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According to the World Health Organization (WHQ), mare than 36 million people die annually from non-
communicable diseases (NCDs}, representing over 60% of deaths worldwide, 15 million of which occur before
the age of 70 years.® Prevention and control of NCDs require interventions that are therapeutically cost-
effective, affordable by the patient and/or health systems and feasible, based upon local resources.
Interventions need to be framed within national policies and in line with NCD and risk-factor indicators.
Chosen interventions should contribute to improving equity in health care in targeted populations and
individuals, and improving health cutcomes? For the WHO, priority NCOs fall into four areas: cardiovascular
diseases, diabetes, asthma/chronic obistructive pulmonary disease and cancer?

The FIP Working Group on Non-cammunicable Diseases conducted a survey of all FIP member organisations
and reviewed the main activities of pharmacists related to NCDs. Available literature and case studies
complete the sources used to present the global overview of the role of pharmacists in NCDs.

This paper sets a basis of global evidence to advocate, nationally and internationally, for an expanded role for
pharmacists in NCD management by compiling best practices and examples. It encourages pharmacists
around the world to act upon NCDs, from prevention and screening activities, to patient referral when
appropriate, and to pharmacist-led, patient-centred NCD management to improve outcomes and quality of
life.

Through research, pharmacists have proven to be a valued asset in the global fight against NCDs, being able
to perform relevant activities in the multidisciplinary healthcare team focused on prevention and early
detection, and optimising and ensuring compliance with medicines therapy regimens.

In April 2018, the WHO held a global conference in Copenhagen called “Global dialogue on partnerships for
sustainable financing of NCD prevention and control 2018”, in which FIP and this working group participated.
Among the key messages included in the briefing documents for this conferance, WHO states that:

o NCDscompetencias and social accountability should be part of every health professional’s training
curriculum.

o To reduce the NCDs burden, it is of utmost impartance to strengthen healthcare systems using a
holistic approach with a strong primary health care system as entry point, closely linked with health
promotion, prevention, specialised care and rehabilitation. Remuneration of health professionals
should reflect all the health services delivered, especially health promotion and prevention.

e Therole of all actors along the healthcare delivery chain should be considered and emphasised, from
preventive work and diagnosis todrug delivery and adherence monitoring. In this regard, pharmacies
play an important role as a primary healthcare network, providing early screening and testing,
advanced counselling and long-term chronic disease management (including key point-of-care
measurement and drug management),

e Increased cooperation between the successive specialists {for example, physicians, nurses,
pharmacists and social workers) involved in chronic disease management can be both beneficial for
patients and cost effective,

o Noinnovation will matter if it cannot reach patients. Therefore, the private sector should also work
with policymakers to ensure that new technologies and services are accessible and appropriately
reimbursed, and that there are adequately trained professionals to use them.

Furthermore, in the report from the session “A vital investment: Scaling up health workforce for NCDs” of the
above-mentioned conference, the agreed policy recommendations and innovative solutions included to
“reimburse NCD-related care provided by pharmacists” and to “increase cooperation between doctors and
pharmacists for NCD-related care.”

Both the key messages and recommendations cited above are entirely supported by FIP and are in line with
those expressedin this report.

To further illustrate the pressing need — clinical, humanistic and economic — to improve adherence to
treatments, especially in the case of NCDs, a recent paper by the Organisation for ECconomic Coopearation and
Development stated that “the adherence process begins with a patient and a prescribing clinician and a
dispensing pharmacist who should all be supported by other health system stakeholders. Payers/system
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designers can develop IT systems that facilitate optimal prescribing and patient-clinician communication or
renewing prescriptions by patients. Educators have a role in equipping health professionals with skills in
managing adherence such as person-centred communication, shared decision-making, and socio-cultural
competencies. Professional bodies can issue guidelines on how to personalise medication plans and decision
aids facilitating shared patient-provider decision-making. Industry can contribute with solutions such as, for
example, simplified medication regimens or packaging. There is also a scope for multi-partner initiatives to
improve patients’ health literacy” s

NCDs pose one the greatest emerging healthcare risks for humanity, demanding new answers and requiring
innovative and creative solutions. Building on the key roles they already play as primary healthcare
professionals in the community, pharmacists can provide focused interventions, specialised counselling and
care coordination, improving patientengagement to achieve betteroutcomesinthe global fight against NCDs.

The key messages of this report are:

A. Collaborative approaches to NCD management

1. QOptimising health-related NCD outcomes requires collaborative care models, and reinforces the
importance of multidisciplinary healthcare teams including pharmacists, physicians, nutritionists,
nurses, physiotherapists and dentists, as well as patients and caregivers.

2. Community pharmacists remain universally one of the most accessible primary healthcare
professionals, offering quick and qualified support to patient needs.

3. Pharmacists are embedded within communities, and can be used to improve the health outcomes of
NCD patients.

4. Pharmacists use their expertise as a valuable part of the multidisciplinary healthcare team, adding
unigue contributions to the clinical outcomes of medicines therapy and to patients’ quality of life.

5. Pharmacists working in the community and across care transitions can act as care coordinators
assistingin the delivery of public health interventions.

B. Prevention, screening and referral

6. Pharmacists are ideally placed to be involved in tackling NCDs, especially in disease prevention, with
key interventions in tobacco cessation, weight management and other NCD risk prevention, and
preamotion of healthier lifestyles.

7. Pharmacist-led screening programmes targeting high-risk individuals ensure appropriate resource
management in healthcare systems through symptom assessment and point-of-care measurement
{e.g., waist circumference, blood pressure, glycaemia, cholesterol) for adequate and timely referrals to
doctors.

8. Access to pharmacist screening services in the community pharmacy setting may be limited in some
countries based upon lack of clear remuneration models, or unnecessarily difficult public health laws
and regulations limiting access to point-of-care testing devicesin pharmacies. The elimination of such
barriers is an important step towards ensuring optimal patient care.

9. Itisimportant that pharmacists ensure that devices and point-of-care testing equipment used in the
screening and monitoring of NCDs are of appropriate, regulated quality, deliver consistently accurate
and reliable results and are regularly serviced, maintained and calibrated according to principles of
quality control and local policies.

C. Bettertreatment outcomes

10. Pharmacists can encourage preventive measures, support adequate prescribing and improve
patients’ adherence and safety of treatments, both pharmacological and non-pharmacological.

11. Pharmacist-led medicines adherence needs to be prioritised, both in terms of treatment outcomes
and the economic consequences of nonadherence, highlighting the need for pharmacists to
consolidate their rolein this area.

12. Community pharmacists play a key role in promoting the responsible use of medicines for NCDs,
adding value to patients’ knowledge and ability to adequately manage their therapy autonomously
orwith the support of caregivers.
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13.

14.

Pharmacists have a crucial rale in therapy management, including medication review, assisting with
correct Use of devices (inhalers, insulin administration and other devices for self-monitoring), disease
management programmes {such as cardiovascular disease, asthma/COPD or diabetes).

Patients can play a major role in managing their own health and preventing NCDs, and pharmacists
can actively encourage patient and caregiver engagement and empowerment through education.

D. Key barriers and challenges to the full utilisation of pharmacists in NCD care

15.

16.

17.

In some countries, lack of adequate access to pharmacists due to severe pharmacist shortage is
jeopardising the health of patients with NCDs, and government action is necessary to increase the
supply of well-qualified pharmacists to ensure patients have access to pharmacist-provided patient
care services for NCDs,

Pharmacist interventions supported by evidence-based professional protocols contribute towards
ensuring that care pathways are informed by results of screening assessments and tests.

Evidence is strong concerning the value of pharmacists’ contribution to NCD prevention and
management, and the quality use of medicines. Adequate recognition and remuneration of such
contributions by both public and private third-party payers could lead to the consolidation of these
roles, including activities such as pharmaceutical care based onindividual needs, identification and
resolution of medication-related problems, safe and effective use of medicines, promotion of
adherence to therapy, counselling on medicines, developing personalised pharmaceutical care plans
and monitoring disease progression and treatment results.
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Non-communicable diseases (NCDs) such as cardiovascular diseases, cancer, chronic respiratory diseases and
diabetes are conditions of long duration and slow prograssion, having the most significant impact on deaths
worldwide.? Their devastating social, human, economic and public health impact is recognised as a global
burden byall societies and ecanomies. NCDs are driven by the effect of globalisation, rapid urbanisation, trade
of health-harming products and population growth. According to the World Health Organization {WHO), more
than 36 million people die annually from NCDs, representing more than 60% of deaths worldwide, with 15
million peapledying before theage of 7o years. The burden of NCDs is estimated to be onein five people having
mare than one chronic condition in the western world.?

This situation is expected to worsen with ageing populations.? However, NCOs are not only prevalent in the
western world. Their number is alarmingly large and growing disproportionately in low- and middle-income
countries.?In the Eastern Mediterranean region, in 2012, NCDs claimed over 2.2 million lives and caused 57% of
mortality, and 60% of people with chronic diseases die under the age of 703

Most premature deaths are linked to commaon risk factors such as tobacco use, unhealthy diet, physical
inactivity and harmful use of alcohol Subsequently, the WHO developed its global action plan“ for the
prevention and control of NCDs zo13-2020. This plan includes a global menitoring framework and nine
voluntary NCD targets:

1. A25%relativereductioninrisk of premature mortality from cardiovascular diseases, cancer, diabetes,
and chronic respiratory diseases.

2. At least 10% relative reduction in the harmful use of alcohol, as appropriate, within the national

context,

A 10% relative reduction in prevalence of insufficiant physical activity,

A30% relative reduction in mean population intake of salt/sodium.

A 30% relative reduction in prevalence of current tobacco use in persons aged 15+ years.

Azc%relative reductionin the prevalence of raised blood pressure oracontainment of the prevalence

of raised blood pressure, according to national circumstances.

Halt the rise in diabetes and obesity.

At least 50% of eligible people receive drug therapy and counselling {including glycaemic control) to

prevent heart attacks and strokes.

9. An Bo% availability of the affordable basic technologies and essential medicines, including generics,
required to treat major NCDs in both public and private facilities.

Sy W

& N

The exposure to NCDs and their complications could be reduced if affordable, evidence-based preventive
actions were implemented efficiently, and therapy directed to a broader population. Measures include
screening and early detection of diseases; education to promote individual behavioural change; re-evaluation
of the access to medicine; evidence-based therapy; disease management to initiate and implement therapy,
and fostering adherence to treatment.

In 2006, FIP issued a policy statement en the role of the pharmacist in the prevention and treatment of chronic
diseases which already pointed towards the need to expand and consolidate the roles described above.S Mare
recently, FIP set up a working group with the goals of: collecting and analysing the available evidence for the
role and impact of pharmacists’ interventions in the fight against NCDs; providing an overview of existing
national and regional policies around the fight against NCDs; assessing the pharmacists’ added value in
prevention, implementation of the therapeutic plan and supervision, and how they could be supported in this
task by new technologies; and reviewing the continued relevance of existing FIP Statements on the effective
utilisation of pharmacists and pharmaceutical care in the fight against NCDs and possibly suggesting an
update or expansion of those statements. This reference paperis the outcome of that working group.

In April 2018, the WHO held a global conference in Copenhagen called “Global dialogue on partnerships for
sustainable financing of NCD prevention and control 2018, in which FIP and this working group participated.
Among the key messages included in the briefing documents for this conference, WHO states that

e Onlythroughastronghealthcare system with well-trained and equipped health professionals can
we increase the health of the population and fight the burden of NCOs. NCDs competencies and
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social accountability should be part of every health professional’s training curriculum. In this
regard, it is important to improve the governance of education institutions and to develop
regulatory mechanisms for accreditation and quality assurance as well as to ensure their
consistent implemeantation.

e To reduce the NCD burden, it is of utmost importance to strengthen healthcare systems in a
holistic approach with a strong primary healthcare system as entry point, closely linked with
health promotion, prevention, specialised care and rehabilitation. The remuneration system of
health professionals should reflect all these health services delivered, especially health
promotion and prevention.

e The role of all actors along the healthcare delivery chain should be considered and emphasised,
from preventive work and diagnosis to drug delivery and adherence monitoring. In this regard,
pharmacies play animportant role as a primary healthcare network, providing early screening and
testing, advanced counselling and long-term chronic disease management (including key point-
of-care measurement and drug management),

e Increased cooperation between the successive specialists (for example, physicians, nurses,
pharmacists and social workers) involved in chronic disease management can be both beneficial
for patients and cost effective.

e No innovation will matter if it cannot reach patients. Therefore, the private sector should also
work with policymakers to ensure that new technologies and services are accessible and
appropriately reimbursed, and that there are adequately trained professionals to use them.

