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Despite extensive research on the history of medicine, little has been written on
the role played bpharmacists The diminished demand for compounding servibes t
accompanied the explosion of manufactured pharmaceuticals after World War 11 left
pharmacists over educated and underutilized. This study demonstrates how British
Columbia pharmacists reconstructed their professional authority in the 1960s through the
formation of a Pharmacy Planning Commission, a process thdbprd and influenced
other jurisdictions. Examination of the archives of the College of Pharmacists of British
Columbia reveals that pharmacists overcame ethical restrictions, adopteallglinic
focussed education and increased accessibility to facilitate a role as consultant to the
public on norprescription medications. The addition of prescription drug counselling
and an increased role as drug consultants to physicians allowed Britishid@olu

pharmacists the authority to claim a core competency as drug information experts.
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Introduction

The issues at stake in the history of medi¢ihewsocieties organize

health care, how individuals or states relate to sickness, how we

understand our own identity and agency as sufferers or heakees

simply too important for the practice of medical history not to be

persistently subjected to vigororeflection and reexaminatior-

Frank Huisman, Medical Historian

The community pharmacist occupies a unique position within the medical
community and society. EducatedCanadawith a five-year university degree,
including extensive medical, biological and physical sciences, the community
phar maci st 6s pr odtaeshenimaauhiquevpmsitikn. Sheudlly n g
practice their profession within the commerciabiletector, rdter tharwithin the
confines of an office or hospital settitige most health practitioners. Their location in
commercial areas, in combination with the large number of pharmacies in our society,
has made pharmacists the most easily accessible hedktbgional. The public takes
advantage of this accessibiliby often making the pharmacisteir first contact with the
health care systeniThe pharmacist may respond with simple advice,-tivecounter
treatments or, if warranted, referral to anothesilth professionalThus, part of the
pharmac st 6 s r ol e rtreageeunde in¢he hosphabsetting. f a

While accessibility has been mutually convenient and beneficighégpublic and
phar maci st s, It has al smnacets ds dealth @rdfessiamads. p u b |

For much of the twentieth century, pharmacists were unable to support themselves with

income derived solely from the professional services they offered. As a result, they have

'Frank Hui sman, ofinMecdting:Medlicaltistsry: he Steries,and Their Meaniress
Frank Huisman and John Harley Warner (Baltimore: The Johns Hogkinsrsity Press, 2004), 3.
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supplemented their income with a varietynoh-professional commercial services and

products, ranging from minimal offerings in clinic pharmacies to broad arrays of services
and products in mass merchandise locatidrie public expects notprofessional
products to be available in a pharmacy, gkde professional services. This
combination of a professional and commercial roledafirmaciststruggling, for much
of the twentieth century, tattain recognition as a complgimfession; from the public,
other health professionals and even withigir own professionlin this thesis, | will
examine how community pharmacists in British Columbia, in the mid 1960s,
reconstructedheir profesmnal foundations in an attempt to enhance their professional
image To achieve this gogbharmacistdiad b break away from the ethical and legal
constraints that had restricted the scope of their prastioege the 1920s.

The definition of a profession is socially constructed. Consequently, those groups
recognized as professions vary in each socidtythe beginning of the nineteenth
century, the only recognized professiamsvestern societwere medicine, law and the
clergy. These groupcquired legitimacy as profession#isough a classical education
which was requisite to their status as genda. The classics endowed the professional
with the qualities of character and culture which, in turn, conferred authority upon their
expertise. This requirement ensured that the professions would be restricted to those
members of society from the uppard of the economic scale since university was
beyond the financial resources of the majority of the pulllithey possessed these
basics professionalgould develop the specific skills they needed through

apprenticeships with experienced members eif ihrofessiorf.

2 R. Gidney and W. Millar Professional Gentlemen: The Professions in Ninete@atitury Ontario
(Toronto:University of Toronto Press, 1994),
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Since the miehineteenth century, professions in Canada have gained recognition

by legal statute in addition to social recognition. Typically, when the state recognizes a
profession it allows them to control their membership, educatidndiscipline through
selfregulating statutory professional associations. In Canada, the Ontario College of

Pharmacy was recognized in 1871The Pharmacy Act British Columbia pharmacists

received selfegulatory status with the passage ofBngish Columbia Pharmacy Aat

1891% While legal sanction is a prerequisite to recognition as a profession, academics
have devoted considerable effort to defining the attributes that separate professions from
other occupations.

Sociologist Talcott Parsoretined professionals as possessing several
characteristics. They are recruited and licensed, he argued, based on technical merits and
use generally accepted scientific principles. Additionally, they restrict their work to their
technical competencesapdut t heir clientdés interests fi
involvement in order to retain objectivitySociologist Eliot Freidson agrees with
Parsons but points out that these characteristics could apply to other occupations as well.
Freidson defines profs®nalism as the occupational control of work and, like most
occupations, professi on®uUnljkemethanicah speci al i z
specialization, which includes a small number of simple, invariant, repetitive actions,
professions demonstrate thearally based discretionary specialization. These tasks are

so varied that the professional must exercise considerable discretion in adapting their

®R.J.Clark fProfessional Aspirat i otmwmmyalThaCadebfehatmaapint s o f
NineteenthC e nt u r y Canadiaa Bulletin obMedical Historyol. 8 (1991): 44.

* Arnold RaisonA Brief History of Pharmacy in Canag@anadian Pharmaceutical Association, 1967), 46.

® Talcott ParsonsThe Social SysterfLondon: Tavistock Publications Limited, 195284-5.

® Eliot FreidsonfiTheory of Prof essi on allitenational Review oSdcialaamdd Sub st
Behavioural Sciencegol. 9 No. 1(1999:118.
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knowledge and skills to each circumstance encounfefmfessional authority derives

from specialized kowledge as well as legal statdt&Vhat Freidson adds to Parson is the
recognition that complex judgment brings the dimension of risk, either success or failure,
to the professional.

When a profession is privileged with occupational control they are afforded
certain monopolies. Freidson argues that these monopolies impllgghaoblems that
professions deal with are too complex for the public to make choices that are in their own
best interest. This restriction creates the possibility of exploitation and consequently
professions are held to have a fiduciary role in protecting the interests of the public.
Professions instil a aura of trust in the public through the adoption os@bdshics and
the formation of intrgprofessional disciplinary committees. In addition, professions
make a claim to independence from either political or client control. This manifests
itself, Freidson argues, in allegiance to a transcendent valugtgflieauty,
enlightenment, justice, salvation, health or prosperity and enforces the professions claim
to special statu¥. In short, professionals are expected to value the interests of the public
over their own self interest.

It is important to keep imind, when looking at the characteristics of a profession
that professions cannot be established and maintained without powers they do not

possess. Freidson has pointed out that knowledge and skill might give professions human

" FreidsonfiTheory of Professionalisi119.

8 Eliot FreidsonpProfessional Dominance: The Social Structure of Medical Q&g York: Atherton Press
Inc, 1970): 108.

% Ibid., 97.

% FreidsonfiTheory of Professionalisil27.
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and cultural capital but m@conomic or political capital. Only the state has the power to

establish and maintain professionaliSm.

Other academics have examined the development of professions as well.
Economi st Deborah Anne Savage deflliamees a pr
across ownership boundaries among“phisactiti
definition lacks many of the accepted elements that define a professi@nuisetul
because it introduces the concepicofe competeres which reflect a progsions
knowledge and skill. For Freidson these competencies constitute a knowledge mandate
t h aepresénts the capacity of a profession to exercise influence by virtue of its body of
knowledge and ski™ Inph a r ma strugglé t6 gain and maintaineir professional
status, core competencies, representing their knowledge mandate, would play a vital role

Savage nd Fr ei ds on 0 savawabtefkamewark for gwaloating d e
pharmacist professional progss. Savage definesmpetentesasthecollective
learningof an organization and distinctive coetpncies are thoskat an organization
can perform better than anyone else. Core competencies are those that are crucial to an
oo gani zat i onpbaygansmpaortant relein defamingdpraf@ons as knowledge
reliant production organization€apabilities are activities that an organization can
perform with a set of competencie@ynamic capabilitys defined as the organizatiisn
Aability to integrate, ektarnallcampeteaestd address onf i g
rapidly changing environmentsidynamic capabilities and competées can explain

how aprofessiordevelopsand adapt#iself, in response to changes in its external and

M FreidsonfiTheory of Professionalisim123.

2 Deborah Anne SavageTheé Professions in Theory and History: The Case of Pharm#@usiness and
Economic Historyv/ol. 23 No. 2 (Winterl994): 131.

13 FreidsonfiTheory of Professionalisi]27.
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internal competitive environmentfor Freidson,he strength of a professions capacity is

measured by its knowledge and skithe depth of its scientific foundatien its sphere
of authorityi its technical, moral and cultural authority, and its institutional spliettes
legal environment where firactices-*

In Canada, pharmacists have been legally designated as professionals since the
nineteenth century. Their struggles have been with the additional aspects of
professionalism outlined in the preceding discussion. What makes pharmacy an
importart profession to examine is that they significantly adjusted their core
competencies, the expression of their knowledge and skill, over the course of the
twentieth century. Additionally, as their core competencies shified sphere of
authority, techragally, morally and culturally, also adjusted.

The application of power and authority is integral to any discussion about
professions. Paul Starr arguesThe Social Transformation of American Medigitiet
the authority of medical practitioners inporates two effective forms of control,
legitimacy and dependent® Practitioners, he says, are able to exercise legitimacy
throughsocialacceptance of their specialized knowledge and competence. Dependence
results from the expected negative consequeetice might befall a patient if they choose
not to accept the practitionerdds authority
coercion provided by either force or persuasion. Some authorities, such as police and the
armed forces, routinelyuserfcc e t o back up societybds coll e
practitioners generally back up their authority with persuasion although society has

delegated physicians the authority to use force in certain situations. Physicians are able

“FreidsoniTheory of Professionalism,o 127.
15 paul StarrThe Sociallransformation of American Medicirflew York: Basic Books Inc, 1982);29.
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to orderinvoluntaryconfinement of mentally ill patients who are a threat to themselves or

societyfor 48 hours® Mor e commonly, a health practitio
patientds dependence on their specialized
In orderto protect the public from potential abuse of authority, professions develop codes
of ethics.

Ethical codes are put in place when a profession acquires sufficient specialized
training and knowledge to justify society delegating to them the authomtyake
informed decisions. Along with this authority comes the responsibility and
accountability to use their expert knowledge for the benefit of their client. These ethical
codes ensure that the power and authority vested in the profession are usedyiis soc
best interest. Ethical codes can be developed in a number of ways. They can represent
an ethical consensus among the members of the profession while not necessarily taking
society's needs into consideration. A second route creates codes thattbatl
professionds judicial position. This type
courts but doesn't address the figreyo issu
codes can serve as statements ofsplecific rules that arenigue to the profession but
differ from those that govern society as a whdle.

A fourth method is similar to the third, with the exception that codes are created
by adapting ethical principles that apply to society in general, to activities that are
spedfic for the profession. Philosopher Eik&enner Kluge argues that since the process
that a profession uses to select its members is constructed by society, it follows logically

that its members should be held to the same ethical principles as that. sGeidghat

'® British Columbia Mental Health Act, 1996, Part 3 Section 22.
" Eike-Henner W. KlugeBiomedical Ethics: In a Canadian ContdScarborough: Prentiedall Inc,
1992), 4653.
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basis, the last method of constructing codes of ethics would most appropriately provide

guidance to the profession on their responsibilities to sotieBodes of ethics created
using the fourth method reflect the ethical principles of theespm which it was
created, as well as the profession that created them.

Codes of ethics can be created accessing several different models. The model that
a profession chooses defines the type of relationship that it wishes to have with the
society theyserve. One alternative, the paternalistic or priestly model, allows the
professional to make decisions on behalf of their client. When this model is used in
medicine, the patient has very little input into their diagnosis and treatment. It follows
thatthey need to be given very little information about their diagnosis or treatment
because they are not part of the decision making process. This model is familiar in
medi cine and | eaves the patient with the
the instructions on your prescriptiord

A second alternative is the fAagencyo
characteristics to the paternalistic model. In this model the client is in complete control
and the professional is used only for technical attagon. Unlike the paternalistic
model, this patient needs as much information as possible, preferably as much as the
health professional, because they are ultimately responsible for determining their own
diagnosis and treatment. With complete conmegkrting to the patient, the health
practitioner is obligated to provide a treatment, even if its effectiveness is doubtful or
contrary to his or her better judgment.

One last possibility is the fiduciary model, which implies that a relationship of

trug exists between the professional and the client, even though their knowledge is not on

18pid., 46-53.

r

mo
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an equal footing. In this model, the ethical values of the health practitioner would be

balanced by the values expressed by the patient. A patient in this modehawoeilitd

receive enough information about the diagnosis and treatment to allow them to make an
informed decision on the risks versus the benefits of the treatment. Variations of these
three models have been employed at different times by health pragstatdifferent

times in history, in different societies.

Ethical codes have played an importantrolpin ar maci st s.0Thegev el op
have been used effectively to control the professional activities of pharmarctstses
whenpharmacistsieeded to consolidate their core competencies. Conversely, they have
acted as a brake gprofessional progress in times whamrmacistsieeded to expand
their core competencies. Their examination will play a significant role in my study.

Frank Huisman has reminded us that an important role for medical historians is to
persistently subject societyds health care
examination. The relative levels of medical authority assigned to health practiticners a
constructed by society. Those levels are not static or inevitable and affect the
relationships that develop between health practitioners and the puitiie.nas been
written aboupharmacist access tauthorityor their relationships with physans and
patients. Although operating legally as a-gglf’erning profession since the nineteenth
century,pharmacist access to authority in society has ebbed and waned since that time.

My thesis provides a case study of British Colungsiarmacistsn the mid
1960s, a time when pharmacists in North America were pessimistic about the future of
their profession. Their core competency as experts in compounding prescriptions had

been disappearing in the decades after World War 1l with the increasiitghality of
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pre-fabricated pharmaceuticals. Pharmacists were trapped by an ethical code, adopted in

1923, that restricted the scope of their practice while at the same time the core
competenyg that formed their professional identity had diminished. rRoch of the
twentieth century, pharmacists were prohibited, by their ethical code, from disclosing the
composition of the medications they dispen
treatment. In the 1960s, pharmacists sought to expand theicampetencies to include
recognition as drug information experts and British Columbia pharmacists provide an
important case study since they were one of the first jurisdictions that attempted to
expand their scope of practice. Their formation of therRaay Planning Commission
in 1966 was pivotal for professional developmenplwdirmacistsn British Columbia. It
is of particular significance, in a broader context, as Hdated similar commissions by
the Canadian Pharmaceutical Association (CPhA)tla@dJillis Study Commission in
the United States. Their reports were released in 1971 and 1975 respectively.

Until now, neither historians nor pharmacists have focused significant resources
on the history of pharmacy, a fawted by the few authors who have made contributions.
Even fewer have focused on the Canadian scene. Despite this vacuum, there is a body of
literature that will be useful in carrying out this study. Elenbaas and Worthen in their
recently published &ri cThedrarfsformation of a Profession: An Overview of th& 20
Centuryo cover similar topics to those in
two countries differed significantly in their health care systems, pharmacists in both
countries faed similar professional struggles. Their article gives a good description of

the Millis Study Commission on PharmaCy.

1% Robert M. Elenbaas and Dennis B. Wortheni The Transfor mation of "™ Profes
Ce nt Plwaynacy irHistory Vol. 51 No. 4 (2009): 15182.
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The only extensive overview of pharmacy history in the English language is

Kremers and Urdang's History of PharmayThis book proviés a good survey of
pharmacy from the Babylonians through to nineteenth century Europe. The authors then
turn to pharmacy in the United States, which they follow fromrgvelutionary colonial

days into the twentieth century. The extent of its covedafjaes its strengths and its
weaknesses. Nowhere else is so much information specific to pharmacy avéiable
makes it an essential reference to anyone writing pharmacy history. On the other hand,
like all survey works, it is unable to provide depdhany one subject. For purposes of

this study, it fails to provide any information on the development of pharmacy in Canada.
Therefore, its usefulness is limited to providing a contextual background for Canadian
pharmacy, in comparison to developmeht®tighout the world, and specifically the

United States. Another limitation to this work is that it was originally written in 1940,
although updated in 1976 by pharmacy historian Gomedecker It cannot,

therefore, provide insight into pharmacy depenents in the last third of the century.

Daniel Malleck has published several articles which are useful when examining
the shift in pharmacist/physician authority allocations at the turn of the twentieth century.
fiProfessionalism and the Boundgwiof Control: Pharmacists, Physicians and Dangerous
Substances in Canada, 184® 0i8important because it argues that, despite the
contentious issues that separated them, pharmacists and physicians had entered into an
uneasy alliance by the beginninjtbe twentieth centur§* Malleck also details

Canadads quest to control addictive substa

2 Glenn Sonnedeckek r e mer s and Ur dan g @\4adidan: Bnedcanyinstitute offhle a r ma c y
History of Pharmacy, 1976 (1986 Paperback edition)

ZDanielJMalleck AProfessionalism and tistse PhioianmahdDangersus of Co
Substances in Canada, 184080 Medical HistoryVol. 48, (2004) 175198
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Professional Druggists: Food and Drug Laws in Canada, 1B®9® 8 0 and Al ts

Influences are too Well Known: Debateger Drug Use in Canada, 196208 %

Anot her article of i mportance is Robert
an Ethic for American Pharmacyo which foll
United States, noting of particular interést 1922 clause that prohibited the discussion
of therapeutic effect of a physician's prescription with the patieBuerki has also
publishedFoundations of Ethical Pharmacy Practiabng with Louis Votterg* While
this book is intended to provide phaacy students with a basic grounding in current
pharmaceutical ethical issues, it provides a historical overview of ethical codes put in
place by the American Pharmaceutical Association from 1852 to 1994.

This study is aided by the contributionsssholars outside the discipline of
history. The Social Transformation of American Medicihg sociologist Paul Starr, is
an excellent study of physicians, and the medical system, as it developed in the
nineteenth and twentieth centurf@sStarr describ& how physicians survived the
competitive climate of the nineteenth century to emerge, in the twentieth century, with
unprecedented professional authgnityh at he t er ms . flcha Harlayr al awu't
Warner compiments Starr on avoiding the temptation to account for this rise by citing
increased efficacy of the new scientific medicine but says he was much more successful

at describing the change than explaining it. Warner finds fault in three areas,

ZpDaniel Malleck, APure Drugs and Professilontad, oDr ugc
Pharmacy inHistory Vol 48 No 3 (2006) 103110and Dani el Mal | eck, Ailts Ban
Well Known: Debates over Drudse in Canada, 1967 9 0 8anailian Bulletin of Medical Historyol 14
(1997) 236:288.

