  
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Table 24. Project findings framed by Levesque et al. (2013) access model: Community pharmacy (provider) side domains 

Health care 
needs 

Perception of needs and 
desire for care 

Health care seeking Health care reaching Health care utilisation Health care consequences 

 Approachability Acceptability Availability and 
Accommodation 

Affordability Appropriateness 

 Issues requiring action 

 • Lack of inclusion of 
disabled people in the 
design and development 
of pharmacy services 
(Study 2)  

• Pharmacists lack a 
centralised voice in 
influencing health 
service and system 
design (S3) 

• Many pharmacy staff 
lack awareness of the 
diverse needs of 
disabled people (S1, S2, 
S3) 

• Lack of disability 
cultural awareness 
from some pharmacy 
staff (S2) 

• Staff does not always 
prioritise access issues 
(S3) 

• There are tensions 
between being a health 
service provider and a 
retailer (S3) 

• Retail requirements of 
some pharmacies may 
compromise physical 
accessibility (S3) 

• The community 
pharmacy setting could 
be more accommodating 
for many disabled 
people (S1, S2, S3) 

• Owners do not always 
have the resources, or 
the capacity to make 
changes to improve 
accessibility (S3) 

• Lack of funding 
framework to account 
for the services provided 
to meet the needs of 
disabled people (S3) 

• Inflexible medicine 
subsidies, regardless of 
consumer circumstances 
(S2, S3) 

• The financial viability of 
some pharmacies is 
under threat due to 
market competition 
pressures (S3) 

• Pharmacists could be 
less comfortable in 
making decisions for 
disabled people than 
general service users 
(S1) 

• Many pharmacists are 
unprepared to adopt 
the communication 
modes that disabled 
people use (S2, S3) 

• Lack of emphasis on 
disability issues in 
cultural competence 
training (S3) 

 Current enablers 

 • High public value for the 
dispensing service at 
community pharmacies. 
(S2) 

• Considered an essential 
health service. (S2) 

• Increased focus on 
cultural competency 
for pharmacist CPD 
(S3) 

• Relationships between 
pharmacists and 
disabled people could 
enable co-design of 
solutions (S2, S3) 

• Conveniently located 
(S2) 

• No appointments 
needed (S2, S3) 

• Can be beneficial when 
the setting is combined 
with other health 
services, e.g. GP clinic 
(S2) 

• Free pharmacist 
consultations (S2) 

• Free (no co-payment 
charged) fully subsidised 
prescription medicines 
from some pharmacies 
(S2, S3) 

• Pharmacists are 
generally highly skilled 
and have a robust 
certification 
framework to ensure 
competency (S3) 
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Table 25. Project findings framed by Levesque et al. (2013) access model: Disabled people (consumer) side domains 

Health care 
needs 

Perception of needs and 
desire for care 

Health care seeking Health care reaching Health care utilisation Health care consequences 

 Ability to perceive Ability to seek Ability to reach Ability to pay Ability to engage 

 Issues requiring action 

 • Lack of access to 
information can reduce 
awareness of some 
disabled people to the 
range of services 
available at community 
pharmacies (Study 2) 

• Poor inclusion of the 
expertise of disabled 
people in the pharmacy 
sector generally (S2) 

• Some disabled people 
experience oppression 
and a multitude of 
disadvantages 
(intersectionality) (S2) 

• Some are not able to 
independently engage 
with the pharmacy 
service (S2, S3) 

• Physical access barriers 
at the pharmacy (S1, S2, 
S3) 

• Transport barriers (S2) 

• Access barriers to the 
building and grounds 
(e.g. accessible parking) 
(S2, S3) 

• Communication barriers 
for some disabled 
people (S2, S3) 

• Many disabled people 
have a poor 
understanding of the 
medicines subsidy and 
their entitlements (S2) 

• Some disabled people 
also experience poverty 
(S2)  

• Lack of access to 
medicines information 
for some (S2)  

• Barriers to medicines 
identification (e.g. 
blind people) (S2, S3) 

• Exclusion from 
medicines and 
pharmacy service 
design (S2) 

 Current enablers 

 • Disabled people 
generally have high 
regard for the skills and 
expertise of pharmacists 
(S2) 

• Most disabled people 
consider medicines to be 
an essential item in 
healthcare (S2) 

• Relationships with 
pharmacy staff enable 
shared understanding 
and co-design (S2, S3) 

• Support persons can be 
effective facilitators and 
advocates (S2, S3) 

• Free advice from 
pharmacists (S2) 

• Lack of ability to pay can 
be mitigated by finance 
accounts available at 
some pharmacies (S2) 

• The market competition 
of pharmacies reduces 
the costs of non-
subsidised medicines 
and services (S2) 

• Support persons can 
help with medicines 
management (S2, S3) 

• Pharmacists may 
adopt practices or 
offer services to 
facilitate medicines 
adherence (e.g. LTC 
service) (S3) 
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9.2 How can access to community pharmacy services be improved for disabled 

people? 

This section of discussion will focus on the key access issues found in this project and consider how the 

accessibility of community pharmacies in NZ can be improved. The focus areas of discussion were 

framed using the access framework developed by Levesque et al. (2013) (see tables 24 and 25). 

The first part of this discussion will examine these access issues and consider potential actions to 

improve access. Then, the second part of this discussion will consider the concept of disability 

responsiveness to help strengthen the agenda of improving pharmacy access.  

9.2.1 Disability-related training for pharmacists and pharmacy staff 

In this project, disabled people (consumers) identified a core issue contributing to many of the access 

barriers they experience: pharmacists and other pharmacy staff often lack awareness of their needs. 

This lack of disability awareness contributes to various access domains like Acceptability and 

Accommodation in the community pharmacy setting for disabled people. Levesque et al. (2013) define 

the concept of Acceptability as the ‘cultural and social factors determining the possibility for people to 

accept aspects of the service’; and Accommodation as ‘the fact that health services can be reached both 

physically and in a timely manner’. 

The lack of disability awareness among pharmacists and other pharmacy staff also reduces the 

Appropriateness (or optimisation) of medicines and services delivered to benefit their health. Levesque 

et al. (2013) define Appropriateness as ‘the fit between services and clients' need’. Community 

pharmacy staff might not always be aware of the needs of disabled people. Hence, many consumers 

have reduced ability to reach the community pharmacy services they desire and engage with their 

medicines or therapies (Levesque et al., 2013). As found in study 2, this circumstance results in low 

satisfaction with community pharmacy services for some disabled people and potentially leads to poor 

health outcomes.  

From the provider side, pharmacists shared similar views. In the survey (study 1), pharmacists ranked 

more training and better awareness of the needs of disabled people as the highest priority action for 

improving access. When further explored during the interviews (study 3), pharmacists shared concerns 

about the lack of disability training they received as students, leaving them unprepared to meet the 

diverse needs of disabled people. Therefore, incorporating disability-related content into the pharmacy 

training programmes (e.g. BPharm curriculum in NZ) and improving training for practising 

pharmacists was recognised as an important action to help raise disability awareness.  

Relevant disability training material for pharmacists is challenging to locate internationally (Iezzoni & 

O'Day, 2006; W. Smith et al., 2011). W. Smith et al. (2011) also reported this situation in the USA. 
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They advocated for incorporating several domains of disability awareness into their cultural 

competency curriculum for pharmacy students.  

In recognition of the lack of existing frameworks to guide the development of disability training for 

health professionals, Havercamp, Barnhart, Robinson, and Whalen Smith (2021) recently engaged with 

various stakeholders to build consensus on the core competencies needed by health professionals to 

raise their disability awareness. The researchers believed that reaching a consensus on these core 

competencies in their study is an important milestone for developing future disability training 

opportunities for health professionals. While the competencies identified in this study are a helpful 

reference, it must be acknowledged that most stakeholders are disabled consumers or healthcare 

educators. There was little consideration for the context of community pharmacy in identifying these 

competencies and hence may weaken its relevance (Havercamp et al., 2021). 

Currently, in NZ, the cultural competence standard for pharmacists recognises disability as a cultural 

issue that requires sensitivity and competency in pharmacy practice (Pharmacy Council of New 

Zealand, 2011). Nonetheless, commentators often refer to ethnicity matters when considering cultural 

competency issues, particularly Hauora Māori (Māori health), with low emphasis on disability issues 

(Aspden, Butler, Heinrich, Harwood, & Sheridan, 2017; O'Connell et al., 2013). This sentiment was 

also shared by community pharmacists (study 3). They reported that despite knowing the increased 

focus on cultural competency by the profession in recent years, there seemed to be a lack of emphasis 

on disability issues.  

Hauora Māori needs to be acknowledged in NZ due to the stark inequities and injustices experienced 

by Māori after colonisation; and also through the obligations of Te Tiriti o Waitangi (Treaty of 

Waitangi) (King, 2019). However, a consequence of this focus is that disability issues are less 

emphasised in cultural competency, which results in few disability-related training opportunities and 

resources available for pharmacists and community pharmacy staff. 

Internationally, disability awareness resources can be readily found online, many of which are freely 

available (MENCAP, 2017). In NZ, generic disability training packages can also be found through the 

government Office for Disability Issues (ODI) and other sources such as DHB websites (Office for 

Disability Issues, 2017). However, pharmacists in NZ may not always use such resources to upskill 

their competency. Pharmacist interviewees (study 3) described this issue. Moreover, generic disability-

related training material may be challenging to apply to the community pharmacy context. As such, 

increasing the development of disability training and resources that consider the issues pharmacists 

may face when providing care will likely see more uptake of such CPD opportunities by pharmacists, 

and better prepare them to meet the diverse needs of disabled people.  
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Through such CPD opportunities, pharmacists could raise their disability awareness which may 

stimulate them to create a more Acceptable and Accommodating community pharmacy setting for 

disabled people (Levesque et al., 2013). Raised disability awareness will also allow pharmacists to 

tailor care more appropriately and improve their skillsets to improve the health of disabled people 

(Smith et al., 2018). Conversely, disabled people have an increased ability to reach and engage with 

more optimised medicine and pharmacy services for their health needs. Ultimately, this may reduce the 

health inequity that many disabled people in NZ experience. 

Training using role-play-based methods 

Role-play is commonly incorporated into health professional training to increase their awareness of 

illnesses and their competency in providing care (M. Smith, 2016). Such teaching methods may also be 

used to increase students’ awareness of the experience of impairments (Mathews et al., 2011). 

However, using role-plays to experience disability is a contentious topic within the disability 

community (Nicholson, 2018). Therefore, a critical examination of this method is necessary to inform 

the future development of disability training material for pharmacists.  

This project's literature review found one report of a disability training program using role-reversal 

exercise, emulating Deaf or hard of hearing to teach pharmacy students communication competency 

(Mathews et al., 2011). Most of the students believed the exercise effectively re-created the barriers 

Deaf and people who are non-verbal may face when accessing pharmacy services. However, the impact 

of such teaching methods on practice was not evaluated.  

While such methods may increase the disability awareness of pharmacists, they may not always be 

supported by disabled people. Methods to imitate and re-create the experience of disability have been 

used in various sectors, such as rehabilitation science and even as public relations campaigns by 

politicians (Nicholson, 2018). However, some disability advocates have criticised such methods as 

disrespectful to disabled people (Nicholson, 2018; Oliver & Barnes, 2012). In these constructed 

teaching contexts, wheelchairs and mobility aids can be viewed as simple tools or even toys for non-

disabled individuals to ‘try out’. Nevertheless, to a disabled person, such tools are embodied as a much 

deeper aid in their lived experience (Iezzoni & O'Day, 2006). Thus, methods to imitate being a disabled 

person may be a fleeting and partial experience for the non-disabled person, which is more likely to 

result in pity than a genuine appreciation of the access barriers and exclusion experienced by disabled 

people (Nicholson, 2018). As a project advisor remarked during a meeting, ‘It’s like dressing a man up 

in a woman’s clothes and expecting them to understand what it is like being a woman’. Therefore, 

although the role-play method can be helpful to deliver disability training, such methods must be 

framed deliberately and conducted with sensitivity. More importantly, any training that attempts to 
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imitate experiences of disability must be co-designed with disabled people with consensus from the 

community (Oliver & Barnes, 1998). Such training should be delivered by disabled people. 

The theoretical framing of disability training 

Another aspect of designing disability training that is not well discussed in the literature is the need to 

consider the underpinning theoretical framework of any material developed carefully. This is 

particularly relevant to the definition of disability used. Indeed, how disability is defined inherently 

influences how access issues are portrayed and solutions generated (see section 2.1). The interviews 

revealed that pharmacists generally view disability from a biomedical perspective. Suppose disability 

training is developed from this definition. In that case, responses are likely to focus on improving or 

mitigating the dysfunctions of the individual, with less consideration on removing systemic barriers of 

the built environment and society, as would occur if the training was framed through the social model 

of disability (Barnes, 1999). More comprehensively, if framed from an interactional or bio-psycho-

social model as in this project, training may stimulate a combination of actions targeting individual and 

social barriers (Shakespeare, 2013).  

The definition of disability was well considered in this project. A CPD training package was developed 

that focussed specifically on the definition of disability and why this is relevant to community 

pharmacy practice (see chapter 5.3). As such, the theoretical frameworks used in this PhD project may 

be important to consider and build on when developing future disability-related training material for 

pharmacists and pharmacy students.   
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9.2.2 Improving communication and information accessibility 

A prominent issue clarified in this research is the lack of accessible information formats available in the 

community pharmacy setting for disabled people. Internationally, several other studies have identified 

communication issues as a key barrier for disabled people to health services (Drainoni et al., 2006; 

Mirfin-Veitch et al., 2013; Witko et al., 2017). However, few have comprehensively investigated these 

issues in the community pharmacy context, none in NZ (Ferguson & Liu, 2015; McMahon & Curtis, 

2009; Orrico, 2013; Riewpaiboon, 2009). This research adds to this knowledge base by locating the 

issue of information accessibility in the community pharmacy context in NZ. Furthermore, disabled 

participants engaged in this project have identified some practical actions to improve the accessibility 

of medicines and health information. 