Furthermore, in the report from the session “A vital investment: Scaling up health workforce for NCDs” of the
above-mentioned conference, the agreed policy recommendations and innovative solutions included to
“reimburse NCO-related care provided by pharmacists” and to “increase cooperation between doctors and
pharmacists for NCD-related care ”®

Patients suffering from NCDs can experience changes or deterioration in their health condition acress their
lifetime They may be treated as an inpatient or outpatient, with greater risk of medication-related problems
occurring during transitions of care. In these situations, collaboration between healthcare professionals is
fundamental to ensure continuity of care and to provide an agreed safe therapeutic plan. Health
professionals, including physicians, nurses and pharmacists, are all important in ensuring safe transitions.
Despite a rise in medication-related problems, pharmacists are under-utilised and inadequately remunerated
for their role in delivering and improving health care’

Several studies have outlined the benefits of pharmacists’ role in the therapeutic management of patients
with chronic diseases.? Qver the past years, community pharmacists have engaged in generating hard
evidence of the benefits of such roles, thus expanding the profession’s scope of practice® Pharmacists can
implement public health programmes, conduct preventive measures, screen and refer potential NCD patients,
support prescribing and improve patients’ adherence te a safe therapeutic plan including pharmacological
and non-pharmacological therapy. In the context of NCDs, pharmacists could use their proven expertise and
add new technalogies to be avaluable part of the multidisciplinary healthcare team, thereby making a unique
contribution to the clinical results of medicines therapy and consequently to patients’ guality of life.

1.1 Anincreasing threat to public health and a heavy
economic burden for health systems

Cardiovascular diseases are the most critical NCDs worldwide,” with diabetes as a major cardiovascular risk
factor® Cardiovascular diseases impose medical, social and public health problems that increase the
economic burden on patients, healthcare systems and national economies. Diabetes complications increase
disability, reduce life expectancy and increase health costs. Research demonstrates that complications of
diabetes could be reduced with improved diabetes control. Community pharmacists can play a vital role in
this issue. They are among the most accessible, frequently visited and readily available healthcare
proefessionals worldwide 2 Even if patients do not see their physicians, they will often talk to a pharmacist.
The role of pharmacists has evolved from the supply of pharmaceutical products towards the provision of
services and information, and particularly in improving the use of medicines.
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Cardiovascular diseases such as atrial fibrillation, deep vein thrombaosis and pulmonary embolism often
require anticoagulation therapy'® Polypharmacy is common in these patients, who may require
cardiovascular and antidiabetic medicines in addition to anticoagulants, and all these medicines can interact
and increase the risk of complications. For example, German patients older than 65 are prescribed more than
five drugs per day on average® which contributes to poor adherence. Despite active pharmacotherapy
treatment, only 28% of the patients with diabetes in Europe are well controlled in terms of their glycaemic
values, and less than 25% of hypertensive patients have an optimal blood pressure.® Also, lass than 50% of
patients with atrial fibrillation using a vitamin K antagonist are within the therapeutic INR {International
Normalised Ratio) ranges, Adherence was also found to be low among Middle Eastern populations: studies
have estimated medication nonadherence rates for diabetes to be 68% or lower. ™

A modifiable risk factor for the development of NCDs is the patient’s weight. Patients who are overweight or
obese are at greatestrisk of developing NCDs. For example, almost 9o% of people with type 2 diabetes are also
obese Moreover, cancer diagnoses associated with overweight or obesity make up for roughly 40% of all
cancerdiagnosesinthe United States2Qbesity contributes to the development of cardiovascular disease (e.g,,
hypertension and coronary artery disease) as well as sleep apnoea and ostesarthritis.?s Obesity is considered
aglobalhealth challengereguiring achronic disease management model The WHO recommends that “obesity
management covers a whole range of long-term strategies ranging from prevention, through weight
maintanance and the management of obesity comorbidities (such as type 2 diabetes or hypertension), to
weight loss”

Chronic conditions might additionally lead to depression: the incidence is doubled in cardiac patients versus
the general population® and increases to 15-20% after acute myocardial infarction.?®

1.2 Prevention and screening

Better public health and prevention policies or more effective and timely health care could prevent more than
1.2 million deaths per year.® For various reasons, such as the cost of care or geographic distance, individuals
may infrequently seek a physician’s advice except when experiencing acute conditions. Their reluctance
creates a greater need for opportunistic screening technologies, including those conducted by community
pharmacists that do not require advanced preparation (e.g, not requiring fasting for blood samples used to
diagnose diabetes) or providing opportunities for “see and treat” interventions.

Pharmacy-based screening programmes use medical equipment for physiological measurements,
questionnaires and risk assessmeant forms to determine participants’'risk of the targeted disease. Participants’
satisfaction with pharmacy-based screening is consistently high3° Access to pharmacist screening services in
the community pharmacy setting may be limited in some countries based upon lack of clear remuneration
models, or unnecessarily difficult public health laws and regulations limiting access to point-of-care testing
devices in pharmacies. Such barriers must be removed to ensure optimal patient care,

In addition, pharmacists should ensure devices and point-of-care testing equipment used in the screening and
monitoring of NCDs are of appropriate, regulated quality, deliver consistently accurate and reliable results
and are regularly serviced, maintained and calibrated according to principles of quality control and local
policies.

1.3 Pharmaceutical care

Pharmaceutical care is defined as “the pharmacists’ contribution to the care of individuals to optimise
medicinesuseandimprove health outcomes” 3 It involves the process through which pharmacists collaborate
with patients and other healthcare professionals to fulfil a therapeutic plan that will produce better clinical
outcomes for patients. The three major steps in the patient care process are:3

1. Assessment of the patient’s medical problem,
2. Measures toidentify and solve drug therapy problems, including care plan development, and
3. Follow-up evaluation,
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In addition to dispensing of medicines, pharmacists can ensure that the medicines therapy is appropriately
indicated, safe and effective, while providing counselling on the medication, solving medicines-related
problems and raising the patient’s awareness about adherence to improve clinical results and outcomes.

Although the exteant of the involvement of pharmacists in patient care might vary according to the country in
which they operate, community pharmacists are well positioned within healthcare systems, and may have an
important role in, among others:

o Counsellingon healthy life-style and self-management,

e Counselling on prevention, early detection and adherence of patients with obesity, blood pressure or
blood glucose values out of the recommended targets,

e Supporting patientsand caregivers tounderstand how to manage their medication, including medical
devices, health related applications and monitering systems,

o Fostering adherencein all phases (initiation, implementation and persistence),

e Managing addictions,

o Helping to Identify patients with depression,

e Reducing the risk of patients with thromboembolic disorders by improving adherence.

These roles are fully aligned with those describedin the Joint FIP/WHO Guidelines on Good Pharmacy Practice:
Standards for Quality of Pharmacy Services, from 2011, in which both WHO and FIP define GPP as “the practice
of pharmacy that responds to the neads of the people who use the pharmacists’ services to provide optimal,
evidence-based care”. These guidelines further state: “As health-care professionals, pharmacists play an
important rale in improving access to health care and in closing the gap between the potential benefit of
medicines and the actual value realised and should be part of any comprehensive health system.”

1.4 Therapy and disease management

Many medicines used to treat NCDs require adherence support, frequent clinical monitoring and diagnostic
testing, especiallyduringinitiationand in the first months of treatment. However, adherence support requires
continuing care, as developing healthier habits can take up to one year in the real world.?

In 2012, the IMS Institute for Healthcare Informatics estimated that USD 26g billion warldwide could be saved
if adherance to medicines was improved.3s Pharmacists canimprove medication adherence and reduce health
care costs.® Additionally, they can minimise access barriers to care, especially in developing countries, if
treatments that have minimal requirements for testing and the lowest risk of harm are made available.
Community pharmacists can offer better access to health care, support patients and caregivers to conduct
adequate therapy and disease management and, thus, improve ¢linical outcomes.

To further illustrate the pressing need — clinical, humanistic and economic — to improve adherence to
treatments, especially in the case of NCDs, a recent paper by the Organisation for Economic Cooperation and
Development stated that “the adherence process begins with a patient and a prescribing clinician and &
dispensing pharmacist who should all be supported by other health system stakeholders. Payers/system
designers can develop IT systerns that facilitate optimal prescribing and patient-clinician communication or
renewing prescriptions by patients. Educators have a role in equipping health professionals with skills in
managing adherence such as person-centred communication, shared decision-making, and socio-cultural
competencies. Professional bodies can issue guidelings on how to personalise medication plans and decision
aids facilitating shared patient-provider decision-making. Industry can contribute with solutions such as, for
example, simplified medication regimens or packaging. There is also a scope for multi-partner initiatives to
improve patients’ health literacy.”?

1.5 Pharmacist training and workforce development

Pharmaceutical counselling includes leadership, ¢linical knowledge of the disease, pharmaceutical
understanding of the therapy, communication skills that are culturally appropriate and a structured,
professionalised consultation. Initial and continuous training should include:
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o Knowledge of targets for early detection of NCDs, including risk factors such as cardiovascular risk,
diabetes risk, etc,,

e Demonstrable competency after training in disease-specific topics, pharmacotherapy, medication
therapy management, medicines-related problems, and communication skills,

e Training on adherence and behavioural change, including diet, nutrition, smoking cessation and
exercise,

e Traininginthe use of devices and point-of-care testing,

e Responsibility for quality assurance of devices and point-of-care testing equipment,

o Ability to critically appraise the role of new devices and technological advances in identification,
management and monitoring of NCDs,

e Intercultural competence development,

o Interprofessional practice.

1.6 Essential and new technologies to support
pharmaceutical care and NCDs

In their global vision to promote action on NCDs, the WHO highlighted the need for sustainable healthcare
financing and adequate and reliable procurermnent systems for basic health technologies3® which includes, at
least, a blood pressure measurement device, a weighing scale, height measuring equipment, blood sugar and
blood cholesterol measurement devices with strips, and urine strips for albumin assay. Access to essential
diagnosing and monitoring equipment reduces short- and long-term adverse effects from NCDs 3¢

The wHOQ defines health technologies as “the application of organised knowledge and skills in the form of
devices, medicines, vaccines, procedures and systems developed to solve a health problem and improve
quality of |ife”

As the pace of technological advances increases, there are opportunities for new product innovationsin both
diagnostics and delivery technaologies. Due to the rapid development of medicine and pharmacy, healthcare
professionals may lack knowledge and skills to be aware of the newest diagnostic or monitoring technologies,
There is a role for both industry and educators to ensure pharmacists are adequately trained in critical
appraisal and have the skills needed to evaluate emerging technologies and devices for their suitability in the
screening and monitoring of NCDs 4

Products that can automate tasks, thereby changing the need for education {e.g,, automatic blood-pressure
cuffs) or reducing the level of training required {e.g, single-purpose ultrasound devices) might be helpful,

Point-of-care testing and devices quality assurance

Community pharmacies and healthcare organisations providing point-of-care tests or using devices (e.g, for
blood pressure moenitoring) remain accountable for the quality of their services. This includes responsibility
for maintaining a high standard of care, ensuring personnel are adequately trained in use and measurement
and all equipmentis regularly maintained and calibrated according to quality control protocols.