% Robert Buerki Thg Historical Development of an Ethic for American Pharma@harmacy in History
Vol. 39 Na 2 (1997)54-72.

% R. Buerki and_. Vottero, Foundations of Ethical Pharmacy Practi¢&ladison: American Institute of the
History of Pharmacy, 2008).

% Starr, Social Transformation9-29.
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undervalued &rnative medicine in early twentieth century, the lack of recognition of

Aithe | anguage of scienceo as a source of ¢
Vvoi ces. Despite these objections, and thos
othersynt hetic narrative has *“aWaperamctesthatt o s upp
Starr6s concept of the renewal of I egiti ma
cul tur al authority. Starrdés wor kurepfr ovi des
authority and status as it applies to physicians in particular, and professions in general.

In addition to Starr, economist Deborah Anne Savage lays out a useful framework
for examining the influence that core competencies can exert on j[pwagdssuthority in
her articlefiThe Professions in Theory and History: The Case of Pharniadyer study
is flawed in several ways. First, her interpretation of professionalism fails to take into
account the fiduciary nature of professions. Second;dss study of pharmacy confuses
manufacturing with compounding, thus reducing its usefulness. However her discussion
on core competencies is pertinent to the restructuriphpafmacis professional
identity. fEHearyoot Professionalsta oMetsh od amdd Subst anc
Professional Dominance: The Social Structure of Medical @atp to fill in the gaps in
professional theory that Savage negléttdhilosopheEike-Henner Kluge provides
background into the origins and uses of medical ethibss bookBiomedical Ethicsn a

Canadian Context®

®jJohn Harley Warner, AGrand Narrative and its Disco
of American Medicine, 0 Jour Yoa29 No4b (AtbeOat Pa0477P.ol i t i c s,
%" savage Préfessions in Theory®29-160.
% Eliot Freidson,iTheory of Professionalism: Method and Substantrgernational Review of Social and
Behavioural Science¥ol. 9 No. 1(1999: 117129 and Eliot FreidsorRrofessional Dominance: The
Social Structure of Medical Ca(®lew York: Atherton Press Inc, 1970).
% Eike-Henner W. KlugeBiomedical Ethics In a Cantian Contex{Scarborough: Prentigdall Inc, 1992).
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Primary sources will be important to this study and the main source will be the

archive of the College of Pharmacists of British Columbia, held in the University of
British Columbia's Special @ections Division. My thesis develops a case study around
the efforts of British Columbia pharmacists to reform their profession through a broad
based commission. The commission is significant because of its success and because it
predates similar nati@al commissions in both Canada and the United States. This
archive includes a nearly complete record of minutes, membership records, financial
records, correspondence and reference files of the Registrar of the College of Pharmacists
of British Columbiagncompassing College activities from its inception in 1891 to the
early 1980s. This archive includes two reports that are critical to this Jtuelstudy
Committee on Pharmacy in British Columbia, completed in 1966 and the Pharmacy
Planning Commissiorgompleted in 1967. Additionally, the archive includes a number
of additional reports that are pertinent
C a n aidaaeport of a working conference on implications of a health charter from 1965
andthei Royal Commi s s i o ni Pbaimatist mahpower iis@anada frone s 0
1966. Also included are various records from the British Columbia Professional
Pharmacists Society, an organization founded in 1968 to protect the interests of
pharmacists. Manyfdahe minutes recorded by each council, at their annual general
meetings and interim meetings, provide a great amount of detail. They provide in depth
information about the issues that were important to pharmacists, and the public, at the
time of each mdang and the different opinions expressed by pharmacists.

While the college records form the bulk of the primary sources for this study, the

Canadian Pharmaceutical Journptovides a useful source of information. Debaies

t
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the issues that were importanfisarmacistsvere often carried out in this journal.

Another important source is the archives of McGill & Orme Prescriptions, a Victoria
pharmacy whose records are in my possession.

My study starts, in Chapter Ongith a general historical overview of Canadian
medical angharmacistuthority in the late nineteenth century and the significant shift
that occurred in the early decades of the twentieth century. It discussefdomacists
adapted their core compet@&gto adjust to changing attitudes towards health and health
practitioners. Chapter Two examines the general factors that led up to the crisis in
confidence that Canadian pharmacists experienced in the mid 1960s. Chapters Three and
Four provide a speaed case study of pharmacy of in British Columbia from 1965 to
1968. Chapter Three examines the formation of the Pharmacy Planning Commission, in
1966, and the recommendations that came out of their report. Chapter Four examines the
implementation of th€ommission's report and their implications for British Columbia
pharmacists. This study will provide understanding in the underlying factors that led

British Columbia pharmacists to reconstruct their profession in thel860s.
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Chapter One

| would urgeupon you and upon every druggist in Canada to pay serious

attention to the educational, professional and ethical problems ... which

confront us: keeping in view not only immediate results, but the more

lasting effect upon Pharmacy as a vocation.

CPhA Resident W. McMullen's Address to 1923 Annual Convention

In 1930, William McGill and Cecil Orme founded McGill & Orme Prescription
Chemists in Victoria, British Columbid. Their business was described by McGill as an
Aol d apothecaunydshocpafiwnhiechtwel f.%bBheyt he fi
pledged to carry sick room supplies, vaccines and extracts but not the general goods
usually found in contemporary pharmacies. In 1935, they wrote a letter to the physicians
of Victoria announaig that they were moving their pharmacy to a new loc&ficFhey
used the opportunity to reiterate a statement of ethics originally declared when they first
opened for busines®O©ne clause in their declaraticmremarkableabove all others,
statingthata phar maci st should have fAno discussi
treatment, believing that such belongs in the sphere of the physician @hrmacists
in the twentyfirst century believe that one of their most important professional roles is
discuss treatments with their patients and, in fact, they are |egpullgthicallyobligated

todosc® I n this chapter, | will analyze McGill

early twentieth century medical authority, through the exploratiohreétareas of

¥W. McMullen, fAPresident's AGhmadian Pisarmaceuticel BdurA¥oll 923 Cor
LVI No. 12 (July 1923): 447.

31| have used McGill & Orme not McGill and Orme because that is how theasgnigentified itself in all
documents, advertising and signage.

32 Victoria Daily Times, 7 November 1930. Appendix C shows that McGill & Orme increased from 7.64
Rx/day in March 1931 (4 months after opening) to 108 Rx/day in 1947.

#3See AppendiAf or a copy of McGill & Ormeéds letter.

¥College  of Pharmacists of British Columbsttp://www.bcpharmacists.org/librafy/
Leqislation_Standards/2 Provincial_Legislation/507BIPA_Bylaws_Community.pdf (February 2,
2010. See Appendix G for a copy of the Code of Ethics adopted in 2009.



http://www.bcpharmacists.org/library/D-Legislation_Standards/D-2_Provincial_Legislation/5078-HPA_Bylaws_Community.pdf
http://www.bcpharmacists.org/library/D-Legislation_Standards/D-2_Provincial_Legislation/5078-HPA_Bylaws_Community.pdf
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inquiry. First, did this statement, made by one Victoria pharmacy, reflect the wider

ethical values of their contemporaries? Second, what does this ethical statement reveal
about medical authority and its effect on physigéwarmacispatient relationships in the
early twentieth centuryFinally, | will examinethe implications that this ethical code
had for phystians, pharmacists and patients in a general Canadian context.
In the late nineteenth century, pharmacists had fouaylsk énd successfully for
legal professional statuis both Canada and the United StatesBritish Columbia
pharmacistsvere trained as apprentices with private pharmacy schddisgasome
academic instruction; an educational system that continuethmtihiddle of the
twentieth century.Before being granted licensure, pharmacists were tested in six
subjects; botany, chemistry, materia medica, prescriptions, pharmacy and dispensing.
These subjects were focused primarilyptrarmacist manufactumg and compounding
roles. In some jurisdictions, such as Ontario and the Maritimes, pharmacists could
qualify with a degree in pharmacy from a university or through apprentic&ship.
Pharmacists who had qualified from jurisdictions whitstganding and regrements are
equal to those of the [B.C.] associataould be licensed without examinatidn.
Pharmacistsould lay claim to a wide scope of practice composed of four core
competencies: manufacturing, compounding, diagnosing and prescriBimgymadts
were not only expert compounders of physic
drugs directly from raw material$n addition, capitalizing othep u b | desaebtsself

medi cat e, phar maci sts engagedagnosingttheie pr ac

3 University of British Columbia Special Collections, College of Pharmacists of B@iistimbia Records
(hereafter UBESM-CPBC), Box 278, Pharmaceutical Association of British Columbiatising exams
1914, 1921, 1928 (hereafter Licensing exams)

% UBC-SM-CPBC, Box 278, Licensing exams.

%" UBC-SM-CPBC, Box 91, Pharmacy Act amended to Deember 24, 1926lause 121.
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customer8ailments and prescribing treatments as well as compounding those treatments.

None of these competencies were distinct,
physicians often compounded prescriptions as well as diagnosing acdiqings The
manufacturing role of community pharmacists was diminishing, due to the emergence of
large scale pharmaceutical manufacturers. Despite sharing these competencies with other
groups, pharmacists were recognized and respected as legitimaéteopeas of all four
competencies.

In Canada, physiciarfsught hard to prohibit count@rescribing as they felt that
pharmacists had fAno knowl edge®Atemps®v er of
curb pharmacists bguiding legislation througf®ntario's legislature failed, partially
because of defensive lobbying by pharmadst®hysicians were supporteéitherin
the courts when they tried to bring actions against pharmaoisis the media.One
newspaper editorial explained their position

the professional man may not be at home or cannot come immediately when

called; while the chemist is always behind his counter. A still more important

consideration is involved ... we shut off from the poor cheap and ready medical

assistancé?
Pharmacists benefited from their accessibility to the puddiavell as their ability to
provide cheap medical assistance. Physician authority was not strong enough to
overcaone t he publ i cbés bel idadgnostdanétieatrpentdhatma ci st s
accessibleinexpensive antegitimate.

Counter prescribing by pharmacists was also opposed by pharmacy elites, who

tried to prohibit its practice through the use of ethical codé&& American

¥BClark fProfessional Aspirations, o 52.
*bid., 52.
“pid., 52-53.
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Pharmaceutical Association (APhA) had declaredhieti r 1852 Code of Et

practice of pharmacy is quite distinct fro
of the business of both [medicine and phar
could |l ead to f.p%lcAprl 880, the Victeria Pharanaceuticals
Society developed a Code of Ethics that included the clause that pharmacists should not
practice medicine or give medical advféeSomepharmacists followed those ethical
directives Victoria newspapers carriedthevad r t i sement Al f you are
you get a prescription [see] C.E. Jones [at] The Peoples Popular Prescription Phabmacy
In many other cases, pharmacists ignored that ethical stricture.

P hy s i effors to prevent pharmacists fromunter prescribing had failed to
find support through legislation or through the press. Pharmacy elites had similarly failed
to control it with ethical codes. Pharmacists did not accept an ethical code that prohibited
counter prescribing because the publpported its practice. Although not formally
constructed, pharmacists operated in an ethical environment that most closely resembled
an agency model. Patients were primarily responsible for their own healthcare decisions
and were free to access whigbehealth professional they trusted to provide them with
information or treatments they required.

Much ofthep u b [ thirst @ self medicate was quenched by the increasing
availability ofsoc a | Ipatedd mBdicinesalthough most of these medimns were not
actually patentedThose medicines that were patented had their formula revealed in the
details of their patent. More often, although termed patent medicines, they were not

actually patenteButwere considered as proprietary productsheyr manufacturers and,

“David CowanfiPhar maci sts and Physi,eRharmasyin Histor)d).3eNosly Rel at
(1992):9.
“2The Daily Colonist, 15 April 1880, 3.
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as such, their formulas were kept secret. They were advertised directly to the public as

specific remedies for specific diseases, often with extravagant claims of success.

Physicians felt that s pedicinefalone, ss posgedstngthee opl e

skill within itselfi as though it had intelligence, genius, judgment, learning, all
c o mb i “A While pbysicians and pharmacists both condemned patent medicines, their
objections were never completely consistent withrthefions. Physicians participated in
their sale through endorsements and most prescribed them to their patiet&S0, Dr.
D.D. McDonald claimed in an advertisement in the Victoria Daily Colonist that "l have
been prescribing Scott's Emulsion witrogaesults ... especially ... in persons of
consumptive tendencie$!Some physicians alsnanufactured patent medicines as did
pharmacistb¥ut, nore importantly, pharmacists alsold them in their pharmacies.
Druggists Cochrane and Munn advertiggahrodite, the celebrated French cure,
warranted to cure any nervous disease or money refdfdegharmacist in 1880,
declared that patent medicines made up thirty percent of his sales, a strong indication
how economically dependent pharmacists wereater medicines and self
medicatiori*®

At the beginning of the twentieth century, the spectre of drug addiction
recreational drug use and patent medichees become a concern in Canaddilliam
Lyon Mackenzie Kingfederal deputy ministef labourand future Prime Ministehad

observed that smoking opium resulted in

3 Lee Andersonlowa Pharmacy 1880905: An Experiment in Professionalisffowa City: University of
lowa Pres, 1989, 23.

*The Daily Colonist, 1%ebruary1890, 1

> The Daily Colonist, 1March1891, 4

“6Canadian Pharmaceutical Journslbl XIIl No 7 (1881) 238.
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require comment’d Patent medicines were also coming under fire, in both Canada and

the United States. Many patent medicingse, in reality, nothing more than standard,
safe formulations from the British or U.S. pharmacopoeia. On the other hand, others
contained addictive drugs such as cocaine, morphine, heroin, and opium as well as
excessive amounts of alcohol. The faettttineir formula was secret meant that neither
the public nor pharmacists and physicians knew which products might be harmful.

Thep u b | useof @ddictivedrugsled to the fear thahe health of the nation
could be harmedas well as individuals. 1907, the Western Canada Medical Journal
noted that fAthe best asse.tdPhysidansusedthe nat i on
opportunity to criticize the practice of seife di cati on, fAthe first ob
medicines is that the presdnly of such preparations is apt to lead to-ssdfdication by
the pUPhiysi 6i ans werekolkeadr frih@ndfioshewedak
pandered to the public's desire for gakdication by selling patent medicines and
thereby heljng patientsavoid paying the physician's f&& The editor of the Canadian
Pharmaceutical Journal accepted the criticisunt felt the blame was the result of three
causes, Athe carelessness on the part of p
[and] the aid rendered by unscrupulous druggids

The debate over the appropriate control of patent medicines elicitecdiffer
solutions from physicians andh@macists. Physicians wantedl disclosure of the
formula on the label. Pharmacists bantegkther to form the Canadian Pharmaceutical

Association (CPhA) and argued that disclosure m&ge,as it didn't recognize the

““Mal | ec k, InflieBcasn®64. u |

8 bid., 274.

9 Anderson lowa Pharmacy132.

*Mal | eck, ,AiCPulrlel .Drugs

Mal l eck, AProfessionalism,o 188.
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manufacturer's rights to protection from competitors copying their prodiety also did

not believe that the public weredwledgeable enough to understand the formula.
Pharmacists wanted manufacturers to submit their formulas to an impartial government

board. When th@atent and Proprietary Medicine Aeas finally passety the federal

governmentn 1908, thg chose a copromise between the two suggestioRsoducts

that contained substances from an attached schedule would be labelled with those
ingredients. If the manufacturer chose to print the entire formula on the label, they would
be exempt from the act.

The passage of tiigatent and Proprietary Medicine Aeas of critical

significance to pharmacists, physicians and the pubianufacturers were required to
register annually with the federal Inland Revenue department and submit their formulas
and produts for analysis® For the first time, social authority over deuipcluded

laboratory science and wadministered by the federal governmebtniel Malleck has
argued that this signalled a shift by pharmacists and physicians to use laboratory science
to back up their right to protect the public from dangerous drugs. They had previously
relied on moral authority and character. The act prohibited the inclusion of cocaine in the
formula of any patent medicine. Henceforth, cocaine would only be availalale

physician's prescription, filled by a licensed pharmacist. The O@iiim Actadded

morphine and opium to the list and, perhaps more significantly, empowered the
government to add substances as W&w fdeeme
physicians, these two acts made them gatekeepers asgighele authority to

safeguard the public from the misuse of dru§sself-medicating public was seen as

2Mal | eck, fAPure Drugs, o 111.
*%pid., 113.
> UBC-SM-CPBC, Box 91, An Act to prohibit the improper use of Opiuand other Drugs, May 19, 1911.
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detrimental to the health of the nation; physicians were now the public's best source of

medial advice and treatment. S.E.D. Shortt has explained that the advanced knowledge

of physiology and pathological conditions meant that medical knowledge was no longer

accessible to the [ ayman. Physicians fgai

ef fectively, but because only®> they could na
For pharmacists the verdict was mixedn one hand, they had succeeded in

pushing the government to consider their views on patent medicihey. had also won

the rightto bethe only legally sanctioned distributors for the drugs named in théact.

the other handiiews on seHmedication and count@rescribing had hardengesulting

in a reduced scope of practice for pharmacfsts.
Pharmacist vaditionalcore competency of manufacturing was also

disappearing. A pharmacist's primary skill for centuries had been manufacturing

medications directly from raw materiaissuallybotanical but sometimes chemical.

They were trained to distil and extract activedioaal ingredients from plants and

prepare them in a form that allowed ingestion or application by the patient. Pharmacists

also had training in chemistry that facilitated the manufacture of medications such as

ether or chloroform.