People with sensory (including blind or low vision and Deaf or hard of hearing) or learning difficulties 

experience various barriers to accessing information. Consequently, these barriers reduce their ability 

to perceive, seek and engage with health services (Levesque et al., 2013). In the community pharmacy 

context, many practical issues could arise due to poor access to information. Community pharmacists 

are one of the main health professionals with specialist medicine-related knowledge (Kellar, Lake, 

Steenhof, & Austin, 2020). However, the current information formats provided by pharmacists can be 

challenging to use for many disabled people. Printed material such as patient information leaflets and 

labels on medicines packaging is generally not usable by blind people. While some disabled people can 

access print material, the information contained is typically too complex to comprehend.  

These barriers mean that disabled people can also miss out on knowing what services are available to 

them from their community pharmacy (Ferguson & Liu, 2015). For example, several blind participants 

(study 2) were unaware that pharmacies offered vaccinations. It was only through the focus groups of 

this project that they learned that vaccination information could be commonly advertised on window 

posters of community pharmacies or in mail adverts, but in formats they cannot access. This reduces 

the ability of these people to perceive community pharmacy services, which is the most upstream and 

prioritised domain in the access framework (see table 25). 

Riewpaiboon (2009) also interviewed blind participants in Thailand and identified issues relating to 

medicine management practices. Notably, in their study, participants often required support persons to 

help them read visual material. Issues arose when support persons were not available. In many 

instances, support people had not received adequate training to understand the medicines information, 

leaving many blind people with poor medicines knowledge (Riewpaiboon, 2009). Orrico (2013) 

commented on this issue and advocated for more collaborations between pharmacies and blind 

communities to develop practical standards to improve medicines information accessibility. Such 
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standards or legislation do not exist in NZ. However, it could be adapted from other countries, like the 

USA’s Americans with Disabilities Act (ADA), to stimulate actions to improve information access for 

blind and low-vision people (McMahon & Curtis, 2009).  

Deaf and hard-of-hearing people’s primary source of information is visual communication; hence, they 

can often miss out on the verbal advice provided by their pharmacists (Witko et al., 2017). Ferguson 

and Liu (2015) conducted focus groups with Deaf and hard-of-hearing people in Illinois, USA. Similar 

to this project’s findings, it was found that due to limited information access, many Deaf people had a 

poor understanding of the services available at their pharmacy. Moreover, many believe their limited 

knowledge of medicines leads to poorly optimized therapies and preventable adverse effects (Ferguson 

& Liu, 2015). 

The primary issue identified in existing literature for people with learning difficulties was the lack of 

cooperation between pharmacy staff and support persons to enable information access. Di Blasi, 

Kendall, and Spark (2006) identified that pharmacists in Australia are not confident in providing 

information to people with learning difficulties themselves. Interviews with pharmacists (study 3) 

found similar issues, where pharmacists recognised the importance of collaborating with support 

persons to deliver information and help manage medicines with people with learning difficulties. 

However, some pharmacists believe that in NZ, many support persons are inadequately trained to 

understand such information themselves and safely handle medicines for people with learning 

difficulties. Focus group participants (study 2) advocated that providing medicines information in 

formats such as Easy Read will enable many people with learning difficulties access to medicines 

information while also retaining their sense of independence.  

From the provider's perspective, pharmacists have a vital healthcare role in providing medicines and 

health information to service users. Gathering information is one common reason the public visits 

community pharmacies (Pharmacy Council of New Zealand, 2015; Taylor et al., 2003). Recent contract 

changes in NZ have re-allocated funding for community pharmacies to provide advisory services to the 

public. The Additional Professional Advisory Services payment (APAS) in the ICPSA 2018 (Schedule 

2) recognises pharmacists’ role in providing health advice and information as part of their work that is 

not linked to dispensing (see details in chapter 3.3) (TAS, 2021b).  

However, the current funding formula for the APAS does not account for the diverse ways that 

pharmacists may deliver information or services to disabled people (TAS, 2021b). Thus, pharmacists 

and pharmacy owners may only be driven to adopt alternative communication formats for their 

disabled service users based on their professional and ethical obligations (see Code of Ethics and Code 
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of Health and Disability Consumers’ rights) (Health and Disability Commissioner, 2012). Such a 

situation becomes problematic when pharmacists do not have the means to adapt their communication. 

This sentiment was shared by interviewed pharmacists (study 3) regarding their lack of skills, 

equipment and resources to deliver information adequately to some disabled people.  

Therefore, information formats available in the community pharmacy setting can be poorly accessible 

by different groups of disabled people in NZ. Lack of access to information can lead to people being 

unaware of the available services at the community pharmacy and reduces their ability to perceive and 

engage with medicine therapy (Ferguson & Liu, 2015). Lack of knowledge of medicines may also lead 

to sub-optimised therapy and potential harm from adverse reactions (Riewpaiboon, 2009).   

Creating accessible formats 

An array of formats and technologies available could enable disabled peoples’ access to medicines 

information. For instance, braille and audio formats are widely used in other sectors such as education 

and banking (Iezzoni & O'Day, 2006; Orrico, 2013). Such formats are typically not available in the 

community pharmacy setting.  

For print material, a helpful format used in this project to engage with many disabled people was Easy 

Read (See appendix 1). Focus group conversations identified that medicines information is not 

available in an Easy Read format in NZ. Participants generally believed that making medicine 

information available in Easy Read formats would enable a better understanding of medicines for many 

disabled people, particularly those with learning difficulties (Office for Disability Issues, 2017).  

Some blind and low-vision participants in this project suggested that rather than developing various 

accessible information formats, a more pragmatic and future-proof solution may be to acquaint 

pharmacy staff better with communication technologies, and accessible formats. This way, medicines 

information could be provided in a way that allows conversion to other accessible formats. One 

example shared in the focus groups was that pharmacists could email medicines information to people 

in compatible electronic formats so that blind people can use technologies such as screen readers to 

read the information.  

Similarly, Deaf participants promoted the Virtual Interpreter Service technology (NZ VIS, 2020). This 

service provides virtual sign language interpreters that could be available immediately to pharmacists 

through online software (Witko et al., 2017). If pharmacy staff are more acquainted with using such 

technology, it could be utilised to deliver better medicines information for Deaf. This finding echoes 

Witko et al. (2017) study, where they engaged specifically with Deaf about their access issues to all 

healthcare in NZ. 
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Therefore, generating some accessible print formats and improving community pharmacy staff’s 

utilisations of communication technology will likely improve medicines information accessibility and 

the ability of disabled people to perceive, seek and engage with pharmacy services and their medicines 

therapy (Levesque et al., 2013).  

9.2.3 Improving physical access 

In this project, the lack of physical accommodation in the community pharmacy setting was often 

reported as an access barrier for people with physical impairment, low vision or using mobility aids. 

Such barriers for disabled people have been widely recognised internationally (Culduz et al., 2014; 

Foote, 1986; McColl, Jarzynowska, & Shortt, 2010). However, few studies have investigated 

community pharmacies’ physical accommodation for disabled people. Only one inquiry was found 

from the literature review, which audited some community pharmacies in Austin, USA (Foote, 1986). 

Foote (1986) concluded that there is an irresolvable conflict between physical accessibility and the 

business interests of community pharmacies. Although the study was conducted more than three 

decades ago and before the ADA was implemented in the USA, the findings of this project echo similar 

issues regarding the physical accommodation of community pharmacies for disabled people in NZ.  

In NZ, community pharmacies are private businesses. Apart from broader building standards, such as 

those specified in the Building Act 2004, Sections 117 to 120, no specific legislative mandates and 

guide pharmacy owners to physically accommodate disabled people (Building Act, 2004). Thus, given 

this context, this project revealed considerable variability in the physical accessibility of community 

pharmacies around NZ.  

Physical access issues have been identified in other healthcare contexts like GP clinics (Drainoni et al., 

2006; Grabois, 1999; McColl et al., 2008). However, the physical issues identified in these inquiries do 

not entirely relate to the community pharmacy setting. Community pharmacies in NZ are unique; in 

that, it is a setting both for health service provider and a retailer (Scahill, Tracey, Sayers, & Warren, 

2018). As such, considerations of physical accessibility must also recognise the challenges of 

accommodating disabled people in a retail space.  

In the focus groups, a word commonly used to describe community pharmacies was ‘cluttered’. The 

reason for the clutter was believed to be the placement of retail product stands and aisles within stores. 

Many disabled participants expressed that their primary reason for visiting their pharmacy is to obtain 

prescription medicines. Nonetheless, the dispensary is often located behind the retail ‘clutter', at the 

rear of the store. Thus, community pharmacies with such a physical layout were viewed as unfit for a 

healthcare provider.  
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From the provider perspective, pharmacists who took part in the survey (study 1) perceived that their 

workplace was generally ‘accessible’ or ‘very accessible’. However, it was also reported that many 

physical access features need to be improved to accommodate disabled people better. This finding was 

further explored during interviews (study 3). In these conversations, pharmacists believed that they 

were generally aware of the physical access issues at their workplaces, like the retail clutter described 

by disabled people. However, owners and managers often face tensions in ensuring both retail 

profitability and the physical accommodation of consumers. This finding further supports Foote (1986) 

conclusions about the conflict between a retailer and a health service provider when ensuring 

accessibility for people with physical impairment.  

Diversity in physical accessibility between and within community pharmacies 

Not all pharmacies were viewed negatively concerning physical accommodation for disabled people. 

Some focus group participants shared positive experiences, where they believed that their pharmacy 

was well laid out and accommodated their physical access needs adequately. 

Interviewee pharmacists also explained that there are nuanced reasons for the diversity in physical 

accessibility between pharmacies, which may differ from the reasons of other contexts, such as GP 

clinics (McColl et al., 2008). Community pharmacies are private businesses in NZ located in many 

different types and sizes of buildings and premises. This situation leads to the diverse layouts of stores 

and the presence or absence of physical access features at different community pharmacies. Store 

layouts can also change at different times of the year, influenced by the interests and priorities of 

pharmacy staff, the pharmacy owner/s, and the community's demands. Factors like the pharmacy 

setting, the clientele, the DHB contracted under, and whether the pharmacy is part of a franchise group 

contribute to how the store is set up and, consequently, the physical accommodation for disabled 

people.  

Community pharmacies have different business priorities and revenue streams. They may change how 

they stock products, layout stores, or offer different services to maximise revenue. A pharmacy inside a 

busy shopping mall may have a different clientele than one in residential suburbia, yet, both are 

considered community pharmacies. Both can provide medicines and services for disabled people. 

Interestingly, in this aspect, there are some disagreements found between providers and consumers in 

this project. While several interviewee pharmacists believed that mall and other retail-focused 

pharmacies are typically less physically accommodating than dispensary-focussed pharmacies, some 

disabled participants in the focus groups thought differently. For disabled people, mall-based 

pharmacies might be more accessible due to other access features available at malls, such as accessible 

parking spaces and bathrooms. Similar views were shared about pharmacies co-located with GP clinics; 

a setting recognised to have physical access features often. Thus, incorporating community pharmacies 
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into other more physically accommodating settings may be beneficial for accessibility to disabled 

people. Recently, increasing numbers of community pharmacists are being integrated into GP clinics in 

NZ (Haua et al., 2019). However, the extent to which this integration may benefit disabled people is 

still unclear and worthy of exploration in future inquiries. 

Different DHBs in NZ may have different agendas for their contracted community pharmacies. 

Therefore, owners may set up their business differently based on the clientele they serve and their 

contracted services. For example, one interviewee reported that the physical accessibility of their 

pharmacy was significantly improved through the construction of a ramp into the store and accessible 

parking spaces outside. These changes were only possible with resources provided by the local council 

and DHB. Indeed, through the lobbying of the owner, the DHB and local council recognised that these 

physical improvements are necessary to better accommodate the clientele of this community pharmacy, 

who are mostly older adults. This finding suggests the need for DHBs to carefully consider each 

pharmacy's potential clientele during the contracting process. Moreover, contractors may need to audit 

how a community pharmacy can accommodate their disabled clientele to deliver the contracted services 

equitably.  

Currently, the researcher identified that community pharmacy audits do not consider physical 

accommodation issues for disabled people. Community pharmacy audits are typically conducted by the 

Medicines Control team within MEDSAFE in NZ. Of the ten audit criteria found, none refer to 

accommodations for disabled people (MEDSAFE, 2019). In this sense, even if a pharmacy owner 

wants to improve the physical accommodation of their store for disabled consumers, there is currently 

little information within the pharmacy sector in NZ to guide their initiative. In the future, it would be 

worth exploring the potential of incorporating dimensions of physical accommodation into the audit 

criteria. Moreover, suppose issues are identified from such audits. In that case, contractors (currently 

DHBs) should also have the capacity to support pharmacies where appropriate to ensure that 

accommodation changes are made to enable accessibility for disabled people.  

The findings of this project help explain the diverse experiences disabled people have in physically 

accessing their community pharmacies. Moreover, it further supports the tensions of being a healthcare 

provider and a retailer in the same space. While such tensions have previously been reported in NZ, the 

inquiries did not consider the impact on physical accommodation for disabled people (Abdul Aziz, 

Heydon, Duffull, & Marra, 2020; Scahill et al., 2018).  

In considering the future of the NZ health and disability system, the circumstance of the aging 

population will require attention (Health and Disability System Review, 2020). As more older adults 
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use community pharmacy services, creating more physically accommodating spaces makes practical 

business sense (Levesque et al., 2013). Supporting community pharmacies to improve their 

accommodation will likely benefit both disabled people who can access more health services in this 

setting, and pharmacy owners in potentially improving their business outputs (Foote, 1986). 
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9.2.4 The agenda to improve disability responsiveness 

The above sections of discussion examined some focus areas to improve access. The focus areas are 

improving disability awareness for pharmacists, enabling more information accessibility, and 

supporting pharmacy owners and managers in creating more accommodating environments for disabled 

people. Accordingly, these focus areas correspond to provider or consumer side domains in the access 

framework (Levesque et al., 2013). However, while the framework comprehensively considers the 

access issues, our research findings and experience in conducting this inquiry add to this theoretical 

foundation by considering the broader agenda of disability responsiveness to strengthen future actions 

to improve access. 