Delivery technologies are loosely defined as technologies that facilitate healthcare delivery but are neither
diagnostic tools nor treatments. Examples of delivery technologies include health information systems, cold
chain solutions, and maobile health technologies.** e-Learning and webinars may also facilitate broader access
to training; for example, e-learning tools have been designed to train individuals in breast cancer screening
and promote ongoing quality assurance.

1.7 Main limitations and challenges

There are minimum requirements to implement NCD interventions in primary care in community pharmacies:

e Compensation models which provide remuneration to support pharmacistinvolvement,
o Warkable policies that are driven by the regulatory authaorities,
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o Commaeninfrastructure — space, medical devices, madical books ete,

o Sufficient qualified workforce and enough time to take care of the multitude of patients,

o Knowledge of current guidelines in management and prevention of NCDs,

e (Good communication and behavioural change skills,

e Thewill toinnovate and differentiate services by pharmacists,

o Accesstoessential technologies tosupport NCD screening and management,

o A workforce which is capable and competent to utilise devices and technologies for screening and
management of NCDs,

o Quality assurance programmes which ensure all devices meet acceptable standards,

e Interprofessional collaboration and confidence from physicians, nurses and specialists in laboratory
medicine and other healthcare professionals. {Although we are not advocating this collaboration be
physically co-located, there should be open communication dialogue with other healthcare
professionals and access to the patients’ records for all healthcare professionals involved with the
treatment of a specific patient))

Effective implementation of interventions by community pharmacies and pharmacists will require several
barriers to be urgently addressed. Pharmacists should be adequately trained in NCD prevention and
management. Also, existing healthcare service delivery models should be adapted to promote and allow
pharmacists’ interventions and make an effective use of pharmacists’ knowledge and skills. Consideration
must be given to financial models which ensure pharmacists are remunerated for providing pharmaceutical
services to patients.
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2.1 Prevention

Prevention consists of activities to stop people from getting diseases or to stop a disease from progressing.
Forexample, health promotion initiatives foster healthy living, delay the onset of disease, and offer strategies
to manage diseases and related complications sa that their progress is slowed or interrupted.?

Accordingto the WHO's Global Action Plan for the Prevention and Control of NCDs 2013-2020, the World Health
Assemnbly has endorsed cost-effective interventions proven to prevent or delay most premature NCD deaths,
Countries are encouraged to adopt such measures, aimed at the prevention and treatment of NCDs, and to
raise awareness about them. Several countries have already adopted public health strategies and policies to
prevent NCDs through physical activity. For example, fitnass programmes and campaigns encourage people
to exercise for 30 minutes a day.*

The wHO identifies four main risk factors for NCDs — tobacco use, harmful use of alcohol, unhealthy diet and
physical inactivity — and four priority NCDs: cardiovascular diseases, diabetes, cancerand chronic respiratory
diseases.?

Due to their proximity, pharmacies are at the heart of coammunities, promoting access to high quality
pharmacy services and improving health outcomes for patients. Also, the community pharmacy network
provides many opportunities for public health and disease prevention activities. For example, in several
countries, pharmacists educate smokers about the benefits of quitting and support them in giving up tobacco
uses34

In the United States, the National Center for Chronic Disease Prevention and Health Promotion {CDC) also
recognised that “the role of the pharmacist has expanded beyond just dispensing medications and is evolving
into active participation in chronic disease management as a part of team-based care”s The CDC issued
guidance on “Partnering with pharmacistsin the prevention and control of chronic diseases”, which provides
a description and evidence of the role of the pharmacist in team-based health care, as well as an overview of
pharmacists’ scope of practice policies at the federal and state levels and a description of how chronic
diseases are addressed in community pharmacies.

Pharmacists specifically have a unigue opportunity to influence health outcomes associated with heart
disease and stroke. Cormmmunity pharmacists can help by proactively identifying the needs and disease risk
factors of their patients, and taking action to influence healthy behaviours and offering patient care services,
such as promotion of lifestyle modifications and self-management.®

Also in the United States, the Asheville Project, based on educational interventions by healthcare providers,
helps patients with diabetes to make the behavioural changes needed to improve glycaemic control” Another
study indicates that patients with hypertension and/or dyslipidaemia, who were receiving education and
long-term medication therapy management services through pharmacies, achieved significant clinical
improvermnents that were sustained for as long as six years, asignificant increase in the appropriate use of and
adherence to cardiovascular medicines, and a decrease in cardiovascular events and related medical costs.®

In astudy of pharmacist-led risk factor control for secondary prevention after ischaemic stroke, substantially
greater improvements were seen in patients whose carewas managed by apharmacist to attain systolic blood
pressure control and desirable blood levels of low-density lipoprotein {LDL} cholesterol, than those managed
by a nurse, because pharmacists were empowered to initiate and titrate medicines to attain guideline-
recommendead targets.®

In Spain, a comparative study of health education and drug therapy monitoring interventions in patients with
cardiovascular risk factors demonstrated that community pharmacies can have an effective contribution in
enhancing the cardiovascular health of patients, through health education campaigns and drug therapy
monitoring services. The latter is more effective than the former in improving the values of systolic blood
pressure, heart rate, weight, body mass index, basal glucose, total cholesterol, waist circumference and waist-
height index. With regards to triglycerides levels, waist-hip index, diastolic blood pressure, improvement of
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pharmacotherapeutic compliance and smoking cessation, drug therapy monitoring and health education
initiatives were equally effective in improving these parameters.®

Limited knowledge and awareness of cardiovascular diseases {CVD) and their risk factors amang the publicin
Penang, Malaysia, was revealed in a study, and the majority of respondents expressed favourable opinions
concerning the rale of community pharmacists in identifying and preventing CVD risk factors in the
community.*

Astudyamong Lebanese pharmacists showed that they are more aware of theirrolein hypertension detection
and prevention rather than hypertension management. This study flags competency gaps and opportunities
forprofessional development and exploring new roles for pharmacists, but also that theirrole in hypertension
and detection is well rooted among Lebanese pharmacists. In Nigeria, educational interventions were
targeted at practising community pharmacists to improve their knowledge about several public health issues
and expand their role in this area. A study concluded that developing incentives for public health services
could increase community pharmacists’ engagement in health education and disease prevention activities.®

Notwithstanding the above, a survey, also in Nigeria, about pharmacists” participation in health promotion
activities in twao cities indicated a 9o% participation among respendents, irrespective of whether financial
incentives orremunerations were paid for performing these activities or not. Community pharmacists offered
free consultation services at various identified pharmacy outlets, making them readily accessible and well
placed for achieving wider coverage among the public. Active participation of community pharmacists in
health promotion may serve as a needed linkin the sustained global push towards allowing increased access
toessential medicines in developing communities and wider health coverage ™

The guidelines from the Pneumology Society for French-speaking countries {Société de Pneumologie de
Langue Francaise) state that the preventive measures after an exacerbation of chronic obstructive pulmonary
disease are very important. These measures include pulmonary rehabilitation with control of cardiovascular
comorbidities, therapeutic education intended for patient self-management and pneumococcal vaccination.
These roles may be offered by pharmacists in the community setting.

Ina consumer study conducted in Germany, pharmacists were identified as the preferred provider in 29 of
the 31 preventive care services listed in the study questionnaire. Pharmacists provide several disease
prevention services, and there is a great interest in pharmacy-based preventive care counselling in the
Bavarian population.®®

The Swiss Pharmacists Association (pharmasuisse) achieved an in-depth reform of the profession with
measures such as a system of remuneration based on pharmaceutical cognitive services, a quality care
programme, health promotion programmes, innovative services of managed care, generics substitution, and
others.
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2.2 Screening

There are several studies and publications on the role of community pharmacists in screening patients for
various NCDs. Although most of them are small, apen and uncontrolled studies, they all show the feasibility of
using pharmacies and the skills of pharmacists to screen these highly costly conditions in the community
setting. The challenge is that the perfermance of practice-based research by community pharmacists differs
considerably between countries. In addition, to communicate and share information in a secure way with
physicians can also be an obstacle in several countries. Notwithstanding this, the results of the mentioned
studies suggest that, if there is a screening intervention at the community pharmacy level, there is prompt
referral of suspected cases to agenaral practitioner {GPYor specialist, increased disease awareness and higher
patient willingness to initiate and adhere to treatment. These studies also indicated that community
pharmacist interventions were associated with higher diagnosis rates and with a more efficient use of GP
visits, namely by avoiding unnecessary refarrals. The sections below offer a literature review of studies of
screening interventions for NCOs at community pharmacies for the four major NCD groups.

InaFrench study performed at 130 pharmaciesin the Nord-Pas de Calais region, 200 individuals in good health
and with no treatment for cardiovascular {Cviconditions or CV risk factors were enrolled. In total, 107 subjects
completed the screening. Criteria for CV risk were of two types: type 1 included risk of Cv death higher than
5% within 10 years, arterial hypertension, increased blood glucose values and hypercholesterolemia; type 2
included age, waist circumference and heredity. Participants registered as having Cv risk had at least one type-
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1risk factor, or two type-2 risk factors. Results showed that 50% of the participants had CV risk {48% of the
women and 57% of the men). The average age was 50 and, in relation to type-1 factors, 23% had arterial
hypertension, 5% had increased blood glucose levels and 17% had hypercholesterolemia. As such, 50% of
people in goad health were in risk of CV disease and could be referred to a physician for further evaluation.
The study concluded that the screening of CV risk factors at community pharmacies gave results comparable
to those observed in epidemiclogical studies, which indicates the validity of the results.?

Hypercholesterolaemia(HC)is one of the main factors of cardiovascular risk. An Argentinian study determined
the strength of association of HC between parents and children. The methodology used was observational,
analytic, and cross-sectional. Blood cholesterol levels were assessed in children between 26 and <12 years of
age, andin their biological parents, The study results suggest astrongassociation and a high predictive power
of HC of parents for HC in their children. As such, the author proposes that HC in parents can be used as an
affective indicator for the exploration of HC in their children. Considering the number of regular visits to a
pharmacy of HC patients to obtain cholesterol-lowering medicines, the evidence supports the development of
a professional service by pharmacists toscreen HCin the patients’ children and appropriate referral to a GP or
specialist whean necassary.?

InanAustralian study, the objective was to assess the suitability of community pharmacieas as Cv disease risk
profile screening centres, and to evaluate whether pharmacists can play an important role in detecting,
educating and referring screened individuals at high risk of Cv disease. The study was performed at 14
Australian community pharmacies, which performed opportunistic cardiovascular disease risk profiling for
members of the public aged above 30 years old with no existing CV diseases. All major CV risk factors were
measured. Exercise habits, existing canditions and therapy, and family history were also assessed. The results
were used to calculate each subject’s 10-year risk of developing CV events, based on Framingham Risk
Equations (New Zealand tables). Each subject's knowledge of CV risk factors was assessed using a multiple-
choice questionndire. Written educational materials and verbal counselling were provided. Referral to a
doctor for further assessment was recommended as appropriate. The screened individuals were followed up
via a mailed out questionnaire. Arandom sample of individuals at elevated risk was telephoned to assess for
outcormes of the screening and referral process. The main outcome measure was the risk of developing Cv
disease and knowledge of CV risk factors. The results showed that there was a statistically significant
improvement in the knowledge of CV disease risk factors at follow-up. Almost half of the contacted high-risk
subjects reported lifestyle changes or started medicine therapy following retesting by their GP. The study
concluded that a pharmacy-based CV disease risk profile screening and education programme has the
potential to identify and refer many undiagnosed individuals at high risk of CV events and help contain the
burden of heart disease3

In 2017, the results of a study designed to assess feasibility of implementing a pharmacy-based CV risk
screening service in a referral community pharmacy in lran were published. The study included 287 subjects
aged between 30and 75 years without previous diagnosis of Cv disease or diabetes. Measurement of all major
C¥ risk factors, exercise habits, medical conditions, medications, and family history were investigated. High-
risk individuals were given aclinical summary sheet signed by a clinical pharmacist and were encouraged to
follow up with their physician. Subjects were contacted one month after the recruitrment period and their
adherance to the follow-up recommendation was recorded. Data analysed showed that 146 patients were
referred due to at least one abnormal laboratory test. Approximately half of the individuals who received a
follow-up recommendation had made an appeintment with their physician. This study reinfarced the
axpectation that a screening programme by community pharmacies has the potential to identify and refer
patients with elevated Cv risk factors.s

A study carried aut in 35 community pharmacies in Lebanon evaluated the involvement of pharmacists in the
detection, management and prevention of hypertension. The study used a structured questionnaire with 65
questions for data collection. Data concerning detection of hypertension, lifestyle modification and
treatment were collected over two months. Results were divided into three sections: detection of
hypertension, lifestyle modifications and medication adherence. This study showed that community
pharmacists are more aware about their role in hypertension detection and prevention than in hypertension
management. The author considered that this was due to the fact that pharmacists in Lebanon lack the
authority to prescribe antihypertensive medicines, which limits their role in hypertension managements

Atrial fibrillation is the most common arrhythmia and increases the risk of stroke five times, with research
showing atrial fibrillation is responsible for up to 20 per cent of all strokes® An Australian study of the
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feasibility and cost-effectiveness of stroke prevention through community screening for atrial fibrillation
using iPhone electrocardiogram in pharmacies concluded that “community screening in pharmacies is a
feasible and cost-effective strategy to identify a sizeable cohort with newly identified atrial fibrillation, at
sufficient risk to require oral anticoagulants for stroke prevention. High overall stroke risk, relatively low oral
anticoagulant prescription, and poor knowledge of diagnosed atrial fibrillation sufferers highlight the need
for community-based screening and education.”