R. J. Clark arguedat during the last twenty years of the nineteenth century, physicians

were standardizing the dosage forms they prescribed. This consolidation encouraged

wide scale manufacturing and reduced theptdged byp har maci st s as MfAcot

*SE.D. Shortt,Ai Physi ci ans, Science, and Stat us-Amerlcansues i n
Medicine in the Nineteenth Centuty Me dHistanavbl. 27 (1983): 63.
“McGil &Orme6s | etter in 1935 assured physicians that |

nostrums. They would advise their patients to see their physician instead. The CPhA and APhA code of
ethics MfAdiscouraged t he adtussienicdhat plydicjars candi pharmaabidtse no st
discouraged the use of secret remedies at the same time that they were keeping the composition of their
prescriptions secret.
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i ndust ry o rshhahisuéetopnient comcided with a shifiom skilled

tradesmen to mass production techniguésvas at this time that pharmaceutical
companies such as Merck, Lilly, Frosst and Abbott were founiethufacturing
innovations such as automaticallyyered compressed and coated tablet machines in
1875 and Warner's parvules (small pills) in 1879 could be produced on a large scale.
New extraction processes pioneered between 1845 and 1875 and biological products,
such as diphtheria artbxin, at the tun of the twentieth century were not suited for
manufacture in community pharmacr&slt made more sense to purchasefabricated
medicationgrom manufacturers whose economies of scale could provide pharmacists
with cost savings. By the twentieth cemyiuthe manufacturing role had all but

disappeared from community pharmacies. Pharmacist J. Murdoch felt that this shift had

resulted in a | oss of prestige and expert.
washing the bottle and being carefulhodb s pi | I t he mi xture. 0 Th
Athe public are beginning to question our

services, in filling the prescriptior® Lee Anderson argues that pharmacists gambled on
the strength of self medicati@md manufacturing traditions he loss of both avenues of
revenue left them in a vulnerable positfSnPharmacists had lost the legitimacy that
specialized skill and competence in manufacturing had provided. When added to the loss
of legitimacy created by the movement away from-sedflicationt h e p avbrélli ¢ 6 s
dependence on pharmacists had alsordshed. As Paul Starr has argued, a reduction in

legitimacy and dependency is reflected in a corresponding reduction in authority. Loss of

Clark fProfessional Aspirations, o 46.

%8 Sonnedecketlistory of Pharmacy329.

®J. Murdoch, AA Far Cr yCafadianPhasheceuicaldaumalol LiXIb Sunt an, 0
No.22(July 15, 1929): 777.

¢ Anderson lowa Pharmacy, 137.
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authority contributed to a sense of pessimism among pharmacists by the early twentieth

century. Some feared thdtgrmacy might disappear as a profession altogether.

The rise of scientific medicine in the late nineteenth century created the optimistic
view that saence might ultimately solve dllealth problemsProgress had been made in
diagnosis, antiseptiethniques and surgery as well as preventative measures such as
vaccines and public health measures. Drug therapy, however, had seen very few
advances. Oscar Herzberg wrateLippincott's Magazinein 1898 hat Ait 1 s not
unreasonable believe thaé the drugshop will be in less and less demand, utiit
may become entirely extinctd The spectre that their profession might disappear
completely weighed on the minds of pharmacists.

It was in this context that the work of educator AlarahFlexner contributetd
pharmacistnsecurity. In 1910,he had writtera report for the Carnegie Foundation that
advocated the reform of medical education in the United States and Cardtteugh
Flexner did not include pharmacy in that reportifteexamine the questioi,d
Pharmacy a Professiaih a separate studyn May 1915°® His findings were not
designed to please pharmacists, and they did not. On the positivieeSmiend that
pharmacy had a definite purpose, communicable techniquacgmired essential
material from science. On the negative sklexner claimedpharmacy was not
primarily intellectual and its responsibility was not primary or origirilhe physician,

he saidfihinks, decides and orders while the pharmacist gladlysit with discretion,

® Robert Buerkii The Public | mage of the AmePhamnacyinBtorgr maci st
Vol. 38 (1996): 73.

%2 Abraham FlexnerMedical Educatiorin the United States and Canad#lorth Stratford Ayer Company
Publishers Inc2003 reprint edition).

83 BuerkiandVottero, Foundations5.
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intelligence and skill dlexner concluded that pharmacy was an arm of medicine, not a

professiorf*

Flexner's verdict struck directly pharmacist professional identity. The loss of
counter prescribing and manufactyyias core competencies and the resultant reduction
of authority left pharmacists demoralized and pessimistic about their future. CPhA
President, W. McMullen, started his address to the 1923 convention with the declaration
that At he f ut wacerain.oltfis afattarrofrg@ve gonders to us what the
fut ur e ®wicNullen Was nodalone in his fears; throughout the 1920s many
others were adding their voices to the chorus. Dr. V. Henderson, Professor of Pharmacy
and Pharmacology atthe Feaecy of Medi ci ne, University of
continent has run wild on pharmacy as a business and not as a prof&sgiareditorial
in the Canadian Pharmaceutical Journal f el
Asl i ppi ng dedrmngby rung’e Thé protlems, President McMullen said in
his opening address to the convention, vesghecational, professional and ethical

Pharmacists in the United States felt the same despair. In an dtieepiedy
the situation, APhA esident Charles LaWall, proposed a revision of their 1852 Code of
Et hics. FIl exner's determination that prof
advancement of the common soci al interesto
professional orgnization is its code of ethic® Al t hough LaWall recei v

supporto from the APhA, no concrete action

& Buerki, fHistorical Developmem 5 7 .

“W. McMullen, APresident's Adrhdiam ®mrmaceuticl BourdaVoll 923 Cor
LVI No. 12 July 1923, 447.

% Editorial, Canadian Pharmaceutical Journa¥ol LIX No 12 (July1926): 536.

87V. HendersoniiDr. Henderson urges the Importance of Advance in Canadian Pharmaceutical
Education 6 Canadi an Ph arVolalX Kowt(Aprd HP6): 368.ur n a |

% Buerki and VotteroFoundations 3.
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himself in the hope that it would restglarmacist professional prestige and

reputation”® LaWall's rew version was adopted by the APhA in August 1822,

The CPhA invited LaWall to their convention as keynote speaker, in July 1923, to
discuss pharmaceutical ethics. At the convention, the CPhA adopted the APhA Code of
Ethics as a basis for theiwa, with only a few minor modificationd.aWall divided his
code of ethics into three sections, each one detalpigarmacist duty to a different
constituency?! Significantly, LawWallincludedphysicians, along with the public and
fellow pharmacistshighlighting his belief that pharmacidtada special relationship
with physicians, worthy of special ethical conditiorfhie code enumerated a series of
role-specific rules that were unique to the profession of pharmacy, spanning issues from
the conducbf wholesalers to patient confidentiality to financial arrangements with
physicians.The following clauses (numbered for clarity) were included as duties to the
Physician.

Clause 1

The Pharmacist even when urgently requested so to do should always

refuse to prescribe or attempt diagnosis. He should, under such

circumstances, refer applicants for medical aid to a reputable

legally qualified Physician.

Clause 2

He should never discuss the therapeutic effect of a Physician's prescription

with a patron nor disclose details of composition which the Physician has

withheld, suggesting to the patient that such details can be properly discussed

with the prescriber only?

McGill & Orme's ethical statement can be recognized as an econonicadded

rephrasing of the above two clauses. Based on its geneglaggears that McGill &

% pid., 3.

Olbid., 3.

"L See Appendix G for a copy of the APIIdde of Ethics.

“APrinciples of Plasadian®mmenacedtical ddurnafa Vil Nos3, (@ctober 1923):
18 & 24.
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Ormeds et hical view did reflect the wider

and the United States.

| will analyze both of these ethical statertsely connecting McGill & Orme's
concise version to the more comprehensive clauses adopted by the CPhA and APhA.
McGill & Orme's promise to refrain from discussion of symptoms encapsulates the heart
of the first clause. Symptoms, whether observed or unedsare the basis upon which
diagnosis is determined. McGill & Orme's prohibition on discussing treatment with
patients also summarizes the first clause, as well as the second. Treatment is the end
result of prescribingghwmnteealdosondammae i one @
diagnosis. Any discussion of treatment or symptoms could migrate to an evaluation of
the appropriateness of either the diagnosis or the prescribed treatment, both designated,
by the code, as within the professional boundarigke physician. Charles LaWall
emphasized this point, in his revised Code of Ethics, by including it within the
phar maci st 6 s dagell ado physiciabsh ePpabmaci sts, he
make no attempt to prescribe or treat disea€e8y including this prohibition on
diagnosis and prescribing as a duty to the public, LaWall acknowledges that pharmacists
who engaged in this practice were potentially jeopardizing the safety of the public. A
prohibition was n e swewtha professions must ddvaocevthe=1 e x n e
commonsel nt er est . Thi s nireeeestd ahgaduof thoseof) t he pub
pharmacists

The promise not to discuss treatment summarizes the second clause;
encompassing both therapeutics and compasitichis clause would be unacceptable to

twentyfirst century pharmacists because therapeutics forms the basis of their profession.

" Ibid., 18.
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To resolve the dichotomy created between professional views from both eras requires an

examination of dd,e dx=rwelfilt heg ampeditd & and g
the twentyfirst century, therapeutics is closely associated with pharmacology. Standard
pharmaceutical reference books, such as Goodman and GilFharfzharmacological

Basis of Therapeuticemphasizehe interaction of the two subjects These reference
books, as well as detailing the indications (uses) of drugs, also explain the post
administration reactions that occur when drugsract withcomplicated physiological
processes in the human bodycluded in that discussion are drdgug interactions and

drug sideeffects. Modern therapeutics is largely concerned with what happens after the
drug enters the body and twentidifst century pharmacists are extensively trained in
therapeutics and phaawology. When McGill & Orme made their ethical statement,
therapeutics had a narrower meaning and pharmacists had different training. The
MerriamWebster dictionary traces the term therapeutics back to 1671 and cites its
definition asrerfeadiasdo dsgage® Thatalefinitomis resfricted to

the indications aspect of therapeutics with no mention ofgudisiinistration effects.

Medical science, in the 1920s and 1930s, did have some knowledge-of post
administration effects of dgs and that knowledge was taught to physicians through
courses in pharmacology. Pharmacists, however, did not receive any training, nor were
theyexamined, in pharmacology or any other related studies such as toxicology. The
reference books used by phawersts, such as the British or U.S. Pharmacopoeia, give the

indications of drugs but virtually no information on pasiministration implications.

" Goodman and Gilmanghe Pharmacological Basis of Therapeutigas first published in 1941 and is
currently inits 11" edition.

> MerriamWebster Dictionary, kttp://www.merriarawebster.com/dictionary/therapeutic{February 2,
2010.
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The narrower definition of therapeutics at the time put therapeutics outside the practice

boundaries of pharacists. Further, and even more significantly, pharmacists were not
trained in pharmacology and were therefore not qualified to discuss therapeutics, in the
modern sense, with competence.

McGill & Orme's 1935 promise not to discuss treatments patients would
have assured physicians of their agreement not to disclose compositioRharhecy
Act of 1925 states that disclosing the composition of a prescription was not required if it
originated fr onf® Imthipchcynssiamce mrmécists were chesther
legally required nor prohibited from labelling prescriptions with its composition. On the
other hand, with the exception of cocaine, morphine and heroin, pharmacists were
allowed to compound and dispense any drug without a phy'si@aescription but, in
that case, they were required to record the composition on the jabetlitionally, the
Pharmacy Acspecifically stated that any person could request a copy of their
prescription, provided the pharmacist kept the original @d%ilThe decision to disclose
composition, therefore, was legally within the jurisdiction of the pharmacist and the
patient . Conversely, the ability to keep
legal control. In practice, however, pharmatlyies promised to voluntarily revert that
control back to physicians. In this case, pharmacy ethics increased physician authority
beyond what was assigned to them by law. For pharmacists, this allowed them to
strengthen their link to physician authorig well as ensuring that the public would
continue to be dependent upon physicians and pharmacists to provide treatments for their

ailments.

" UBC-SM-CPBC, Box 91, Pharmacy Act amended to Decemb24, 1925 Clause 28.
""bid., Clause 26 & 27.
8bid., Clause 23.
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Did pharmacists, in practice, withhold composition? In addition to the Code of

Ethics declaration, andcGill & Orme's letter, there are two additional pieces of

information that indicate that they did. Appexd@ shows labels from the 193fisthe

1960s that were generatetthout compositionnformation Additional evidence comes

from two books of presiptions, filled at McGill & Orme in 1931 and 1947 (Appendix

C). In practice, when a physician wanted a pharmacist to disclose composition he would
add the notati on flhthdsechses, theghaimadgst woulddabelthe p t i
prescriptiorwith its composition In the survey, | found that only one prescription
included the notatl°0MeGfil ab&l ®rimeodosaclecoamps
reasonably taken to repres@hiarmacist practices at that time and they indicate that, at

least in this pharmacyphysicians rarely asked pharmacists to reveal composition.

Considering all these factors it is unlikely that pharmacists revealed the composition of a
physi ci an 0,excetmeas oacdsipns,iarw only on the request of the

prescribing physician.

Why would physicians want to withhold the composition of a prescription? In
most cases, in the 1920s and 1930s, patients would have to pay to consult a physician.
From aphysician's point of view, the treatment they prescribed represented the tangible
result of the patient's consultation with the physicibrtluded in the cost of consultation
was the intangible art and skill of the physician's diagnosis and choi@atrhant.

Disclosing composition and discussing diagnosis would reveal the secrets of the
physician's art and skill. The potential implications of these revelations can be seen
through an examination of the 19BIEGill & Orme prescription survey. Here veee

that only 58 out of 978 prescriptions were li@roin, morphine and cocaind@hesewere

9 See copies of prescriptions in Appendix C.
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the only drugs that theharmacy Actestricted solely to a physicians' prescription.

Conversely, 920 prescriptions could have bespehsed on the direct reguiefa

patient, without a physician's prescriptfnThese included phenobarbital, digitalis,
phenazopyridine, quinidine and quinine, all of which were eventually made prescription
only. If the composition of their treatments was revealed, patienls cse that

information at a later date to seifedicate, either for their own conditions or those of
their family or friends.This would be facilitated furtheif the patient's diagnosis was
discussed by the pharmacist. Therefore, prohibition oniticegsion of diagnosis was
important to physicians for proprietary reasons, not just to prevent second guessing.

A second reason that physicians might not wish to reveal composition was the
number of manufactured productsany of them patent medicines. The sample
examined from the records of McGill & Orme show tB80 out of 97&r 40% of
prescriptions dispensadere manufactured produdts This ratio of manufactured
products to total prescriptions fits roughly witthet surveys of this time periodn the
United Statesmnanufactured products were found to make up 25% of the prescriptions
surveyed® The sample includes patent medicines such as Musterole, Lavoris, Calamine
Lotion and Ichthyol antiseptic vaginal con&tost of these productéike many other
prescribed remediespuld be purchased without a physician's prescription, at a
pharmacy, department store or grgcer

Access to prescription information may hagenptedpatientsto economize by

selfmedicatng their conditions with noprescription or patemhedicinegather than

8 |n 2010, the situation is reversed. The vast majority of prescriptions are written for drugs that can only be
obtained throweghkrapphyni.ciThrdefpr e, secrecy i s not
art and skill. Even when the patient knows what was prescribed they are unable to get more in the future
without a prescription from the physician.

81 See Appendix C.

8 Sonnedecketistory of Pharmacy315.
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consuling a physician.For pharmacists, revealing the composition of a prescription

might encourage patients to purchase patent medicines-ph@macy locations. The
increase in dig regulationsvas an important part of the transference of medical
authority to physiciansn the early years of the twentieth century. Having lost the
authority to be advisors to the public in their efforts to stlicate, pharmacists saw
that theirbest interestiy in supporing physicians in their efforts to control information
about their patientds health.
President McMullerhad warned that pharmacists fa@etlicaional, as well as
ethical and professional problemBharmacists still retained an educational curriculum
designed for manufacturing, despite the fact that its usefulness was becoming limited.
Pharmacists were not required to have any knowledge of anatomy, physiology,
bacteriology, toxicology, or phawology. By the twentieth century, these were the
subjects that formed the basis of modern medicine.
By the 1920spharmacists wereoming under fire from within the profession as
well as from the medical profession because their education had nopkejthuhe
times. Dr. V Henderson, told pharmacidtsh a t refialking aalifferent language
because pharmacy education had not kept pace with new developiehis lack hurt
pharmacists because, Bl#ot Freidson arguesi wi t hout a ¢ coopecatve | an g u :
endeavour s a’f RahousiepPhansacyDeaGeorye Burbidge, believed
that education shouldiieacqui red only in a coll ege of p

the science and medi © ®8urbidfjealikd ndny pharmasistsp f a un

8 Hendersonfi Canadian Pharmaceutical Educatio36.

%Freidsoni Theory of PfAldfessionalism, o

®G. Burbidge, fAAre Appr e nCanadianPhatmaddiragloumal YopléXr | y Educ a
No 8 (March1926): 313.
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worried whether the profession would survive and believed that education needed to be

improved before pharmacists could advance.

These commentators indicated that educational improvement could be achieved in
three areas. First, pharnyateeded to be taught in universities where it would have
access to medical and scientific faculties. Private pharmacy schools were no longer
adequate to educate pharmacists. Sequmtmacistsieeded toe-evaluate certaiareas
of study, specificallypotany and materia medica, which were rooted in their
manufacturing past. Thirgharmacistseeded to learn to speak the modern language of
medicine. Burbidge believed that pharmacy needed to update the field of materia medica
to courses in pharmacolody Progress in education was uneven across Canada. Some
provinces, such as Ontario and Nova Scotia, were already educating pharmacists at
universities in the 1920s. British Columbia would be the last to convert; at the 1925
Annual General Meeting of tHeharmaceutical Association of British Columbldné
Association, Councilor Crowder told the meeting that the association was seeking
affiliation with the University of British Columbia. Curriculum, he said, should be
adjusted to include biology and toriogy with reduced emphasis on botany but, due to
competition for facilities at the new university, no progress should be expected for three
or four years$” In reality, Crowder was optimistic; pharmacy education would not move
to the university until 198. The state of pharmacy education in the 1920s was such that
pharmacists were unqualified to do more than compound prescriplibey. had no
educational legitimacy to diagnose or prescribe and had lost the economic viability as

medicinal manufacturers.

®Burbidge, ®mIBpprentices, 0
87 UBC-SM-CPBC, Box 2333, Minutes of Annual General Meeting, Pharmaceutical Association of British
Columbia, June 11,925
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Pharmacists were at a professional crossro@dtlsy had lost their manufacturing

function as well as their role in setffedication. Their education over emphasized a
manufacturing role that had all but disappeared and was deficient in the subjetiiatrea
defined modern medicind? h a r mansacwgitie® about the future of their profession
wereencouraged bylansto classify pharmacy as a traog theBritish Columbia
legislature. This plan wakwarted by a delegation led by CPhA delegate, John
Cochrané® A Canadian Pharmaceutical Journal editaa@locatedn 1925 that
pharmacistseturn to their ancient role as the physician's cook, focusing their fortunes on
the remaining core competency of compoundi
what LaWall termed an fientente cordialeo w
professionafortunes to the medical authority of physicidhisA key feature to any
arrangement with physicians would be a prohibition on diagnosis and prescribing by
pharmacists, a goal that had proven unachievable in the past.

