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Abstract
Background
In many countries the community pharmacist’s role includes collecting prescription medicine co-payments at the point of dispensing. This is a context which can provide unique insights into individuals’ access to prescription medicines, as interactions with service users about out-of-pocket (OOP) expenses that may negatively affect a pharmacist’s patient counselling role. Prior research has identified that OOP expenses for prescription medicines led to decreased treatment adherence. This study aims to understand the role of community pharmacists in the collection of co-payments for prescription medicines in one region of Aotearoa New Zealand, and the possible implications for equitable access to medicines.

Methods
This is a qualitative study using a case study research design. Data were collected through focus groups, individual interviews, and an electronic survey. Using a critical realist approach in thematic analysis, findings were categorised as Causal tendencies (the things that cause the events); Events (the things that community pharmacists experience); and Experiences (the perceptions and feelings of individual participants).

Results
Our analysis finds that the current profession of community pharmacy in Aotearoa New Zealand, is under strain. The results suggest that broader government policies, such as the pharmacist’s role in delivering essential health services, the fairness of standard prescription co-payments, and the role of community pharmacists as gatekeepers, have a significant influence on the profession. In addition, the study found that individual community pharmacists have a unique position in the co-payment process, face power imbalances within their role, and the study indicates evidence of value judgements towards service users.

Conclusions
This study is exploratory; however, its examination of the policy of prescription medicine co-payments from the perspective of community pharmacists, who play a vital role in both dispensing medicines and collecting prescription medicine co-payments, is novel. Despite prescription medicine co-payments being a routine part of pharmacists’ role in many countries, it is a topic where there is limited published peer-reviewed literature. The study adds to existing evidence that funding models influence community pharmacists’ role. In addition, this study identified value judgements about service users in relation to prescription medicine co-payments which may influence service users’ health-seeking behaviour. In this setting, limited representation of at-risk populations in the community pharmacy profession may be a factor that negatively influence interactions between pharmacists and service users.

Highlights
	This study is novel as examines the policy of prescription medicine co-payments from the perspective of community pharmacists, a critical yet overlooked profession in discussions about out-of-pocket costs and implications for equitable access to medicines.

	Findings indicate that the implementation of the government financial risk protection for out-of-pocket payments for medicines in Aotearoa New Zealand, the Prescription Subsidy Scheme, may be inadequately implemented and lead to people missing out on further discount to subsidised medicines.

	The study identified value judgements by community pharmacists which may impact on their counselling role, which may influence service users’ health-seeking behaviour.
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Background
Medicines are the most common health intervention for preventing and managing illness and conditions [1, 2]. Community pharmacists are the main dispensers of medicines for primary health care in many countries [3]. In Aotearoa New Zealand (from here on referred to as Aotearoa), collecting co-payments is a routine aspect of the dispensing process. Health systems commonly use prescription medicine co-payments as a cost-sharing tool and policy, between governments and users, to support cost-containment from a health system perspective [4, 5] and to deter the over-use of medicines [6]. Across settings, increasing cost-sharing leads to decreases in treatment adherence [7–10].
Out-of-pocket payments and implications for equitable access to medicines
Out-of-pocket (OOP) payments expose individuals living with chronic conditions to a greater risk of financial hardship due to the association between the quantity and frequency of prescribed medicines necessary to manage their condition [11, 12]. OOP payments for health services can promote inequity, particularly if they are implemented universally [13, 14], and are considered to be an ineffective rationing instrument [14]. It is for these reasons that OOP payments challenge a health system’s ability to support equity in health, defined as the absence of unfair and avoidable or remediable differences in health among population groups defined socially, economically, demographically or geographically [15].

Medicine policy in Aotearoa: publicly subsidised pharmaceuticals with financial protection from catastrophic OOP expenses
The health system of Aotearoa is largely publicly funded, with most prescription medicines funded with tax revenue by Te Whatu Ora (Health New Zealand) [16]. Government funding subsidises the cost of the medicines for individuals, and health service users are required to pay a capped payment for medicines at collection from the community pharmacy. At the time of completing this research, Aotearoa had a universally applied standard prescription medicine co-payment, in most cases this was NZ$5.00 (USD$3) for fully subsidised medicines, and $15.00 (USD$9) for medicines prescribed by specialists [17]. The strategy to prevent service users from catastrophic expenditure is the Prescription Subsidy Scheme, a cap of 20 items (NZD$100); however,  medicine collection may not be evenly distributed across the 12-month period [17]. People prescribed large quantities of medicines were required to pay the NZD$100 early in the 12-month period, compared with those where prescriptions are spread across the calendar year. Despite this being considered low by international standards, the results of a recently conducted randomised control trail investigating whether exempting people from the $5 prescription charge in Aotearoa reduces hospital use, found that those in the intervention group were significantly less likely to be hospitalised during the study year than those in the control group [18]. The policy environment for this issue is very active, and the NZD$5 co-payment was removed for all prescription medicines from 1 July 2023 (with charges for medicines prescribed by a specialist remaining) [17]. However, with the election of a new government in October 2023, this policy is being considered to be repealed, the outcome of which was still unknown at the time of this publication [19].