Inlreland, a pilot to detect hypertension and atrial fibrillation in the community was carried out in 2018 in 68
community pharmacies, in a study promoted by the Irish Pharmacy Union. More than 1,100 people were
checked over a two-month period. The aim was to identify those people aged 50 years and over who were at
risk of hypertansion ar atrial fibrillation or both, As aresult of the pilot:

e Anirregular pulse (possible atrial fibrillation) was detected in 5.5% of participants who were checked,

e 27% of participants were identified with high blood pressure {possible hypertension),

e Both anirregular pulse (possible atrial fibrillation) and high blood pressure {possible hypertension)
were noted in 2% of participants, and

o 26% of all participants checked were referred to their GP.

Overall, 83% of participants were happy with the information they were given by the pharmacist whao
undertook the health check and 91% said they were more aware of blood pressure and atrial fibrillation as a
result of taking partin the pilot,

The pilot demonstrated that, by carrying out a standardised population health check for hypertension and
atrial fibrillation in the community pharmacy, community pharmacists can deliver an extremely positive
benefit to participants in terms of prevention, detection and initial management of suspected hypertension
and atrial fibrillation.?

An article by the National Association of Pharmacies of Portugal published the results of a campaign it
launched on World Diabetes Day 2015. The campaign targeted adults aged over 18 years, without diabetes and
non-pregnant. Subjects were encouraged by the pharmacist to complete the Findrisk test at the pharmacy, to
adopt healthy lifestyles and to consult with their physician when the test score was high or very high. The
Findrisk test was integrated in the pharmacy software and the score was calculated automatically. A total of
295 pharmacies participated in the campaign and recruited a total of 7,007 adults {an average of 31 adults per
pharmacy): 66.0% were female, the mean age was 6o years; 66.6% had a body mass index over 25kg/m? 51.2%
were physically active; 85.6% ate fruits and vegetables daily. With regards to waist circumference, 81.3% of the
women and 70.1% of the men were classified in the highest categories; 51.9% were taking medicines for high
blood pressure; 12% had high blood glucose at least once and 43.0% had a family history of diabetes (type 1 or
2). Overall, the study concluded that 24.0% of the subjects were at high or very high risk of developing type 2
diabetes within the following 10 years. Patients were encouraged to seek further specialised medical care for
their condition. The findings suggest that community pharmacists may play an important role in the early
detection of patients at high risk of developing type 2 diabetes.?

The Pharmacy Diabetes Care Programme, an Australian initiative reported in 2005, was designed to investigate
a disease state management model for people with type z diabetes. The model consists of two components: a
screening service and a diabetes medication assistance service. The specific aim of the screening programme
was to investigate the capacity of community pharmacies to identify and refer people at risk of type 2 diabetes
to their GP. The critical elements of the service included patient education, support and monitoring to
facilitate self-management in those with established disease. For those at risk, the focus was on education
and referral. Thirty community pharmacies were recruited across four states and 1,286 people were screened.
The screening service delivered through the pharmacy utilised two screening protocol variants: sequential
screening and a tick test only. Both protocols used a tick test risk assessment to determine if risk factors for
type 2diabetes were present. Inthe sequential screening protocol, any person with at least one risk factor was
also offered a fingerpick test for capillary blood glucose in the pharmacy. Patients whose blood glucose levels
were higher than a predefined level were referred to their GP. In the tick test only protocel, no fingerpick
testing was performed in the pharmacy and if the patient had at least one risk factor for type 2 diabetes they
qualified for a referral to the GP. In conclusion, the sequential screening method was significantly more
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efficient and cost-effective than the tick test only method and could be successfully implemented in
community pharmacies resultingin fewer unnecessary referrals to the GPs, while resulting in a higher rate of
diagnosis. Consumerswerevery satisfied with, and strongly approved of, the diabetes screeningin community
pharmacy.®

Chronic obstructive pulmonary disease {COPD) is a leading cause of morbidity and mortality across the world
and is responsible for a disproportionate use of health care resources. 1t is a progressive condition that is
largely caused or worsened by smoking. Identification of early stage COPD provides an opportunity for
interventions which prevent its progression, such as smoking cessation support. Although thereare a number
of robust studies that have demonstrated the role that pharmacists can play to identify and prevent disease
progression, adoption of such services is currently limited.

Australian researchers have investigated the use of community pharmacists in identifying patients at risk of
poorasthmacontrol and the factors that contribute to this situation. Ninety-six community pharmacists with
specialised asthma management training enrolled 570 patients aged 218 years who had been diagnosed with
asthma and who were considered at risk of poor asthma control, and conducted a comprehensive asthma
assessment. Asthma history was discussed, and lung function and inhaler technigue were also assessed by the
pharmacist. Results showed that community pharmacists were able to identify patients with asthma at risk
of suboptimal control, and factors that contributed to this were elicited. This group that was identified by
community pharmacists may not have been visible or accessible to other healthcare professionals. Therefore,
there exists an opportunity within pharmacies to target poorly controlled asthma and provide timely and
tailored interventions.®

Spain follows the zo03 recommendations of the Council of the European Union, which say that member states
should develop screening programmes for breast cancer, cervical cancer, and colorectal cancer. In the specific
case of colorectal cancer, in general, the basis for performing screening tests are;

e Target population women and men between 50 and 69 years of age,
o Screening test: occult blood in stool, and
e Explorationinterval: two years.

At present, all Spain’s autonomous communities have a screening programme for colorectal cancer although
community pharmacies participate only in Catalonia, Murcia and the Balearic Islands. The objective of
including community pharmacies is to encourage participation by making the test more accessible for the
population {closeness, flexible hours, no need for a prior appointment, and presence of a health professionall.

Patient stoolsamples can be delivered to the pharmacy and are then sent to a laboratory for analysis. In some
regions, samples may also be delivered to primary health care centres. If no evidence of blood in fasces is
found, the testis considered negative and subjects areinvited to repeat it after two years. If a specific amount
of haemoglobin is found in at least one of the two samples, a confirmatory test {colonoscopy) will be
performed.®?

A related programme exists also in Switzerland, where the Swiss Pharmacists Association {pharmaSuisse)
launched in 2016 a low-threshold colorectal cancer screening through community pharmacies. The screening
involved the completion of a questionnaire at the pharmacy. Based on the questionnaire, the pharmacists
evaluated the risk factors together with the patient that were exclusion criteria for the stool test screening.
Depending on the risk factors identified through the questionnaire, the patient was directly senttoa GPorto
a gastroenterologist with a letter explaining the purpose of the patient visit. All other participants received a
stool test and an explanation of how to conduct it at home,

The results of the stool test are provided to the pharmacist, who informs the patient. In case of a positive
result, the pharmacist refersthe patient to hisor her GP or gastroenterologist for furtherinvestigation {usually
colonoscopy). When the test result is negative, the pharmacist provides advice to reduce colon cancer risk.
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This service is offered all year long by around 550 pharmacies (out of 1,800 Swiss pharmacies), while 200 to 250
additional pharmacies offer this service during the biennial campaign.

In 2016, for the first campaign a total of 771 community participated and completed an online course about
the disease, the test and its outcome and about the design of the campaign. During the six-week campaign,
maore than 23,000 people were screenad at the pharmacy based on the questionnaire. Three per cent had risk
factors and were sent to adoctor. The others received a stool test, and 97% of them performed it and sentit to
the laboratory. From the 21,701 tests analysed, 93% were negative, which is in accordance with other
published results. The 7% of persons with positive stool tests were sent to physicians and gastroenterologists
forcolonoscopy. Considering an estimate that two-thirds of the subjects adhere to the recommendations and
get a colonoscopy test, it has been estimated that thanks to the campaign, 58 (33-114) cases of colon cancer
were diagnosed and 364 (283-420) cases of advanced adenoma were detected,

In summary, from the more than 23,000 people taking part in the campaign, about 2,270 were invited to
undergo additional medical examinations: 760 because of their risk factors, and 1,510 because of the positive
stool tests. According to published literature, 5% of those with positive stool tests do effectively have colon
cancer and 31% suffer from advanced adenoma.

The economic impact of this screening service was also addressed. for each case of detected colon cancer or
advanced adenoma, the screening costs are approximately USD 5,000, About 16-15% of advanced adenomas
would develop inte a cancer within 10 years. As such, the price of the screening and early intervention would
be between USD 13,000 and 31,000 per patient, compared with a cost of at least USD 115,000 for one colon
cancer treatment. Therefore, the service is clearly cost-effective. Almost 600 pharmacies have implemented
the service on & permanent basis now, and the campaign was launched again in March 20183

A screening programme in Australia, called BowelScreen Australia, is an initiative launched in 2010 in
collaboration with the Pharmacy Guild of Australia to provide greater access to bowel cancer screaning.
Patients are encouraged to talk to their GPs or community pharmacists about the programme. The initiative
aims to use community pharmacists to raise awareness about colorectal cancer screening, and to facilitate
access to ascreening test that can be obtained at the pharmacy and performed at home and sent by post for
analysis. The user-friendly tests come with full instructions and a dedicated customer helpling, as well as a
reminderservice
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2.3 Referral

As pharmacists look to increase their value to patient care by applying their knowledge and skills in the
prevention and management of NCDs, the importance of carefully considered and developed referral
pathways is paramount. A review of the literature provides insights into how this aspect of pharmacists’ role
in NCDs is being approached, bath in terms of disease states of NCDs and also in the context of the countries
where programmes or projects have been undertaken. The global approach to incorporating referral in NCD
management can be seen in the various case studies included in this report. NCD-related projects or
programmes focused on screening usually describe referral pathways. However, the outcomes of referrals to
healthcare providers is not always clear and deserves considerable attention as pharmacists look to
demonstrate and improve theirvaluein the fight against NCDs.

Where pharmacists take a lead role in screening and managing NCDs, the most usual pathway described
pharmacists referring a patient whois considered “at risk” to a prescriber, or medical practitioner*2However,
some referrals which resulted from screening or healthcare programmes also involved pharmacists’ referral
toother healthcare providers {dentists, podiatrists, diabetes educators).