Various engagements with advisors, partners and participants of this project have illuminated that the 

notion of disability responsiveness is essential within the disability community. In the healthcare 

context, the term is often used by disabled people to describe their experience of exclusion from health 

services that are poorly designed, inaccessible, inadequate, and discriminating (Oliver & Barnes, 2012).  

At the concept's core, disability responsiveness means an obligation to the fundamental human rights 

for disabled people, as outlined by the UNCRPD (United Nations, 2006). Ratified by NZ in 2008, the 

UNCRPD provides the NZ government with a framework for evaluating whether various aspects of 

public, social and health sectors have protected the fundamental human rights and freedoms of disabled 

people. Article 3 of the UNCRPD specifies the human rights standards that are agreed on and 

monitored by nations. In the healthcare context, services and providers have an obligation to uphold 

these standards to be responsive to disabled people. For instance, in community pharmacy, this means 

that services are non-discriminating, respectful, enable full inclusion, equality of opportunity and are 

accessible for disabled people (see article 3 of UNCPRD for the complete list of standards). Disability 

responsiveness of a health service can be determined by evaluating the extent these standards are 

upheld for disabled service users.  

This project has identified a range of access issues that may limit disabled people from participating in 

community pharmacy services, and gaining the necessary medicines and services to improve their 

health. Framing these issues by the access framework allows for practical evaluation and development 

of actions (Levesque et al., 2013). However, the process of identifying access issues, and how to 

subsequently act upon them is inherently driven by the broader social agenda of disability 

responsiveness. In this sense, when addressing equity and access issues, stakeholders need to 

acknowledge how they contribute to and promote disability responsiveness (Office for Disability 

Issues, 2019). Vice versa, initiatives for health service equity or access issues should also acknowledge 

whether broader systems and structures are responsive to disabled people.  
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For the community pharmacy context, this means that to address access issues, actions should be taken 

as part of the broader agenda of disability responsiveness, which involves various other stakeholders, 

rather than fragmenting it within the pharmacy sector alone. If necessary, this may mean evaluating the 

disability responsiveness of the entire NZ health system. Such an evaluation would look at how 

inquiries and engagements with disabled people are conducted and determine if interventions that 

address equity and access issues are genuinely responsive to disabled people. This work would be a 

considerable undertaking and require involvement from various stakeholders to construct a practical 

evaluation framework for disability responsiveness of health services. As Drainoni et al. (2006) 

concluded in their investigation of healthcare accessibility in the USA, ‘Responding to these health 

disparities requires a comprehensive, multi-level approach that involves disabled people, health care 

and other service providers, and policy makers’. 

In NZ, various studies have involved disabled people in identifying issues such as poor service 

accessibility (Mirfin-Veitch et al., 2013; Witko et al., 2017). The Office of Disability Issues monitors 

the mandates of the UNCRPD and reports regularly to the United Nations (Office for Disability Issues, 

2018). The Health and Disability Commissioner reviews healthcare complaints, like access issues 

encountered by service users (Health and Disability Commissioner, 2012). However, it could be argued 

that few organisations in NZ specifically focus on evaluating the disability responsiveness of health 

services and the broader health system. Creating such an organisation or expanding an exisiting 

organisation would greatly support and strengthen agendas like improving access to community 

pharmacy services for disabled people.  

This project has played a small part in disability responsiveness. Various processes in this project, such 

as partnerships with the participant community, have ensured that this inquiry was responsive to 

disabled people. Furthermore, engagements with participants have illuminated two critical dimensions 

of disability responsiveness that could be improved in the current community pharmacy context. 

Addressing these broader dimensions will help strengthen the agenda of improving accessibility for 

disabled people.  

• Improving disability awareness of community pharmacy staff 

• Increasing the inclusion of disabled peoples’ expertise in community pharmacy service delivery 

and development 

Previous sections have already discussed the potential action of disability training to improve 

pharmacists and other pharmacy staff’s disability awareness. Another important avenue for improving 

disability awareness is the inclusion of disabled peoples’ expertise in service delivery and development. 

Moreover, the inclusion of disabled people in decision-making is also a vital dimension of disability 
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responsiveness. Therefore, the next section of the discussion will focus on co-design as a method to 

improve the inclusion of disabled people in community pharmacy service development.  

9.2.5 Engaging disabled people in the co-design of pharmacy services 

It is recognised that health service design has primarily involved expert-driven processes, where 

consumer experiences and expertise have not been incorporated and valued (Dietrich, Trischler, 

Schuster, & Rundle-Thiele, 2017; Steen, Manschot, & De Koning, 2011; Stone & Priestley, 1996). 

This is evident in pharmacy service design (Reddy et al., 2019). However, it is increasingly recognised 

that co-design processes with consumers are a valuable method of developing public services that are 

innovative, effective and fit for purpose (Trischler, Dietrich, & Rundle-Thiele, 2019).  

Trischler et al. (2019) examined various public service design projects to determine the value of 

involving relevant service users as ‘equal contributors’. Their inquiry identified that the ‘collective 

creativity of a team of members from different backgrounds and interest’ inherently strengthens service 

design processes. The application of co-design is particularly relevant for marginalised groups such as 

disabled people, who may not ‘perceive themselves as suitable contributors to service ideas’ (Trischler 

et al., 2019). There is increasing evidence that incorporating the experience and expertise of service 

users leads to innovative ways to design services to meet user needs (Steen et al., 2011). Nevertheless, 

co-design implementation with service users is typically conducted in market research rather than 

health service development (W. Chang & Taylor, 2016).  

In the community pharmacy context, Reddy et al. (2019) implemented a co-design approach to engage 

pharmacy staff and older adults in developing a retail health product planogram suited for older 

consumers. The project used a 6-stage co-design process to generate solutions: 1. Problem 

identification, 2. Solution generation, 3. Convergence, 4. Prototyping, 5. Initial evaluation, 6. 

Formative evaluation. Based on the researchers' experiences conducting this process, it was 

acknowledged that consumer experiences are critical in the design process and contributed valuable 

insights to developing actions and interventions ‘well-tailored to the existing work system and the 

target population’ (Reddy et al., 2019).  

This PhD project inherently adds another example of a co-design process in the community pharmacy 

context. The PAR approach guided the researcher to partner with disabled people in conducting an 

inquiry aiming to improve their access to pharmacy services. Approaches such as partnering with 

disabled people in research design (project advisors), involving their expertise in engaging the 

community (co-facilitators in focus groups), and valuing their knowledge in generating the research 

findings all contribute to this project's co-design process. 
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The involvement of disabled peoples’ experiences and expertise in developing health services is widely 

recognised to improve disability responsiveness (Iezzoni & O'Day, 2006; Shakespeare, Ndagire, & 

Seketi, 2021; Stone & Priestley, 1996). Not only is co-design with disabled people part of the broader 

socio-political agenda for disability responsiveness, but it also has an important purpose of raising the 

disability awareness of providers and other stakeholders (Iezzoni & O'Day, 2006; Stone & Priestley, 

1996; Thomas, 2007).  

Despite recognising the value of co-design with disabled people, this project revealed that disabled 

service users currently have little opportunity to be involved in pharmacy service development and 

delivery in NZ. However, this does not mean that disabled people have completely no involvement. As 

Whitehead (1991) highlighted in her commentary about health equity, actions to reduce the 

disadvantage of populations need to occur both in the micro and macro environment. This concept can 

be applied to the co-design processes with disabled service users in the pharmacy context. The 

following sections will examine both the micro and macro processes of co-design that currently occur 

or is absent in the community pharmacy context; and consider the barriers and enablers to incorporating 

the experiences and expertise of disabled people in community pharmacy service development and 

delivery in NZ.   

Micro-level co-design with disabled people already happens in community pharmacy 

For many disabled people in this project, the relationships developed with pharmacy staff were enablers 

to their access. Such relationships allow pharmacy staff to appreciate the needs of disabled people 

better and tailor their service delivery accordingly. Examples of this tailoring of services could be as 

simple as the pharmacist bringing medicines out to a person’s vehicle due to their lack of mobility. 

Relationships were also described as empowering as through continued engagements between disabled 

people and pharmacists, each party learns more about the other’s experiences and expertise. 

Pharmacists gain awareness on how disabled people perceive and embody their impairments or 

illnesses. Disabled people learn more about the specialist skillsets of pharmacists and their professional 

capability for improving the lived experience of disability or illness. These relationships establish a 

degree of trust and value for each party’s experience and expertise. Here, it could be conceptualised 

that a micro-level co-design partnership between the pharmacist and the disabled person is occurring to 

tailor pharmacy service delivery. Then, medicines and services could be adapted for the disabled 

person, while acknowledging the professional boundaries of the pharmacist and the resource limitations 

of the community pharmacy context. 

Such findings have been replicated elsewhere, but only with the general population. For instance, a 

longitudinal qualitative study with pharmacists and consumers in the USA found that ‘knowing the 
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patient’ is essential to providing tailored care (McCullough et al., 2016). Patterns of knowing the 

patient and being known to the patient allowed both parties to develop familiarity and trust, facilitating 

the identification of unmet needs and providing individualised care (McCullough et al., 2016). This 

project highlights that partnerships between pharmacists and disabled people may be even more 

important than the general population. Micro-level co-design processes that occur through relationships 

enable the development of initiatives that could overcome inflexible access barriers, like the poor 

physical accommodation of some store spaces.  

Without establishing such partnerships, pharmacists may adopt more traditional paternalistic patient-

practitioner relationships (Wiles & Higgins, 1996). Indeed, absence of disabled peoples’ expertise in 

care provision and delivery, pharmacists may be obligated to fall back on their standardised clinical 

training, where they are viewed as the expert and consumers as recipients of their care.  

Despite the importance of partnerships between pharmacists and disabled people, the community 

pharmacy setting may not always be conducive to developing relationships. Practices at the pharmacy 

workplace are typically based on the staff’s experiences. When adaptations are required to meet the 

needs of a disabled person, it can be challenging if no existing practices and solutions have been 

established. One enabler identified in conversations with pharmacists (study 3) is keeping records and 

documenting disabled people’s needs, and how specific initiatives and solutions have worked in the 

past. Documentation is also recognised to assist with relationship building, as it allows a sense of 

attunement between parties, facilitating mutual understanding of circumstances (Bolton, Loveard, & 

Brander, 2016).  

Community pharmacies are often busy places, and pharmacists must complete various tasks to ensure 

that all service users receive medicines safely and in a timely manner. As such, it can be challenging 

for pharmacists to be available for the time needed to build partnerships with disabled people. If 

relationship development is hindered, solutions may not be provided or be poorly executed. Therefore, 

any initiatives that allow pharmacists more time to engage with disabled people can assist the micro-

level co-design partnerships. One facilitator identified by pharmacists in this research (study 3) is the 

introduction of checking technicians in NZ. Having checking technicians in the community pharmacy 

can reduce the time pharmacists are required to be involved in dispensary-related tasks and away from 

service users (PSNZ, 2021). 

Another challenge identified in the community pharmacy context was pharmacists' lack of financial 

support to engage meaningfully with disabled people. Again, while the new contract (ICPSA 2018) 

added APAS payments (see chapter 3.3), the funding formula does not consider disabled people. Thus, 

the current pharmacy contract does not account for the additional work needed to engage with disabled 
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people to tailor service delivery. Without funding support, pharmacy owners are limited in their 

capacity to allow staff to dedicate time towards developing initiatives and solutions with disabled 

people. Even if solutions are developed, there may not be adequate funding to implement them. 

Inevitably, many pharmacists reported (study 2) that they provide unfunded services for disabled 

people to ensure medicines safety. This situation was also recently reported by Abdul Aziz et al. 

(2020). The researchers argued that the provision of unfunded services is unsustainable and 

problematic for the future of community pharmacy in NZ. 

Disabled people are not involved in higher levels of pharmacy service design, and this context needs to 

change 

Disabled people in this project established that generally, they have little voice in the higher levels of 

pharmacy design in NZ, and their experiences and expertise could contribute significantly. In every 

focus group (study 2), disabled participants proposed forming a disability expert panel to help inform 

the community pharmacy sector about current access issues. The panel could also be involved in co-

design processes when new pharmacy services are being developed or implemented. Additionally, 

many disabled people could act as consultants to help pharmacy owners generate tailored access 

solutions for individual pharmacies or specific services. 

Pharmacists also viewed the involvement of disabled people in pharmacy service development as a 

pragmatic initiative going forward (Study 3). However, pharmacists specified that they value disabled 

people’s input when examining broader access issues of the pharmacy sector rather than evaluating or 

auditing specific stores or businesses. Many interviewees believed that it would not be acceptable if 

such panels identified inadequacies of specific stores but failed to acknowledge the limited capacity of 

owners and managers to make changes in the private businesses context. Moreover, actions to improve 

access should be operationalised with adequate support and guidance from disability experts and other 

stakeholders such as DHBs and funders.  

Currently, there is no platform for disabled people to be involved in the higher levels of community 

pharmacy service design. Intermittent community co-design workshops are held with consumers to 

help develop the ICPSA contract (TAS, 2017). Also, a National Annual Agreement Review panel 

meets regularly to review pharmacy contracting issues (TAS, 2020b). However, there is no mention of 

representation from disabled people, either as individuals or as a named organisation.  

Furthermore, on examination of the websites of PHARMAC and the Pharmacy Council of NZ, no 

evidence of representation from disabled people was found. PHARMAC has regular consumer 

engagements on medicine funding issues. This is through a Consumer Advisory Committee, including 

some disabled people (PHARMAC, 2020). However, aligned with their responsibilities and function, 

these engagements are primarily concerned with medicine funding issues, instead of community 
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pharmacy accessibility or disability responsiveness. According to the access framework, while 

medicines affordability or availability are access dimensions, many other practical issues need to be 

considered in evaluating the accessibility of community pharmacy services (Levesque et al., 2013). It is 

unlikely that PHARMAC will explore issues unrelated to medicines affordability or availability, given 

that it is not the organisation's focus.  