Impact of the collection of prescription medicine co-payments by the community pharmacy and the role of the community pharmacist
Patient counselling is an important and influential part of the practice of community pharmacy [20–22]. In particular, giving advice, education, and the development of personal relationships can support improved health outcomes for service users [20, 22]. The interaction between the service user and a community pharmacist should be a clinical task, where advice about medicines can be given [22]. However, when the price of the medicine is raised at point of dispensing, community pharmacists may influence service users’ decisions about the prioritisation, or ‘cherry picking’ of medicines [23]. Encouragement from pharmacists’ over generic selection indicates they can have an influential role in the interaction with service users [24, 25]. Several researchers have suggested that counselling by community pharmacists related to co-payments could be a factor that affects the collection of prescriptions [21, 23, 26].
The profession of pharmacy has both professional and business orientations [27], and the type of reimbursement structure for community pharmacy can have a direct impact on practice patterns [28, 29]. Dispensing payments are reported to influence pharmacists’ behaviour [30, 31], for example, increasing the quantity of prescriptions dispensed [31]. Several studies from Aotearoa have presented the impact of prescription co-payments on peoples’ understanding of, and access to, prescription medicines as a system that is inequitable, disproportionately affecting at-risk communities [9, 10, 23, 32, 33]. Building on a previous study that investigated the effect of increased prescription charges on community pharmacies [26], this study is novel as it examines the policy of prescription medicine co-payments from the perspective of community pharmacists. The study aims to understand the role of community pharmacists in the co-payment process for prescription medicines in one region of Aotearoa and the implications this may have for equity.


Methods
This is an empirical inquiry investigating a contemporary event using case study design [34]. Qualitative research methods were used, studying prescription medicine co-payment processes among community pharmacists in their natural setting [35]. Qualitative research was considered appropriate for this study as the objective is to understand the issue and process, rather than to look for causal relationships [36].
Conceptual framework and theoretical underpinnings
The theoretical underpinnings of this study are influenced by critical realism, which uses a realist methodology, where the researcher considers the interplay between contextual elements and mechanisms of action [37, 38]. The critical realist approach examines how interventions—for this study, prescription medicine co-payments—are influenced by particular contexts rather than ‘universal truths’ [37, 38]. Critical realism emphasises that reality exists independent of individual perceptions, and therefore, it may not be directly observable or measurable [39]. A critical realist philosophy influences the theory by describing the phenomena as a reality (ontological realism). At the same time, the epistemology is aligned with the subjectivist position of interpretivism, concentrating on how we perceive, construct, interpret and invent our experiences [39, 40]. Critical realism examines current phenomena to unveil the ﻿‘real state of affairs’, including a critical analysis of power relationships [40]. To explore power relationships in this study, data were collected to explore the differing perspectives between pharmacy owners and employees.

Study context
Community pharmacies are privately owned and operated in Aotearoa. Most pharmacies’ income and operations include a mix of retail sales and dispensing of prescription medicines [41]. They are contracted by Te Whatu Ora to provide a fee-for-service dispensing function to purchase and then dispense prescribed medicines, which they then reclaim the cost of as a reimbursement from the New Zealand Ministry of Health (MoH) [16, 42]. In addition, they deliver specific services, including long-term conditions management, and methadone programmes, amongst others [41]. Community pharmacies purchase medicines from wholesalers, which they then reclaim from the MoH once the medicine has been dispensed. At the time of conducting this study, the value of the co-payment was deducted from the cost of the pharmaceutical when this is reclaimed from the MoH [42].

Participant selection
The location of this case study was the Bay of Plenty (BOP) region, Aotearoa (population of 259,090 people in 2020/21), the region has more Māori (Aotearoa’s indigenous population), more people living in income quintiles 4 and 5 (the two most deprived quintiles) than the national average [43], and there are also large rural pockets in the region. Participation selection was purposive, participants needed to be community pharmacists familiar with administering co-payments and the relevant claims processes with MoH. Attempts were made to recruit participants from a mix of ages, gender, and ethnicities, prioritising community pharmacists who worked in areas of high deprivation,1 and community pharmacists who identified as Māori.

Study design
The study included two focus group discussions, six individual interviews, and a short electronic survey to participants about the processes they follow in managing co-payment processes.

Data collection
The interviews, focus groups and survey were completed between March and April 2022. An electronic survey of 17 questions developed in Qualtrics [44] was administered to collect information about what community pharmacists have to do in relation to standard prescription medicine co-payment processes. It was emailed or messaged to all participants following the focus group or interview (S1). The survey was a combination of closed, single or multiple select nominal questions.
Focus groups, and interviews followed a typical case study research design. The topic guide (S2) was designed to facilitate deductive, abductive, retroductive, and inductive reasoning and analysis. Open-ended questions were included to enable the identification of theoretical concepts unknown to the inquirer, that could be discussed by study participants. Two focus group discussions were held, one with community pharmacy owners, one with employees (none of the owners had employees in the focus group), and individual interviews (one interviewee was from the same pharmacy as an owner in the focus group). A box of chocolates was offered to participants following the interviews as a small gift to acknowledge the use of their time.