There was significant discussion in the literature focused on the relationship between pharmacists and
physicians — and, again, context was important in developing different madels in different countries in order
to establish the best model of cooperation. An increasing number of studies examined the collaborative
relationship between pharmacists and GPs where medication managementis a focal point for shared care and
responsibility, 32

Pharmacists remain a highly trained, under-utilised resource in primary health care in most western
countries.* A qualitative study investigated pharmacists’ and general practitioners’ views on barriers to
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interprofessional collaborationin the German healthcare system. Despite significant evidence of the positive
effect of community pharmacists on health care, interprofessional collaboration of pharmacists and GPs is
very often limited.*The authors conclude that future physician and pharmacist training curricula should focus
on comprehensive pharmacist-physician interaction at early stages within both professional educations and
careers. Developing and fostering a culture of continued professional exchange and appreciationis one major
challenge of future policy and research.?

In several otherstudies (Nigeria, Germany, Croatia, India and Portugal), collaboration made on mutual respect
and appreciation was successful. The basis of this success was considered due to a mutual understanding of
the clear roles of both healthcare professionals. The acceptance of the integration of pharmacists in the
medical interventions and decision-making is crucial to the success of this collaboration. In some countries,
pharmacists’ capacity to provide services beyond their describad dispensing roles is imited. (e.g., in Lebanon
pharmacists are prohibited by law to prescribe or change any medicines) Lack of remuneration is also &
significant disincentive to more active roles in NCD screening and referral {e.g, in Nigeria community
pharmacists perform primary healthcare roles without official acknowledgment),

Projects focused on improving medication management following hospital discharge featured in several
country case studies. Although not specifically targeted at NCDs, these studies are important, informing
models of collaborative care beyond the traditional pharmacist-prescriber roles. These studies show that
adherence to medication regimens after discharge is one of the major concerns, and the establishment of a
collaborative care model increases patients’ adherence after discharge. The importance of collaboration with
primary care providers (and referral for longitudinal care) is emphasised here®

A study of 240 chronic disease patients being discharged from hospital in Germany showed how the
intervention of a clinical pharmacist, providing counselling to hospital doctors, simplified cardiovascular and
antidiabetic medicines at discharge. Medication regimens in the intervention group (counselled by a clinical
pharmacist) were significantly less complex than in the comparison group. Interestingly, complexity of the
regimens in the intervention group increased to values similar to those in the comparison group six weeks
after discharge unless reasons for the simplification were clearly identified to the primary care providers in
the discharge letter®

There are several examples of studies where pharmacist invelvement in NCDs has resulted in improved care,
and outcomes which show the benefit of pharmacist involvement in NCDs for asthma, hypertension,
dyslipidaemia, heart failure, smoking cessation and stroke prevention. Unfortunately, there is a paucity of
studies focused on rates of referral as an cutcome, or indeed the outcome of referrals provided to healthcare
professionals. Researchers will need to focus on the value proposition of pharmacists' roles in NCDs,

Measures addressing qualitative issues informing which models of care with referral as an outcome, and
quantitative outcomes, including rates of referral and results of these, as well as the cost-effectiveness of
pharmacists’ role in NCDs will be important to inform pharmacists’ ongoing value in this area. Research
focused on community pharmacists’ role in referral for cardiovascular and asthma pathways is highlighted
here.

An Australian study of 1,000 patients screened for atrial fibrillation used an iPhone electrocardiogram (iECG)
with referraltoamedical specialist. Some 1.5% of screened patientswere identified as having “unknown atrial
fibrillation”. The authors determined that the incremental cost-effectiveness ratio of extending IECG
screening into the community, based on s5% warfarin prescription adherence, would be AUD 5,988 per quality
adjusted lifeyear gained and AUD 30,481 for preventing one stroke.”

In a subsequent Canadian study involving 30 community pharmacies, high-risk patients were screened for
stroke, offered lifestyle advice and counselling, and referral for confirmatory testing to a physician if they
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were found to have “actionable atrial fibrillation”. The screening programme was well received, and 2.5% of
those screened were deemed to have “actionable atrial fibrillation”. However, only a quarter of the patients
identified with “actionable atrial fibrillation” had followed up with their primary care physician after six
weeks, and only 17% of those with “actionable atrial fibrillation” had been started on oral anticoagulation
therapy.®

An Australian study researched the impact of pharmacist-initiated GP referral of patients with suboptimal
asthma management. Thirty-five pharmacies completed a randomised contrelled study involving the
provision of educational material and GP referral {intervention group) and usual care (control group) for
patients with potentially suboptimal management of theirasthma {identified by higher use of asthma reliever
medication in the preceding six months). The intervention group (n=706) showed significantly better asthma
control and quality of life compared with the control patients (n=427) P<o.01 and P<o0.05, respectively,
demonstrating how community pharmacists are ideally placed to identify patients with suboptimal asthma
management and refer such patients for a review by their GP. This type of collaborative intervention can
significantly improve self-reported asthma contrel ®

As pharmacists move to increase their value in the fight against NCDs, there must be a greater focus in the
design of referral pathways to ensure those at risk are not lost to follow up. New models routinely incorporate
referral for patientswho are at risk orin need of urgent medical care — our review showed the need to ensure
follow up from referral is clearly identified and an integral component of every NCD madel of pharmaceutical
care. These care programmes will help improve control of NCDs and lead to better clinical outcomes for our
patients.

Finally, we should acknowledge the important role patients can play in ensuringa successful referral pathway
in this collaborative care model. This will ensure our expanded roles are accepted, not only by our celleagues
who share our passion for improved pharmaceutical care, but also our patients. By educating our patientson
thevalue of greater pharmacistinvolvemnent, we can improve patient outcomes and make a real difference in
the fight against NCDs.
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2.4 Therapy and disease management

The management of established cases of disease and their treatment through medicines, i.e, pharmaceutical
care, is a core process of health care, and is particularly relevant for NCD patients. This is a critical role to
ansure the responsible use of medicines, achieve optimal clinical outcomes, guarantee patient safety and
improve the efficiency of healthcare systemns.

Theconsolidation of the role of pharmacists in optimising the use of medicines in NCDs requires clear political
commitment, engagement by pharmacists themselves, and the collaboration of all healthcare professionals
{physicians, nurses, specialists in laboratory medicine and pharmacists). Pharmacists around the world are
increasingly shifting their practice towards patient-focused services to improve the use of medicines and
improve patients’ quality of life through pharmaceutical care — an effective and cost-effective professional
service.r However, large discrepancies and imbalances still exist between countries interms of the availability
of such services, and especially between developed and developing countries. In several developed countries
or regions, like Australia, Canada, USA and Western Europe, regulatory architectures for pharmacy and
pharmacists are well established, defining such professional roles and authority, and there are programmes
launched by governments or universities to promote pharmaceutical care in NCDs.

In fact, in the USA {and particularly in the states of California, North Carolina, Qregon, Tennessee and
washington), governments have provided pharmacists with limited authority to independently prescribe
certain medicines for NCDs as part of a chronic disease management programme, and all but two of the 5o
states allow pharmacists to adjust drug therapies for NCDs under collaborative practice agreement with the
physician2 Similar regulatory developments are taking place in other countries too, such as Australia and the
UK. Recently, the Philippines also enacted new national legislation giving broader authority to pharmacists in
both communicable diseases and NCDs.
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These legal and regulatory changes have occurred due to mounting evidence of the benefits of pharmacist
involvement in NCD therapy selection and management. In the USA, sentinel work in NCD management was
conducted in Ashville, North Caroling, nearly two decades ago establishing firmly that pharmacists involved
in the management of diabetes improved patient outcomes and reduced overall health care costs3 This study
was replicated through coordination of the American Pharmacists Association Foundation in the areas of
hyperlipidaemia, hypertension, and depression management in the ensuing years, confirming the valuable
role of pharmacists on the multidisciplinary healthcare team.“® In every case, pharmacists were able to
positively improve patient-specific laboratory measures (e.g, blood lipids, blood pressure), increase
medication adherence, and reduce overall healthcare costs even where medicines costs increased. In fact, the
LS. Centers for Disease Control and Prevention have issued several official documents strongly supporting
thepharmacist's ralein NCDs based upon the evidence from these studies and several others®* These articles
are often referenced as the catalyst for much of the ensuing work published globally, particularly related to
both diabetes and cardiovascular disease management by pharmacists,

In addition to those sentinel studies, a meta-analysis evaluating effective interventions for diabetes patients
by community pharmacists was conducted by German researchers logking at 11 studies published on the
subjectineither English or German between January 2000 and April 2016, Allwere randomised controlled trials
with interventions provided by community pharmacists for patients with diabetes. The meta-analysis
suggests that community pharmacist-led interventions which were patient-centred and interdisciplinary in
nature resulted in significantly improved glycaemic control in patients with type 1 and type 2 diabetes. Key
aspects of the services of these studies where a difference was shown included sending feedback to the
physician, setting of patient-specific goals, reviewing medicines, and assessing the patients’ existing health
beliefs and medication knowledge.®

Cardiovascular disease is by far the single largest cause of morbidity and mortality globally.® It is thus not
surprising that an overwhelming body of evidence from many countries (too numerous to fully discuss here)
has evaluated pharmacist interventions in both hospital and community settings in the management of
cardiovascular disease. In addition to the previously cited American studies, the Australian Community
Pharmacy Agreement Research and Development Programme examined key cardiovascular findings of
interventions provided in community pharmacies in that country through a series of studies. Key findings
include:reductionsin both systolic and diastolic blood pressure over time; improved adherence to medication
therapy, and cardiovascular risk reduction {10-year calculated risk). Across the Australian studies, pharmacists
and physicians were encouraged to collaborate

In Spain, researchers compared a traditional health education approach to a drug therapy manitoring
intervention by community pharmacists in patients with cardiovascular risk factors. The researchers found
that the differences in reduction percentages were statistically greater in the drug therapy monitoring
intervention group forsystolic blood pressure, heart rate, weight, BMI, fasting glucose, total cholesterol, waist
measurement, and waist-to-height ratio. This study further emphasises that community pharmacies can have
a positive impact on the cardiovascular health of patients®

COPD is one of the primary causes of morbidity and mortality in the European Union, and the third largest
cause of death globally, according to the WHO, with over three million lives lost in 2016.% A team of
researchers fromthe UK, Germany, Ireland, Netherlands, and Greece estimated the economic burdenin Europe
alone to be over EUR 251 billion. Central to the rising costs, morbidity and mortality, the researchers
determined that lack of communication among the various healthcare providers was the primary
commonality through all care pathways.®

In Australia, the Pharmacy Asthma Care Programme 2006 was conducted at the University of Sydney.
Community pharmacists’ interventions consisted of patient assessment, education, support and monitoring
to facilitate self-management in patients at risk of poorly controlled asthma compared with usual care”’ The
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result shows that interventions provided by pharmacists led to an evident improvement in asthma control,
patient inhaler technigue and asthma action plan decision. Besides, the Home Medicines Review (HMR)
programme in Australia has also received governmental funding since 1995. The first step is to identify a
patient neaeding HMR, referral and provision of clinical patient data to pharmacists. Then pharmacists will set
Up a patient interview at home about medication and counselling. Pharmacists then finish reviewing and
writing a report with findings and recommendations.