For the Pharmacy Council, there is no evidence to suggest engagement with disabled people in 

developing the pharmacist competency standards. This claim is deduced from a review of the 

competence standards. Competency M1.4 is mandatory for pharmacists and is most relevant to 

disability responsiveness (Pharmacy Council of New Zealand, 2015). It states that ‘pharmacists must 

practise within New Zealand’s culturally diverse environment’. However, as discussed above, although 

the Pharmacy Council’s cultural competency statement includes impairment in its range statement, the 

way that cultural competency is conceptualised within the pharmacy sector places little emphasis on 

disability issues (Pharmacy Council of New Zealand, 2015). Perhaps if disabled people were engaged 

in the design of the competency standards, there would be more emphasis on disability and access 

issues.  
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9.3 A critical examination of the socio-political challenges to improving access 

The previous section examined the focus areas for improving community pharmacy accessibility and 

disability responsiveness. However, the engagements with pharmacists and disabled people through the 

emancipatory paradigm in this project have illuminated some broader socio-political challenges that 

require critical examination. These socio-political issues go beyond the context of community 

pharmacy or disabled people and will require broader policies and structural transformations within NZ 

to overcome (see chapter 2 for details on socio-political issues). Without acknowledging these 

challenges, actions to improve access in the community pharmacy setting may only treat the surface 

symptoms to deeper-rooted issues. 

An essential foundation of this project was incorporating critical theory into the methodology and 

methods. Critical theory also enabled a more profound examination and analysis of the structural and 

socio-political context of community pharmacies and disabled people (see Chapter 2 for an outline of 

critical theory). By illuminating these contextual issues, more pragmatic and targeted solutions could be 

developed to tackle the deeper-rooted issues that reduce the accessibility of pharmacy services for 

disabled people.  

The two socio-political challenges discussed in this section are the culture of silence experienced both 

by disabled people and pharmacists; and the intersectionality of social injustice embodied by many 

disabled people, which compound their access barriers (Crenshaw, 1989; Freire, 2000).  

9.3.1 Culture of silence 

The culture of silence is a theory popularized by Freire where,  

‘the masses are mute, that is, they are prohibited from creatively taking part in the 

transformation of their society and therefore prohibited from being’ (Freire, 2000).  

This project has revealed that this culture of silence is inherently experienced by many disabled people 

involved; this experience reduces their critical consciousness and agency to transform social systems 

and structures (for details on critical consciousness, agency and capability, see chapter 2). 

Consequently, this context manifests as the multiple forms of inequity experienced by disabled people, 

such as poorer health, social and economic outcomes (Ministry of Social Development, 2016).  

Conversations with pharmacists (study 3) have illuminated that they may also experience a culture of 

silence through a health system designed to disempower pharmacists. Moreover, community 

pharmacies' contracted private business nature restricts pharmacists’ engagement and influence in 

public discourse in NZ. This situation limits their capability to make meaningful changes to how 
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contracted services at the community pharmacy setting are designed and delivered, to better utilise their 

skillsets to benefit the health of New Zealanders.  

Disabled people 

This project provided a platform to engage with disabled people to share their views, experiences and 

expertise in developing community pharmacy services. Across the focus groups (study 2), a consistent 

sentiment shared was how much the participants appreciated having this forum to consider their 

experiences, ideas, and how they can help to improve the community pharmacy context in NZ. Many 

disabled partners and participants described this project as an opportunity to increase the value of 

disabled people's voices in health service and system design.  

It is widely acknowledged that disabled people are often a social group excluded from public decision-

making (Iezzoni & O'Day, 2006; Ministry of Social Development, 2016; United Nations, 2006). This 

socio-political context is consistent with Freire’s emancipatory theory, describing such experiences as 

‘dehumanising’ (Freire, 2000). Many disabled people are oppressed, objectified, and confront their 

muted voices in constructing and changing their world (Freire, 1970; Oliver & Barnes, 2012; Stone & 

Priestley, 1996). Their lack of agency leads to having poorer consciousness to critically appraise, 

examine and stimulate changes to broader social systems and structures like the health system in NZ. 

Such a health system renders many disabled people as objects whose function is to ‘solve’ their 

problems, such as barriers to access to health services, to ensure efficient system functioning.  

To overcome this dehumanising socio-political context for disabled people, Habermas (2018) theory of 

communicative rationality is worth considering (see chapter 2.3 for details on Habermas). Applying the 

theory in this context could mean that stakeholders in the health system need to develop what 

Habermas refers to as the ‘public sphere’ for disabled people to incorporate their experiences and 

expertise in the health system and service development (Habermas, 2018). In such a public sphere, 

disabled people could develop their agency to creatively participate in public discourse to help 

transform health systems and services (Nussbaum & Sen, 1993). Issues like health equity and 

distributive justice may gain new insights from the perspectives of disabled people.  

Many disabled people could improve their capability to utilise their experiences and expertise to 

develop health systems and services suited to the diverse health needs of New Zealanders (see chapter 

2.4 for capability approach) (Nussbaum & Sen, 1993). Practically, this could mean that the terms of 

reference for public health agendas are further clarified (Dietrich et al., 2017; Stone & Priestley, 1996; 

Trischler et al., 2019). Access issues to health services could be rectified, mitigated and prevented 

(Drainoni et al., 2006). Innovative ideas for health care delivery could also be generated. For instance, 

Drennan et al. (2007) used a consensus-building method to investigate meeting older adults’ ‘unmet 
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needs’ to GP services in the UK. Engaging with older adults as stakeholders in their inquiry revealed 

that the notion of unmet need is perceived considerably differently between providers and consumers. 

In this sense, without incorporating the expertise of older adults into service development, many GPs 

may continue delivering health services that do not always ‘fit’ the health needs of their patients 

(Drennan et al., 2007; Penchansky & Thomas, 1981). 

Notably, for disabled people, it is imperative to involve their expertise in health system design. Health 

services inherently have a role in reducing or mitigating the lived experience of disability when 

considering impairments or illnesses (see definition of disability chapter 2.1). People require health 

services such as the medicines dispensed by pharmacists to improve their health, well-being and indeed 

their experience of impairment. Good health is a fundamental asset people need to effectively engage in 

society (United Nations, 2006). Poor health restricts various aspects of life, such as access to 

information and knowledge. As such, health systems and services that fail to meet the health needs of 

disabled people further diminish their capability and agency (Anand et al., 2004). Disabled people’s 

ability to engage in public discourse and critically examine their socio-political reality is reduced, 

limiting their participation in social and structural transformation. Therefore, incorporating the 

expertise of disabled people in the health system and service development is fundamental to 

overcoming their culture of silence in society.  

This project has highlighted that many disabled people have plenty to contribute toward community 

pharmacy service design and development. However, constructing a robust platform to increase the 

voice of disabled people will require commitment from various public sectors and stakeholders. It 

should not be just an endeavour of the pharmacy sector alone. A variety of stakeholders needs to build 

consensus on creating platforms that better capture the voices of disabled people in health system and 

service development.  

To ensure these platforms are inclusive and not reinforce existing experiences of exclusion, the formats 

of the engagements should be diverse and consider access issues that may limit the input by some 

disabled stakeholders. Many new technologies can connect people from various settings and contexts, 

often by-passing geographical, logistical and access challenges. The world’s experience with the 

COVID-19 pandemic has shown encouraging signs that many disabled people may connect and carry 

out activities through virtual online spaces (Goggin & Ellis, 2020; Shakespeare et al., 2021). These 

experiences and technologies should be further harnessed to accelerate the engagement and inclusion of 

disabled people in public discourse, particularly regarding health system development.  
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Health systems should also evaluate disabled people’s engagement and inclusion regularly. Qualitative 

research methodologies stemming from symbolic interactionism, phenomenology, or critical discourse 

could be beneficial here in evaluating the extent of disabled people’s voice and inclusion in health 

system design (Green & Thorogood, 2014). 

This project essentially created a first-of-its-kind platform in pharmacy for participating disabled 

people to evaluate community pharmacy accessibility. The experience not only enabled some disabled 

people to develop more awareness of the community pharmacies context, but also allowed them to 

share their voices, expertise and ideas in service development. Thus, consistent with the emancipatory 

paradigm, this project is an action itself and transformative in its own right (Freire, 1970).  

However, the PhD project was small in scale and specific to community pharmacy service 

development. It was not sufficiently resourced or scoped to enable a sustainable platform allowing 

continuous cycles of creating dialogue, taking action/transformation, and evaluation with disabled 

people (Avison et al., 2001; Stringer, 2014). Going forward, a suggestion would be to conduct a 

focused inquiry into the extent of disabled peoples’ input in higher levels of health system design. Such 

an inquiry would inform the disability responsiveness UNCRPD inquiry of the Office of Disability 

Issues in NZ. Gaining this knowledge would allow the generation of pragmatic system and structural 

changes, which enable better incorporation of the expertise of disabled people in health system and 

service development. Practical solutions for access issues like those identified in this inquiry for the 

community pharmacy context could then be designed to be more relevant and responsive to the needs 

and experiences of disabled people in NZ.  

Pharmacy profession 

Being immersed in the emancipatory paradigm has enabled the researcher also to consider the socio-

political context of the pharmacy profession in NZ. It is theorised that pharmacists also experience an 

extent of the ‘culture of silence’, and are disempowered to make meaningful changes to the way they 

practice, particularly in meeting the needs of their disabled service users (Di Blasi et al., 2006). 

Pharmacists' experiences are more specific to how the health system is designed than the general 

objectification and exclusion of disabled people in society as described above. In the words of Freire,  

‘The dependent society is by definition a silent society. Its voice is not an authentic voice, but 

merely an echo of the voice of the metropolis- in every way, the metropolis speaks, the 

dependent society listens’ (Freire, 2000) 

In this discussion, the dependent society is the pharmacy profession, and the metropolis is the NZ 

health system. Through the interviews (study 3), pharmacists voiced an underlying discourse about the 
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challenging community pharmacy sector they currently work in, which inherently shaped how they 

responded to questions about access issues for disabled people. Employee pharmacists described 

themselves as overworked and under-appreciated, with limited capacity to change their work to suit 

service users. While they recognised various access issues and shared how they adapted services for 

their disabled patients, they believed these practices are unappreciated by the systems they work in, 

when considering current contracting and funding frameworks.  

Pharmacy owners described considerable business pressures. They must ensure that their business is 

financially viable to deliver care to their service users. While owners acknowledged that changes could 

be made in their pharmacies to improve access, they may not always have the resources to do so; or 

cannot justify making such changes given their business model. Many access features such as 

automatic doors and accessible bathrooms were viewed as optional extras, only achievable by, and 

present in, well-resourced pharmacies.  

Pharmacists commented on their dispensing work as overly bureaucratic and not flexible enough to 

adapt to the needs of many disabled people. They believed that the dispensing process is guided by 

medicines legislation and funding eligibility rather than the agenda of ensuring that medicines are 

accessible and optimised for service users. The Medicines Regulations 1984 (part 4 and part 5) 

mandate various standards such as the storage, packaging and dispensing of medicines (Ministry of 

Health, 1984). For funding, software in the community pharmacy applies medicine subsidies to each 

prescribed medicine and facilitates reimbursement claims for dispensed medicines (TAS, 2019).  

Dispensing processes need to be efficient to keep up with the medicine demands of the public and 

ensure that contractual obligations are fulfilled. Typically, a large proportion of a community 

pharmacist’s time is spent dispensing, limiting their capacity to consider disability issues and reflect on 

how dispensing or other services could be adapted to better meet the health needs of service users 

(Bryant, 2006; Smith et al., 2018). Therefore, despite knowing about access issues like those identified 

in this inquiry, pharmacists reported that they have limited agency to make changes due to the rigid 

bureaucratic environment they work under in the health system.  

This bureaucratic environment resembles Lukács (1971) political theory of reification. Influenced by 

the critiques of capitalist production processes by Weber, the concept of reification would describe 

pharmacists as being, ‘cogs in a machine’ in the community pharmacy context (Weber, 2009). Like 

Freire’s notion of ‘metropolis’, the ‘machine’ here is the health system and services like the dispensing 

of medicines contribute to its efficient functioning. Achieving maximum efficiency would mean 

processes like dispensing are standardised and bureaucratised through establishing a range of rigid 

standards (Ministry of Health, 1984).  
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Sociologists view such bureaucratic work environments in modern capitalist societies as problematic 

due to reducing human reflexivity (see chapter 5.1 for the definition of reflexivity) (Horkheimer & 

Adorno, 1972; Parsons, 1952; Weber, 2009). For the pharmacy profession, this reduction of reflexivity 

means that pharmacists are treated as instruments in a system to ensure service users receive the 

medicines and services at maximum efficiency and safety. However, to achieve maximum efficiency, 

service users would also have to be treated objectively and with less regard for their diversity (Patston, 

2007). The studies of this project have revealed that such a context may be especially problematic for 

disabled people, given their diverse needs. Many disabled people do not fit into standardised models of 

care (Shakespeare, 2013). 

Pharmacists embody this experience of reification through feelings of professional inadequacy. They 

have limited ability to utilise their reflexivity and critical thinking to practice outside of standards to 

optimise care for their service users. Such a context culminates in a culture of silence. The pharmacy 

profession lacks voice and capability in transforming the health system to practice pragmatically and 

fully utilise their diverse knowledge and skillsets (Freire, 1970).  

One way of improving this socio-political context is to change the broader legislation and standards 

that pharmacists practice under, to have more flexible provisions that enable pharmacists to adapt their 

practices. For instance, this could be the addition of a clause in the Pharmacist Code of Ethics that 

states (in essence), ‘pharmacists must practice in a manner that promotes the accessibility of medicines 

and services for disabled people’. The NZ government has recently consulted on a new Therapeutic 

Products Bill, which is the legislation to replace the Medicines Act 1981 (Ministry of health, 2019b). 

This new legislation could potentially include provisions that allow pharmacists to be more flexible in 

what is required when providing medicines (and some services) to the public. 

Additionally, NZ has recently undergone a health system review which identified the complexity and 

bureaucratic nature of many structures and services within the current health system (Health and 

Disability System Review, 2020). The review made a range of systematic change recommendations, 

such as the formation of the Māori Health Authority to address the health inequity experienced by 

many Māori in NZ. If and when these broader system changes are implemented, it is likely that the 

community pharmacy context will be affected. How such system changes will influence the profession 

and accessibility of community pharmacy services for disabled people are yet to be determined. 