Data analysis
Data collected from the survey were used to triangulate findings from the focus groups and interviews. Simple statistical analysis was performed and are presented in narrative form.
Focus groups and individual interviews were recorded through Zoom and verbatim transcripts were drafted, aided by the software otter.ai [45]. Guided by Braun and Clarke’s guide for thematic analysis (2021), semantic and latent coding in the analysis of discussion data was used to examine patterns of explicit content in the data. NVivo was used to document the codes (released in March 2020) [39]. Thematic analysis was informed by a critical realism [46, 47], where we explored the representation of the empirical, actual and real in the data [38, 46]. We studied the data to produce evidence-informed theories about the interactions between co-payments (intervention mechanisms) and the contexts in which they are implemented [38, 47]. The coding process was initially inductive as media coverage indicated that the community pharmacy sector in Aotearoa was under stress; with a deductive approach also used as we were open to what the participants reported about the collection of OOP payments. In addition, we wanted to apply a critical realist analytic framework that would use both abduction (using theories to make sense of the data) [39] and retroduction (the activity of theorizing and testing for hidden causal mechanisms responsible for manifesting the empirical, observable world) [38, 47]. The first author (EP) conducted the first stages of analysis. To support rigor, validity, and trustworthiness, PN and AF contributed to the development of themes through discussion, offering their professional interpretation of the data.

Reflexivity
The authors are researchers in health systems, health policy and social pharmacy. The lead researcher (EP) has professional experiences in government health service regulation, planning and funding, with insights into government contracting with health providers. Throughout the study design, data collection and analysis, journaling and note-taking was used to expose pre-conceived ideas about the research. Recording decisions supported the reflexivity throughout the research [39]. This reflexivity is included in the analysis.

Reporting
We report the findings using a framework of critical realism suggested by Wiltshire and Ronkainen (2021) that captures the observed (empirical), unobserved (actual), and unobservable (real) [46], while remaining grounded in the participants’ accounts and the realities in which the participants are situated [46, 47]. The unobservable themes are reported as the findings, presented as causal tendencies—the things that cause the events, events—the things that are experienced by community pharmacists and experiences—the perceptions and feelings of individual participants (verbatim quotes from the data) [47]. The findings include a critical position in the associated burden on these practitioners and the potential influence that this may have on equitable access to medicines.

Ethical approval
The University of Otago Human Ethics Committee granted a Category B ethical approval, which can be approved by a Head of Department as the study was focused on individuals professional roles, and did not collect personal information. All participants were informed about the purpose of the research and signed informed consent to participate in the study.


Results
One focus group of community pharmacy owners had four participants (two female, two male). The other included community pharmacy employees with three participants (two female, one male). In addition, individual semi-structured interviews were held with two owners (one female, one male), and four employees (three female, one male). All participants were professional community pharmacists, located and working in the BOP DHB region. Two pharmacists were employed at the same pharmacy. The ethnicity of participants was self-selected, and reflects the diverse population of the region. Geographically, nearly half of the participants (n = 6) were based on areas of high deprivation, and slightly fewer (n = 4) were located in rural or remote areas (S3).
Part one: results from survey
Impact of collecting co-payments on the role of community pharmacists
We collected information on the requirements and mitigations that community pharmacists follow in administering medicine co-payments in Aotearoa. This study identified a convoluted process that community pharmacists follow from the point that a prescription is delivered, through dispensing, collection of co-payments and then government reimbursement for the cost of the pharmaceutical [48]. The responsibility for collection of co-payments sits with the community pharmacist, if the co-payment is not collected from the service user, then this is a loss to the business. All survey respondents (n = 9, of 13 participants) agreed that they had experienced having to support service users who cannot afford co-payments. Results indicate that it is a significant part of routine work. Participants emphasised the steps that they went through to manage the service user not paying. These included: offering items on account or credit, giving small quantities of medicines for a temporary fix, waiving the co-payment, service users cherry-picking their medicines, or the service user leaving without collecting prescription medicine(s) [48] (Table 1).Table 1Participant demographics


	Gender§
	Female
	8

	Male
	5

	Total
	13

	Employment status§
	Employee
	7

	Owner
	6

	Total
	13

	Years of professional experience as a pharmacist*
	< 6 years
	1

	6–10
	1

	11–15
	2

	16–20
	2

	21 + 
	3

	Unknown (did not complete survey)
	4

	Total
	13

	Ethnicity (self-selected) (based on New Zealand Census classifications)*
	New Zealand European
	5

	Unknown (did not complete survey)
	4

	Māori
	2

	Chinese
	2

	Samoan
	0

	Cook Islands Māori
	0

	Tongan
	0

	Niuean
	0

	Other, e.g., Dutch, Japanese, Tokelauan
	0

	Preferred not to say
	0

	Total
	13

	Pharmacy type§
	Independent
	9

	Banner
	3

	N/A (Locum)
	1

	Total
	13

	Pharmacy location (could select more than one option)*
	Located in an area of high deprivation
	6