APharmacy Asthma Management Service (PAMS), a trial coordinated across four academic research centresin
Australia in 2009, focused on self-managemeant education, inhaler taechnigue interventions, spirometry trials,
interprofessional models of care, and regional trials addressing the particular needs of rural communities.*®
Thirty-two pharmacists involved inthe PAMS were approached and agreed to provide feedback on the service
in a qualitative assessment of this service. In general, the pharmacists engaged with both the service and
research components, and also embraced their roles as innovators in the trial of a new service®

Cancer of all types is of tremendous concern globally. Trachea, bronchus and lung cancer specifically has
grown from the ninth leading cause of death globally in 2000 to the sixth leading cause of death in 20163
Pharmacotherapy for treatment of cancer is often complex, with many medication-related adverse events. In
fact, the cancertreatment frequently results in the prescribing of additional therapy to manage the untoward
effects, including medicines on both a short- and long-term basis for gastrointestinal, dermatological,
neurological, psychological, and endocrinological adverse effects. Pharmacists are well positioned through
their education and training to assist in the management of acute chemotherapy as well as the long-term
effects of chemotherapy. For example, one study conducted in Lebanon utilised pharmacist-led enhanced
electronic chemotherapy drug and dase monitoring in the hospital setting. The intervention focused heavily
on the use of multidisciplinary healthcare teams which included pharmacists, with the researchers
determining that the electronic interventions coupled with the pharmacist inclusion an the team led to
optimised pharmacotherapy and improved patient care.®

A 2014 manuscript from the USA articulates how collaborative practice agreements between physicians and
pharmacists improves care for patients with hematopoietic stem cell transplant recipients — often among
the most seriously ill patients

Another study conducted in Malaysia in 2013-14 evaluated the impact of regular pharmacist-led educational
interventions in patients undergoing cancer chemotherapy. The study showed statistically significant
improvermnent in quality of life, perceived physical health and social relationships, and decreases in patient
anxiety among other findings.?

German researchers reviewed all English language papers between 1980 and 2007 to examine drug-related
problems in systemic cancer therapy and identified the specific contributions of pharmacists to minimise
treatment-associated risks. The authors observed that “pharmacists have enhanced efforts to assure quality
and safety in systemic cancer therapy in partnership with other healthcare providers”. They then concluded
that pharmaceutical care by pharmacists for cancer patients should be “integrated into disease management
programmes in order to ensure broad implementation”.®

Because of the complexity of cancer chemotherapy, the USA-based Board of Pharmacy Specialties
(www.bps.org) offers a globally recognised specialty credential in oncology through examination, although
there is also a role for non-board certified pharmacists to play. In fact, the Canadian province of Nova Scotia
has created guidelines for outpatient cancer care by community pharmacists, setting a clearer expectation of
the important role that community pharmacists play in the management of patients undergoing cancer
treatment.

Beyond NCD-specific interventions for conditions such as cardiovascular disease, diabetes, respiratory
diseases and cancer, the literature is replete with studies demonstrating the positive effects of pharmacists’
interventions an NCDs, related to adherence to medicines therapy. Medicines are often credited as the most
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cost-effective and reasonable intervention for modifying the course of NCDs; yet even when medicines are
affordable and easily accessible to patients, those patients who should be taking the medicines are often not
taking them as prescribed. Other patients may be taking too many medicines {polypharmacy), which leads to
additional problems beyond the NCD being treated. Astudyin Hong Kongrevealed that pharmacists were able
to reduce mortality in patients taking five or more drugs using a simple telephone intervention.? Studies in
the UK, Spain, Australia, Ching, Portugal, Sweden, Nigeria, United States, India, Germany, and Japan®-3 utilising
various specific methods of pharmacist intervention to improve adherence have all shown improved
laboratory-specific measures, improved quality of life, and reduced overall healthcare expenditure despite the
increased utilisation of pharmacotherapy resulting from improved adherence. Most recently, there has been
axperimantation within the USA to remunerate pharmacists and pharmacies for improving adherance,
including through utilisation of quality of care measures at the national level by payers.®

In other nations such as Argenting, Germany, Israel, Japan, South Africa, Republic of Korea, Thailand and UK, a
similar situation to that of Australia, Canada and the USAis seen relative to NCOs, with pharmacists involved
tosomedegresin more extensive counselling on chronic disease. In some cases, pharmacists may be involved
in point-of-care testing as part of monitoring NCDs, and even working collaboratively with physicians to
ensure effective drug therapy. However, further innovation and practice-based research in community
pharmacy is welcome to improve access and evidence related to these services, Again, despite the evidence
supporting the important role of the pharmacist in NCD management in terms of both improved outcomes
and cost avoidance, in no country does our review find widespread acceptance of this emerging role for
pharmacists in the healthcare system in a way that is financially sustainable in the community pharmacy
setting. As of January 2015, the USA Centers for Medicare & Medicaid Services reimburse qualified providers for
Chronic Care Management {CCM) services for Medicare {insurance for the elderly) patients with two or more
chronichealth conditions. According to the American Pharmacists Association, pharmacists can participate in
CCM as clinical staff within a medical facility with their services being billed incident to and by a qualified
provider {typically, a physician)¥ This is a step in the right direction in payment, yet is still a great distance
from policies which enable patients in local cormmunities to receive the beneficial NCD management services
of the community pharmacist.

Compared with the systermnatic and regulated programme or intervention plan in a few developed and
developing countries referenced above, the situation in the majority of countries is not that good. Patients
egually in need of NCD management are denied access to critical pharmacist-provided NCD management
services due to a host of factors. For example, in most countries pharmacists in the community are still seen
more as shopkeepers or medicines dispensers than as healthcare professionals.3®® Even in countries such as
England, Scotland and wales, where community pharmacist roles have expanded tremendously, there is
continued room for improvernent.’ The global public misperception of the education and abilities of the
pharmacist is a significant barrier, and resources should be devoted to raising public awarenass of the
valuable public health asset represented in local community pharmacists. Even in the most developed
countries, payment policies do not provide for government coverage of pharmacists’ NCD managemeant
services directly in most cases, particularly pharmacists who are based in local community pharmacies and
whoare inthe best position to access patients in need. In addition, particularly in developing countries, there
are shortages of well-trained pharmacists in the community setting capable of providing advanced NCD
management services,

However, the situation is moving in the right direction. For example, the Indian Pharmaceutical Association
consistently advocates for the healthcare role of pharmacists and conducts training programmes for
pharmacists to develop their role in the management of diabetes and other NCDs. To control NCDs, central
government in association with state government has come up with an ambitious programme called NPCDCS
{(National Programme for Prevention & Control of Cancer, Diabetes, Cardiovascular Diseases and Stroke). The
programme is about to systematically respond to the rising burden of NCDs4* In China, the legislation of
Pharmacist Law startedon 15 January 2017 and the country is developing better opportunities for pharmacists
tobe moreinvolved in NCD management. Additionally, the Philippines most recent law changes certainly have
also elevated the responsibilities of pharmacists in the health system. Thus, progress is being made, although
not as rapidly asis needed to curtail the effects of a growing number of poorly controlled NCDs.

Notwithstanding the evidence supporting the reductions in healthcare costs and improvernent in patient
outcormes discussed here, even in the United States there are challenges as the USA government and private
insurance companies have not consistently remunerated pharmacists for these services. The situation in
Great Britain has been somewhat better because of the National Health Service (NHS) structure, but even there
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pharmacists have challenges being consistently paid for a full range of NCD management services as is
avidenced by the NHS's own website.s?

In Europe, a cross-sectional questionnaire-based survey of community pharmacies, using a modified version
of the Behavioural Pharmaceutical Care Scale (BPCS) was conducted in late 2012 and early 2013 within 16
European countries and compared with an earlier assessment conducted in 2006, The study demonstrates a
slight evolution in self-reported provision of pharmaceutical care by community pharmacists across Europe,
as measured by the BPCS. Yet, the slow progress over time suggests a range of barriers that are preventing
pharmacists from moving beyond traditional roles 3 As a result, the implementation of these cost-saving, life-
saving interventions has been inconsistent and sporadic even in the countries often heralded as leading the
way with pharmacist involvement in NCDs. Further significant achievements in public health through
effective NCD management are unlikely to take place unless and until payers revise payment models to
include pharmacist care for NCDs.

Itisourconclusionthatne country orregion has yetachieved an optimal and satisfactory approach to the use
of pharmacists in NCD management. Perhaps the UK is leading the way with payment reforms. In developing
countries, the situation seems particularly difficult. People literally are dying from NCDs every day and
pharmacists are poised to help. Pharmacy organisations across the globe, including FIP, continue to advocate
strongly on behalf of patients and pharmacists to ensure access to and coverage for pharmacist-provided NCD
management and prevention services,
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3.1 Aims and objectives

To gain a better understanding of the role of pharmacists in non-communicable diseases (NCDs), FIP has
collaborated with its member organisations by conducting a global survey-based study. The survey aimed to
obtain an overview of the roles that pharmacists currently play in the prevention and screening of NCDs, the
referral of patients to physicians and the management or pharmaceutical care of patients being treated for
NCDs. Thediseases considered in this study were cardiovascular diseases, diabetes, asthma/COPD and cancer,
as these are the NCDs that have been identified by the World Health Organization to be of highest priority.

In addition, the study investigated the level of access of pharmacists to patients’ health records, the use of
technologies to support pharmacists’ roles, the development of competencies for the provision of
professional services related to NCDs, and the existence of barriers or limitations to an expanded role of
pharmacists in NCD management.

3.2 Data collection methodology and tool

This study was based on data collected from FIP member organisations through the FIP “Global survey on the
rele of pharmacists in non-communicable diseases”, conducted between November 2017 and February 2018,
The invitation to participate and the survey questionnaire were sent to FIP member organisations by email
and reinforced through the monthly FIP newsletter The Globaf Picture.

The survey was conducted using the online survey platform QuestionPro, and was also distributed as
Microsoft Word editable form via email to facilitate data collection.

The survey was conducted in three languages (English, French and Spanish),

The survey questionnaire was sent to all FIP member organisations (140). Because the survey aimed to collect
country-level information, organisations from the same country or territory were invited to merge efforts and
provide ajoint response. As such, the theoretical maximum sample sizewould be 102, representing the number
of countries and territaries with FIP member organisations. Responses were received from 70 countries and
territories — a significant proportion (69%; of the target.

Table 1indicates the responses that were received from each WHO region, and the population covered by the
study. Itis relevant to highlight the differencein the proportions of the study sample for each region in terms
of number of responses and population accounted for.
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Respondents accounted for 75% of the world’s population (7,548.48 million, according to United Nations 2017
data). The findings of this study therefore explain the role that pharmacists play in NCDs in countries and
territories representing three-quarters of the world’s population. mMoreover, the population covered by this
study (5,650.5 million) represents 84.5% of the total population of the countries and territories represented in
FIP.

In terms of the number of respondants, the response rate was 69% of all the countries and territories where
FIP has member organisations. For a full list of respondents per region, see Table 2.

AFRO EMRO France Slovenia SEARD
Benin Afghanistan Germany Spain India
Cabo verde Iran Great Britain Sweden Indonesia
Cameroon Jordan Hungary Switzerland Nepal
Ethiopia Lebanon Iceland Turkey WPRO
Ghana aman Ireland PAHO Australia
Kenya Pakistan Israel Argentina China
Mali EURD Ialy Braeil China Taiwan
Mauritius Albania Macedonia Canada Fiji
Migeria Armenia Malta Calombia Japan
Rwanda Austna Montenegro CostaRica Mew Zealand
Sierra Leone Belgium Metherlands Ecuador Philippines
South Africa Croalia Narway Panama Singapore
Tanezania Ceech Republic Partugal Paraguay
Zimbabwe Denmark Romania Uruguay

Finland Russian Federation USA

TAFRO: African region; EMRO: Eastern Mediterranean region; EURO: European regian; PAHO: Pan-American region; SEARQ: Southeast Asian
ragion; WPRO: Western Pacific region.

i Spurca: United Mations, Department of Economic and Social Affairs, Population Division (2017). Warld Pepulation
Prospects: The 2017 Revision, available at https;//esa.un.org/unpd/wpp/.

i1t should be noted that the responses received from the Royal Pharmaceutical Society correspond to England, Scotland
and Wales, but not Northern Ireland. For that reason, the respondent is referred to as Great Britain, and not United
Kingdom throughout this report.
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As for the sample’s distribution per income level of responding countries and territories, the largest
proportion {43%]) of responses was received from high-income countries and territories. However, in terms of
the population covered by the study, the largest proportion corresponds to lower-middle-income countries
{39%). Low-income countries are the least represented in the survey in terms of population or number of
respondents. For & detailed description of the sample’s distribution per income levels, see Table 2. For a full
list of respondents perincome level, see

Table 3.