Pharmacy elites were aided in theiatjby increasingly stringent regulations and

enforcement. ThAct Respecting the Practice of Medicine and Surfexy specified,

since 1911, that only those who were licensed as members of the College of Physicians
and Surgeons could practice medicin®iitish Columbia® In Ontario, pharmacists
were warned that they would be prosecuted if they counter freden contravention of

their medical legislatiod" The files of theAssociationcontain numerous letters citing

8 Raison Brief History of Pharmacyd5.

8 Buerki, Historical Developrantd 6 8 .

9'UBC-SM-CPBC, Box 91, An Act respecting the Practice of Medicine and Surgery, 1924
°1 Canadian Pharmaceutical Journafol LIX No. 6 (Jan 1926).
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pharmacists for infractions agat the bylaws’* Regulation and enforcement was now

sufficiently strong to ensuthat those who did not complyowld be disciplined.

The Code of Ethics adopted by the CPhA went beyond legally defined limits,
however. The proibition on counter prescribg, the discussion of treatment and the
disclosure of composition were only partially backed by legal statute. Pharmacy elites
had endorsed a similar prohibition for decades but lacked the authority to enforce its
adoption throghout the pharmacy professn . Phar maci stdés profess
now dictated, in detailed form, by the pharmacy elitecal pharmacies, such as McGill
& Orme Prescriptiongrovided consensus ftine 1923 code because they believed that
confining their professional patter of practice to the filling
was their best hope for professional surviidharmacists were able to replace authority
lost by the reduction of their core competencies with authority gained by forging
professional alliances i physicians.Pharmacisg Success in attachirthemselves to
the authority of physicians meant that the public would remain dependent on pharmacists
for drug distribution and physiciands for
Pharmacists may havest some of the authority they had enjoyed in the nineteenth
century but were able to forestall the fears of their demise by attaching themselves to

physician authority and concentrating on their one remaining competarmpounding.

%2 UBC-SM-CPBC, Boxes 5, 26, 27, 2-25, Letters and Inspections, 189917,
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Chapter Two

Today the public overlooks the real mission and social value of our profession.

We forget to put in the limelight the importance and real dignity of our work and

of our social role é We are |l osing

Emile Coderre August 14, 1957

In the 19®s,pharmacistsdentified their core competency as the compounding of
physi ci an 0 sUsmgteeLode of Ethicplsammscy elites were able to ensure
that pharmacists stayed primarily within the capabilities dictated by this core
competency. Along as compounding skills were required to fill the majority of
prescriptions, this remained a viable capabilitythis chapter, | will examine hothe
dynamics of pharmaady North Americachanged significantlafter World War I} in
two very imporant ways.

Firstly, thenumber of prescriptiongicreased rapidly. In the United States,
prescriptiors rose from 400 million per year in 1950 to 1 billion per year in 1965 while
prescriptions usage rose from 2045 prescriptions per persqguer yearfrom 1950 to
1965 Theincrease cammainly from increased prescription usage, not increased
population. Canada experienced a similar trend; the number of prescriptions filled
increased from 35 million in 1956 to 60 million in 1965,

The second changdbkat occurred was the mix of prescriptions filled by

pharmacists. More and more, prescriptions were being filled with manufactured pre

fabricated products, primarily tablets and capsuwdsle pharmacists were being called

% UBC-SM-CPBC,Box918,Emi | e Coderre, introductor
Pharmacy in the Province of Quebec from 1819 3 0. 0 pr esent ed t
of Pharmacy, Montreglugust 14, 1957.

% Stephen Sandelmeyerii Recent Economi ¢ Tr e mBhmarmacyin Aistoewol ¢ an
51 No 3 (2009): 104.

% UBC-SM-CPBC, Box 12A10, Report of the Pharmacy Planning Comraiss May 1967 (hereafter PPC
Report), 11.
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on to compoundewer prescriptios. We can see this trend in the analysis of McGill &

Or meds prescription registers, the percent
sixty percent in 1931 to twenfijve percent in 1947° In the United States, statistics

were similar, compoundindropped from seventffve percent in 1930 to twensix

percent in 1950 and to thréeur percent in 1962’

Elenbaas and Worthen have examined the twentieth century transformation of
United States pharmacy and conaol ude tthleatl 9/
and 1970s. Their verdict was thtarmacists were i ewed by t he publ i c
overeducated and under whoachievedditle more thdnt hc ar e
Acounting -pottbkesr bmtbRhiymacistseachedottist t | es . ©
unenviable position, they say, because of the decline in compounding and the increase in
pre-fabricated medications.

From a business perspectiviaistshift in prescription dynamics was a boon to
communitypharmacists Although the loss ofmmpounding represented a corresponding
loss of revenue this was more than made up by the increase of prescription volume.
Pharmaceutical companiesnstantlydevelopechew medications and many, such as
penicillin, tetracycline and other antibiotics, werardatically effective.Manufacturers
were also successful gimultaneouslyromoting new medications and the coidlis
they treated Although advertising wa®stricted in the United States by the enforced
inclusion of risks as well as benefiftharmaeutical companies were able to infiltrate

popular media to create dematidPharmaceutical companies formed the Medical and

% See Appendix C.
" Sonnedeckelistory of Pharmacy315.
% Elenbaas and WorthenTrdins f or mati on 1867. a Profession, o

9 David Herzbergi Wi | |  Wonder Dr Bhasnacyie MiganwoCE Als 2(2009950.
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Pharmaceutical Information Bureau (MPIB) which distributed drug information,

complete with brand names, to the media. Articlet sssoAureomycin: It fights germs
penicillin won't" read like news articles and promised availabilitght now on your
doctor's prescriptiont® Miltown (meprobamate) was touted in Cosmopolitan magazine
by MPIB writer, Donald Cooley, as bringiriperfectpeace and helpingifrigid women

who abhorred marital relatiodand juvenile delinquents to becotfi@lm ... quiet,

cooperative, bettenehaved childrep®*

This trend helped expand the market for
medications. Other health breakthroughs suchas paticvaenes i ncr eased
confidence in medical scienc@rescription revenue increased in the United States from
$1.25 billion in 1955 to $2.75 billion in 1968 In Canada, prescription revenues
increased from $87 million in 1956 to $200 million in 1985 Sincepharmacistgriced
prescriptions with a marlgp on the cost of the drug these revenue increases resulted in a
gross margin increase of over 100% overtdmeyear period Pharmaciedenefited from

this increasedevenueand dispensaries started to contribute more to the overall financial
health of the drugstore. In the United States, twéing/percent of drugstores in 1962
received at least half of tmeevenues from the pharmacy department, up from only one
percent in 1931%* Economic benefitsamefrom more tharjustincreased prescription
volume. The reduceiiling timerequired o fill pre-fabricated prescriptions increased

pharmacist productiwtand thus improved the profitability of dispensaries. Some

pharmacies used that increased productivifyrtonote their businesses.August 1955

adrivesinphar macy boasted that fAan average presc

1%hid., 51.

1% pid., 51.

192 5onnedecketlistory of Pharmacy313

193 YBC-SM-CPBC, Box 12A10, PPCReport 11.
194 sonnedecketistory of Pharmacy311.

t
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inlessthantwommt es € all prescriptions are fille

pharmacist, Tony Lauglin, expfedt hat fisi nce drug houses put
prescriptions in tablets today, th& phar ma
While the efficiency that Lauglin prized may have been good for short term
economics, the public were now viewing pharmacists in a different light. Rather than
expert compounders, the public saw®®har mac
Despiteincreases in predption volume, dispensing piffabricated products allowed
pharmacist$o spend more time in the ngmofessional areas of the stoM/hile this
increased their visibility to the public, that visibility was primarily in a-4poafessional
capacity. Phararcists were seen as commercial retaileith a technical role in
di spensi ng phys iPoarmansd Gre pomgetercy of qgpripounmding no
longer occupied the center of their professional practice. Bound by a Code of Ethics that
restricted he scope of their practice, pharmacstsiggledto develop new competencies.
Running parallel to a loss of public prestige, pharmacists also faced increasing
public criticism regardinghe cost of prescriptions. A poll in 195®und that 63.1 per
centof people thought prescri pt Manofactuerer e A hi
Sharp and Dohme's survey found that 38 per cent of their sample believed that
Aprescription prices have gone up flaster i
Presciption pricing was also a sensitive issue in Canada, prompting the federal
government to form the Special Committee on Drug Costs and Prices in Jul}{f39856.

counter negative public reaction publicity campaigns were instigated by provincial

105RobertBuerkiﬁ The Public I mage of the AmerRhamaacyilPhar maci s
History VVol. 38 (1996):75.

1% Elenbaas and WorthenT iansf or mat i onl560f a Profession, 0

Y7Buerki,A Publ i c | mage, 0 69.

198 canadian Pharmaceutical Journgbl 99 No7 (July196): 28.
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associationsind private pharmacies. The Pharmaceutical Association of British

Columbia issued a pamphlet that attempted to show that prescription prices had remained

steady at the same time that other medical costs had risen sféeptixate community

pharmaciesigch as Jay's Pharmacy in Vancouver produced their own pamphlets that

showed the costs incurred to dispense a prescripfiofihis public focus on prices

woul d have an 1 mpact on pharmacistods attem
Althoughlicensa as professionals, pharmacists operated undexciieomic

framework of a commercial enterpris€hey had traditionally priced prescriptions by

adding a percentage to the drug cost to reach a retail price, a method used in most

commercial retail setting$t was hard for pharmacists to promote their professionalism

when they priced their professiors#rvicesn the same way as Kleenex, paint or

tobacco. As early as 1957, Professor H.J. Fuller, Professor of Pharmacy at the University

of Toronto, advocateshifting the pricing of prescriptions to a system of cost plus

professional fee. The professional fee would cover all of the overhead costs incurred in

the dispensary and would bear no relation to the cost of the drug. This became known as

the Fuller Method. This method of pricing was not adopted quickly, by 1963 only ten

percent of pharmaciés Canadaised this systerfit! This reluctance can be attributed to

several reasons. Firstly, most pharmacies did not keep separate account records for their

dispensaries and thus would be unable to determine the overhead costs for the dispensary

alone. Secondly, pharmacists worrtadt, although this system would decrease the cost

to consumers for some prescriptions, others prescriptions would increase in price. Lastly,

19YBC-SM-CPBC, Box 127, The Low Cost of Drugsuly 1967,

1OUBC-SM-CPBC, Box 124, The Facts about Prescription Pric267

"Mpavid Thompson, fAMore Pharmacists to Price a | a Fu
1963): 11.
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the public view that pharmacists were Apou

professional fee for at appeared to be a purely technical function.

Technical aspects had always been part of the pharmacist role but with the decline
in compounding, that technical role had simplified considerably. Pharmiaagsts
received universityraining in British Colimbia since 1948ut theirethical code
prohibited them from fully accessing much of that knowledge. As a result, pharmacists
were seen by the public as overeducated and underutilized. This was not a nefnissue
editorial in thePacific Drug RevievinFe br uary 1950 had noted t he
hi mself in a sort of no mandés | and, <charge
right to exercise i nd{*Byteus60s, pparnmtistsstaried n a |
to worry that filling presriptions could become a strictly technical function not requiring
the services of a pharmacist. In Kentucky, hospital administrators opposed a bill proposed
by pharmacists that would prevent Agimarmacists from dispensing medications in
hospitalss* InCanada, the pharmaceutical manufactu
hospitals for less than community pharmacies was seen as a threat by pharmacists. They
feared that low prices could encourage provincial governments to dispense government
paid welfare pescriptions through hospital outpatient departmé&fit®otentially this
could be accomplished by technicians rathen fifearmacists. In British Columbia, many
hospitals did not have a pharmacist on staff in the 19E0st Freidson argues thathen

professionals are seen as merely technical specialists, they will be given little autonomy

12 Byerki, AHistorical Developmen, 70.

3 Ronald Akers The Professional Association and the Legal Regulation of Pradbae and Society
Reviewvol. 2 No. 3 (May, 1968): 475.

Mjohn Bachynsky, fARAWaMnaest onCaraddd@nnnacgte Association
19072007-100 Years of Leadership in Pharmg8ttawa: Canadian Pharmacists Associat2f)7), 26.
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or authority beyond their technical speciafity. Pharmacists worried that they might be

downgraded from professionals to technicians.

The academic world still saw pharmacy as an incomplete profession, just as
Abraham Fl exner had in 1915. I n an articl
Case of Phar macy awse CanBaurdéersandawWilsbn'shiefinitiohaf n
profess on as an Aoccupation which iIis based up:
training, the purpose of which is to supply skilled service or advice to others for a definite
fee or salary dhey further specify that professions organize themselves into

professional groupings, develop special codes of ethics, engage in formalized

recruitment patterns, establish formal institutions to transmit the knowledge of

the occupation, develop social organizations to insure the perpetuation of the

profession througtime and finally, take on the characteristics of-gglferning,

autonomous institutions®

Denzin and Mettlin argukthat pharmacy constituted an incomplete profession
because they failed to abide by the requir
avertisedo and failed to recruit Atruly com
lives to the altruistic goals and values of the profesg§ion They <c¢l ai med t hat
al so failed to control the obj eatticloolly t hei r
of scientific knowledge which can only be learned by socialization in their own

117

institutions:~" The authors quote pharmaciasssayingtheint he pr of essi onal

hazy and soft’® Hospital pharmacists referred to retail pharmacistsgsar den hos e

Y Ereidsoni Theory of Pd26fessionalism, o

116 A M. Carr-Saunders and P.A. Wilsofihe ProfessiongOxford: Clarendon Press, 1933) quoted in
Nor man K. Denzin and Curtis J. Mettlin,, Sdahcompl et
ForcesVol 46 No 3 (MarchL968), 375.

bid., 376-7.

118 pid., 376.



44
druggi st s o, ninprgféssionahdtureiofppducthseld in drugstores.

Denzin and Mettlin recognized that pharmacists possessed some aspects of
professionalism, codes of ethics, formal education, and specialized skills as well as
segments, such as hospital pharmacy that did not advertise. To professionalize, the
authors chimed,pharmacistsvould have to stop treating drugs as a product and start
treating the dispensing of drugs as a service. In practical terms, this meant adding a
uniform service fee to the cost of the dreagher than marking the cost of the drug up by
apercentage, a system paralleling the Fuller Method. Denzin and Mettlin felt that this
would be difficult as the public saw pharm
pharmacists lacked credibility with the medical profession in the goal to be seen as
Aeertpondrugs@ hey quoted the AAmMerican Druggi st
recognizes that the pharmacist has consi de
prescription is a commodity, a product, so why not, they say, buy it at the discount
house %° While pharmacists were professionals in a statutory sense, many observers
saw them as businessmen more than health professionals.

Throughout the 1950s and into 1960s, ph

decline. Deborah Savage argues thatduccess of an organization depends on having

Apracticed organizational routineso that wu
and capabilities. ANo matter how brillian
of complementary capahilii es wi | | be un@dmthel9d0s, i mpl emen't
phar mgaoiasxttséc ed organizational routines had

the core competence for which they were trained remained compounding prescriptions.

bid., 376.
?%1pid., 378.
12Lsavage Préfessions in TheoryH33.
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These Apour aes,perfarrned antadailyabasis,inew farmed the capability

of the organization buwvereout of sync with their core competency. The legitimacy and
dependence underlining their authority in the past had been embedded in the core
competency of compoundinggscriptions. This competency had been recognized as
specialized knowledge only acquired by pharmagigtalifyingit as a distinct
competency. No other group could compound prescriptions as well as they could. The
declining usefulness of this spectd knowledge diminished their claim to legitimacy
Li kewise, the public dependence on phar mac
Neither legitimacy nor dependence could be replaced by pharmacists whose skills
appeared to be not hdicougtingm®dhe esult waadiminished ur i n g
reputation; therefore the pharmadsfear that they had lost prestige v@asiccurate
assessmento turn this loss of authority aroupdh a r madgnansictcapabilities would
be testedCould theyreconfigure lheir competencies to address the changes that had
occurred irtheir professional environmentPhe next twachapters explore attempts by
pharmacists in British Columbian the mid 1960gp alter the dynamics of their
profession. Like pharmacists throughdorth Americathey were exm@ssing concerns
about theiprofessio® s f.ut ur e

British Columbia pharmacisBen Gant, echoed Emile Codefas quoted to start
thischapte) and in fact, went much further with
Profesion &hi | e Coderre worried that pharmaci st
worried whether the profession would survi
professional function of the Pharmacist [had changed] from a manual art in which the

ability to conpound mixtures and pills etc. established his professional identity, to one of
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knowl edge in the complete use of drugs and

pharmacisth ad fibecome vulnerable to those outsi

immortalze the count and pour philosophy as the sole professional responsibility of the

P h ar maant &new tbat in order to surviygharmacisth ad t o change; #ft |

continued existence of society and any organization within it is dependent upon their

capabii ty to adapt to any changes which may i

he envisioned would come with the acceptan

and its refocus on two areas where pharmacists should be responsible for drug

interactions, the dispensary for prescriptions and the front store fortbe@ounter

drugs.Gant rejected the notion that Apossible

mi sadventures é [ wer e] PhHamnacsth wosldheiakderniod s r es

Al i vteo wpur professional responsibilityo onl

knowl edge to the benefit f those people i
The opening statement the submission by th®tudy Committee on Pharmacy in

British Columbia to the Pharmacy Planning Commission (both reports to be examined in

detail n chaptershree and foyr contained the words that struck a familiar tone,

APhar macy is i n tr oub lpbkarnacis® waild agee thabthes ar gu

public image of phar macy dhprotessiomaletatusiadl i ppi n

been chipped away as the profession remain

commer cialism and prof esseidgnailiiss m.fo o nkv evroy

something must be done, and right now, if

pharmacists were also concerned about another aspect of survival, recruitment of new

12BC-SM-CPBC,Box1®21,Ben Gant Address, fAPhaor macy: A Dying P
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members of the profession. Recruitment to the pharmacy progitae @niversity of

British Columbia had fallen below the Al ev
public has a right to require of Pharmacyo
lustre for the young QAlthough all pharmacists agreed tilsaimething needed to be

done, the committee believed that f#fthere i
employed é as the instrument é f*Thefurther

next two chapters will provide a case study that examines how ptiatsna British

Columbia attempted to reconstruct their profession.

123 UBC-SM-CPBC, Box 12A12, Submission of the Study Committee on Pharmacy in British Columbia to
the Pharmacy Plaimg Commission January 196L7,
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Chapter Three

It is important that the pharmacist should recognize that he has become a
Pharmaceutical Chemist with powers and rights in the province of British
Columbia ad is a responsible professional person. Nobody need hire him;
no one undertakes to give him a position, but the Association and the
University have given him a Certificate that he may carry with him wherever
he may go, subject to the laws loé tandwherever he may travel.