However, suppose the health system in NZ continues to treat pharmacists instrumentally. In that case, 

the profession may have limited capability to gain critical consciousness and examine their socio-

political context (for the definition of critical consciousness, see chapter 2.3). In such a system, 
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pharmacists will lack agency in transforming their services to maximise the utilisation of their skillsets, 

such as to meet the needs of disabled people.  

Developing critical consciousness also increases pharmacists’ potential to contribute their expertise to 

broader legislative or systematic changes (Freire, 2000). However, this process will require a public 

sphere where dialogue is shared, critically examined and produced (Habermas, 2018). Few inquiries 

have used an emancipatory paradigm to explore the socio-political context of pharmacists. Agomo, 

Ogunleye, and Portlock (2016), for instance, interviewed UK pharmacists about their broader public 

health role. The theme of ‘empowerment through education, awareness and remuneration’ was found 

through their inquiry and claimed to speak to the disempowered nature of pharmacists in the UK to 

participate in broader public health issues (Agomo et al., 2016). Nonetheless, the researchers did not 

clearly define empowerment or their theoretical stance. Through a survey, Scahill, Harrison, and 

Sheridan (2010) also identified that NZ pharmacists perceived they lacked a unified voice and the 

profession does not promote its skillsets to key stakeholders in the health system.  

Pharmacy in NZ is a relatively small profession with 3,906 practising members in 2021 (Pharmacy 

Council of New Zealand, 2021b). Within health systems design, members of the pharmacy profession 

have little input (Scahill et al., 2010). This may be partly related to the lack of a public sphere for the 

profession to democratically examine relevant social and systematic issues (Anderson, Blenkinsopp, & 

Armstrong, 2010).  

The Pharmaceutical Society of New Zealand (PSNZ) is the organisation that promotes the voice and 

interests of the pharmacy profession (PSNZ, 2021). PSNZ has various roles, including holding the 

contract to provide the EVOLVE intern training programme. PSNZ is also the leading provider of 

Continuing Professional Development (CPD) opportunities and holds conferences for pharmacists to 

gather and share their expertise and experiences. In this sense, PSNZ has a significant role in providing 

a voice for pharmacists in the public discourse of NZ. 

However, whether the organisations provide a centralised and democratic voice; or are conducive to 

pharmacists developing critical consciousness is up for debate. By training interns and providing CPD, 

PSNZ heavily influences how pharmacists think and develop their professional roles. At the same time, 

PSNZ is the organisation positioned on its website as ‘the professional voice of pharmacy’ (PSNZ, 

2021). Thus, it can be argued that PSNZ has a conflict of interest in both being the voice of pharmacists 

and the power to shape what voice they might have. Such issues have already been identified in 

inquiries that examine disability advocacy organisations (Iezzoni & O'Day, 2006; Shakespeare, 2013). 

The tensions between disability advocacy organisations being the voice of disabled people but at the 
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same time influencing and having control over what voice members may have, is a recognised issue 

within the disability sector (Gelfgren, Ineland, & Cocq, 2021; Gray & Jackson, 2002). However, there 

have been no such inquiries on this issue for pharmacy organisations. Thus, an inquiry into the extent to 

which organisations such as PSNZ provide an authentic voice for the pharmacy profession would be 

particularly insightful.  

Furthermore, pharmacists’ culture of silence may be attributed to a lack of robust platforms to assist 

their dialogue development. Recently, there have been attempts by younger pharmacists in NZ to build 

such a platform. The Independent Pharmacists’ Association of NZ is an example of such an 

organisation, along with various active online fora on social media (e.g. Facebook: NZ Pharmacist 

Inspirational Group) (Independent Pharmacists’ Association of New Zealand, 2021). However, these 

organisations have only recently formed, and their effectiveness in producing critical and democratic 

dialogue is yet to be determined. 

Regarding providing care to disabled people, this project has revealed that community pharmacists are 

disempowered in their capacity to adapt practices, which manifests as poor accessibility of their 

services. They experience a culture of silence and lack platforms to develop their agency to creatively 

transform their work and role to benefit disadvantaged populations such as disabled people. Solutions 

to such a context could be found in broader policy or legislative changes or practical initiatives (e.g. 

formation of professional organisations). Nonetheless, without a robust platform to develop dialogue on 

the issues within the pharmacy profession and the community pharmacy context, they may continue to 

be treated instrumentally by the health system. 
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9.3.2 Intersectionality of social injustice 

During the project, it became increasingly apparent that the theory of intersectionality is also relevant 

to the oppression of disabled people in society and their experience of accessing community pharmacy 

(Oliver & Barnes, 2012). However, this project was not framed by intersectionality theory and did not 

explore the intersecting forms of oppression that disabled people may experience. Thus, in considering 

the wider socio-political context, and improving the lived experience of disability, it is recognised that 

further inquiries using an intersectionality theoretical framework need to be conducted in the pharmacy 

context. Through such inquiries, the agenda of improving access could be broader by considering the 

access issues of other defined social groups.  

Intersectionality was a concept first coined by Crenshaw (1989). The concept was introduced to 

conceptualise the convergence of multiple forms of social injustice experienced by one person (Cho et 

al., 2013). Crenshaw’s initial work primarily focussed on the privilege and power related to race and 

gender, notably the injustices experienced by African American women (Crenshaw, 1989). Since then, 

the term has been further developed into a political theory that helps to explain the complexity of social 

injustice in society (Cho et al., 2013). 

Intersectionality theory further adds to equity definitions by recognising that observed disparities and 

levels of disadvantage between different social groups only portray a partial view of their social 

injustice (Ministry of Health, 2002; Whitehead, 1991). The theory recognises that people often belong 

to many social groups, and these groups' social power converges and manifests into their experiences of 

privilege and advantage (Crenshaw, 1989; Crotty, 1998). A typical example in NZ is the contrast in 

advantages between a non-disabled Caucasian male and a disabled Māori female. It is often observed 

that the level of advantage between these two individuals is considerably different (King, 2019). Three 

discourses of oppression converge here: Ableism, Racism, and Sexism. 

Intersectionality in relation to disabled people 

Disabled people are diverse. While those who participated or partnered in this project identified 

themselves within the social group of disabled people, the researcher also noted discourses about other 

social groups and cultural identities; and reflected on how these relate to the access issues identified. 

This was particularly noticeable in the hui (focus group) with disabled Māori. 

During the planning stages, it was acknowledged that ensuring this project was responsive to Māori by 

safeguarding their participation and partnership in research was necessary for the broader political 

context of NZ. This context is associated with the poor outcomes from colonisation for Māori and their 

historical oppression (Reid et al., 2017). This responsiveness is consistent with Te Tiriti o Waitangi 
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(The Treaty of Waitangi), a political treaty between the Crown (Britain) and Māori. It is the document 

that holds the government and citizens accountable for the protection of Māori rights in any public 

affairs, including research (King, 2019; Ministry for Culture and Heritage, 2017).  

When considering disability, Māori has a higher rate of disability than non-Māori. One in three Māori 

experience disability compared to one in four of the general population (Hickey & Wilson, 2017; 

Ministry of Social Development, 2016). Disabled Māori are generally younger than disabled non-Māori 

and are more likely to have unmet health needs (Ministry of Health, 2016a; Tatauranga Aotearoa (Stats 

NZ), 2013). As such, conducting a hui (focus group) with disabled Māori was viewed by the research 

team as one way to promote the inclusion of Māori in knowledge generation and ensure Māori 

responsiveness in research outputs.  

The engagements with disabled Māori further illuminated that multiple forms of exclusion and social 

injustice could occur for the same person. Intersectionality theory helped to make sense of this finding 

(Crenshaw, 1989). The convergence of exclusion and injustice became apparent during focus group 

analysis when the researcher found that disabled Māori are in a worse position than disabled non-Māori 

concerning their access to community pharmacy services.   

In the hui, many conversations focussed on the issue of people’s ability to pay for their medicines. This 

was more noticeable in the hui than in other focus groups involving both Māori and non-Māori. For 

many hui participants, their inability to afford medicines or other health services was an important 

access barrier (Norris et al., 2016). Moreover, some participants described experiences of being caught 

‘off guard’ when asked to pay what they viewed as a considerable amount for their medications. 

Considering the multiple factors that reduced these participants’ ability to pay, it is noteworthy that 

being disabled already disadvantages a person in relation to financial outcomes, due to reduced access 

to employment (Ministry of Social Development, 2016; Shakespeare, 2013). To make this 

circumstance worse, being disabled also requires additional resources to overcome the disabling 

barriers experienced in society (Wilkinson-Meyers et al., 2015). At this hui, all participants identified 

as Māori, a social group widely recognised to experience poorer health, social and economic outcomes 

than non-Māori (Blakely, Tobias, Atkinson, Yeh, & Huang, 2007; R. Graham & Bridgette, 2020; King, 

2019). Therefore, within this focus group, three dimensions of disadvantage relating to access were 

identified: being disabled, being Māori and being poor. These three dimensions converged to create the 

conditions where numerous hui participants focussed their access issues on the poor affordability of 

medicines and other pharmacy services.  

Accordingly, the theory of intersectionality has enabled the identification of these multiple discourses 

of social oppression, exclusion and disadvantage that a disabled person may experience. Issues relating 
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to race, class, disability, gender, sexual orientation, and other cultural aspects converge to create the 

totality of social injustice that a person may experience.  

This project did not specifically explore issues concerning the intersecting forms of social injustice for 

disabled people. However, going forward, when developing actions to improve access, inquiries are 

urged to further explore the experiences of disabled people through an intersectionality lens. Then, 

actions could be better informed and targeted for the people and social groups most benefit. For 

instance, Norris et al. (2018) investigated public opinion on prescription charges in NZ and the UK. 

They found that public opinion of different social groups in being ‘deserving’ of reduced prescription 

charges varied considerably. If inquiries in the future expand on these findings by considering 

intersectionality theory, fruitful insights could be generated to inform policies for prescription charges. 

For example, as revealed in this project, policies or initiatives that aim to increase medicines' 

affordability may be particularly effective if targeted at disabled Māori.  

 

  



Chapter 9 Discussion 

252 
 

9.4 Research rigour 

In qualitative research, understanding cannot be separated from the unique cultural context of the 

inquiry (Liamputtong, 2013b, p. 16). As such, notions like reliability and validity commonly used in 

quantitative research are rejected by a qualitative researcher. A qualitative inquiry typically aims to 

generate subjective ideas about social phenomena rather than ‘discover’ an objective reality (see 

epistemology chapter 2.2). There is no valid reality or truth to be reliably discovered or confirmed 

(Creswell, 2007; Crotty, 1998). Furthermore, this project uses a PAR methodology which is an 

approach that values the co-positionality of researchers and participants in the construction of 

knowledge (see methodology chapter 5.1). Therefore, ‘trustworthiness’ is a better term to evaluate the 

rigour of such research. In health research, Raines (2011, p. 497) conceptualises trustworthiness as, ‘the 

findings must be authentic enough to allow practitioners to act upon them with confidence’.  

Lincoln and Guba (1985) expanded the concept of trustworthiness in proposing a rigour framework 

based on four notions to evaluate the quality of qualitative research: Credibility, Transferability, 

Dependability, and Confirmability. These terms will require revision from their original definitions in 

inquiries that use the PAR approach like this project (Lincoln & Guba, 1985).  

Credibility refers to the extent to which the findings of the inquiry are ‘truthful’. Researchers evaluate 

the credibility of their research by asking, ‘How believable are the findings?’ (Bryman, 2016, p. 49). 

This inquiry takes a pragmatist epistemology in considering that ideas are justified by their practical 

bearings. Ontologically, truth and reality are a process still in the making (Dewey, 1908). Therefore, 

when evaluating credibility, it should also be asked, ‘How pragmatic are the findings?’. This inquiry 

aims to improve the accessibility of community pharmacies and their services for disabled people. 

Knowledge generated from this inquiry must have this practical consequence to be pragmatic. That is, 

evaluators need to be concerned with the extent to which the findings will likely improve access to 

community pharmacy services for disabled people.  

Transferability considers whether the knowledge produced from an inquiry applies to other contexts 

(Lincoln). In PAR, the research itself is also an action. Research in this sense is not an instrumental 

process to produce findings to act upon. It is an action itself to co-research with the participant 

community in order to generate solutions for a social problem (Merriam & Tisdell, 2016). This project 

has initiated a process in which many disabled people and community pharmacists gain awareness of 

access issues and could subsequently act in NZ. Therefore, to evaluate transferability, one must 

consider how the findings relate to another socio-political and cultural context; and how the actors 

(people) are positioned to transform that context by using such knowledge (Freire, 1970). This 

evaluation may mean considering how disabled people and pharmacists are placed in other nations, 
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within different health systems, taking different perspectives of disability and perhaps prioritising 

different access issues.  

Dependability is framed as the extent to which the research process is congruent with the results 

(Ivankova, Creswell, & Stick, 2006; Lincoln & Guba, 1985). Accordingly, this notion could be 

considered a strength of PAR inquiries generally. The PAR approach focuses on co-research, where 

both the researcher and participants are involved in designing and assessing research processes, data 

collection and producing the findings. Thus, evaluating dependability for this project should also 

consider how the researcher incorporated the subjectivity of disabled people and pharmacists in 

developing the research process and findings. Throughout this thesis, this co-design process has been 

addressed in various chapters. The sections below will also outline some of the limitations.  

The final notion in the rigour framework developed by Lincoln and Guba (1985) is confirmability. This 

notion evaluates the neutrality of the research process and how the researcher’s motivations and 

interests have shaped the findings. PAR researchers would reject claims of neutrality in that co-design-

based research is inherently action-focused with clear agendas and terms of reference (Israel et al., 

2005; Stringer, 2014). That is, conducting neutral PAR research would miss the opportunity to develop 

co-positionality with the participant community in realising potential actions for transforming social 

systems and structures. Thus, the evaluation of confirmability should consider how the researcher has 

engaged with the community to develop positionality that aligns with their socio-political and cultural 

interests and motivations.  