World Bank
incame level

Law income

Lower-middle
income
Upper-middle
income

High income

Total

Low income
Afghanistan
Benin
Ethiapia
Mali

Mepal
Rwanda
Sierra Leone
Tanezania
Zimbabwe

All countries and
territories

54

89

207

Lower-middle income

Armenia
Cabo Verde
cameroon
Ghana

Countries and
tarritories with
FIP mamber orgs.

16

24

26

36

India
Indonesia
Jordan
Kenya
Migeria
Pakistan
Philippines

Upper-middle income

Albania
Argentina
Brazil
China
Calombia
CostaRica
Croalia

Countries and

Lerritories
respending

11

20

30

70

2. 31
x5 =]
== g8
g T8
g =} v —
L=} 1= [+
= w2
g wg
% %
56.3% 12.0%
45.8% 15.7%
76.0% 28.6%
83.3% £2.9%
B8 6% 100.0%
Ecliador
Fiji
Iran
Lebanon
Macedonia
Mauritius
Montenegro
Panama
Paraguay
Romania

Russian Federation
South Africa
Turkey

High income
Australia

Total pepulation'V

{million)

677.01

3,056.84

2,623.57

1,151.06

7.548.48

Population
reprasenled
in FIP

n
{million]

497.90

2,744.23

2,337.87

1,110.69

5,650.69

Population
covered by study

n
fmillion]

293.12

2,211.76

2,144.95

1,000.71

56505

Austria
Belgium
Canada
China Taiwan
Ceech Republic
Denmark
Finland
France
Germany
Great Britain
Hungary
lceland
Ireland
Israel

[1aly

=3 =
-— — =
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T o= o
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En g E B
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[ E T = (=5
= = S 3n
L o2 =T
18 (=9 V] 3
2 W

% %
£B.9% 5.2%
830 0% 39.1%
91.7% 38 0%
90,1% 17.7%
84.5% 100.0%

Japan

Malta

Natherlands

New Zealand

MNarway

aman

Partugal

Singapore

Slovania

Spain

Sweden

Switzerland

Uruguay

USA

Not all respondents completed the full questionnaire. As such, for each question, responses were collated and
average results are indicated.

v Spurce: United Nations, Department of Economic and Social Affairs, Population Division {2017} Waorld Population
Prospects: The 2017 Revision, available at https://esa.un.org/unpd/wpp/.
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It should be taken into account that the questions may have been misinterpreted by the respondents —
especially if the questionnaire was not in their native language. This may have resulted in some questions
being completedinaccurately.

If any inaccurate information was provided by any of the respondents, it may have had an effect on the
accuracy of the results and their statistical analysis. As such, care should be taken when interpreting the
findings.

Itshould benoted that thecomplexity and diversity of health systems and the existing practice models around
theworld may have made it difficult for some organisations to reflect their local reality and activities through
the aptions available in the questionnaires.

This is especially relevant for countries with internal diversity in terms of governance and pharmacy practice
{i.e., where the implementation of public health programmes and/or professional servicas may vary for each
province/state/region, such as in federal countries). In such cases, FIP member organisations were asked to
respond after considering the situation that covers or affects the majority of the population in the country.
Nevertheless, such responses should be considered carefully, as they might provide a simplified view of the
national situatien of those countries,

3.3 NCD prevention: the role of pharmacists

The first part of the survey dealt with the role that pharmacists play in the prevention of NCDs. Particularly,
weaskedwhat NCDs andrisk factors are targeted and what activities and services are in place to assist healthy
individuals to adopt healthier lifestyles,

The survey asked whether community pharmacists are commanly invelved in NCD prevention programmes or
activities. Although the adverb “commonly” was not defined in terms of the percentage of community
pharmacists that are involved in such activities, the guestion was intended to investigate whether such
services are part of routine community pharmacy practice for a majority of pharmacists and sustained over
time. Results are presented in Figure 1and

Figure 2.
Are community pharmacists commanly involved in NCD prevention?
SAMPLE 60; 86% 10; 14%
AFRO 13; 93% 1, 7%
EMRO 4, B7% 2; 33%
EURC 26, 90% 3; 10%
PAHO 8; Bo% 2; 20%
SEARD 2, 67% 1;33%
WPRO 7, 88% 1;,13%
0% 10% 20% 30% 40% 50% b0% 70% 80% 90% 100%

Yes m Mo
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Are community pharmacists commanly involved in NCD prevention?

SAMPLE 60; B6% 10; 14%

Low income 8; 89% 1;11%
Lower-middle income 8; 73% 3;27%
Upper-middle income 16; 80% 4; 20%

Highincome 28; 93% 2, 7%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%,
Yes mMo

NCD prevention activities are part of the routine practice of community pharmacists in a large majority of
countries and territories (6o respandents; 86%). The role of the pharmacist as & prevention counsellor does not
seem to be related to a country’s income level. However, there is a variation across WHO regions and income
levels, with the EMRO and SEARO regions reporting the lowest rates of involvement.

Forty-three respondents gave details about the disease prevention areas inwhich pharmacists are active. with
an involvement rate of g5%, diabetes is the disease in which pharmacists are most commonly taking part in
prevention activities. In fourof six WHO regions, this rate even goes up to 100%. Cardiovasculardiseases follow
with a participation rate of 88%. Asthma/COPD and cancer are the diseases with the least frequent
participation of pharmacists in preventive activities (see Figure 3, page 34 for details).

Preventive activities include the provision of information and advice as well as educational materials to
individual patients, participating in or arganising community outreach activities outside the pharmacy, and
collaborating with other healthcare professionals (see Figure 3. Invelvement of community pharmacists in
NCD prevention, per disease and WHO region {n=43)
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Table 4 for details of the frequency of each type of activity in the study sample).

In addition to these activities, Spain reported that pharmacists participate in research studies for the
development of new professional services related to NCD prevention, and Zimbabwe indicated that
pharmacists carry out public campaigns on radio and television during pharmacy week aimed at NCD
prevention,

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

38; 88%
9; 90%
EMRO: 0; 0%
Cardiovascular diseases 15; 88%
6; 86%
1; 100%
7; 100%

41; 95%

Diabetes 16; 94%

7; 100%
1; 100%
7; 100%

31; 72%

6; 60%
EMRO: 0; 0%
Asthma / COPD 15; 88%
5; 71%

SEARO: 0; 0%

5;71%

18; 42%
6; 60%
EMRO:0; 0%
Cancer 8;47%
2; 29%
SEARO: 0; 0%
2; 29%

B SAMPLE ®AFRO EEMRO EURO PAHO MESEARO EWPRO
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Albania, Argentina, Armenia, Australia, Austria, Benin,
Brazil, Cabo Verde, Cameroon, Canada, China Taiwan,
Costa Rica, Croatia, Czech Republic, Denmark, Ethiopia,

. i i Fiji, Finland, France, Germany, Ghana, Great Britain,
Providing information and advice to

individual patients (e.g. face-to-face 54 90% 77.1%
consultation, by phone, SMS, etc.)

Hungary, Indonesia, Ireland, Israel, Italy, Japan, Jordan,
Lebanon, Mali, Malta, Nepal, Netherlands, Nigeria,
Oman, Paraguay, Philippines, Portugal, Romania, Russian
Federation, Rwanda, Sierra Leone, Singapore, Slovenia,
South Africa, Spain, Sweden, Switzerland, Tanzania,
Turkey, Uruguay, USA, Zimbabwe.

Argentina, Armenia, Austria, Belgium, Brazil, Cabo Verde,
Cameroon, Canada, China, China Taiwan, Costa Rica,
Croatia, Czech Republic, Denmark, Finland, France,
Germany, Ghana, Great Britain, Hungary, Indonesia,

44 73.3% 62.9% Ireland, Italy, Japan, Mali, Malta, Netherlands, Nigeria,
Norway, Oman, Paraguay, Philippines, Portugal,

Providing educational materials (leaflets,
websites, posts on social networks, etc.)

Romania, Russian, Federation, Rwanda, Singapore,
Slovenia, South Africa, Spain, Sweden, Switzerland,
Tanzania, USA.
Albania, Argentina, Austria, Brazil, Cameroon, Canada,
Costa Rica, Croatia, Czech Republic, Fiji, Finland, France,
Ghana, Hungary, Indonesia, Iran, Ireland, Israel, Japan,
Participating in multi-disciplinary activities 38 63.3% 54.3% Lebanon, Mali, Malta, Mauritius, Netherlands, Nigeria,
Oman, Philippines, Portugal, Rwanda, Slovenia, South
Africa, Spain, Sweden, Switzerland, Tanzania, Turkey,
USA, Zimbabwe
Albania, Argentina, Austria, Brazil, Cameroon, Canada,
China Taiwan, Czech Republic, Ethiopia, Fiji, Finland,
France, Ghana, Hungary, Indonesia, Ireland, Japan, Mali,
35 58.3% 50% Mauritius, Netherlands, Nigeria, Oman, Paraguay,

Philippines, Portugal, Rwanda, Sierra Leone, Singapore,

Organising activities outside the pharmacy
(workshops, seminars, etc.)

Slovenia, South Africa, Spain, Sweden, Tanzania, USA,
Zimbabwe

The dataabove pointtoaconselidated role of community pharmacists in health education and the promotion
of healthy lifestyles that may prevent the onset of NCDs, through advice to individual patients combined with
educational materials. These activities, together with the collaboration with other healthcare professionals
and the organisation of community outreach events, represent a significant role of pharmacists as part of the
primary care efforts to keep populations healthy.

In particular, pharmacists tackled a number of the major risk factors for several NCDs, as can be seenin Figure
4andTables.
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46 90%
77%
37 80%
33 70%
62% ’ 30 %
55% 60%
50% 23 °
50%
38% 18 o°
30% 40%
30%
20%
10%
0%
Tobacco use Obesity Unhealthy diet  Physical inactivity ~ Salt and sugar Harmful use of
intake alcohol
Risk lactor Countries and Lerrilories where services or aclivities are available.

Argenting, Armenia, Australia, Austria, Belgium, Brazil, Canada, China Taiwan, Costa Rica , Croatia,
Ceech Republic, Denmark, Ethiapia, Fiji, Finland, France, Germany, Great Britain, Hungary, Iran, Ireland,

Tobacco use Israel, Italy, |lapan, Lebanon, Mali, Malta, Mauritius, Nepal, NeLherlands, Nigeria, Norway, Paraglay,
Philippines, Partugal, Romania, Rwanda, Singapore , Slavenia, South Africa, Spain, Swedean,
Switeerland, Tanzania, USA, Zimbabwe

Albania, Argentina, Armenia, Austria, Brazil, Cameroon, China, China Taiwan, Costa Rica, Croatia, Czech
Repuhlic, Ethiopia, Fiji, Ghana, Great Britain, Hungary, Indonesia, Ireland, 1aly, Lehanan, Malta, Nepal,
Matherlands, Nigeria, Paraguay, Philippines, Portugal, Rwanda, Singapare, Slovenia, South Africa,
Spain, Sweden, Switzerland, Tanzania, Turkey, USA

Obesily

Albania, Argentina, Australia, Brazil, Camergon, China, Costa Rica, Croatia, Czech Republic, Ethiopia,
France, Germany, Ghana, Greal Britain, Hungary, Indonesia, Iraland, Italy, Malta, Mepal, Nigeria,
Paraguay, Portugal, Rwanda, Singapare, Slavenia, Sauth Africa, Spain, Sweden, Switzerland, Tanzania,
Turkey, USA

Unhealthy diet

Albania, Argentina, Brazil, Cameroon, Costa Rica, Croatia, Czech Republic, Ethiopia, Finland, Germany,
Physical inactivily Ghana, Great Britain, Hungary, Ireland, Iltaly, Malta, Nepal, Nigeria, Paraguay, Philippines, Partugal,
Rwanda, 5ingapore, Slovenia, Spain, Sweden, Switzerland, Tanzania, Turkey, USA

Albania, Brazil, Cameroon, Cosla Rica, Croatia, Czech Republic, France, Hungary, Indanesia, Ireland,
Salt and sugar inlake Malta, Nepal, Nigeria, Panama, Portugal, Rwanda, singapore, Slovenia, south Africa, Spain, Sweden,
Taneania, USA

Argentina, Belgium, Brazil, China Taiwan, Czech Republic, Ethiapia, Great Brilain, Malta, Nepal, Nigeria,

Harmful use of alcohol Rwanda, singapore, Slovenia, Spain, Sweden, Tanzania, USA, Zimbabwe

Addressing tobacco use and offering smoking cessation support is part of community pharmacists’ scope of
practice in 80% of the countries and territories that reported having a role in NCD prevention. This is
particularly important, because tobacco useis a significant risk factor for all NCDs considered in this survey.