	Located in a rural or remote area
	4

	Neither applicable
	6

	Total
	16


Data collected by researcher§ or in the survey*





Part two: results from focus groups and individual interviews
Results pertain to the current practice of community pharmacy, government policy, and individual pharmacists. Influenced by Fryer’s critical realist approach to thematic analysis [47], Table 2 presents possible causal explanations of the pharmacists role in managing co-payments that may influence equitable access to prescription medicines.Table 2Summary of study themes that describe how the implementation of the standard prescription medicine co-payment may influence equitable access to prescription medicines


	Causal tendencies
The things that produce the events [47]
	Events
The things that are perceived by agents (community pharmacists) [47]
	Experiences
The perceptions of things by agent (community pharmacist) [47]

	The influence of working as community-minded professionals

	A sense of community, and the desire to help people provide meaning in the profession of pharmacy
	Individuals who practice community pharmacy are committed to ensuring that service users are not negatively affected by standard prescription medicine co-payments
	"I believe it should be done on a whanau [family]-centric patient model, obviously, and so reducing costs for them when necessary. As opposed to imposing more costs… I think as a sector, …we need to highlight to the Ministry and the government, that that does not work. Right. Those are what cause inequities in the system. And unless we’re doing things collectively, the same way, it’s never gonna work for anybody..”—Employee, Individual interview

	Community pharmacists are often conflicted by the idea that service users require medicines but may not be able to afford them
	“So, if people are coming in with a prescription for antibiotics and don’t have the capacity to pay or anything like that, then we would tend to find a solution to support them… Most of the time… I would tend to just issue the whole script and just say ‘Look, when you can, when you can come back and pay for it, then that’s fine.’”—Employee, Individual interview

	A profession under strain

	The practice of community pharmacy is exposed to demands of a small private business and the associated instability of income, affecting the role of the community pharmacist
	Due to the current context of community pharmacy and the perception of increasing demands, community pharmacists feel that the profession is struggling in the environment
	“…there are so many demands on pharmacy at the moment. They’ve given us all these extra tasks we can do, and we get paid for them. But it’s always an opportunity cost and if you’re going to … do this or do that, you’ve got your… other work is piling up.”—Employee, Individual interview

	“…at the moment, pharmacies are mainly competing in the sector, and how much cheaper they can make their services, rather than how well they provide their services… The services that we don’t get payment for, it’s really difficult to justify from a business perspective…”—Employee, Focus group

	Community pharmacies in Aotearoa have been disadvantaged by the introduction of discount pharmacies
	“We do everything, we go further, we deliver, we do all those sort of things. We need the $5 currently to afford to do that, if we lose that. It’s a slow, agonising death. And we’ve already seen, in my other role, it’s pharmacies going under, more and more every year, having to close the doors because of this one thing…”—Owner, Focus group
“It should be the same playing fields, everybody, you can’t let some give off, and some can’t. It’s bad management on behalf of the profession, yeah. In my opinion, yep.”—Employee, Individual interview

	Some community pharmacists are not willing to discount the standard prescription medicine co-payment when participants cannot pay, meaning that some service users will not access their medicines
	“Honestly, sometimes I do tell them to go to Chemist Warehouse [a discount pharmacy], just because like, this, I know they can’t afford it. And I know that Chemist Warehouse does it free for them. And we, because we’re private, we can’t give prescriptions for free and maintain, you know, like a business by just giving medications for free. And I know that Chemist Warehouse can absorb that cost. And some circumstances I do, say like, ‘Hey, Countdown’s down the road, they are free of charge. You can like walk there and try and get your prescription from them instead.’ Because it’s, we’re losing the customer. But if we take the cost, we’re losing actual money. You know, we’re paying that co-payment that the patient should be paying to the government. So, like, it’s a shame, but it is the only real alternative that you can keep, err, without losing money.”—Employee, Focus group

	A sector that is committed to delivering an essential health service

	The community pharmacy sector perceives itself as part of the health system, believing that they better adhere to the service users’ needs, which may result in a higher standard of care at the banner or independent community pharmacies, compared to discount pharmacies
	Some community pharmacists might be providing a higher quality service than discount pharmacies
	"… some people may take their medicines really, really, really well. And the fact that and they’re very adherent to the medication regime, but they just can’t afford that cost… conversely, you have other patients… that may not take their medicines well at all, but they will always go to the place that it’s free. And that doesn’t necessarily mean Chemist Warehouse and Countdown [discount pharmacies] provide poor services, it just means that they go there for… free prescriptions, but then mainly, but if Chemist Warehouse and staff are really busy, they may not have the time to fully counsel the patient, you know, for for the medications and the fact that whether they’re taking up properly or not, and that may have some flow-on effects later on. Like they may not, you know, they may be taking the medicines incorrectly for a really long time, but because it’s free, they’re just continuously going back"—Employee, Focus group