With this rigour framework in mind, the subsequent sections of discussion will highlight some of the 

overall strengths and limitations of the project, and then those of the individual studies conducted.  
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9.4.1 Project strengths 

This project developed various partnerships with the participant community. From these partnerships, 

fruitful conversations generated valuable insights on how to take action and illuminated the contextual 

and cultural factors that need to be considered for disabled people and pharmacists. This partnership 

network will be a valuable resource in continuing the agenda of improving access to community 

pharmacy services for disabled people in NZ. 

Overall, the project involved three clearly defined studies in sequential design (Ivankova et al., 2006). 

This design allowed each study to inform subsequent ones as the project progressed. That is, the survey 

with pharmacists (study 1) informed the focus groups with disabled people (study 2), both of which 

informed the interviews with pharmacists (study 3). Such a design improves the credibility of findings 

by enabling more targeted and focused topic selection in consecutive studies. For instance, interviews 

with pharmacists were more focused on the contextual issues relating to their capacity to provide care 

for disabled people; rather than focussing on the accessibility of their workplace and practices, which 

was already explored in the survey.  

Having the three studies in this project also allows ‘triangulation’ of findings, which helps to improve 

confirmability (Lincoln & Guba, 1985; Östlund, Kidd, Wengström, & Rowa-Dewar, 2011). Through 

each study, the researcher gained more awareness of the context and positionality of the participant 

community. This process helped to align the research agenda to the motivations and interests of 

disabled people and pharmacists. Additionally, findings from the different methods contribute toward 

building a robust knowledge base to address diverse access issues for disabled people in the community 

pharmacy context. 

This project engaged pharmacists (providers) and disabled people (consumers) in exploring access 

issues (Levesque et al., 2013). The contexts and cultures of both participant communities were explored 

in the inquiry. As such, potential actions that may arise from this project are informed by the views, 

interests, and motivations of both parties.  

This project was conducted and informed by a series of theoretical frameworks (chapter 2). Such 

theoretical framing enables transparency of the researcher’s position and clarifies the inquiry's terms of 

reference. Future researchers, practitioners, and policy-makers are informed about the theoretical stance 

from which the findings are produced and could use this to evaluate the transferability of the research 

outputs. 
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9.4.2 Project limitations 

Expert panel workshop 

This project's fourth and final study aimed to conduct an Expert Panel Workshop. This study aimed to 

establish a co-design platform for pharmacists and disabled people for the agenda of improving 

community pharmacy access. The potential outcomes of the workshop may have been: consensus-

building between the two communities; prioritisation of actions to improve access issues; the 

establishment of more robust partnerships between the pharmacy profession and disabled people; 

development of critical consciousness of the deep-rooted socio-political challenges for both 

pharmacists and disabled people.  

Despite extensive planning early in 2020, including obtaining ethics committee approval and recruiting 

participants, the COVID 19 pandemic that devastated the world in 2020 and 2021 rendered the research 

team unable to conduct this Expert Panel Workshop study as part of this PhD project.  

The original study was planned for June 2020, but NZ went into lockdown during this period. 

Rescheduling to September 2020 was also unsuccessful, as the country was in lockdown again. The 

research team considered conducting an online virtual Expert Panel Workshop. An online focus group 

(study 2) with Deaf and hard of hearing participants using the Zoom platform had already been 

successfully conducted in 2019 (Zoom Video Communications, 2021). Additionally, online interviews 

were conducted with some pharmacists (study 3). However, a diverse group of disabled people and 

pharmacists had been recruited for this final study, many of whom use alternative communication 

methods. After consulting with several disabled advisors and co-facilitators, it was acknowledged that 

it might be particularly challenging to make such a virtual engagement accessible to all participants and 

ensure they have equal input opportunities. These practical issues meant that a virtual meeting would 

not allow a sufficiently robust engagement to achieve the study's aims. Consequently, it was reluctantly 

decided that this final planned study would not form part of this PhD project and instead be an action 

arising from this research. Further details about this study are provided in chapter 10.   

Conducting PAR as a PhD project 

Conducting a project using the PAR approach was a privileged opportunity for the researcher to 

immerse himself with the communities. However, the PhD project framework is not entirely 

sympathetic to the PAR methodology, and considered deviations were required to be made.  

A PhD project has strict time and resource limits. Despite being awarded a New Zealand Pharmacy 

Education and Research Foundation (NZPERF) grant of $11,680 NZD, which covered the costs of 

conducting the 8 focus groups and 13 interviews, this project had a limited scale and scope. Typically, 
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PAR projects are larger in scale and scope, given the involvement of community members as co-

researchers (Goins et al., 2011; Israel et al., 2005). For example, if more funds had been available, 

several participants who wanted to attend from around NZ could have been funded to travel to one of 

the focus groups organised. Additional focus groups could have been conducted in different locations 

to generate wider community interest and engagement. 

A PhD project is essentially an individual’s work to develop as an independent researcher whilst 

exploring an area of interest. Thus, the various aspects of the PhD process are focused on the student 

researcher, with little consideration of the community's input as co-researchers. PAR is the 

community’s work, where researchers and the community partner to explore issues and create solutions 

(Israel et al., 2005). The researcher engaged and partnered with numerous members of the pharmacy 

and disabled communities. Their input was respected and valued. However, there was limited capacity 

for a PhD project to enable community members to co-conduct the research and construct the findings. 

As a result, most community members who partnered with the researcher acted in the capacity of 

advisors and co-facilitators, as opposed to co-researchers.  

The principles of PAR ensure that research processes are rooted in the community and mean that 

methods, data collection and interpretation of data are all conducted as a team with the researcher and 

community of interest (Israel et al., 2005). To respect this principle, the researcher engaged with 

advisors throughout the project to incorporate their views and ideas. This included engaging with 

advisors and co-facilitators to review proposed methods and the findings generated. Nevertheless, the 

PhD project and this thesis are ultimately evaluated as the work of the student researcher, and the 

process provides no framework or resources to formally involve community members as co-researchers 

in collecting data and reporting findings.  

PAR projects follow a cyclic continuum where inquiry stimulates action, and action requires 

evaluation, which again stimulates more action (Stringer, 2014). In the agenda of improving pharmacy 

access for disabled people, such a cycle is important to ensure that actions are carried out and that 

outcomes are sustainable. Accordingly, the next step following this project should be to act, followed 

by further inquiries and evaluations to stimulate actions and so forth. Faithfully taking on such a 

methodology requires a long-term commitment from researchers and community members through 

valuable partnerships and clear terms of reference (Salmon, 2007). A PhD project is a wonderful 

opportunity to inquire about an unexplored topic. However, it is not designed to support the formation 

of long-term partnerships with communities. Students must complete their studies within strict 

resources and time frames and then be expected to move on to other research or job opportunities, 

which potentially weakens the community’s trust in research bringing about positive change. This 
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betrayal of trust is particularly relevant for the disabled community as they are a highly researched 

social group. Yet, they have arguably experienced relatively fewer changes to improve their broader 

social-political context (Oliver, 1992; Stone & Priestley, 1996). The researcher is aware of these issues 

and thus has been actively and relentlessly seeking opportunities to continue the agenda. However, the 

uncertainty of continuing this agenda should be considered a limitation.  

Finally, PAR projects typically begin with establishing a partnership between researchers and 

community members to determine the inquiry's terms of reference. These partnerships then guide the 

research processes and data collection. This project began with a predetermined agenda. The researcher 

spent a considerable part of the initial PhD timeframe networking with the disabled and pharmacy 

community, establishing partnerships and promoting the value of this research. As such, given the tight 

timeframes of a PhD, the project was limited in its scope, due to the time needed to conduct such PAR 

processes. A larger scope for this project could have been achieved if the PhD began with an 

established researcher-community partnership, where the members co-designed the research agenda 

and terms of reference. For instance, as part of the PhD project, prototypes of practical access solutions, 

such as accessible information formats, could have been developed and trialled in the community 

pharmacy setting to determine congruence and feasibility.  

9.4.3 Strengths and limitations of the three studies 

The previous sections described the main strengths and limitations of the overall project. This section 

examines the specific studies in this project.   

Survey with community pharmacists 

A strength of the study was that the survey instrument (questionnaire) developed incorporated several 

validated tools (Dolan, 1999; McColl et al., 2008). The tools were chosen and reviewed based on the 

consultation with project advisors and the feedback of community pharmacists who piloted the draft 

questionnaire. Thus, the questionnaire was carefully co-designed to ensure the elements are 

contextually relevant and in the appropriate language for practising pharmacists in NZ. However, it 

must be noted that these tools were all created and tested for investigations conducted with doctors at 

GP clinics and in other countries. Although the co-design steps the research team took helped to adapt 

questions to be relevant to community pharmacists, it may still be considered a limitation given that the 

survey tools were not tested for the community pharmacy setting. 

The research team was interested in establishing pharmacists’ degree of comfort in making decisions 

for disabled people. However, no prior investigations were conducted that measured pharmacists’ 

comfort in decision-making with any patient population. As such, the research team adapted the 
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Provider Decision Process Assessment Instrument for the questionnaire (Dolan, 1999). The adapted 

decision-making tool was not validated with pharmacists. Therefore, the questionnaire might not have 

captured every facet of pharmacists’ decision making when considering the dependability of findings 

(Lincoln & Guba, 1985). Moreover, there are no existing comparison data or established criteria to 

determine if pharmacists’ degree of comfort in decision making with disabled people could be 

problematic. Instead, our pragmatic analysis revealed differences between pharmacists’ decision 

making with disabled people and the general population. For researchers assuming a positivistic 

epistemology, such a finding may be considered a limitation, given that there are no validated criteria 

or comparison data (Liamputtong, 2013b). Further inquiries using other psychological tools will be 

necessary to validate pharmacists’ ‘real’ comfort in decision-making before making any assertions 

about the findings (Crotty, 1998). 

Recruitment can be considered a strength of this study. The researcher used multiple avenues to ensure 

widespread awareness and promotion of the survey amongst community pharmacists. Strategies such as 

using Facebook fora and pharmaceutical stock cartons to advertise the survey were noted to be 

particularly effective. These recruitment strategies ensured that the survey captured a suitable sample of 

community pharmacists in NZ for this study. 

The statistical tests conducted in this study aimed to produce findings that contribute to answering the 

research question. Most tests were descriptive, and few inferential statistical tests were carried out. The 

intention of these tests was not to prove a hypothesis or discover the truth about the current 

accessibility of community pharmacies. Instead, the strength of these findings is to understand better 

how pharmacists’ view the accessibility of their primary workplace and how they are positioned to 

provide care for disabled people. However, for researchers concerned with the epidemiological 

analysis, the statistical tests carried out may be limited in describing the nuances of the data collected. 

In PAR methodology, the questionnaire and the disability CPD learning package developed with the 

participant community are considered actions themselves. The interviews revealed that the survey and 

CPD package influenced some pharmacists to change their practice. Given its action-orientated 

approach, this was viewed as a strength of the study.  

Despite the survey being anonymous, there may still be an extent of acquiescence and social 

desirability bias in the responses, limiting the credibility of the findings (Oppenheim, 1992). In terms of 

acquiescence bias (agreement bias), the Pharmacy Council had increased their CPD requirements for 

cultural competence at the time of the survey in 2018 (Pharmacy Council of New Zealand, 2016). Thus, 

some respondents viewed completing the questionnaire as a learning opportunity, given that they can 
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claim that taking part in the research was a CPD exercise. This circumstance may have influenced some 

pharmacists to respond with more agreement to questions than was warranted. This limitation was 

discovered when it was raised by interviewed pharmacists and pharmacist colleagues later in the 

project. Some responses, particularly for the Practice, initiative and resource section (questionnaire 

section 4), may have been more positively responded to than the actual situation in many pharmacies.  

As the questionnaire was completed anonymously online, respondents could not seek clarification 

about individual questions. Despite the questionnaire being piloted beforehand, the researcher was 

made aware of some potential misinterpretations. The question, ‘do you collaborate with other 

disability support services?’ is one example where some pharmacists interpreted it as collaborating with 

GPs and nurses instead of disability support persons or services.  

One final limitation that was recognised after the survey had closed was that the number of analysable 

surveys might have been reduced by the workplace address question (see chapter 6.2) (Exeter et al., 

2017). This question was included to potentially link other socio-demographic parameters of the region 

to the survey responses (e.g. deprivation, geographical access to other health services). However, some 

pharmacists later disclosed that they had stopped completing the questionnaire at this point, as they did 

not want to divulge access issues at their specific workplace for fear of revealing potential auditing 

issues. Whilst it was clearly indicated that responses were made anonymous to researchers (converted 

into Meshblock Datazone ID), respondents did not always trust this. After being informed of this issue, 

the researcher reviewed all survey responses manually and discovered that 118 partial-responders 

stopped at this point. These partial responses were excluded from the analysis as they did not answer 

any access-related questions following this section. Therefore, the workplace address question appears 

to have reduced the number of responses included for analysis, which reduce the credibility and 

transferability of the findings. A non-response bias hence exists as pharmacists who had less accessible 

workplaces may have stopped completing the questionnaire at this point, potentially producing a more 

positive outlook on the current accessibility of community pharmacies in NZ.  

Focus groups with disabled people 

One major strength of the focus groups was the co-design elements of each session. The support from 

advisors and co-facilitators was immense and enabled the sessions to be as accessible and inclusive as 

possible for disabled people to share their ideas and experiences. Venues were carefully planned to 

prioritise accessibility. Communication with participants was prudently navigated. For instance, NZ 

Sign Language (NZSL) interpreters were contracted in three focus groups to interpret for Deaf and 

Hard of hearing participants.  
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Another strength was the diverse range of recruitment material produced by the researcher. To assist 

with recruitment, various formats of the Participant Information Sheet (PIS) and Consent Form (CF) 

were created for disabled people with different communication needs (see appendix 1).  

Reimbursement for focus group participants was through gift cards. This can be a limitation for some 

disabled people due to the poor accessibility of gift cards. For instance, most gift cards do not 

incorporate braille. Thus, the standard gift cards used in this project were mostly inaccessible for blind 

and low vision participants. After recognising this issue, and with a supportive co-facilitator, braille 

translations of the gift cards were made. Accordingly, it is recommended that future forms of 

reimbursement offered to members of disabled communities should be diverse and based on what is 

helpful to, and accessible for, participants.  