Earl MacPhe&*

The Pharmaceutical Association of the Province of British Columbia (the
Association) was established as a corporate body, by the British Columbia legislature,

with the passage dhe Pharmacyct on April 20, 1891'% The overall mandate of the

Association is to oversee the practice of pharmacy in British ColurRiarmacists

must be licensed with the Association before they are entitled to practice pharmacy in the
province. In 1966, when British Columbiaharmacists created the planning commission
that forms the basis of the case study exa
administrationncluded acouncilof six councillors elected, by the membership, from six
geographical districts throughout BritiSlolumbia plus four elected from Greater
Vancouver. Paid staff included a Registrar/Secretaeasurer, an Executive
Secretary/Inspector pldsur clerical staff The councillors elected an executive

committee of five members, one of whom was electedigent. The president

appointed three council committees, discipline, finance and legislation and the council
selected six committees, drug advisory, economics, education, health services,

professional relations, and public relations. Special committess appointed as

124 BC-SM-CPBC, Box 12A10, PPCReport 139
125 Raison Brief History of Pharmacy46. In 1974, the name was changed, by statute, to the College of
Pharmacists of British Columbia. It still exists under that nahte British Columbia Professional
Pharmacists Society then took over the title of British Columbia Pharmacy Associdt®iCollege is
mandatory, the Association is voluntary.
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needed for specific projects. The council appointed a Board of Trustees, four CPhA

delegates and recommended a board of examiners to be officially appointed by the
LieutenantGovernor.

The federal government is responsibledpproving new drugs for sale in Canada
through the Food and Drugs Act and Regulations in whichdbsignate a list of
prescriptioronly drugs (Schedule F & G¥° Provinces also develop prescriptionly
drug schedules, which must include all Schedue@ drugs, but which may also
include any other drugs, as deemed necessary by the provincial assdtialinh96s,
British PBharmacyArincluded Schedule A, part | which listed prescription
only drugs (including all Schedule F and G drugs), Schedule A, part Il which listed items
that could be sold without a prescription but which required a signature in a poison
register, Schedule A, pdit which listed overthe-counter (OTC) drugs that could only
be sold in pharmacies and Schedule B which listed drugs that could be sold by any
person. Drugs that were |isted in the fede
Medicine Act could also be Ebby any person.

In addition to their mandatory membership in the Association, many pharmacists
belonged to voluntary local professional pharmacy organizations. These included the
Lower Mainland Pharmacists Association (LMPA), Okanagan Pharmadstgiation
and the South Vancouver |Island Phar maci sts
the SVIPA gave notice to the Association of a resolutibich they subsequently
presented toouncil in November.lt requested that a province wide comnaftenade up

of four practicing pharmacists from each d

128 Department of Justicéttp:/laws.justice.gc.ca/er?7/C.R.C-c.870/index.htm{June 19, 2010).
127 Thus, when a drug is remavérom Schedule F or G by the federal government it does not become
available without a prescription until it is removed from the provincial schedule.



http://laws.justice.gc.ca/en/f-27/C.R.C.-c.870/index.html
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analysis of the situation in pharmacy especially regarding the security of the profession

and the protect i oThismedolutiborhwas receidepbsitively bye al t h . o
counciland theyeacommended that a Pilot Committekeight members be formedwo
employers and two employees from eatkthe SVIPA and LMPA. The pilot committee
would expand upon the areas of reference refeied the resolutionas well as
recommend Wwether a commission approach or a committpeesentative of all areas of
the provinceshould be adopte€ouncil appointed an outside chairman for piiet
committeeand a meeting was arranged at the offafehie Association for Mrch 9,
1966:°°

On February 28 1966, Association councillor for Victoria, Jack Johnston,
informed Association Registrar Douglas Denholm that MEP3 committee members
objected to the terms set out by the Associatiofoangrounds, the selection ah
outside chairman, the terms of reference, the expectation that the pilot committee would
report to the Association and the site of the meeting (the Association offites).
Thecouncil decided that they were willing to accede to all points with the exception that
the Pilot Committee must report back to the Association. In the view of council, this was
an Association funded and appointed committee and was therefore resporaliltieeto
membership, not just themselves. Subsequent to that decision, the SVIPA and LMPA
informed councilthathad deci ded to continue meeting f
the jurisdiction of the AssociatiorAll expenses would be paid out of theiwn

pockets:*

128 YBC-SM-CPBC, Box 2338, Resolution of council for the consideration of the BE&Rnnual Meetig,
June 1966160161

129YBC-SM-CPBC, Box 12A9, Letter to BCPhA council by Registrar Denholm, March 3, 1966

130yBC-SM-CPBC, Box 2338, Resolution of council for the consideration of the BCPhA Annual Meeting,
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Renamed and reformulated as the fAStudy

Col umbi ad ( St unoheaddtionad menbéeref@m around the province were

added the committee proceeded to carry on without support from the Associdtiadhe

report they produced, the Study Committee dtthat they hagxamined all provincial

legislation pertaining to professions in British Columbia and met with individuals and

groups throughout the province. Their twenty page report detaileddhkeprs that

facedpharmacistsvhich, they believed, centered on issues such as economics,

negotiating and bargaining, employamnployee relations and enforcement of standards

related to unethical trade practices. These were problems, the committee béhiaved

were beyond the scope of the legislative authority thaPb@@macy Acgave the

Association. This lack of jurisdiction had created a communication gap between

phar maci sts and the Association. They quo

exiss the feeling that the associati®n offic.
The solution proposed by the Study Committee was a second pharmacist

organization (the Society) that would deal exclusively with the problem areas that they

had prewusly discussed. This would allow the Association to concentrate on its role as

Aprotector of the public interesto and | ea

pharmacists®? The report outlined a detailed plan for the Society, including potential

districts, voting procedures and committee structures. The Study Committee suggested

that the Association could collect mandatory fees, in addition to the annual Association

fees, that could be passed on to the Society. Thus, although the Society would be

June 1966161

131UBC-SM-CPBC,Box 1032, Report of Study Committes Pharmacy in British Columb{hereafter SC
Report) 4.

132UBC-SM-CPBC, Box 1632, SCReport 10.
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voluntary, the fees would be mandatory. Additionally, both organizations could share

office staff and offices as well as hold joint annual meetihgskage, between the two
organizations, had the potential to create a conflict of interest. Sincegsleiétion was
mandated by the legislature to safeguard the public and the Society looked after the
interests of pharmacists, their goals might not always be compdfiolally, the new
Society would set up a permanent Planning Commission to deal whleprs in the
long term and formulate new standards of practice and a Code of Bthithics are an
example of a potential conflict of interest. An ethical code is created to ensure that
professionals act in the best interest of the public; the Sagatymandated to look after
the interests of pharmacists.

The interactions that surrounddeteS V1 PAG6s resol ution to t he
highlight the divisionamongsBritish Columbiapharmacistst this time. The SVIPA
was not looking to wrk from within the Association sayingthatt t was necessar
protect thecouncil and the Association by not involving the Pharmacy Act or its
custalians in any official capacity’d* Their report shows that they believed that the
Association played a o&ral role inp h a r m gblesns. &ad that reason they wanted
the freedom to investigate these problems, free from any Association input @t.contr
When the Study Committeeds report was rele
pharmacy organizein, the Society, designed to take over the functions that they believed
the Association would not or could not address. While they did envision a planning
commission it would be part of, and controlled by, the Society, not the Associ@tiesy.

did notwant to report to the Association because they felt their responsibility was to the

133UBC-SM-CPBC, Box 1632, SCReporf 12.
134 UBC-SM-CPBC, Box 1632, SCReport 1.
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membership of the Association, restuncil. They wanted to, and did, report to the

Association only when they had finalized their report and believed they had majority
sugport from pharmacists in the province. Jack Johnston, councillor for South Vancouver
Island, made it clear that some members of the SVIPA wanted their committee to retain
independence from the Associatismatingin r i ght from the start t he
members of the SVIPA who wanted to keep this entirely separatectroncil and they
presse® that.o

In June 1966, the Study Committee invitedincil to a presentation of their
findings!3® At that meeting the Study Committee presented their reporrequested
thatcouncil approve their proposals in principle and to diteetStudy Group to prepare
a draft constitution and bylaws of a second pharmacy associaGouncil declined to
responctiting two reasonsFirstly, they noted that, althoughey spent considerable
time examining the report, the substantial proposals they contained required more time.
Secondly, they wanted advice from their solicitor on both requests. They did promise to
discuss the report further at council meetings schddléhe end of June, after the
closing of the Associatidnannwal meeting™*’

At the Associatiod annual meetingheld immediately after the Study Committee
presented their report, council tabled a four page summary of the previous seven months
activities surrounding the resolution. Council expressed that they were impressed with the

report but were somewhat dismissive in the

great deal of thought has been directed by the pharmacists on the Stugyt@mnwany of

135 UBC-SM-CPBC, Box 2338, Discusion on SVIPALMPA Pilot Committee, BCRA Annual Meeting,
June 1966110,

136 UBC-SM-CPBC, Box 12A12, Letter from D. Denholm to C. Hoffman, June 7, 1966

137UBC-SM-CPBC, Box 2338, Resolution of council for the consideration of the BE&Rmnual Meeting,
June 1966162
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the problems facing our professignany of which are currently under study by Council

or Committees of the Associatren{phasis added)Council stated their belief that the
solution proposed by the Study Committee, namely a new pharmgeyization, was
Aibased on inconclusive evidence and is pre
organization could solve h a r mgmwblesns rmode easily than they could. Rather than
accept the findings of the Study Committee, council submitted dlagi resolution for a
Pl anning Commi ssion to the annual meeting.
counci | entered a motion that dAdi mmedi ate s
Commi s designedddi pr oduce the answeprsoffeguiiordas t
futurei f not its™ ery existence. o

The language in their report reveasuncilts attempts to take back control from
the Study Committee. Although nominally praising their repgbety diministedits
importance by statinthat the problems that they were studying waready being
handled by the AssociationT he St udy Commi tteedbsunciasport w;
final report. They believed that their province wide committee had done a thorough job
and had presentetde solution t@ h a r mgwhlesns. $hee solution would be the
formation of a second pharmacy organization and implementation should proceed as soon
as possible. The Association disagreed; the solution proposed was unsatisfactory and
premature. APhamacyPlanning Commissiothe Commission)under their control
was the only method that would produce a satisfactory answer. It appears that the
disagreement was not whether action of some sort was néedélde form that action

should take. The linesf battle were drawand as the annual meeting progressed, the

138 UBC-SM-CPBC, Box 2338, Resolution of council for the consideration of the BE&Rmnual Meeting,
June 19661623.
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membershipvould be called on to decidire mechanics of the actions that would be

undertaken

Members of the Association provided their input at annual meetings through
Syndicate Discussns; a procedure that had been in use since 1963. Members of the
Association participated in an appraisal o
a view to providing gui dant%In1866do ulneca d edrss h i
resolutonwass s si gned to Syndicate Two, wunder the
B . C Four meetings were held over three days, witl3%harmacists at each meeting.
The two main topics of discussion were cou
recommendtion of a second pharmacy organization. The syndicate voted to support
council dos resolution with four dissenting
Study Committeé?® 1 t was noted that .fAidiscgssiomabogad udy w:
secondpar macy organi zati on. Gheongjgitywvanted i vel y di
continued study, to supplement that done by the Study Committee, jointly with the
Association but some wanted the Study Committee to continue separately and only liaise
with the Associabn. Some were opposed to the immediate formation of the new
organization until it had been carefully studied in consultation with legal counsel.

It was generally agreed that Aurgency,
follow-up of the Study Committee report and tlzauincil and the syndicate saw
p h ar mgmwhlesns ia the same light. The solution was not unanimous with some
feeling that the fAformation of a separate

have severe repercusss and public criticism dn the final meeting of the syndicate, it

139 YBC-SM-CPBC, Box 124, Syndicate Discussions, BCPhA Annual Meeting, June 1964
140yBC-SM-CPBC, Box 2338, Syndicate Discussion #2, BCRIAnnual Meeting, June 196686
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was moved and carried that tBiemmission should include the report of the Study

Committee in its deliberationslhe last speaker in the meetings was John Turnbull,
executive directoof t he CPhA, who asked the del egate
Canada was watchiMg us very carefully.o
When the time came to address ¢bancild s2solution amongst the full
Association membership, discussion was lengthy. Five membédrs 8tudy Committee
brought proxies with them, giving them twenty four votes of the eighty that would be
cast. Syndicate Twéo s a me n d m€onmissioh shduletonsider the report of the
Study Committee was passadter some discussion. Much more discussion centered on
the amendment proposed by Stan Fyfe, a member of the Study Comiditee.
amendment put significant time restrictions on the completion of the Commission. It
stipulated that the Commission be fornidOctober 1966 and report their findings to
council and all interested pharmacists by March 19&dtther, the amendment stipulated
that the members of the commission and its
practicing pharmacists through districeeatings dhis amendment prompted
considerable discussion. Many argued the time restrictions would hamper the
effectiveness of the committeAs one member noted Ayou woul
council 6s hands by p Manypharmamstg wereiconeernédiaboutt at i o
the practicality of canvassing the pharmacists in such a large prowitic@ the
prescribed time periotf?
Objectionsto time restrictions and thetification of the commission members

and terms of reference were all mdgemembersofo unci | . Gant 6s det er

141 bid., 186-7.
142 pid., 190-2.
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these restrictions showed a lack of confidenaumcil was probably quite accurate.

Those who spoke in favour of the motion were all members of the Study Committee.
Charlie Burr summed up the generalieg of that faction
| think time has gone on for years where we have sat in on committees. We have
had results of surveys, and we have a lot of basic facts to go on and | think we are
putting pressure on ourselves as well as Council and it is aledpkessential with
some of the main problems that Pharmacy is going to be faced with that we come
up with definite plans for the™uture.
The amendment, and thus the resolution, was finally passed migéinggn of
fifty -six votes to twengfour. Clearly, the membership was divided on the issue of time
and ratification restrictions, not on the concept of a planning commission or the inclusion
of input by the Study Committee. The majority agreed, howévat the issues were
urgent and that the commission should have grass roots support andlin@8VIPA
and the Study Committdead challengethe authorityof the Association. Although they
had not been successful in achieving immediate implementaitibeir preferred
solution, the Society, they were able to ensure that all aspects of the Commission would
receive grassroots inpuh a timely fashion
Onthelastdaydf h e As s d966 anrual meetngpuncil convened all
afternontor es ol ve t he Commi s ghe seledisofdcbagmasand cs i n
commission membews well aghe draftingof terms of referenc¥* The choice of
chairman presented the least difficulties since the resolution had put that fully in the

hands ottouncil. After considerable discussion on the size and rapka a search

committee it was decided that the Executive Committee should cahdustarcland

“*1bid., 191-3.
144 See Appendix E for final wording of the Pharmacy Planning Commission resolution.
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submit their candidate muncil in September for approvdf. The more complicated

and contentious issue was developing terms of reference for the commiBisétension

in this discussion was between councillors who wished to dictatéiaction of the

Commission anthose who fearethat the membership woultbt accept their authority.

In the endthe compromise suggestiadoptedvasthat the Executive Committeeould

draw up specific terms of , rcanmgdteeeepocteandt si ng
recommendations frorssociationrmembers and study groupA.draft of their terms of
reference would be edited and approved by a workshop of tecouneil pharmacists

from all districts, prior to final ratification bgouncil in September.The workshop did

take place on August 28 with nine noauncil pharmacists taking part and producing the
fourth draft of the terms of referenc&

The final decisia was the makeip of the Commission member€onsensus was
reached thatraideal commission would include an employee, employer, government and
hospital pharmacist plus an educator belonging té&\H#seciationand one person
representing the other health professitfisA motion was passed that the Commission
should be made ugd ao less than four or more than six persons, to be selected by the
Executive committee and ratified bguncil1*® This went directly against the resolution
passed at the annual tmsePiningh\Gpmmidsionamdthe peci f i
terms of referece be acqaable to all practicing pharmacists through district
meetings '8° In an information letter, on the progess of the Pharmacy Planning

Commisson, sent to all members of &esociationon August 15, 1966, the membership

1> UBC-SM-CPBC, Box 12A10, Notes fromBCPhA Guncil meeting, June 26, 1968).

146 YBC-SM-CPBC, Box 123, Notes from BCPhA Council meeting, August 28, 1966

i;‘;UBC-SM—CPBC, Box 12A10, Notes from BCPhA Qancil meeting, June 26, 196&l.
Ibid., 69.

149 See Appendix E for copy of resolution.
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was t ol d t hoadgforthédneembiesshipgigtiee €onmimission will be prepared by

the Executive for pr es e ttappearsthatotncilhadh e Di st
relented and did allow some input from the
membership.

District meetings were organized for the membership between Septetrdrat 1
8"1966. This was to discuss the terms of reference and potential members of the
commission. On September buncil held a special meeting to finalize the chairman,
membersip and terms of reference of the commission. The Executive Committee gave a
full account of their search for a chairman @odncil ratified their candidate, Dean
E.D.MacPhee.Input from the district meetings were incorporated into the draft produced
by the August pharmacist workshop and a finalized version of the Terms of Reference
was passed bgouncil. Twelve candidates for membership on the committee were
discussegwi t h t he consensus being that the most
touncer st and and i nter pr eiSince bean MacPhdehaeims of ph
requested that the commission have only three members, their original decision to have
between four and six members was abandoned. Council voted by secret ballot and the
new commissiners were Murray Dykemdri* John Dyk, and Trevor Watson. The
Pharmacy Planning Commission was now established, one month ahead of the schedule
imposed by the annual meetihgesolution™>? Althoughcouncil had been irritated by

the congticting anduntruging nature of theesolution passed at the annual meeting,

did abide by the basic intent of the resol

150YBC-SM-CPBC, Box 123, Letter from BCPhA to membership, August 15, 1966

51 Murray Dykeman had been Council candidate for chairmanship of the Pilot Committee that never
happened.

152BC-SM-CPBC, Box 123,BCPhA Council Meeting Minutes, September 11, 1966
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membership and terms of reference, acknowledging the importance of grass roots

involvement.