	Some discount pharmacies are not fulfilling contractual requirements by choosing not to fill all prescription items
	“… you’ll find that these discounters will quite often turn people away and say that they can’t do it because they don’t have the raw materials to do it or for whatever reason, and you will end up having a prescription that’s stamped with, you, so you know, that they’ve been elsewhere… it’s, it’s frustrating because they’re not fulfilling their contract with their DHBs… it’s meant to be a one-stop shop.”—Owner, Individual interview

	The fairness of co-payments for community pharmacy and service users

	The implementation of the government co-payment policy has had unintended consequences, and may undermine original policy goals
	There are inconsistencies between government policy intentions of the standard prescription medicine co-payment and implementation
	"Once again, and during and around COVID times we’ve seen that things that we’ve constantly asked for, which is a direct payment from Work and Income [social services] to pay for medication need and for medical expenses, which has always been, you know, denied, have been able to be implemented. You’re in COVID with certain groups getting access to directly charge Work and Income for families who cannot afford to get their medication or food. So currently, the system that we have doesn’t really help facilitate any of the issues that we have around co-payment other than those people going outside the regional area to access free scripts…. It’s quite a challenge."—Owner, Individual interview

	Community pharmacists are subordinate to the demands the government has in relation to standard prescription medicine co-payments and related requirements
	"But yeah, there has to be a cut off somewhere. It won’t go away. I don’t, I don’t think it will, the government will utilise the fact that the pharmacy sector will be allowed to be able to absorb that debt and make it the sector’s problem to deal with it rather than the government’s problem to deal with it."—Owner, Individual interview

	Government departments are influencing equitable access to medicines by encouraging service users to collect medicines from discount pharmacies
	"…and then the government’s quite happy for us to collect the $5 charge, but they’re now quite happy for, in a number of scenarios to direct patients to the people that give free, don’t charge co-payments…”—Owner, Focus group

	Community pharmacists often understand that the standard prescription medicine co-payment system is regressive and inequitable, disproportionately affecting those with co-morbidities and high medicine usage
	"…someone that’s, you know, only taking the medications all in the morning or something, they would only pay $5 per month so that’s quite tricky as well because… they can’t kind of control, like, what medications they get put on, and how often they’ll need to take them… So yeah, it’s a bit tricky in that regard as well."—Employee, Individual interview

	Community pharmacists’ role as gatekeepers and government policy enforcers

	The role of health professionals as gatekeepers and policy enforcers of health entitlements may contribute to inequitable implementation
	Some service users may not receive a further subsidy to the standard prescription medicine co-payment because the sole responsibility to check eligibility sits with the community pharmacist
	“So quite often, and it happens quite regularly. You’ll, you’ll you’ll charge them… for the scripts, the $5, and then they’ll say, ‘Oh, my wife gets prescriptions at another pharmacy.’ And so we’ve just gotta go backtrack and start all over again and get the right price and do a bit of background work on that. So that’s challenging and takes up time, and resources.”—Owner, Individual interview

	The practice of community pharmacy often requires community pharmacists to implement and enforce the government policy of the standard prescription medicine co-payment
	"…you notice it more when the pharmacies sort of came out that weren’t charging for scripts. You know, like, you would kind of get questioned a lot like, ‘…why are you charging this to me? And why are they not? And how…’ you know, ‘how can they do it and you can’t?’ Kind of thing. Like, I find it quite tricky to explain it to patients as to why you know, that it’s more like a tax and that kind of thing. And that, you know, if you don’t pay it, then we pay it for you…"—Employee, Individual interview

	Power imbalances exist within the professional role

	The dynamic of employer and employee, whereby pharmacy owners hold more power, can limit an employee community pharmacist’s ability to support access to medicines when service users cannot pay
	Individual community pharmacists do not feel that they have the authority to ensure that service users receive access to medicines if they cannot pay standard prescription medicine co-payments
	“So, it can be a barrier for some, but fortunately, for our regular patients, particularly our patients who are on, you know, anywhere between five to 12 medicines, they will typically have an account. So, they can pay that off slowly, which I think makes a huge difference in terms of access, and health outcomes overall. But it is, you know, at the discretion of my boss… and lately, they’re wanting to cut, or stop, any new accounts… So it is, yeah, that’s a business loss in a sense or a business decision that they’ve made in the past for better health outcomes. But yeah, it’s a balancing act.”—Employee, Individual interview

	Community pharmacists are aware of the power they hold over service users in accessing medicines equitably
	Community pharmacists, like other health professionals, play an influential role in access to medicines
	“I’m not ever going to judge where people spend their money. That’s not my job. But if it means that they can’t get their medicines that day because they don’t have any left or they don’t get paid till the next day, then it’s my role to ensure that they have access to medicines”—Employee, Individual interview

	Community pharmacists’ unique place in the co-payment process

	Health professionals’ position in the health system may influence their perspective and understanding of a patient’s needs
	Some health professionals are making assumptions on behalf of service users, influencing patient autonomy by directing service users towards discount pharmacies
	“But a lot of people are being led towards them [discount pharmacies] by health professionals that aren’t pharmacists, like when I was working in the hospital… a lot of the time the doctors just send them to a free chemist rather than their regular ones, just because it is a free service. And they think it’s going to benefit them without realising that no, they actually have an existing relationship with … a pharmacy and all this stuff.”
- Employee, Focus group