Another limitation that needs to be considered is the multiple layers of power dynamics within group 

environments (Barbour, 2007; Duggleby, 2005). The researcher noticed that not all participants had 

equal opportunities to share their ideas during the focus groups. Within the pan-disability focus groups, 

people with different types of impairment appeared to experience different degrees of social status and 

the ability to voice their views. In one focus group, the views of a participant with learning difficulties 

were often disregarded by others. Despite the researcher and co-facilitator prompting and encouraging 

this participant to share their views, they would mostly agree with others.  

Deaf and Hard of hearing participants required an interpreter to enable their participation in pan-

disability focus groups, as other participants did not understand sign language and visual 

communication. Despite having an interpreter, their contributions were infrequent and often short. This 

was observed to be much less of an issue in the Deaf specific focus group. All participants 

communicated visually; interpreters were only present to assist the researcher by interpreting their 

conversations into spoken English. During this focus group, Deaf participants had long conversations 

about their experiences with pharmacy services.  

Power dynamics also existed among participants due to their work position or social roles. Those who 

worked in advocacy or policy roles were generally more authoritative and articulate communicators 

than others. When these participants shared ideas about policy changes, such as introducing access 

standards and audits for the community pharmacy setting, the group generally agreed with these 

suggestions. However, as one participant pointed out, most people would not know the system well 

enough to envision what policy changes would look like and how it would impact them. Consequently, 

conversations about systematic changes were observed to exclude some focus group members. Despite 

the researcher encouraging the less articulate members to contribute, it was observed that they were 

generally given less time to share their thoughts and ideas. 
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The power dynamics between researcher and participants should also be considered (Barbour, 2007). 

This issue was less of a concern for this project and could be considered a strength because co-

facilitators were present in all focus groups. Indeed, participants often viewed the co-facilitator as part 

of the community and someone who genuinely understood their motivations and interests.  

Interviews with pharmacists 

One major strength for the recruitment of pharmacists in this study was permission from the ethics 

committee to collect the contact details of pharmacists interested in participating in future research after 

they had completed the survey. This enabled pharmacists to be directly e-mailed about being 

interviewed, enabling efficient recruitment. However, such a recruitment strategy can be a limitation as 

pharmacists who did not participate in the survey may not have had the opportunity to participate in 

interviews. This circumstance could have limited the breadth of views shared by interviewees, as those 

who did not take part in the survey may have considerably different views about providing care for 

disabled people. Pharmacist interviewees were also potentially ‘primed’ for a conversation about 

accessibility by completing the questionnaire, reducing the transferability of findings (M. Taylor, 

2005).  

Another strength was that both employee and owner/manager pharmacists were interviewed. This 

design was crucial for identifying the different perspectives of each. For instance, owners and managers 

discussed concerns about business viability and its relation to access issues more than employees.   

Furthermore, the study engaged pharmacists across NZ working in various community pharmacy 

settings. This design enabled the eliciting of diverse perspectives and ideas. For instance, how a 

community pharmacist provides care for disabled service users in a rural setting was different in some 

circumstances to one located in a city centre.  

Most interviewees shared their perspectives of the changing community pharmacy landscape in NZ. 

Several large discount pharmacy chains have entered the market, and many interviewees described this 

as a threat to their workplace. The researcher attempted to recruit some of the managers from these 

pharmacies for interviews to gain perspectives of pharmacists who work in pharmacy chains. All 

invitations were declined, and eventually, only one pharmacist who was an employee at a pharmacy 

chain was recruited. This could be considered a limitation as gaining the managers' perspectives from 

these pharmacies would enable a more balanced perspective of the financial pressures to community 

pharmacies and potentially identify how these larger chain stores have considered access issues for 

their disabled service users. Indeed, one issue articulated by several owners was their lack of resources 

to make changes. It may be possible that larger businesses like pharmacy chains have more resources 

available to implement accessibility initiatives. This aspect was described by disabled people in the 
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focus groups and is observed in other sectors such as supermarkets and large fast-food chain 

restaurants, who often have more accessible features and settings than smaller independently owned 

stores (Foote, 1986; Z. Taylor & Józefowicz, 2012). Thus, it would strengthen the dependability of 

findings for this project if future inquiries engage with managers and employees of pharmacy chains in 

NZ to gain their perspectives.  

Another strength of this study was that the researcher is a practising pharmacist himself. The researcher 

more easily interpreted certain technical phrases and jargon during interviews, enabling effective 

prompts where applicable. However, the researcher being a pharmacist can also be a limitation as the 

interviewee may have only spoken of ideas and views that were more socially acceptable or 

professionally desirable. Although the interview method reduces such social desirability bias compared 

to focus groups, an extent may still exist due to the presence of a pharmacist interviewer (Liamputtong, 

2013b). Alternative perspectives about access and disability, through the discourses of discrimination, 

ableism and institutionalisation of disabled people were not shared in the interviews. This situation 

could potentially be due to the fear of judgement from discussing these ideas with a fellow pharmacist 

interviewer.  

The researcher knew that some pharmacist participants had vast experience within the profession, 

creating a power dynamic during interviews. In some interviews, despite being asked about their 

perceptions of disability and access, the conversation would often stay focussed on the critique of the 

poor disability training provided by the universities. It was hard for the interviewer to prompt other 

topics in these interviews. Comments would focus on younger pharmacists being well trained clinically 

but lacking awareness and experience in dealing with diverse service users. While these perceptions are 

significant and highlight the challenges that pharmacists may experience, they do not allow the breadth 

of interview questions. The researcher often could not guide a conversation about the interviewee’s 

perceptions of disabled people and their workplace accessibility. This limitation was due to the 

researcher’s reluctance to be assertive and pressure these more experienced pharmacists. The researcher 

may have unconsciously been unwilling to offend them, given their professional status and that future 

actions to improve access may rely on their support.  
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9.5 Discussion summary 

This chapter critically examined the project findings. It is recommended that to improve access to 

community pharmacy services for disabled people, there are four focus areas. Using the access 

framework, operation and prioritisation of access issues should also consider the concept of disability 

responsiveness as the broader agenda (Levesque et al., 2013). Disability responsiveness entails a 

commitment of the community pharmacy sector toward the fundamental human rights of disabled 

people to accessing healthcare. Details of these rights are contained in the UNCRPD (United Nations, 

2006). 

The first focus area is that many community pharmacy staff lack disability awareness. They are 

unprepared to respond effectively to the diverse needs of many disabled people. Improved disability 

training for pharmacy students and practising pharmacists will likely improve their disability 

awareness, and better prepare the profession to provide care for disabled people.  

Secondly, many disabled people experience communication barriers in the community pharmacy 

setting and when accessing medicines information. Pharmacists are generally not equipped to use the 

range of communication modes that many disabled people use. This issue is particularly problematic 

regarding access to medicines information, as communication barriers or the lack of accessible formats 

could lead to some disabled people being poorly informed and at higher risk of adverse health 

outcomes. Increasing the accessibility of medicines information is considered an essential step forward 

in empowering disabled people to take more control of their health.  

Thirdly, the physical accessibility of community pharmacies is diverse in NZ. Some are more 

accommodating than others. This diversity is inherently due to the private business nature of 

pharmacies and the lack of standardisation. This context presents challenges for pharmacy owners to 

improve physical access. One solution proposed by some disabled people is introducing standards for 

community pharmacies to mandate physical access requirements. However, to pharmacists, it was 

believed that such standards might reduce the financial viability of many pharmacies, which could 

further reduce service accessibility if businesses fail. Therefore, solutions to this access issue may 

require more innovative solutions, such as considering online technology as an option to allow virtual 

visits to community pharmacies (Nettleton et al., 2004). 

Finally, the fourth and most vital focus area is that disabled people lack a voice and inclusion in 

community pharmacy service development. Thus, an important future action is to ensure that disabled 

people are engaged in community pharmacy design. A platform that enables pharmacists and disabled 
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people to share their experiences, expertise and ideas about developing accessible community 

pharmacy services needs to be created. 

There are, however, some deep-rooted socio-political challenges to improving the accessibility of 

community pharmacy in NZ. Notably, the lack of voice of disabled people and community pharmacists 

in health system and service development is an important contextual challenge. Even if access issues 

are identified, disabled people and pharmacists lack the ability and agency to influence policy-makers, 

funders and other stakeholders to consider their concerns and enable their part in transforming the 

community pharmacy context.  

Ultimately, by considering these focus areas and underpinning socio-political challenges, robust actions 

can be developed to improve access to community pharmacy services for disabled people in Aotearoa 

New Zealand.    
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10  Developing an action plan to improve access to 

community pharmacy services for disabled people 

The previous discussion chapter examined the main findings of this project and how they relate to the 

wider literature and theories. This chapter takes a more practical outlook in considering the project's 

key actions and next steps, some of which are already in progress. The focus is to develop an action 

plan that is part of the co-design cycle, with both the disabled community and the pharmacy sector, in 

achieving the agenda of improving the accessibility of community pharmacy service for disabled 

people in NZ.  

Internationally, few interventions have been reported concerning improving access for disabled people 

in the community pharmacy context. Kentab, Barry, Al-Aqeel, and Hughes (2019), for instance, 

conducted a systematic review and found no interventions that support medicine optimisations at the 

pharmacy setting for blind or low vision people. Thus, there is a breath of potential actions that could 

be undertaken from existing knowledge. This project has identified the key action areas for developing 

a pragmatic plan specific to the community pharmacy context of NZ. Figure 12 summarises the action 

areas identified in this project. 

Various stakeholders could consider these action areas in developing an action plan. Such an action 

plan would detail aspects like prioritising actions, timelines of initiatives, resources allocation and the 

parties involved in implementing and evaluating certain actions.  

The next section will outline the Expert Panel Workshop, a co-design method to engage various 

stakeholders to build consensus and help prioritise specific actions. Then, the subsequent sections in 

this chapter will then describe each action area, and the related work the research team has considered 

and carried out to support the broader agenda of improving access to community pharmacy services for 

disabled people.  
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Figure 12. Action areas for improving access to community pharmacy services for disabled people in NZ 
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10.1 Expert panel workshop  

The expert panel workshop is both an action and a method to co-design a practical and considered 

action plan. The workshop would help establish a co-design platform, build consensus between 

stakeholders, and prioritise future actions (Harvey & Holmes, 2012; Jones & Hunter, 1995; Merriam & 

Tisdell, 2016). Moreover, it will help to weave together the knowledge gained from this project with 

the expertise of various stakeholders to help stimulate initiatives to improve access.  

Various methods were considered for this consensus-building workshop. The Delphi method, for 

instance, is commonly used in research and politics to build consensus between stakeholders and allows 

the democratic prioritisation of actions to existing social or systematic issues (Abidi, Oenema, Nilsen, 

Anderson, & van de Mheen, 2016; Cairns, Yap, Reavley, & Jorm, 2015; Jones & Hunter, 1995; 

Kennie-Kaulbach et al., 2012). Typically, the method is used with an established panel of stakeholders 

using multiple rounds of anonymous questionnaires and response analysis (Jones & Hunter, 1995). For 

each round, stakeholders receive the results from previous rounds to indicate the extent of consensus 

between different stakeholders. Then through consecutive rounds of clarifying the reasons for non-

consensus and building consensus through further questionnaires, actions are prioritised transparently. 

The method is democratic, in that questionnaires are typically anonymous so that stakeholders are not 

influenced by each other. In this sense, stakeholders are fully informed of how consensus was reached 

about a particular issue, and the Delphi process attempts to equalise power dynamics between parties.  

A questionnaire-based Delphi method was considered for this study. However, the research team 

decided that the in-person method of Nominal Group Technique (NGT) was better suited (Harvey & 

Holmes, 2012). Questionnaire-based Delphi methods are more suitable in circumstances where there is 

an established stakeholder panel. In the context of disabled people and pharmacists for the agenda of 

improving access, no established panel of stakeholders has been formed in NZ. To our knowledge, this 

project was the first time these two communities have been brought together to consider access issues 

comprehensively. Therefore, the NGT method was recognised as particularly suitable for forming this 

panel.  

Another factor reducing the feasibility of the questionnaire-based Delphi method, is the challenge of 

ensuring an accessible questionnaire for disabled people. For similar reasons to this PhD project, it was 

considered that designing an accessible questionnaire suitable for the various modes of communication 

that disabled stakeholders use would require additional time and resources. It was viewed that creating 

accessible questionnaires would consume substantial resources and may result in similar outputs to the 

NGT method.  
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Nominal Group Technique (NGT) 

Specifically, the NGT method directs a structured expert panel workshop where participants undergo 

rounds of idea generation; building consensus; sharing priorities; group discussion to understand and 

clarify the views of other stakeholders; and prioritisation of actions (Harvey & Holmes, 2012; Potter, 

Gordon, & Hamer, 2004; VandeVen & Delbecq, 1974). The workshop is conducted through various 

phases. The first phase is a priority generation phase, where participants identify the actions they 

consider essential for improving community pharmacy access. This phase could be informed by the 

findings of this project. The researcher then stimulates and controls a group discussion to enable 

participants to understand and clarify each other’s views to build consensus. Finally, the last part 

involves a priority setting phase that allows participants to indicate what they believe anonymously are 

the priority actions based on their own considerations, the findings of this project, and the consensus 

built during the workshop. Appendix 5 shows an excerpt from the ethics application containing specific 

details of the expert panel workshop planned. 

Accordingly, the researcher structures and controls the workshop using various techniques to ensure 

that stakeholders have equal input and influence on each other’s views. Inherently, there may be power 

dynamics between different disabled and pharmacy stakeholders. The NGT method mitigates this issue, 

as techniques are used to ensure that the perspectives of each stakeholder bear equal weight. For 

instance, some phases are conducted in silence, allowing the researcher to anonymously present ideas 

from each stakeholder to the entire group, reducing potential power imbalances. The ideas of each 

stakeholder could then be valued equally amongst the panel, and no party has a priority voice during 

the consensus-building process. 

The NGT method allows the formation of a co-design platform for disabled and pharmacy 

stakeholders, which the research team considers to be an essential resource and action going forward. 

The research team meticulously planned and prepared for this study and is actively looking for 

opportunities to conduct this workshop, when practically possible. The outputs of this study will be 

vital to stimulate the necessary actions and changes needed in the community pharmacy context, the 

health system, and policies to improve access for disabled people.  