Eal MacPhee, chairman of the Commission, had been BeE@ommerce and
Business Administration and Dean of Financial and Administrative Affairs at U.B.C and
also taught in the Faculty of Commerce. MacPhee previously had a career in business as
Managing Diretor for various British companies from 1929 to 1950; he had no previous
experience witlpharmacy but all three commissioners were pharmacists. The
Commission travelled around the province meeting with pharmacists in each of the seven
Associationdistricts Twenty eight meetings were held in eighteen locations atikel
attendance of 443 pharmacists or thsgwven percent of the 1210 registered pharmacists
in British Columbia. Attempts were made to schedule meetings that maximized
attendancgetaking nto consideratiostore hours and geography. Attendawes evenly
distributed between urban and rural areas while employers-{sigtpercent) were over
represented compared to employees (twéimg/percent)>® The striking difference in
attendance beieen employers and employees may have had several sources. Employers
were likely in the prime of their career and certainly had a greater financial interest in the
outcome. Also, many stores were two pharmacist operations; it would have been more
likely that the employee would have been left to run the store wiglemployer
attended the meeting. Nonetheless, it is clear that pharmacists in British Columbia
supported the Commission and, therefore, did feel there was an urgent need to address the

problems facing the profession.

153UBC-SM-CPBC, Box 12A10, PPCReport, p.ii Note: Ironically, District One, South Vancouver Island,
had the second lowest attendance (32%), despite being the driving force behind fornthé&on of
Commission.
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In addition to the pharmacist meetings, the Commission received input from many

other sources. Written submissions were received from{bmngyindividuals, many of
them pharmacists as well te Hospital PharmacistheFaculty of Pharmacgnd the
Study Committee. Additionally, they consulted with fortgightindividuals, including
Associationcouncil members and staff, hea#ttiministrators, academigsrovincialand
federal government officialandthewholesale drg industry They met withphysicans,
veterinarians, nursetgacherandconsulted withvarious pharmacy organizationghe
Commission also examined thirteen reports and surveys prepared in British Columbia
since 1961ncluding submissions by thessocation tothe Royal Commission on Health
Services (Royal Commission) in 1962 amgborts on Continuing Education (1965),
Dispensing Costs (1965), the Commer&tabfessional Balance (19§ student
enrolmentg1966) and the Welfare Drug Program (1969).
The Commission polled the opinions of a wide cross section of pharmacists and
the wider health care community. Their report shows that they listened closely to the
vi ews of pharmacists. The authors noted a
unhappinessamgnst Phar maci sts € in such proportio
at t e i’ Theopinians of many different aspects of pharmacy were considered. For
example, students were noted as primarily being concerned with their professional
image®® In terms of iffluence, however, two groups seem to predominate. The
Commi ssion noted that the Aopinions expres

groupod because, as we have seen, *The major

5% pid., iv-vii.
155 hid., 13.
156 hid., 15.
157 bid., 35.
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Their concerns dominatedthecomsng i on6s fi ve recommendati on

commercial considerations. The second group who were able to exert considerable
influence was the representatives of the Faculty of Pharmacy. Many of the seven
recommendations on educational reform came thrayglt by the Dean and other
faculty members.

The Commission report notes that the thirteen reports and surveys examined had
inot had time to f°Theyadlsdnotethat inaestigationsdhgdor way
been carried out by other Canadian pharmigcaorganizations Associationpresident,
Bernie Brown, had made t htheydidnotovantaréporo nds p
that merely summarized all previous reports. Rather, they wanted to achieveslaing c
look at our own professiortd® The commissioners were aware of the hopes that British
Columbia pharmacists had for practical solutions to their problems.hidpsd that the
Associationwouldi d e bat e, ¢ o cessary) condemn,such findingsé because
they were the problems of #hnext ten or even twenty yeamho r e tisseesdft h e
today" Everybody involved in this Commission seemed to be on the same page, this was
a call to action, not an opportunity to create another study to be left to collect dust on a
shelf1*°

Thereport produced by the Commission was organized into thirteen chapters
ChapterOnepresents the thirtfive recommendations of the Commission, categorized by
chapter®* Recommendations fall generally into three categories, those that increase the

scope bpractice for pharmacists, those that increase the professional image of

¥ 1hid., v.

159 YBC-SM-CPBC, Box 12A10, Notes from BCPhA Qancil meeting, June 26, 19685.
10YBC-SM-CPBC, Box 12A10, PPCReport v-vi.

161 See Appendix F for copy of recommendations.
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pharmacists and thosencerned with economicklany of the recommendations can be

viewed within more than one of these general categories, education was critical to both
increasingheir scope of practice and their professional imBge.a r m aattempttos 0
increase their scope of practice was also a key factor in their quest to improve their
professional image.

Chapter Two gives a broad history of pharmacy from Babylonma@stito British
Columbia in the twentieth century, then proceeds to recent statistics relating to pharmacy;
new students admitted to pharmacy in each province, statistical relationships between
pharmacists, pharmacies and the general population in eachgarewid the number,
total value and individual cost of prescriptions filled in Canadawvell as the number of
pharmacist licenses issued in British Columbia over the previous ten years. The next
section of this chapter looks@ath a r mancagesfrons various points of view, the
University of British Columbia, pharmacists, students and private enterprise. The last
section looks at the relationship between the Faculty of Pharmacy ahssiheation 2

Each of the last eleven chaptem/eeda different area of concern to
pharmacists The topics covered were as follows:

Chapter Three The Role of the Pharmacist

Chapter Four Professional and Commercial Services

Chapter Five Pharmacist Utilization and Remuneration

Chapter Six Eduation

Chapter Seven Pharmacy Organization

Chapter Eight Communications

Chapter Nine Economic Considerations

Chapter Ten Relationship to Other Health Professions and Health Care
Plans

Chapter Eleven Relationships with Government

Chapter Twelve Relationslips with Suppliers
Chapter Thirteen  Legislation and ByLaws™?

162yBC-SM-CPBC, Box 12A10, PPCReport 1-16.
183 |pid., a-c.
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Each of these chapters was divided up intectbkgories within the broader topic.

The Commission noted that the loss of compounding and the concurrent rise of
prefabricated meditai ons had fnaffected our function. 0
Al essening of our own respect for the art
|l ast three decades. The application of mer
medicationshasffect ed bot h our ¥ The Gommission seuglttof unct i
replace the loss of that compounding function, which had previcosstituted
p h ar meaare compsténcy, by expanding their scope of practice as medication
consultants.

The Comnission had noted that physicians were being overwhelmed by the
volume of drug information sent to them by manufacturers regarding the adverse effects
of drugs, but they were also told Athat th
pharmacisttobe hiso n's u |l t a n'® It would tdke tinte $0.indrease their scope of
practice by positioimg themselves as drug consultants to physicidinaould not be
possible until pharmacists could demonstrate to physicians that they possessed legitimacy
through pecialized knowledgeThe ethical prohibition otabellingprescriptions with
composition was still in effect and this would make it difficult to extend their
consultation role to prescription medicatidf%. This prohibition involved a tacit
agreement leveen pharmacists and physiciaas agreement thaharmacistslid not

want to unilaterally alter. Robert Buerki has argued that pharmacists are more self

conscious about their public image than other health professionals: a claim that, he says,

%% 1bid., 49.

% 1pid., 39.

188 pharmacists would not routinely label prescriptions with their composition, without physician permission,
until 1972. They only started to do so after receiving the support of physicians.
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sociobgi sts have put down to a fAmassive infer

subservience to medicind®’ That lack of confidence may have inhibited their will,
despite the fact that, as an independent licensed professional, the agreement was not
binding.

The Commi ssion stated that ndalthough n
the pharmacist often learns early eflth problems and situations, and is well equipped
to advise the patient pertaining to the particular way in which medicine should be used or
recommendthatsetf r eat ment be disconti nt®Tde and medi
me mber s ¢ ons ulmnmaests slo@d becometltasultafitptd therpublic about
the use of dr ug s® Pharmacistevould be abée)bechusenoetieeit s . o
training, ft oe teoreaté praper thinkangaboutsdiy d isc 'Y The n . o
Commissiortherefore degloped recommendations that focused on increpisadmacist
involvement incounsellingcustomers, now termed patients, in selecting appropriate
overthe-counter (OTC) medications and the education needed to facilitate that
counselling

Oneof the obstacles that pharmacists faced, as consultants on OTC drugs, was the
physical layout of most drugstores. The general feeling amongst pharmacists was that
Athere was no professional reason to promo
merchadise, but are potent drug forms, required by law to be sold only under the
supervision of a pharmacist. o The Commi ssi

most cases, in seffervice areas of the stores and were promoted in a similar manner to

%"BuerkiAi Publ i ¢ | mage, o 72.
158 YBC-SM-CPBC, Box 12A10, PPCReport 22.
%9 pid., 39.

170 pid., 22.
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othernon-professional drugstore producfs. Dean Matthew, from the Faculty of

Phar macy, pointed out that dit is difficul
pharmacy from a super market. All of those items which come with the legal definition of
drugsm ght easily been segr €§ahe€@munmisson a cl ear |
recommended that OTC items that were restricted to sale in a pharmacy (Schedule A part
l'11) be Aremoved from public access and pl
supervisionofd i cens e d P Ahkeir idea was ® treate a professional area

inside the pharmacy. Customers would leave theprofessional area of the drugstore

and enter a separate professididficeo that housed the dispensary and OTC drugs.

TheCommi ssi on noted that fii deal i sts have t
i tself of its commerci al i nvol vement i f it
This solution was not realistic; fAthe drug

inthefisepar at i ononafithd professiona dsgedd? i fodusing on the

physical aspects of the distribution of drugs, the Commission says, the pharmacist has

il ost sight of his responsibilidryulfo. ®rote
Provincial legislation gave pharmacists the exclusive right to sell these medications

(Schedule A Part I1I) and along with this monopoly came the responsibility and

opportunity for pharmacists to use their trainitfgpharmacists failed to prade

professional consultation to the public when they purchased OTC medications, there

could be no justification for the retention of their monopdxpanding their drug

consulting role in this manner did not impact directly on the pharmgaleystician

1 UBC-SM-CPBC, Box 12A10, PPCReport 35.
21pid., 26.

13 Recommendation One, AppendF.

174 UBC-SM-CPBC, Box 12A10, PPCReport 49.
75 bid., 50.
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relationship and was one that pharmacists believed was necessary and desired by the

public. It had the added advantage of being provided free of charge to the public.

The Commission made a number of other recommendations that would
complement the remay of pharmacyonly OTC medications from public access. They
recommended that if a pharmacy locked the professional area of thetstqyharmacy
should still be able tsell nonprofessional products, without a pharmacist being on duty.
This would albw one pharmacist stores in isolated areas to comply with the
recommendation while still servirtbe publicwith nonprofessional products and
services-"® A second corollary recommendation whsrestriction on the advertising of
pharmacyonly OTC products Since advertising was best handled at a national level
because of the countrywide naturiewanf many
recommended that thssociatiorrequest that the CPhA lobby the Food and Drug
Directorate to tightemdvertisingcontrols on these medication§he Commission felt
thatOTC drugs should not be advertised in the same wpgtaat medicingsold by
non-pharmacies!’

The Commission recommended that inspections by#seciationbe
improved'’® In some areas of ¢hprovince, the Commission was told, fairarmacies
were openly selling pharmaeyn | 'y  OIhi€piastice was a direct challenge to the

monopoly granted tpharmacistsSince theéAssociatiorwas responsible for enforcing all

provisions of thdPharmacy At fAour i nattention to proper ¢
in a loss of aY¥WthotheyCommikssoanvsar &comme
70 Ipid., 46.
7 1pid., 42.

178 Recommendation Nineteen, Appendix F.
179 UBC-SM-CPBC, Box 12A10, PPCReport 36.
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access of pharmagynl v OTC6s was enacted, while at t

available in norpharmaies, the public could reasonably question the necessity of the
restriction.

The Commission recognized that increasing the amount of time that pharmacists
spentcounsellingthe public on their OTC selections could have an impact on their other
profesional duties.For that reason, the Commission recommended that a category of
Non-Professional Assistants (NPA) be created to handle clerical duties in the pharmacy.
This could have multiple benefits for the
produdive and more rewarding if used to advise thelipuin the use of medicines than
if used to type | abel s an d® fiomsheveeaxtimum es i n
professional efficiency, pharmacists fAmust
providing this P rCrebtirgsasdteganyaf NePsotessionalc e . 0
Assistants would alloypharmacist$o control theprofessional functions that were
restricted tqpharmacists as well as thadatiesthat could be done by neprofessionals.

It was hoped thdty decreasing the neprofessional duties performed by the pharmacist
their professional imagerould increasas well as makpharmacymore attractive to
potential recruits

In order to be better qualified to provide increasednlling services to the
public, pharmacistseeded to update the education they received. The Commission
recommended that the Faculty of Pharmacy b

community and hospital practice andagent themselves to the importarafeghese

180 hid., 41
181 pid., 45.
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aspects of the P4 Saeificallg iwas fecorfneadeditatthe. o

physical sciences be reduced and a greater emphasis be placed on biological sciences.

This would enable the student to be better prepared for changing pattertisrafqzae.

The study of Pharmacognosy should be drastically reduced and the student should be
exposed to clinical practice while an undergradi&éhe clinical practice should be

practical and involve members of the professipnommunity practicé®* The Faculty

of Pharmacy presented a brief to the Commission in which they expressed the concern

that there had been a Al ack of active stud
society and to clarify the present and future occupational roles pfitha r m&t it st . o

was noted that pharmacy was the only health profession that did not have a clinical
componentingeducati on. Alf the pharmacist is t

health team, he must have?

While ihmay kee Wifficeillk p o s u r
for pharmacists to quickly gain the trust
immediate effects on their interactions with the pylthiooughcounsellingon OTC
medications.

It was recognized that education thgbithe Faculty was primarily focused on
future pharmacists and that this did not addressataunal deficiencies gdracticing
pharmacists. Additionally, it was recognized thladrmacy was a constantly changing

profession. For these two reasons, it vee®mmended that the existing continuing

education program, deemed to be inadequate, should be impf6ved.

182 pecommendation Eleven, Appendix F.
183 Recommendation Twelve, Appendix F.
184 Recommendation Thirteen, Appendix F.
185UBC-SM-CPBC, Box 12A10, PPCReport 77.
186 H

Ibid., 84.
187 Recommendation Sixteen, Appendix F.
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If implementedall of these recommendations would help expartda r maci st s 6

scope of practicand legitimize a new core competency as medication consultants. This
would eventually require that pharmacists counsel patients on OTC drugs and
prescriptions as well as acting as a drug consultant for physicians. In the short term, OTC
drugcounsellingwould provide the first step along the path to this goal. The second two
goals could only be achieved after their educational goals were completed and their
ethical code was updated. A core competency as medication consultation experts was an
essential igredientinp h a r mageal ts iln@ove their professional image.

The Commission also recommended some measures that could directly enhance
the professional image of pharmacists. Improvements in public relations with the public,
more pharmacist cdrol of the Association and ensuring that every hospital in the
province could access pharmacy services would allhdlpa r m ancages A cenzerted
effort to recruit quality candidates to the Faculty of Pharmacy would pay future
dividends; up until thisime the dropout rate hdzken very poor and this had been
blamed on failure to recruit quality candidateNew district organizations were
encouraged but more importantly, the Commission recommended the formation of a
S o c i e twpuldictneetn itsehvith the promotion of Pharmacy in the interests of
phar maci sts. 0 The Commi ssion also endor se
cost plus professional fed.o aid this method of pricing, they recommended accounting
systems that would allow a @hmacy to isolate the costs incurred by the dispensary from
the costs of the entire drugstore.

The Society would also be instrumental in advancing the economic issues

recommended by the Commissiodechanisms to increase administrative awareness,
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cary out negiotiations betwegrharmacistend manufacturers, wholesalers and

government would fall under their jurisdication. Also permanent emplaygioyee
committees that would deal with employment issues and salary would be their
responsibility. Thisvould leave the Association responsibidy for the praiisions of
the Pharmacy Act

All of the effort expended by the Commission aisdoarticipantsvould be
wasted ifpharmacistsailed to act upon their recommendatior@@hairman MacPhdead
aclearmessagéor pharmacists; thelgad een given rights and powers by legislation but
the direction of their professional growth was in their hands. They should not expect to
be granted authority they had not earned. It was in their hands to take the
recommendations of the Commission and either accept, modifgject their findings

and create the profession they wanted.
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Chapter Four
We pharmacists sometimes feel that we are alone in facing the

increasing complexities and demands of a societyse/attitudes

and complexion have undergone such marked change in the past

decade. There is good reason to believe that the fault is our own by

not keeping pace with society in its rapidly incregsilegree of

sophistication.

BCPhA Registrar Daglas Denholm, June 1987

The Pharmacy Planning Commission submitted their reporttdthes o ci at i on 6 s
annual meeting in June 1967, having completed their investigations within the time frame
stipulated the previous yedf. MacPhee summarizetieir main findings and finished by
saying, fAsome of our findings wil!/l be acce
advanced will cause s omM® Pdaeracstsersassigneer t he
the task of evaluating the recommendations, throhgluse of syndicate discussions.
Theytook theirrole seriouslywith meetings held over two day#lthoughsome
objectionswere raisedthe pharmacists attending the syndicates were in favour of the
majority of the thirtyfive recommendations. The twecommendations thataced
highestin priorityweret he r emoval of OTahdthe fdrmatomofpubl|l i c
new pharmacy organization, the Societjhese two recommendations signalled
phar maci stds intentions t ocopesokprattibedby Co mmi s s
developing a new core competency as well as increase their professional status. Many
other recommendations would help with both those goals.

A specialcouncil committeewasstruck in July 19670 investigate removing

OTCsfrom public acces The committee was asked to de

188 YBC-SM-CPBC, Box 2338, RegistrarReport D. A. Denholm, BCPhA Annual Meeting, Jut@67, 84

This timeframe seems to have come to as surprise t
had not realized that your intent was to compl ete

190 UBC-SM-CPBC, Box 2338, Report of Dean MePhee, BCPA Annual Meeting, June 196735
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and fApersonal super vidthedrugs thatsvould bel affecteds pr e p

A motion to amend Byaw 44(3) was tabled at the March 1968 council meeting as
follows:
All drugs and preparatiorés restricted to sale by licensed pharmaceutical
chemists shall bé offered for sale in an area
of the pharmacy which is under the personal supervision
of a licensegharmacist and not open to public accdss.
Thekeyphram was MfAnot aocpceens stoo apsu biltmeanghatai nt er pr e
physical barrier would prevent the public from access to these druggrofessional
area would occupy a separate room; a professional office within the pharmacy. When
patientsenterd t hi s Aofficedo they would be aware
professionals. All noprofessional activities would take place outside of this office.
There wasomeopposition to this amendment for a number of reaséirstly, the
renovatiors necessary would entail considerable expense for most pharnmagoies| as
increased staffing aralpotential loss of sales (estimated at 25%). Secondly, the public
mi ght object Aon the basis that it eaeduced
an adequate phasing in period. Councillor Dyck remirdedcil that this
recommendation had been placed inlthmediate Actiorategory in July 1967 but, in
view of the objections, it was included@aSyndicate discussion at the 1968 annual
meeting'®?
The Syndicate was in favour of the amendment but ademaakil that they

should fAproceed with caution realizing mor

intrapr of essi onal rel at i'®hhecommitee agreezithatd at t hi

1 YBC-SM-CPBC, Box 271, BCPhACouncil meeting, March, 19689.
921pid., 38-42.
193 UBC-SM-CPBC, Box 1633, Syndicate Two Report, BCPhA Annual Meeting, June 1968
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research needed to be done to festablish t

public interest and not i‘*hTheméseasch wotlbbet he ph

doneby aliteraturesearchor adverse reactions from OTC drugs and inquirigh the

B.C. Medical Association, who had done a similar study. The result of their research was

releasedo the membership at the June 1969 annual meeting. No evidence could be

foundof adverse reactiorthat had resulteffom the indiscriminate use @TC drugs.