	Community pharmacists recognise that standard prescription medicine co-payments prevent people from accessing prescription medicines
	“But for co-payments, I reckon sometimes $5 is a bit too dear for quite a large, you know, particularly in Māori and Pacific or people that are, that just don’t make enough money simply $5, or let’s say you need to be on medications, like a bunch of blood pressure, you know, diabetes meds, or some gout meds or something like that.”—Employee, Focus group

	Evidence of value judgements towards service users

	Health professionals’ beliefs of individualism and personal responsibility may influence interactions with service users
	Community pharmacists sometimes make value judgements about what they believe to be choices that service users make in relation to collecting, or not collecting, prescription medicines
	“There is the option to take a copy of the receipt and go to WINZ [Work and Income New Zealand] and get a card allocated to the amount of the prescription, and WINZ will do that. We’ve got a WINZ office pretty much straight across the street. That is an option but it takes time, of course, so they have to swallow their pride sometimes and go and do that. But that is an option…. But as I say, they’ve got to have the will to do it, in the time.”—Owner, Focus group

	“…they’re so willing to spend money on everything else to do with their health, but just not, you know, they’ll spend $20 on a vitamin, and then they won’t want to spend $5 on their blood pressure tablets. A lot of people genuinely can’t afford it. But a lot of the time, I feel like there’s no real understanding of like how, you know, the system is actually benefiting them in a lot of ways”—Employee, Focus group

	Some community pharmacists believe the moral hazard argument, that if people contribute towards the cost of their healthcare then they value it more
	“You’re probably gonna end up with a huge amount of wastage because, people, if they got everything for nothing, they don’t attach any value to it. So, by paying a little bit of the $5 each time, they, they, attach a slight bit of value to it.”—Employee, Individual interview




The influence of working as community-minded professionals
We identified that Individuals who practice community pharmacy are committed to ensuring that service users are not negatively affected by standard prescription medicine co-payments. They reported feeling conflicted by the idea that service users require medicines but may not be able to afford them, and an ‘ethical dilemma’ if they needed to withhold dispensing due to lack of payment. In situations, where they felt that a service user’s access to their medicines was most important, participants described an internal conflict acknowledging that not collecting the co-payment would come at a financial loss to the pharmacy.“So, if people are coming in with a prescription for antibiotics and don’t have the capacity to pay or anything like that, then we would tend to find a solution to support them…”—Employee, Individual interview (Table 2)



A profession under strain
Participants indicated the community pharmacy sector is currently struggling, one participant expressed this in relation to the strain of increased competitive behaviour within the sector. A unique factor currently affecting community pharmacists in Aotearoa is the introduction of discount pharmacies which waive prescription medicines co-payments, offering medicines for free. Most participants reported that it was affecting how the pharmacy operates.


A sector that is committed to delivering an essential health service
Participants reported feeling that they provide a higher standard of service than discount pharmacies. Participants implied that this was due to the community pharmacy sector perceiving itself as part of the health system, with several participants referring to a higher standard of care, or implying that they follow their clinical responsibilities related to service users’ needs better than discount pharmacies. Some participants reported that some discount pharmacies are not fulfilling contractual requirements by being selective about the prescription items they dispense.“... you’ll find that these discounters will quite often turn people away and say that they can’t do it because they don’t have the raw materials to do it or for whatever reason…”—Owner, Individual interview (Table 2)



The fairness of co-payments for community pharmacy and service users
The prescription medicine co-payment policy is intended to contain the cost of medicines to the service user [49]. Findings from this study indicate there are inconsistencies between the intention of this policy and how it’s implemented. Community pharmacists reported that the medicine co-payment system that is based on a total payment cap is inequitable, because the policy is implemented unilaterally, and the burden of the co-payment falls disproportionately on certain groups, e.g., people with co-morbidities who may be prescribed a lot of medicines at once.

Community pharmacists’ role as gatekeepers and government policy enforcers
Most participants in this study reported that they were involuntarily collecting the standard prescription medicine co-payment on behalf of the government.“...you notice it more when the pharmacies sort of came out that weren’t charging for scripts. You know, like, you would kind of get questioned a lot like, ‘…why are you charging this to me? And why are they not?...’”—Employee, Individual interview (Table 2)


Most participants in this study recognise that access to the financial risk protection through the Prescription Subsidy Scheme, rests with them as pharmacists in terms of checking the service user’s status and eligibility. This can sometimes lead to people missing out on their entitlements. As confirmed by one participant, who highlighted that a person’s eligibility for the financial risk protection may be mistakenly overlooked by the community pharmacist:“So quite often… you’ll charge them… for the scripts, the $5, and then they’ll say, ‘Oh, my wife gets prescriptions at another pharmacy.’ ”—Owner, Individual interview (Table 2)