10.2 Action area: Developing disability training relevant to pharmacy 

It is important to note that the following three action areas reflect critical aspects for improvement 

identified by this project. However, stakeholder engagement, like through the expert panel workshop 

described above, is still necessary to co-construct and finalise the action plan. 
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Disability-related training is required for pharmacists to raise their awareness of the diverse needs of 

disabled people. Through better disability awareness, pharmacists could create more accommodating 

environments in the community pharmacy setting. They would also be more prepared to provide 

optimised care for disabled service users.  

Two studies of this project and the CPD disability learning package have already engaged with many 

community pharmacists and contributed to raising their disability awareness of access issues. This 

momentum should be continued.  

Going forward, potential opportunities by various stakeholders should be explored with disabled people 

in co-developing disability-related training for pharmacy and other professions students as part of their 

curriculum. Where possible, disabled people should also be part of delivering such training. Taking this 

action will require input from researchers to develop co-design methods for creating material and 

evaluate the impact of such training for pharmacists. Resources need to be invested in this process so 

that disabled stakeholders would have the means to be engaged in this action.  

For instance, as part of the expert panel workshop, stakeholders could consider what priority topics 

should be included in disability training material, and how such material could impact community 

pharmacists. Moreover, stakeholders’ expertise could be utilised to harness existing resources from 

various sectors to accelerate development (e.g. relevant training material from other contexts). 

In their teaching roles, the supervisors of this PhD project have already developed and implemented 

lectures and training material for students. The findings of this project influenced these initiatives, and 

the research team are looking for further opportunities to incorporate more disability-related training 

material into the BPharm curriculum, such as through experiential learning. This is not only for the 

research team, but successful curriculum initiatives and innovations will be shared with international 

colleagues to improve disability responsiveness worldwide. 

For practising pharmacists, the researcher has also connected with a provider of CPD training and 

discussed opportunities to create disability training content. Recent changes for the pharmacist 

recertification framework in NZ provide an opportunity to develop such material (Pharmacy Council of 

New Zealand, 2021a). Therefore, the researcher is already collaborating with colleagues to build fertile 

grounds for this action.  

Raising the disability awareness of pharmacists is crucial. Nonetheless, this awareness is also relevant 

for other pharmacy staff, such as pharmacy technicians, assistants and sales staff. Thus, extending such 
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disability training to other pharmacy staff is prudent. Opportunities to raise disability awareness should 

involve other pharmacy staff through professional development.  

10.3 Action area: Creating accessible information formats 

In considering the access framework, information access may be one of the most upstream access 

issues for many disabled people (Levesque et al., 2013). Poor access to information reduces their 

ability to perceive and engage with community pharmacy services. Therefore, it is prudent that future 

actions aim to improve the accessibility of medicines and health information from community 

pharmacies.  

Actions will require collaboration with various sectors as the modes of communication differ between 

disability groups. For instance, different formats would be required for blind and low vision people, 

Deaf and hard of hearing, and people with learning difficulties. Research would be necessary to 

determine the feasibility of various formats to deliver medicines information. Once accessible 

information formats have been established and implemented, it is also necessary to evaluate the extent 

to which disabled people benefit from the knowledge gained. Evaluations could assess medicine related 

health outcomes before and after implementation.  

The project also identified that many disabled people understood the medicine subsidy system in NZ 

poorly. Their lack of knowledge of medicine subsidies and entitlements accounted for their lack of 

ability to pay for medicines and pharmacy services. Thus, improving the accessibility of information 

relating to cost and affordability should be a focus, in this action area.  

It is prudent for the research team or other interested parties to look for opportunities to construct 

prototypes of accessible information formats and then conduct feasibility studies. It is envisioned that 

well-designed prototypes could stimulate other sectors to follow suit. These could be medicines 

information services (e.g. New Zealand Formulary, Health Navigator NZ) or pharmaceutical 

companies. Once effective solutions have been established, they might be motivated to join the agenda 

and create material that allows disabled users better access to information about their services and 

products.   

At the beginning of 2021, the research team submitted a grant application to conduct a co-design 

project using consensus methods to develop accessible medicines information prototypes. 

Unfortunately, the application was not chosen by the funder (Health Research Council NZ). However, 

the research team will continue looking for funding opportunities related to this action.  
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10.4 Action area: Improving physical access to community pharmacist services 

As revealed in this project, many community pharmacies in NZ do not adequately accommodate 

disabled people. Some disabled people indicated that they mainly use the community pharmacy for 

dispensary-related or pharmacist services, and the retail clutter within stores is often a barrier to their 

access. In recognition of this issue, one solution proposed was to mandate access standards as part of 

the pharmacy audit. Such an action could be particularly challenging for many pharmacy owners, given 

that community pharmacies are privately owned in NZ. As some pharmacy owners warned through 

interviews, mandating physical access requirements to individual stores could reduce the business's 

viability which may exacerbate access issues. Therefore innovative solutions are required for this 

action area. Such innovation could only occur through a co-design process with various stakeholders. 

Diversity of stakeholder expertise may illuminate new and pragmatic ways to deliver pharmacy 

services to disabled people.  

Through discussions with project partners, the researcher has considered one solution: using online 

technologies to access community pharmacy and pharmacist services. It was signalled by the disabled 

people in the focus groups that there are already an array of technologies available to help mitigate and 

reduce the access barriers they experience in society. However, these technologies have not yet been 

widely adopted in community pharmacies.  

One such technology already in use in some other sectors is delivering services through the internet. 

However, while many internet pharmacy websites are available for New Zealanders to purchase 

medicines, health products, or have their prescriptions filled, an online platform that connects people 

directly to pharmacist services and expertise is still lacking in NZ. During this project (2018-2021), 

internet pharmacies have grown considerably in NZ, including those offering a 24-hour service 

(Pilldrop Pharmacy, 2021). Nevertheless, the modes of communication used and the accessibility of 

these online stores have yet to be evaluated. Moreover, the extent that disabled people have been 

involved in their design is unknown. 

Many disabled people may not be able to visit the pharmacy themselves. Some are reliant on a support 

person to visit and access the pharmacy on their behalf. If a virtual online platform that accommodates 

people's diverse communication modes is established, this would significantly improve the connection 

of many disabled people with their community pharmacists and pharmacy. Indeed, such a platform 

would need to be user-friendly to people with hearing, vision or learning difficulties. Establishing such 

an accessible platform could be challenging, but the outcomes would enable independent access of 

pharmacy services for many disabled people. 
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One learning that the world has gained from the COVID-19 pandemic is the importance of online 

communication. An encouraging sign for many disabled people is that they can conduct many activities 

through online platforms (Shakespeare et al., 2021). When physical barriers were created due to 

isolation and mobility restrictions, virtual methods to access services and products became more 

efficient for many people. In this sense, for some disabled people, online technologies may be 

empowering, as it helps to bypass other, more rigid barriers in built environments, such as poorly 

accessible community pharmacy stores or non-disability-friendly public transport. 

For pharmacists, such technologies may also be empowering. A well-designed online platform could 

connect people from various settings to pharmacists with specific areas of expertise or strengths. As 

revealed through the interviews, pharmacists have different interest areas and specialise in certain 

clinical fields. Through a well-designed online platform, people could connect to a specific group of 

pharmacists with the required knowledge. For example, if a person needs specific advice or information 

about diabetes medicines, they typically would be limited to visiting their community pharmacist, 

practice nurse, or GP. If an online platform is available, people could reach out to pharmacists 

anywhere, bypassing these logistical issues. Therefore, a well-designed, accessible online platform for 

community pharmacists is empowering for disabled people and many pharmacists; who currently have 

specialised skills and expertise but with no platform to fully utilise it.  

These innovative ideas will be shared so that pharmacists or technology experts can explore the 

feasibility of developing an accessible online community pharmacist platform. In 2020, the researcher 

and some partners submitted a venture plan to an organisation to seek investments to develop this 

online platform. The submission was unsuccessful, but the researcher continues to pursue such 

opportunities.      
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11 Thesis conclusion 

This thesis has presented a PhD project that explored challenges and opportunities for improving access 

to community pharmacy services for disabled people in Aotearoa New Zealand. By adopting an 

emancipatory paradigm, the project utilised the participatory action research methodology to engage 

with community pharmacists and disabled people to explore their perspectives of access issues and 

their expertise in co-designing solutions. 

Three studies were conducted in this project: A survey of community pharmacists, focus groups with 

disabled people, and interviews with pharmacists. These studies investigated a topic previously 

unexplored in NZ. Accordingly, the studies have yielded a robust knowledge base for developing 

actions to improve access to community pharmacy services for disabled people.  

By underpinning this project with an emancipatory paradigm, the studies illuminated that disabled 

people and pharmacists feel disempowered in their capability to influence community pharmacy 

service development. This socio-political context may have considerable ramifications for successfully 

utilising the findings of this project to develop future actions.  

Actions such as establishing a co-design platform for disabled and pharmacy stakeholders may 

empower their voices and agency in transforming community pharmacy services. Such platforms could 

also enable stakeholders to improve their awareness of disability-related issues, and how the skillsets of 

pharmacists could be better utilised to meet the diverse health needs of New Zealanders.  

This project has established an agenda of improving access to pharmacy services by increasing co-

design between disabled people and pharmacists. This agenda may apply to other health service 

contexts. Ultimately, through actions that increase the inclusion of disabled people in society, social 

injustices associated with the experience of disability could be reduced. 

  

 

 

  



Thesis conclusion 

274 
 

 

 



Appendix 

275 
 

12  List of Appendices 

12.1 Participant information sheets 

PIS and CF for survey 
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Example focus group PIS and CF 
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PIS and CF for interviews 
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12.2 Ethics approvals 

Survey ethics  
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Focus groups and interviews 
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Expert panel workshop
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12.3 Online survey with community pharmacy 
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12.4 Literature review search terms 

Medline via Ovid 

Search terms, divided into 3 conceptual categories (512 Results) 

Pharmacy/ exp Disabled Persons 

 

"delivery of health care"/ or 
health services 
accessibility/ or health 
equity/ or healthcare 
disparities/ or professional 
practice gaps/ or safety-
net providers/ or health 
priorities/ or "health 
services needs and 
demand"/ or needs 
assessment/ or "utilization 
review"/ or "drug utilization 
review"/  

 

 Community Pharmacy 
Services/  

 

(disab* or impair* or 
handicap*).mp. 

 

(access* or barrier* or 
equit* or inequit* or 
disparit* or approachab* or 
discriminat* or 
awareness).mp. 

 

Pharmacies/   

pharmaceutical services/ or 
medication therapy 
management/ or 
pharmaceutical services, 
online/ or pharmacy service, 
hospital/ 

 

 

 

(pharmacy or pharmacies 
or pharm* service* or 
drugstore* or drug 
service*).mp.  

 

  

((medic* or pharmac*) adj2 
(management or 
review*)).mp. 
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Embase via Ovid 

Search terms, Final search (209 results when limited to abstract report, articles, and 
conference paper) 

pharmaceutical care/ disability/ or physical 
disability/ or attitude to 
disability/ 

health care access/ 

hospital pharmacy/ or 
clinical pharmacy/ or 
pharmacy/ 

disabled person/ or mentally 
disabled person/ or exp 
physically disabled person/ 

health care disparity/ 

medication therapy 
management/ 

(disab* or impair* or 
handicap*).mp. 

 health care 
need/  

 

pharmacist attitude/ or 
pharmacist/ 

  practice gap/  
 

(pharmacy or pharmacies or 
pharm* service* or 
drugstore*).mp. 

 (access* or barrier* or equit* 
or inequit* or disparit* or 
approachab* or 
discriminat*).mp 

 
(pharmac* adj2 
(management or 
review*)).mp. 

 

  

   

 

PsycINFO via Ovid 

Search terms, Last Trial (59 results) 

pharmacy/ or pharmacists/ exp disabilities/ or disability 
discrimination/ or exp 
"disabled (attitudes 
toward)"/ 

 health care utilization/  
 

(pharmacy or pharmacies or 
pharm* service* or 
drugstore*).mp. 

 disabled personnel/  
 

exp Treatment Barriers/ 

 
(pharmac* adj2 
(management or 
review*)).mp. 

 

(disab* or impair* or 
handicap*).mp. 

 exp Health Disparities/ or 
exp "Equity (Social)"/  

 

 
 

 

health service needs/ or 
needs/ or health care 
seeking behavior/ or 
health disparities/  

 

  (access* or barrier* or equit* 
or inequit* or disparit* or 
approachab* or 
discriminat*).mp. 
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CINAHL via EBSCOHOST 

Search terms, Trial final (132 results) 

(MH "Pharmacy Service+") 
OR (MH "Pharmacy, Retail") 
OR (MH "Pharmacy 
Administration+") OR (MH 
"Medication Management")  

(MH "Health Services 
Accessibility+") OR (MH 
"Healthcare Disparities")  

(MH "Attitude to Disability") 
OR (MH "Intellectual 
Disability+") OR (MH 
"Developmental 
Disabilities")  

pharmacy or pharmacies or 
pharm* service* or 
drugstore* or drug service*  

(MH "Health Care 
Delivery+") OR (MH "Health 
Care Delivery, Integrated") 
OR (MH "Health Services 
Needs and Demand+")  

(MH "Mentally Disabled 
Persons") OR (MH "Parents 
of Disabled Children")  

 access* or barrier* or equit* 
or inequit* or disparit* or 
approachab* or discriminat* 
or awareness  

(MH "Disabled+")  

 
 

disab* or impair* or 
handicap*  
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SCOPUS 

 

 

 

 

 

 

 

 

  

Search terms, Trial 5 SCOPUS (631 results, 452 when limited to articles only) 

disab*  Pharmacy  Access*  

impair* pharmacies awareness 

Handicap* "Community Pharmac*" discriminat* 

 "Pharm* Service*" Approachab* 

 drugstore* *equit* 

 "Medic* Service*" Barrier* 

 "pharm* manag*"  

 "drug service*"  
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12.5 Expert panel workshop ethics application research procedures section 
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12.6 Perspectives of disability and impact on practice: CPD package for pharmacists 
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