Although they believed that adverse reactions did gxigtwere not documented, they

were forced to recommend thauncil not proceed with legislativemoval ofOTCs

from public accessPharmacists did not have the authority to resaiicess to OTC

drugs because they could not demonstrate t
The committeeecommenddthatefforts be continuetb educate pharmacists on

the professionatlistribution of OTC drugsConsciousness had been rdisencerning

the need to fulfill a professional responsibility by providing professional input in the sale

of OTC drugs. Alternate means of distinguishing the professional area of a pharmacy

from nonprofessional areas were discussed. The Professioratid®sl Committee

suggested, at the 1971 annual meeting,ttteDTC area be marked with sigtisat

createch separate area with the drugsttfeThis method was eventually adopted and

required unique signs that distinctly delineated the professional Ale@TC drugs had

to be kept within this area, which could extend no further than twentyfeet from the

dispensary, in order that they could be under the direct supervision of a pharmacist.
Despite being unable to remove OTC drugs from pulshess, pharmacists

continued to act on other recommendations that could further their efforts to claim

194 UBC-SM-CPBC, Box 271, BCPhA Cauncil meeting, October, 19680.
19 UBC-SM-CPBC, Box 2339, Professional Relations Committee Report, B&Rnnual Meeting, June
1971, 27
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legitimacy as drug information consultants.cémmittee investigating Neprofessional

Assistant§NPA) wasappointedoy council, in March 1968 and sydicate discussions

wer e or gani zandual aeetingBy ©Ottobegr 298, thé sommitte@roduced

a comprehensive manuyalhich detailedhosedutieswhich must be performed by the

pharmacist and those which could be performed by-ptofessional Asigants The

commi ttee noted that although the use of N

pharmacistnanpower by freeing them from technical activitiesvould also provide

them more time for public and interprofessional consultation. This wouklthavadded

benefit of fenhancing his status$®Whienh the

patients entered the professional area of a pharmacy they would encounter pharmacists

who performed professional duties and NRnofessional Assistants for technical duties.

This would mimic the physiciandésanoaffi ce wh

professional who made appointments and managed files. manuathat wasproduced

by this committeevas of i nterest to the CPhA who not

be used as a basis for study of Yhe subjec
In order for pharmacists to be fully recognized as drug information consultants,

the Commission had recommended that their educational requirements be upzuthted,

at the University and through continuing educatidhe Facultyhadpresentd a brief to

the Commission that showed their willingness tevaluate the curriculum provided by

UBC. The Commission noted that "the Faculty recognizes that the present organization

of the curriculum leaves much to be desired @mdpresently intherpoc ess of & [

199UBC-SM-CPBC, Box 271, BCPhA Special Committee on Ndtrofesional Assistants, October 1968.
197 UBC-SM-CPBC,Box 1-13, CPhA Delegates Report, August 1969,
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revision of the course of studieS™ The Pharmacy Acgave the Association

responsibility for education; prior to the founding of the Faculty of Pharmacy af thBC
Association was directly involved in the education and examinationasfatists.”
The Association proposed to the Dean that a Joint Advisory Committee be formed with
representatives from practicing pharmagiasswell as the Faculty. This proposal was
agreed to by both sides and the Joint Advisory Committee on Currioudsnappointed
in January 1968. The Ealty made changes to tlarriculum to incorporate a clinical
program for fourth year students be implemented in September 196Ge Faculty
also decreased, by fifty perceimstructional time devoted fgharmaognoy.?®® It was
replaced by a one hundred percent increase in pharmacakoggll as the addition of
anatomy and pathology. The curriculum now included basic science in first year, basic
medical science in second year, pharmaceutical science in thirdrye clinical
pharmacy in fourth year. The Dean believed that new graduates would have
sophisticated knowledge in biology, chemistry, biochemistry, microbiology, physiology,
anatomy, pathology and phar macol oageptint o t
the diseased stafeThis, he statedwill allow pharmacistt o fApl ay its part
two area$ drug distribution and in drug information both to the patient and to the
physi?®ian. o

Continuing Education was transferred from thesdciation to the FacultyAfter
the adoption of the Commissidreeport, inrdepth continuing education coursesre

offeredin hospital pharmacy, medicinal chemistryngeal pharmacy and pharmacology;

19 YBC-SM-CPBC, Box 12A10, PPCReport 81.

199BC-SM-CPBC, Box 25, British Columbia Pharmacy Act 1925, 5(1) (a), 3.

29 pharmacognosig the study of medicines derived from natural sources.

1 YBC-SM-CPBC, Box27-1, BCPhA Guncil Minutes, October 19688-53. The Dean also noted that the
increase in emphasis on medical and pharmaceutical science necessitated a reduction in students receiving
a broader education, a result that he regretted.

he

¢
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each being two or three day courdasture pans ircluded education in cliniciy

oriented subjects such as unit dose systems and family recordBldttsarmacists in

British Columbia had made the first steps needed to create a new professional core
competency as drug information experts. Pharmacistadwapted the necessity to
separate professional areas from-poofessional areas within the pharmacy. This was

an essential precursor to making themselves available to the public; facilitating effective
and consistertounsellingof OTC medications. Téuse of NofProfessional Assistants
would reduce technical tasks and increase available time for professional services. Co
operation between the Association and the Faculty had resulted in rapid changes to the
university curriculum and these changes walldw pharmacists to be more clinically
educated and integrated with other health practitioners. Acting as drug consultants for
physicians would require credibility and that would take time. Nonetheless, pharmacists
had taken the first steps that wereemsaryCounsellingpatients on prescription
medications would also take time, as several obstacles still stood in their way.

P h a r mapmiessional activities had been restricted by the ethical prohibition
on disclosing or discussing therapeutic and composition information since the 1920s.
British Columbia pharmacists realized that this prohibition could no longer be supported,
if the profession was to advance. In June 196& Rrofessional Relations Committee
i ssued a Astroagy t &6eoA@EmwabNEdiibgoadtied s
committee or a special committee be instructed to draw up a new, modern code of

203

ethics™™ The Profassional Relations Committee reportealthe 1968&nnual meeting,

that the Society was also working on a Code of Ethizdsequently, doint

22 gee ample in Appendix D.
23 YBC-SM-CPBC, Box 2338, Report of Professional Relations Committee, Pharmaceutical Association of
the Province of British Columbia Annual Me®giand Convention June 19GB-40.
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AssociationSociety Committegvasappointed to prepare a study and evolve a single

Code of Ethics for the two ganizations The JoinCommitteepresented a draft Code

of Ethics tocouncil in October 196&ndrecommended that it be distributed to all

members for acceptanc@&hey suggested th@b% approval would indicatcceptance

by the membershif?* John Mora reported to council, in March 1969, that 600 replies

had been received of which the vast majority expressed apjiseeahppendix G5°

This code had been achieved by a democratic consensus amongst its membership.
Whereas the Code of Ethicdapted in 1923 was detailed, in the code adopted in

1969 specifics were conspicuously absent. The new code made no mention of

therapeutics, symptoms or composition. Instead, those clauses were replaced by the

pl edge to fApr ovi de tcarbpgossibleyghe ase of my ski, &l of pa

judgment and by coperation with other members of the health scient®sThis

opened the door for pharmacists to access their knowledge to counsel patients, if they

believed it would provide benefits for thetigat. Whereas, the 1923 code would only

allow pharmacists to disclose as much information as allowed by the physician, this code

put the judgment in the hands of the pharmacist. In 1923, the power had been in the

hands of the physician and in 1969, tleeidion rested with the pharmacist, thus both

codes were paternalistic. Patients were still not in control of information concerning their

treatments. Pharmacists pledgeebperation with fellow health practitioners, however,

so before they could stgstoviding information to prescription patients, they would have

to come to an agreement with physicians.

204UBC-SM-CPBC, Box 271, Report the Joint Ass@tion-Society Code of Ethics Committee, BCPhA
council meeting October 19689-40.

205UBC-SM-CPBC, Box 272, Joint AssociatiorSociety Code of Ethics Committee, BCPhA Council
Meetings March 196%4.

208 seeAppendix G.
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In 1971, British Columbia pharmacists amended theiials to allow

pharmacists the right to provide therapeutic information to patientspbthierapeutic or
medi cal advice. The committee argued that
increasing number of questions from the pu
t herapeut i é Atthd samerime phaomacists were invitedtteral the
pharmacy committee of the British Columbia Medical Association (BCMA) to discuss
thelabellingof prescriptions with its composition. The BCMA declined to agree to
changes at that time, thereféadellingremained at the discretion of the pméser, for
the time being. Byuly 1972 after several discussions and acknowledgmenpiafs and
cons in both directioisthe pharmacy committee reversed themselves. Consequently,
the BCMA supportedkgislation that would require pharmacists to ladeprescriptions
unless specifically requestnot to do so by the physiciaf The path was now clear
for pharmacists to provide drug information to patients about their prescriptions; all legal
and ethical obstacles had been removed. Pharmacistisnoou claim to be drug
information experts for both OTC and prescription drugs.
The second area of priority for pharmacists was the formation of a new pharmacy
organization, with a mandate to protect the interests of pharmaétsmacists
Bedfard Bates andonaldHoffman werecharged with overseeing the inauguration of
the British Columbia Professional Pharmacists Society (BCP®%}s recommended by
the Commissioffinancing would be voluntary, not mandatory as suggested by the Study

Committee. The Society was given jurisdiction over recommendatibasconcerned

27YBC-SM-CPBC, Box 2339, Professional Relations Committee Report, BE&Rmnual Meeting, June
1971,28. See Appendix D for an example of a Family Record Card.
2% BC-SM-CPBC, Box 134, BCMA New-Views-Reports July 1972
209 Bedford Bates was eowner ofMcGill & Orme Prescriptions along with Ron Stocks. Ron Stocks had
purchased his shares from William McGill in 1955. Stocks was one of the original members of the SVIPA
who had pushed the BCPhA to form the Pharmacy Planning Commission.
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mainly ecamomic matters such as separateounting for dispensaries, improved

administration instruadn, salary and working conditions and negotiations with
government and supplier3he Commission had also recommended that the Association
restrict its activities to the gairements of th€harmacy Actwhen the Society was
functional?*® At the time ofthe inaugural meeting of tf®ociety on June 12, 1968, over
fifty percent ofBritish Columbiapharmacists had joined the new organizafidnAn
AssociationSociety liaison committee was formed to ensure effective communication
between the two groupsSpecial committees were form@utmediatelyto developa
Code of Ethics and to negotiate with the government on welfare prescrigfions.
Payments for welfare prescriptions were ho
failure to find a satisfactoryresolub n was an i mportant factor
call for a second pharmacy organization.

Pharmacistbad been in a running battle with the provihg@avernment over the
reimbursement diVelfareprescriptions The Association had been unald update the
pricing agreement with the province that had been in effect since 1954. One of the issues
was that the province would not accept a pricing policy that included fee for service.
Even more worrying was the two tiered pricing method emplbyetianufacturers;
prices to community pharmacies was substantially higher than those to government
funded organizations such as hospitdibe provincial government had been directing
physicians to send expensive prescriptions to the Provincial DisgesBharmacists

were concerned that this trend would increase and jeopardize their ability to make their

living filling prescriptions. In June 1967, tlkeunciltabled a proposal at the annual

219 pecommendationsie, Eight, Nine, Ten, Twenty, Twenfive, Thirty-Two and ThirtyFour, Appendix F.
21 YBC-SM-CPBC, Box 271, RegistrarReport, D.Denholm, BCPA Annual Meeting, June 19688
#2YBC-SM-CPBC, Box 271, AssociatiorSociety Liaison, BCPhA Annual Meeting, JUt@68, 7475.
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meetingtocalt he pr ovi nci al g o ventodistentinuepseschptiomf f an

service to Welfare patients. When this was put to a vote, it was defeated seventeen to
fifteen. Pharmacistfeared that this mighiackfire andencourage the governmeot
increase the use &frovincial Dispensaries. Additnally, some felt that refusng service
to a specific grougvould not be good fgp h a r m gublicsepgadion. As one
phar maci st stated, fiwe have had enough tro
public. o As an anthe Study @dmmittee mov&dtthatrine mattérbe f r
referred to the inaugural committee of the Society and in the meardimeil should
continue negotiations. This motion passed by a majority of nineteen t&'%&rorning
this issue over to the Societyesn beforat was officially formed showed the confidence
the members had in the new organization and also the type of issues they wanted it to
handle?**

The Welfare prescription issue also highlights an important reason why the
Pharmacy Planning Commission had successfully instigated so many substantive
changes, while other attempts had failed. Credit should be given to the individuals that
participatedm the Commission and its implementation. There were clearly many strong
willed characters who promoted changes throughout these years. But strong individuals
cannot account for the extent of the changes seen at this time. The pharmacists involved
were rot new to the profession; they had been involved in British Columbia pharmacy for
many years. The Welfare prescription issue defined the fears of pharmacists that their

profession might disappear or be reduced to a technical function. Registrar Deatolm h

23BC-SM-CPBC, Box 2338, Annual Meeting Minutes, BCRhAnnual Meeting, June 196794-5.

“ronically, the issue of Welfare prescriptions was the first major challenge that the Society dealt with when
it formed. Their solution wa® level a $1.00 surcharge on all welfare prescriptions. They were sued by
the federal government for price fixing since they had advocated that all pharmacies participate. They
fought the lawsuit unsuccessfully and were levied a $10j880d substantial amount in the late 1960s.
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put the blame on the profession by suggest

society in its rapidly increasing degree of sophisticatfoh Dean MacPhee put the onus

on pharmacists to take charge of their profession. Fear is a great matinctor

pharmacists were worried enough about their future to overcome any disagreement over
tactics to find effective ways to recreate their profession. While the accomplishment was
driven by the force of a few key individuals, the degree of success wagassible with

the collective acceptance of change by the majority of the profession. Achieving public
acceptance as drug information experts could only be possible if practicing pharmacists
actively made themselves available to the public for consuttatn OTC drugs. The

result was an increase in their scope of practice through the addition of a core
competency as drug information experts. The long term effect was increased

professional respect, with the public and other health professionals.

Z5UBC-SM-CPBC, Box 2338, RegistraReport, D.Denholm, BCPA Annual Meeting, June 19634,
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Conclusion

The profession of pharmacy has reconstructed their professional role within the
Canadian health care system since achieving statutory professional status in the
nineteenth century. While health care throughout North America has evolved over that
time period pharmacists havéeen forced to realign their practices in order to maintain
their position has experts on medicatioRhiarmacists havebeen able to adapt to
changing situations by redefining and expanding their core competencies.

In the late nineteenth century, commurptyarmacistslisplayed four
competencies; compounding, manufacturing, diagnosing and prescrittamg. of these
competencies could be considered distinct as each was performed by at least one other
group. Pharmacists arerecognized in the nineteenth century as legitimate practitioners
of all four practices, as shown by the public véltgessed their serviceblot all
competencies wemecognized by physicians, who argued that pharmacists did not have
the necessary spatized training to diagnose prescribe (counter prescribing)

Pharmacy elites tried to control counter prescribing unsuccessfully, using pharmacy

ethics. The public, however, was dependent upon counter prescribing pharmacists for
economic and accesdiby reasons.Phar maci sts were also aided
acceptance of sethedication as a valid treatment option. The public afforded the

legitimacy and exhibited the dependency that gave pharmacists the authority to resist
opposition. Resistance wasportant topharmacist®ecause counter prescribing

enhanced their financial stability. Although manufacturing had diminished since the

middle of the century, pharmacists were extensively trained to isolate drugs from natural
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or chemical sources and trskill remained an important role in their profession.

Compounding physicia@grescriptions made up a financially small but professionally
important competency.

These four competencies were crucigbtb a r masaervival tn $hé late
nineteenttcentury and thus formed their core competencies. In combindteygreated
a capability that extended from manufacturing raw materials to the preparation and
distribution of drugs. Pharmacists were able to interact with society through direct
relationslips with a sekmedicating public as well as indirgcthrough physiciar®s
prescriptions.Health practitioners, in the nineteenth century, operated independently in a
rough and tumble era with few regulations on practitioners or their practices. Similarl
each member of the public would choose their health practitioner based on the reputation
of the individual. They may choose a physician to treat their medical conditions but
might alternatively choose a pharmacist, homeopath or naturopath. Theirwbaide
often be based on the individual reputation of the health practitioner, rather than their
medical specialty.

In the early twentieth century, societal attitudes towards medicine shifted and the
pharmaceutical manufacturing industry strengthemé@dnufacturing at the community
pharmacy level faded into insignificance with its resultant loss as a core competency.
The backlash against patent medicines andnsetfication shifted medical authority
toward physiciansGovernments wereow increasingt regulating medications; opium
became the first of many drugs that could only be obtained after consulting a physician
and receiving a prescriptiorAs physician authority increased, pharmacist authority

waned.Pharmacistht ad capi t al i gseldnedicationthdbés byt bal lost its 6
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legitimacy to diagnose and prescribe when society turned away frormaéitation and

towards the authority of physicians. Physicians were now increasingly seen as the only
legitimate professionthatcoulddiagne and prescri be and the pt
them grew.P h a r maasdg ofthree @ore competencies along with the spectre that
modern scientific medicine might eliminate the need for drugs, left pharmacists worried
that their profession might not sive. Abr aham Fl exner 0s verdict
branch of medicine, not a profession |gfarmaciststruggling to revitalize their
professional with an education that was thirty years out of date and an ethical code that
had been ignored for decadd3.h a r m adgnansid capability, its ability to reconfigure
to rapidly dhianging environments, wassted.