Power imbalances exist within the professional role
The evidence presented thus far indicates that community pharmacists feel powerless to the whim of government policy. Within the pharmacy itself, community pharmacist employees (as opposed to pharmacy owners) indicated that they felt limited in their ability to support access to medicines in situations when service users cannot pay. Many participants mentioned deferring to the owner or manager of the pharmacy to approve setting up credit or waiving charges for service users.
Most participants in this study reported their role in enabling a service user to leave the pharmacy with or without the medicine(s) they had been prescribed, indicating awareness of the power they hold over service users in accessing medicines equitably. One participant indicated that they have experienced situations, where the tone of the interaction between the service user and community pharmacist could lead to inequitable outcomes.“I have had to step in [on other people having conversations], because it’s got quite fiery or, you know, they [the service user] are about to walk out or feel that they haven’t been listened to maybe, or maybe embarrassed.”—Employee, Individual interview (Table 2)



Community pharmacists’ unique place in the co-payment processes
Community pharmacists’ position within the health system offers them privileged insight into medicine co-payments. Most participants expressed the view that the co-payment is an impediment for those economically worse off who tend to have worse health outcomes and may face negative consequences if they do not access their medicines.“…it generally seems to be those that can’t afford their medications that sort of have the worse health outcomes.”—Employee, Individual interview (Table 2)



Value judgements towards service users
We observed different approaches to service users in individual interview—where participants who identified as Māori offered a different perspective on prescription medicine co-payments, compared to other study participants, particularly in relation to explaining the rationale and process of co-payments to service users. Some community pharmacists made value judgements about what they believe to be choices that service users make in relation to collecting, or not collecting prescription medicines. Participants implied that they thought that some service users willingly chose not to collect prescriptions, indicating that they disagreed with service users’ choices.“… they’re so willing to spend money on everything else to do with their health… and then they won’t want to spend $5 on their blood pressure tablets”.—Employee, Focus group (Table 2)


Finally, many community pharmacists reported their belief that if people contribute towards the cost of their health care then they value it more, also known as the moral hazard argument [27, 50]. Most participants mentioned that free medicines could mean that there would be more wastage in medicine dispensing.


Discussion
This explorative qualitative study aimed to understand the role of community pharmacists in prescription medicine co-payments and the implications this may have for equitable access to medicines in one region of Aotearoa. Data were collected through focus groups, individual interviews, and survey. Thematic analysis was influenced by critical realism, exploring how community pharmacists’ role in prescription medicine co-payments is influenced by particular contexts, rather than something that is universally true [38]. The possible causes and related findings were then presented using a framework of Causal tendencies, Events and Experiences (Table 2). Our analysis found that the current profession of community pharmacy is under strain. The results suggest that broader government policies, such the pharmacist’s role in delivering essential health services, the fairness of standard prescription co-payments, and the role of community pharmacists as gatekeepers, have a significant influence on the profession, which may influence service delivery. In addition, the study found that individual community pharmacists have a unique position in the co-payment process, face power imbalances within their role, and findings indicated evidence of value judgements towards service users.
This study’s participants included a mix of ages, gender, and ethnicities, prioritising community pharmacists who worked in areas of high deprivation,2 and Māori community pharmacists. The value judgements towards service users identified in this study, raises questions about the number of Māori health professionals in Aotearoa, a group significantly under-represented in community pharmacy compared the national population [51]. This may influence the delivery of culturally appropriate services to minority populations [52]. The third article of Te Tiriti o Waitangi, the founding document signed between the British Crown and some Māori, places greater obligations on the Crown to promote equity for tangata whenua (indigenous people) [53]. Current efforts to improve health outcomes for Māori in Aotearoa could be further promoted through culturally appropriate services, delivered by culturally competent health professionals.
The interaction between community pharmacists and service users at the point of co-payment collection is a significant aspect of the prescription medicine co-payment process. Therefore, it is an important consideration when exploring the factors that may influence service users’ decisions related to accessing medicines. The role of the community pharmacist as a counsellor has been widely reported in the literature [20–22], and an earlier study from Aotearoa has reported that community pharmacies could benefit in being more engaged in clinical counselling activities [41]. This study reports positive and negative perspectives about service users; perspectives which may also be present in counselling or interactions between the community pharmacist and service users accessing medicines. Previous studies have found that the advice, education, and personal relationship of community pharmacies can encourage improved health outcomes for service users [20, 22]. A systematic review of experiences of Māori in Aotearoa’s public health system found that Māori patients identified organisational structures and staff interactions as barriers to access, and specifically, that they were aware of negative perceptions by health professionals [54]. Health professionals’ beliefs in individualism and personal responsibility may affect interactions related to a service users’ health. In addition, the type of counselling of service users by community pharmacists could have a positive or negative impression that affects access to medicines. Referred to as bias by one recent review of Aotearoa’s health system [55], and racism by the Waitangi Tribunal [51], access to quality primary healthcare in Aotearoa is affected by both personally mediated and institutional racism [56].
The scope of this study was limited to the role of community pharmacists in prescription medicine co-payments, and, therefore, does not report examples of personally mediated racism as a finding. However, culture is known to be a determinant of health [57, 58], and previous studies have found that gaps in cultural competence can impair the delivery of health services in a culturally sensitive way. This influences patient satisfaction and adherence to treatment [59, 60]. Racism in health systems and the related effect on clinical or service delivery is associated with poorer healthcare for minority populations [54, 56, 61]. Inequitable access to medicines in Aotearoa is well-documented by government departments, and independent researchers. Shortcomings in treatment and access to medicines are reported to predominantly affect Māori, Pacific peoples, those living in high socioeconomic deprivation, those residing in rural and remote areas, and those from former refugee backgrounds [33, 62–64].
Our study revealed a complex environment of unfairness and power imbalances, where the individual community pharmacist has, both the power to withhold medicines from service users while also being powerless in the necessity to collect the co-payment. The reported power structures were divided by participants as either owner or employee community pharmacists. The study found that, generally, employees tended to express empathy towards the service user and frustration that they were unable to provide further help in circumstances where they felt that the service user needed support with co-payments. Owners expressed feeling protective of staff having to face unpleasant encounters with service users related to collecting co-payments. They also expressed concern about the long-term viability of the sector, with several mentioning looming closures of community pharmacies because of the current environment with discount pharmacies, and annoyance at having to collect co-payments on behalf of the government. Both groups (owners and employees) equally expressed concern over the cost ceiling, the Prescription Subsidy Scheme—despite seeming fair in theory—was very challenging to manage, leaving those with the greatest needs worse off.
Some participants reported that although they recognised that prescription medicine co-payments prevent some people from accessing prescription medicines, in some cases this was seen as secondary to the imperative of business viability, which outweighed service users’ need to access medicines. The ‘ethical dilemma’ of whether to withhold potentially life-saving medicines when users cannot afford standard prescription co-payments has been discussed in other studies [26, 27]. A study from Australia reported that there was a general lack of training in professional ethics in pharmacy, and that instead the best interest of the patient tended to be personally mediated through the reasoning, practical skills and personal morals of the pharmacist to manage these ethical dilemmas [27].
The influence of regulation and contracting on the role of community pharmacists has been reported as requiring them to adopt the role of ﻿‘policy enforcer’ [65]. Health professionals’ role as gatekeepers and policy enforcers of health entitlements can risk inequitable implementation for the service users. The collection of co-payments at point of dispensing in Aotearoa aligns with this. In addition, this study found that the government’s intention to cap the amount of money that service users spend on prescription medicines with the Prescription Subsidy Scheme was insufficient. At the time of conducting this study, this financial risk protection relied solely on community pharmacists accessing a specific MoH website to check the number of prescription items a service user had collected since February 1st, with no additional processes taken by government health agencies to ensure that service users received their entitlement. As mentioned by participants, it is likely that some service users or families may not receive this subsidy despite being eligible for it. The government’s decision to remove co-payments for prescription medicines from 1 July 2023 [17] is a major reform to the Prescription Subsidy Scheme. However, given the shortfall in this policy in Aotearoa, it is a warning to governments worldwide about how inadequacies related poor implementation of financial risk protections can have unintended consequences and undermine original policy goals to cap user charges.
Strengths and limitations of study
A strength of this study is that it adds to a limited pool of international literature on the community pharmacists’ perspectives on prescription medicine co-payments. The study population is another strength as it is a representative population, including a close to even proportion of female and male participants, and diverse perspectives from minority populations, those working in rural settings, or areas of high deprivation. A purposive sampling approach was used, as the sector was under pressure with the COVID-19 pandemic during the study recruitment period. Two participants in one focus group were employees at the same pharmacy; therefore, their perspectives and experience related to the issue could be similar and be influenced by each other. The level of comfort between them could have potentially facilitated the conversation or could have also inhibited their willingness to discuss the issue. It seems unlikely that this would have influenced the overall findings of the study. There are currently unique challenges to community pharmacy in Aotearoa with the introduction of discount pharmacies and then the discontinuation of OPP, which means that the results are specific to the context of Aotearoa in 2022. As the survey was optional, only 9 out of a possible 13 responses were received. The small population means that the findings cannot be generalised to all community pharmacists in Aotearoa. Despite these limitations, some transferrable findings may be relevant to the whole sector.

Future work plan
Further research could examine other small charges for healthcare that may affect relationships between service users and health professionals that could contribute to inequitable access to services.


Conclusion
This exploratory study provides initial insights into the perspectives of community pharmacists about standard prescription medicine co-payments. Despite collecting co-payments being a routine part of community pharmacists’ role in many countries, it is a topic, where there is limited published peer reviewed literature. The study adds to existing evidence related to the impact of interactions between health professionals and service users, and that funding models can influence community pharmacists’ role in co-payments. The value judgements about service users in relation to prescription medicine co-payments highlighted in this study may influence service users’ health-seeking behaviour. In this setting, limited representation of at-risk populations in the community pharmacy profession may be a factor negatively influencing interactions between pharmacists and service users.
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Footnotes
1Those Pharmacists located in a census area unit categorised as NZDep 8, 9 or 10 according to Stats NZ.

 

2Those Pharmacists located in a census area unit categorised as NZDep 8, 9 or 10 according to Stats NZ.
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