Pharmacistsised a revised Code of Ethics, adopted from the APhA in the 1920s,
toconfigurep har maci st 60 s .prhiocbde sxduden dedalled ihstructiorss
that covered many activities that pharmacists carried out daiigrmacists should
refrain from discussing treatments or symptoms with patients and only disclose the
composition of a prescription upon the requdghe prescribing physicianlhis ruled
out counter prescribing and, along with the loss of manufacturing, left pharmacists with
only one remaining core competency, compoundih at r emai ned of a pft
authority was now deeply imbedded in théhawity of physicians.Therevamping of
medical education, early in the century, had resulted in fewer, better educated physicians
and this improved their economic opportunitidédthough some prescriptions were still
bei ng compounde dffice, especihllg in uralareas, ecnosawee sow
filled by pharmacists Although reduced to one core competency, that competency could

now be considered distihto the pharmacy professioAs aprofessiorthey accepted
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ethical restrictions on divulgindrug informaton; acting together tprotect their core

competency, compoundindg? h a r madgnansia capéability haduccessfullyadapted
their competencies to meet changing circumstances.

Like manufacturing previously, compounding disappearel@se competency
after World War | 1. Phar maci sts were now
and, as noted by Elenbaas and Worthen, overeducated and underutilized. They were now
in danger of losing the right to claim any core competenciesddd qualify them as
professionals Pharmacists still retained a drug distribution role but that role now seemed
more technical than professional and they were saddled with an ethical code that
prohibited them from any involvement beyond drug distributiBy the 1960s, some
pharmacists werignoringtheir ethi@l codeby providing prescriptiortounsellingout
these were isolated casaa/hile pharmacists all over North America faced the same
challenges, British Columbia pharmacists undertook to renmegkegrofession, in the
mid 1960s.The Pharmacy Planning Commission, sparked by pressure from a local
pharmacy organization, started the process that allowed pharmacists in British Columbia
to incorporate a new core competency as drug information experts.

When the Pharmacy Planning Commissioe @ommission) was formed in
1966 phar maci stdés authority was at | ow ebb.
reformulating their profession had required them to adapt to the loss of core
competencies. They nosoughtto add a core competency. This would not be as simple
as unilaterally declaring themselves drug information experts; ideyotl have sufficient
authority. Pharmacists saw that there were three avenues they could explore to

disseminated drug infmation. Firstly, they could act as drug consultants to physicians.
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The Commission found, however, that physicians did not believe that pharmacists could

exercise legitimacy as drug consultants, primarily because of deficiencies in their
education. Secally, pharmacists could counsel their patients about their prescription
medications. Unfortunately, pharmacy ethics still prohibited pharmacists from discussing
prescriptions with their patients and only allowed them to divulge the name of the drug
withthe physi ci @°rPhasmadcists hasl a tadit agreement with physicians
concerning prescription information and traigt not want taunilaterally alter that
agreementActing as drug experts in bo#lieas was beyndp h a r maaathostytirs 0
1966

Offering OTC drug consultations to the public was the only avenue that
pharmacists could access immediately. The Commission believed that the public was
looking for help when making OTC medication choices and would welcome a
phar maci st 0 sif paaxnmeststweracqessibleéTbisywas an opportunity for
pharmacists to regain a role in assisting the public tensetficate that they had lost
decades earlier. Society was dependent upon pharmacists through legislation as many
OTC medications codlonly be purchased in a pharmadtyegislative dependence was in
jeopardy, howevebecause pharmacies were routinely selling these medications with no
involvement by pharmacists. By creating a professional area within the pharmacy,
pharmacists could aqutofessional dependence to legislative dependence. The
alternative might be a severe blow to their professional status; if they failed to retain their
monopoly. To protect their monopoly andlggally assigned authority, the Commission

specifically reommended that a full time inspector be hired to ensure that non

28 This practice was not changed until 1972.
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pharmacies did not sell restricted OTC drulyiintaining their monopoly would ensure

that OTC drug consultation was a distinct competency. Shifting their education to
include clinical progams with direct involvement with patients along with continuing
education efforts would add to the legitimacy of their specidlizening. Increasing
both legitimacy and dependency would allpharmacistshe authority to claim, at least
in one area, aore competency as drug information experts.

The limitations of authority can be seempirh a r m datluresta ceedte the
professional area in pharmacies envisioned by the CommigBlmarmacistslid not
have the authority to arbitrarily remove a freedom enjoyed by the public, in this case
access to OTC drugs, unless they Thisisl d pro
one of the key features of professionalism, as noted by Parsonthars] professionals
put the publicds i rEvesthaghiptarmacists lseevedthatt hei r
there was potential harm to the public from the misuse of OTC drugs, they could not find
specific cases in the literature that showed the publighb@mmed byhem With
evidence |l acking, a move to r e9thrairantacti tsd s
interest, not the publicwWithout that authoritypharmacists wertrced to back down
from their plan.Despite being unable to restrict piskaccess pharmacists did raise
awareness, amongst the profession, about the importance of engaging with the public
during the sale of OTC medications. Those medications were subsequently concentrated
close to the dispensary to facilitate consultatidhat shift allowed pharmacists to be
seen, by the public, as drug information experts.

The Commission was a groundbreaking event for British Columbia pharmacists

and was important to pharmacy for several reasbirstly, they tackled issues thatre
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critical to pharmacistscore competency, education and organizational structure.

Secondly, pharmacists in British Columbia were able to effectively act upon the

recommendations to make substantive changes to their profession. This stands in contrast

to studies, in Canada and the United States, that had failed to trigger the changes that

pharmacistsequired. Thirdly, the Commission allowed British Columioiset

professionaktandards that other jurisdictions sought to emulate. Executive diréctor o

the CPhA John Turnbull foreshadowed the Co

Associannwaldsmeeting in 1966, when he told

mind that the rest of Can%dda was watching
British Col unnpiedai@dconthassions tbasfollawed similar

patterns in the United States and Canaltdin S. Millis was chancellor emeritus of Case

Western Reserve University with a background in physics and mathematics; he had no

pharmacy experience. He lde Millis Commission on Pharmacy in the United States

whosemandate was to Adetermine the scope of

project the educational processes nmécessar

Their report, released in Decemld&75, found that pharmacy education should include

contact with other healthcare professionals, at the bedside of the patient, not isolated

behind the prescription countefhis would integrate pharmacists into the healthcare

team, and allow them to udweir knowledge to ensure appropriate medication use by

patients; clinical pharmacy would be the primary fo@dsElenbaas and Worthexrgue

that clinical pharmacy went through a period of implementation and evaluation in the

1980s and 1990s, culminatingtinh e e mer gence of phar maceutic

#TUBC-SM-CPBC, Box 2338, Syndicate Discussion #2, BCPhA Annual Meeting, June 1966/.186
28 gonnedecketistory of Pharmacy254.
#9Elenbaas and WortheriT iansf or mati on &f a Profession,o 156
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relationship between a patient and a pharmacist in which the pharmacist performs drug

use control functions (with appropriate knowledge and il o t he pati ent 6s
int efPest. o

In Canada, the CPhA emiad on a study similar to the Millis Commission with
the formation of the Commission on Pharmaceutical Services, in 1967. Their mandate
was broadly similar to the Millis Commissiennd Br i t i sh Col.umbi ads (
Theywere asked to explore the occupaal, organizational and economic aspects of
pharmacy as well as recruitment and educational requiremEmschairman was Dr
John B. MacDonald, Professor in the Faculty of Dentistry and Past President of U.B.C.,
along with prominent pharmacists fronress CanadaThe CPhA was aware of British
Columbiads Commi ssion, and its significanc
B.C. pharmacistsn their journal the previous ye&r: As noted earlier, CPhA Executive
directorJohn Turnbulhad told pharracists when the Commission was formed that all
Canada was watching thenheir report was released in June 1971, with nksetyen
recommendations that were as broad as their terms of reference. A major section of their
report dealt with the occupationale of the pharmacist. The use of rarofessional
assistants was recommended; the CPhA would provide individual provinces with training
and occupational guidelines. The importance of patient contact and the monitoring of
medications through the useztient medication records were emphasized. Many of
their suggestions were later imbedded in the concept of pharmaceuticaf care.

Examination of British Columbiabds current

220F|enbaas anWorthen Tfiansf or mati on 50f a Profession, o 16
221 canadian Pharmaceutical Journafol 99 No 8 (August 1966), 285.
22Bachynsk , A Phar macy oi n28. New Age
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toward patient$?® It is significantthaBr i t i sh Col umbi a6s Commi ss

achieve similar results in advance of both national efforts.

It is possible to identify a number minovationsemanating fronthe Commission
that influencegharmacy irthe rest of Canada. The SVIPA original gobh second
pharmacy organization (the Society) came at a time when pharmacist advocate
organizations did not exist in Canada. Previously, each province had one licensing body
to enforce their Pharmacy Act atalhandleissues that affected the interests of
pharmacistssuch as economics. This created an obvious conflict of interest and the
development in British Columbia of one organization to look after the interests of the
public and another to look after the intesest pharmacists was criticabntario was also
developing an organization, the Ontario Pharmacists Association, at the same time while
ot her provinces followed suit over the suc
employment code was directby the CPhA to pharmacy organizations across Canada
for their study. Following the Commissi@reecommendation that Nelrofessional
Assistants (NPA) be used to allow pharmacists to restrict their efforts to professional
duties, British Columbia developedcomprehensive manual detailing the duties that a
pharmacist must perform and those that a NPA could perform. In August 1969, this
manual was recommended by the CPhA for use as a basis for study by the provinces and
the CPhA. At the same time, the Carfdcthics developed in the aftermath of the
Commission, was recommended by the CPhA for adoption by the provinces.
Pharmacists weneow able to break away from the constraining ethical code that

prevented them from seeking legitimacy as drug informatiperts. Although still

Bsee Appendi x G for British Columbiabés 2009 Code o
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paternalistic, it set the stage for a truly fiduciary code to follow in the 1990s; one that put

patients at the front rather than health professiorafsthe development of practical
university based clinical training and contingieducation for practicing pharmacists, it
was noted that fAB.C. stands well 0%n the

Progress in the adoption of Fee for Service pricing, the Fuller Method, was aided
by the endorsement of the committ&ée number of pharmacies using the method
increased from 69.5% in September 1967 to 85% in January*398is answered a
key question that had hampemed a r meclaim astfull grofessicals charging for a
service rather than selling a product.

Pharmacists in British Columbia have recognized the importance to the work that
was done by the individuals involved in the Pharmacy Planning Commission and its
aftermath. Commission members John Dyck and Trevor Watson were made honourary
members for lifeof the British Columbia Profegsal Pharmacists Society as were
Donald Hoffman, entrusted by the Commission to implement the Society and Peter Bell,
the Societyos f Theysnakeepfeucalthe sxteen pharmazistd wothr .
this honour.The Society has honoured the final member of the Commission by creating
the Murray Dykeman Mentorship Award. They have also created the Ben Gant
Innovative Practice Award to honour tAssociationcouncillor who was active in the
creation and implementaticof the Commission.

The Pharmacy Planning Commission produced practical recommendations that
British Columbia pharmacistmplementedesulting inimproved profession status. The

Commission used the same format that would be followed later at the national level in

224UBC-SM-CPBC, Box 131, CPhADelegate Report, August 1969& 13,
22 UBC-SM-CPBC, Box 271, Economic Committee Report, Pharmaceutical Association of the Province of
British Columbia Annual Meatg and Convention June 1968
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both Canada and the United States. All three commissions useepharomacist

academic as their chairman with practicing pharmacistsessbers and all consulted
pharmacists, government, academics and the public in their deliberaBiotsh

Columbia accomplished their commission in 1967; the CPhA would not release their
report until 1971 and the Millis Commission in 1975. This putigr Columbia at the
forefront in taking effective action that would allow their profession to advance over the
following decades. The actions they proposed stg@tedmacist®n the path to a new

core competency, as drug information experts, in the anelg they could control at the
time, OTC drugs. As the recommended educational curriculum improved to include
clinical programs, pharmacists were able to integrate themdallyesto the health care
team. This allowed them the legitimacy to increthedr influence tacounsellingon

patient prescriptions. Pharmacists who had once been ethically prohibited from
counsellingon prescriptions eventually became legally required to counsel on all
prescriptions. By the 1990s, pharmaceutical care had beoa@mstream professional
practice. As physicians became more comfortable with the specialized knowledge offered
by pharmacists, they were able to accept them as viable drug consultants for their
practices. Pharmacists now had the clinical education, ateshwith patients and other
health professionals, which could command physi€iesspect.For most of the

twentieth century, pharmacists were unable to divulge drug information to the public.
The Pharmacy Planning Commissioelped British Columbia phanacists reconstruct

their profession to allow the addition of drug information expert as one of their core

competencies and enhance its professional image. This thesis has followed the path that



94
transformed pharmacy from a profession with legal stattkabking other professional

characteristics to recognition as a full profession.
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Appendix A%

N\CCIIH Ql(m

TELEPHONE ‘_|M|TED

G arDEN 1196
PRESCRIPTION CHEMISTS

FORT ST. AT BROAD
VICTORIA, Canada

Seventh - September - 1935,

Fe beg to announce that we are now O THE CORNER--NEXT DOOR to
our former lecation, We cordially invite you to visit vs end inspect
the new shop, '

For your comvenience we have set apart a rocm for physicians uae
only. There you will find on file the recent literature on all pharm-
aceutical gpscialties ae well as & reference library and telephonas,

It is cur desire that you will find this a real convenience and that

you make free use of this reom-&b’ imes.

May we tender our sincere t,
and suppert during the past § yearﬁgl
of success that has been ours. By

A

To have bscome established as indicated by this expension suggests
that we have buili on a socund basis - that our etandard of professional
principles works to the muival advaniage ¢f both patient and physician.

a 1o yom for: your encouragement
This has made possible the measurs

We should like to remind you of our original statement of sthics
as first propounded five years ago. They still apply:

1. No other considsration than excellence in pharmaceuticals used.

2, No discussion with the patient as to symptoms or treaiment,
believing that such belongs in the sphere of the physician only,

3. The discouraging of the use of secret or quack nostrums.
Advising patients who enquire about such to consult their physician.

4, To keep informed on current advance and change in things
pharmaceutical,

May we emphesize the fact that we will continue to limit our
ingtitution to the dispensing of physicians prescriptions and associated
supplies,

Youre very truly,
CHEMICALS :  : « svaios o4 .
SURGICAL INSTRUMENTS MeGILL & ORME, LTD.

226 McGill & Orme Archives, Letters.
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Appendix
These labels (with the excepti@833 and 198) were saved because th&d humorous
errors in their directions not because they were missing composition details. Note that in
most cases there was not enough room on th
names have
been removed
for privacy
reasons.

- ' S
&MU T

B

No., 609023 Ifr,

B e s = N _DBUSHRY
i > IR [ werene
Dr. 5,G. Kenning Jan. 13/6 ‘
No.13630 |
0 e v Y148 S :"'issh i
‘J;Sg‘ig'{n;il-m ractun Tor One tWice cail y
Dr.t.J . deide el L=bT
Dr.T.¥cPherson
6 Jan.33

M.243967 Mrs. L. Gl.-.m,,,u
ke and a half tablet
ziu - .

22T McGill & Orme Archives, Labels.
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Appendix C**®
Prescription Survey

In February 2010, | examined two files of prescription filled at McGill & Orme
Prescriptions in Victoria. One set included 978 prescriptions filled between March 23
and July 28, 1931 and the second included 975 pptisers filled between February 26
and March 6, 1947. These prescription files are from my private collection. My survey
sorted and counted the prescriptions in the following categories;

1931 1947
1. Totalprescriptions surveyed 978 975
2. Total Compounded Prescriptions 588 250
3. Prescriptions filled with commercially manufactured products.390 725
4. Prescriptions containing morphine 49 12
5. Prescriptions containing opium 14 10
6. Prescriptions containing heroin 1 6
7. Prescriptions containing cocaine 8 2
8. Prescriptions with ingredients that required a physician's order72 340
9. Prescriptions filled per day 7.64 108
Discussion
Category Two

Category two contains prescriptions compounded with one to nine ingredients.
Prescriptions with one ingredient included items such as Tincture of Opium, which may
have been purchased from a manufacturer or compounded locally. Since McGill & Orme
were stilllocally compounding products that were available commercially in the 1970s, |
believe that most of these products would have been compounded locally.

Category Three

Category three contains prescriptions for commercially manufactured products. In 1931
they were mainly either manufactured tablets, capsules or hypodermic tablets (Luminal
tablets) or patent medicines (Lavoris). McGill & Orme compounded tablets and capsules
in 1931 but they were counted in this category if the manufacturer was recorded on th
prescription or if it was a standard manufactured dose. Compounded tablets and capsules
with two or more ingredients were included in category one. In 1947, manufactured
products came in more dosage forms including tablets, capsules, topical creams,
ophthalmic ointments, vaginal creams, injectables and nasal mists.

Category Eight

Category eight includes prescriptions that could only be dispensed on a physician's order.
In 1931, that only included prescriptions for morphine, heroin, opium and codaine.

1947, that list included morphine, heroin, opium, cocaine plus aminopyrine,
amphetamine, aureomycin, barbituric acid, cinchophen, neochinchophen,

228 McGill & Orme Archives, 1931 and 1947 prescription files.
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desoxyephedrine, methedrine, ortliaitrophenol, penicillin, pervertin, phenytoin,
streptomycin, sulphonaudes, tetraethylthiuram, thiouracil, thyroid, thyroxin and
urethane.

Miscellaneous Information

1. The physician instruction Al abel o was f
(Rx1014) and one prescription in 1947 (250823). This notation instructed the
pharnacist to include the composition of the physician's order on the patient's
prescription label.

2. In 1931, physicians sometimes included designations in the directions that would
identify the prescription without listed the ingredients. Examples inclétde:
13777 THE TABS One tablet three times daily before meals

Rx 1126 THE DROPS As directed

3 Physicians would occasionally add dAclin
Rx1843-Af Keep i n mout h .fdheseihsrdctithe pharaiatsto nut e s
pass this information on to patients. Unless requested, pharmacists were not
supposed to give any additional instructions to the patient.

4. The following drugs in the 1931 prescription file would not be prescribed in 2010.
Calomel (Mercurous Chlora), Strychnine, Arsenic and Cannal3gnthetic
cannabis (nabilone) is used in 2010 to treat nausea resulting from cancer
chemotherapy.

5. Four homeopathy prescriptions were filled in 1947.
6. Antibiotic prescriptions accounted for 130 out of 975 prescripiioi®47.
[ =
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Appendix D**°

229 McGill & Orme Archives, Family Record Chart.