In 2015, FIP published the document “Establishing tobacco-free communities — A practical guide for
pharmacists”, which provides an overview of different tobacco cessation activities that pharmacists are
involved in across the world. According to this report, “the burden of tobacco use an the health of people and
on the healthcare system is evidentin countries all around the world. As healthcare costs rise and healthcare
waorkers worldwide became more burdened, it is important to recognise how pharmacists and their unique
skills and knowledge may contribute to the mutual goal of better health for all.”

This applies to smoking cessation services by pharmacists, as it does to other activities supporting patients’
self-care through the adoption of healthy habits and lifestyles. Pharmacists play a role in NCD prevention
through activities targeting dietary options, such as obesity prevention, unhealthy diets, salt and sugar intake
ortheharmful use of alcohol, as well as physical inactivity.
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Table 6 offers examples of activities and resources related to the engagement of pharmacists in NCD
prevention in a number of countries.

Country or
territory

Argentina

Brazil

Canada

China

China
Taiwan

Ecuador
Fiji
Finland

France

Germany

Great
Britain

Hungary

Indonesia

Israel

Italy

Japan

Description

Programme "Farmacéuticos por {3 calidad de Vida'{Pharmacists for Quality of
Life), since 2007

Advanced Pharmaceutical Service Programme

Smoking cessation programme

Weight loss programme

Regional Pharmacy Council of S3o Paulo {Arterial hypertension)

Supportto Arterial Hypertension Control

Cost-Effectiveness analysis of a pharmaceutical care programme for systemic
arterial hypertension care in the Brazilian Public Health System

Pharmacy smeking cessation programme (Ontario, Canadal
Pharmacists' role in public health activities

Taiwan Tobacco Control Annual Report 2016

Campaign for hypertensive and diabetic patients

Information about NCD prevention by the Ministry of Health of Fiji

There are several NCD prevention programmes by community pharmacies
focusing on asthma, diabetes, and cardiovascular diseases

French Chamber of Pharmacists

Health services provided by pharmacies, including NCD preventian services

Scientific Institute for Prevention in Health Care of the Bavarian State
Pharmacists' Chamber

The pharmacy contract for England can be accessed on the PSNC website

tMany of the public health campaigns and services available through
community pharmacy in Wales can be found on the CPW website

Public health Wales website also highlights many of the areas discussed
May measurement month

Know your pulse campaign

tetabolic Syndrome Programme

“Pharmacists as Agents of Change” campaign

By the new legislation all pharmacies are mandated to give advice and
consultation on lifestyle and anything that can affect or prevent NCDs. This
would include all risk factors.

Federfarma’s health prometion campaigns

Japan Pharmaceutical Association’s “Health Support Pharmacies”
Programme

Link
https://bit.ly/2U0et¥nY

https://bit.ly/2Ty7]i6

https://bit.ly/2HDNewWh
https://bit.ly/2TU4QDQ

https://bit.ly/20pNIQv

https://bit.ly/2|DdzFK

https://bit.ly/2UTEbnd

https://bit.ly/2WmahXU
https://bit.ly/ 2] DW7kx

https//bit.ly/2FD&ckP

https://bit.ly/2FAOTdy

https://bit.ly/2Fy6GAB

https://bit.ly/200]7CM

MA

https://bit.ly/2j10398

https//bit.ly/2TXrO4T

https://bit.ly/2Cxecuz

https://bit.ly/2¥hMNkYN

https://bit.ly/2Tthb]X

https://bit.ly/2UcKZPx

https://bit.ly/2TyrhcG

https://bit.ly/2HSyToo

https://bit.ly/2Weg54Su

https//bit.ly/2]D7CI%

MA

https//bit.ly/2¥mNzS]

https://bit.ly/2HEqkOn



https://bit.ly/2UetYnY
https://bit.ly/2Ty7ji6
https://bit.ly/2HDNeWb
https://bit.ly/2Wm2hXU
https://bit.ly/2FD8ckP
https://bit.ly/2FAOTd4
https://bit.ly/2Fy6GA6
https://bit.ly/2Ooj7CM
https://bit.ly/2j1q398
https://bit.ly/2TXrQ4T
https://bit.ly/2Cxecuz
https://bit.ly/2YhNkYN
https://bit.ly/2TthbJX
https://bit.ly/2UcKZPx
https://bit.ly/2TyrhcG
https://bit.ly/2HSyTo0
https://bit.ly/2JD7CIX
https://bit.ly/2YmNzSj
https://bit.ly/2HEqkOn

p3g|

Country or
territory

Mauritius

Montenegra

Nepal

Netherlands

Nigeria

Rwanda

South Africa

Switzerland

Turkey

usa

Zimbabwe

Description

MCD prevention activities of the Ministry of Health of Mauritius

Tha Pharmaceutical Chamber of Montenegro has organised a project on
asthma, as well as training activities focused on therole of pharmacistsin
smoking cessation.

Pharmacists increasingly participate in campaigns for World Diabetes Day
and others.

Royal Dutch Pharmacists’ Association, Better care for the pravention of fall

incidents and diabetes

Ministry of Health: Diabetes until 2025. Prevention and care in canjunction

Ministry of Health: Factsheet Exercise programme for the prevention of

cardiovascular diseases

Alphega Pharmacies: Prevention and Advice

Inventory of diabetes interventionsin the field of prevention and care

Community pharmacists as a group traditionally observe WHO days
specifically for all NCDs, using the apportunity of the day ta carry out
awareness activities on prevention of the diseases.

Rwanda Community Pharmacists Union: International Conference on NCDs

GoSmokeFree pharmacy programme

Pharma Dynamics and Heart and Stroke Foundation — Cooking from the
Heart initiative

Accu Chek — Diabetes Portion Plate placemat

Health advice

Smoking cessation

Chamber of Pharmacists — MCD prevention and risk assessment resources
APhA resources for diabetes prevention and care

APhA Pharmacy-Based Cardiovascular Disease Risk Management

Skin cancer prevention

Centers for Disease Control and Prevention — Pharmacy resources for

cardiogvascular disease prevention

The Pharmaceutical Society of Zimbabwe has organised joint symposia with
the medical profession on hypertension, cancer, psychiatric disorders and
drug abuse.

Link

https//bit.ly/2HQpttj
MA

MA

https://bit.ly/2]SfV3R

https://bit.ly/2WeTcjo

https://bit.ly/200s0sE

https://bit.ly/2TsEFip

https://bit.ly/aFtid3T

MA

https://bit.ly/2TUsnzu

https://bit.ly/2HDOnx8h

https://bit.ly/1LLgUKr

https://bit.ly/2HYhwm?

https://bit.ly/20nDpf]

https://bit.ly/2Wtlpgp

https:.//bit.ly/2WkN8Gf

https://bit.ly/2TwDz5E

https://bit.lyv/2FBBbGR

https.//bit.ly/2¥YmPjuP

https//bit.lv/2¥IH4z27

https://bit.ly/2CD5)WK

MA

3.4 Screening or early detection of NCD patients

Community pharmacies may provide increased accass to an array of point-of-care tests and screening
procedures that could contribute to increasing the early detection of NCDs and other diseases, thus allowing
for patients’ appropriate referral to other healthcare professionals, or the adoption of corrective self-care
measures to reduce the risks of developing or aggravating an existing NCD.

As Figure 5 and Figure & illustrate, community pharmacists are commonly invalved in the screening or early
detection of NCDs to some extent in a majority of countries and territories (56 respondents; 80%). This is an
overall figure that includes a variety of scenarios, from just performing a limited number of screening tests
{such as blood pressure measurament) to offering a wide array of point-of-care tests and assessments for
various NCDs, Notwithstanding these differences, theseresults highlight the role that community pharmacies


https://bit.ly/2HQpttj
https://bit.ly/2JSfV3R
https://bit.ly/2WgTcj0
https://bit.ly/2OosQsE
https://bit.ly/2TsEFip
https://bit.ly/2Ftid3T
https://bit.ly/2TUsn7u
https://bit.ly/2HDnx8h
https://bit.ly/1LLgUKr
https://bit.ly/2HYhwm7
https://bit.ly/2OnDpfJ
https://bit.ly/2WtIp5p
https://bit.ly/2WkN8Gf
https://bit.ly/2TwDzSE
https://bit.ly/2FBBbGR
https://bit.ly/2YmPjuP
https://bit.ly/2YlH4z7
https://bit.ly/2CD5JWK
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play in the triage of patients that may require further observation and diagnosis by another healthcare
professional This role is consistent with a definition of community pharmacies as a gateway to health care
systems. Referring only patients who reguire disease management to other care settings contributes to the
efficiency of the system, and avoids a collapse of other primary or secondary care facilities as patients can be
screened inthe community, attheir local pharmacy.

Are community pharmacists commonly involved in NCD screening/early detection?

SAMPLE 56; 80% 14; 20%
AFRO 12; 86% 2; 14%
EMRO 5; 83% 1;17%
EURC 23, 76% 7; 26%
PAHO 8; 80% 2;20%
SEARD 2;67% 1;33%
WPRO 7; 88% 1;13%
0% 10% 20% 30% 40% 50%, 60% 70% 80% 90% 100%
Yes m Mo

Are community pharmacists commonly invelved in NCD screening /early detection?

SAMPLE 56; 80% 14; 20%

Low income 7, 78% 2; 22%
Lower-middle income 9, 82% 2; 18%
Upper-middle income 15; 75% 5; 25%

Highincome a5, 83% 5; 17%

0% 10% 30% 30% 40% 50% 60% 70% 80% 90% 100%
Yes m Mo

As Figure 6 suggests, NCD screening services are most widely available in high-income countries (83%!.
However, this indicator does not vary in line with the income level of countries, and it does not present
axpressively lower rates forthe lower income levels, which could be explained by the fact that same screening
tests do not require costly equipment or resources, among other factors.

Looking atthe sé respondentswho reported that pharmacists playarolein NCD screeningand early detection,
Figure 7 offers a breakdown of this role per disease area and WHO region. Cardiovascular diseases and
diabetes are the areas with the highest implementation rates for screening tests, at a considerable distance
from asthma/COPD and cancer. The two latter areas frequently require more advanced equipment or
protocols, but interesting results are being observed in several countries, as can be seen in the following
sections.
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

12; 100%

Cardiovascular diseases 19; 86%
8; 100%

2; 100%
6, 86%

10; 83%

5; 100%

Diabetes 20; 91%
7; 88%

2; 100%
7; 100%

27, 48%

Asthma / COPD 16; 73%
3;38%
SEARO: 0; 0%

2;29%

14; 25%

Cancer 8; 36%
1;13%
SEARO: 0; 0%

B SAMPLE ®AFRO ®EMRO EURO PAHO mSEARO mWPRO

A variety of methods can be used by community pharmacists to identify patients at risk of having or
developing a cardiovascular condition, namely by measuring blood pressure, body weight and body mass
index, or blood cholesterol and/or triglyceride levels.

Figure 8 offers an overview of the availability of various screening methods for cardiovascular diseases per
WHO region. As the chartindicates, the measurement of blood pressureis the most commonly used screening
method among the 51 countries and territories that reported that pharmacies play an active rale in the
screening of this type of conditions in the community. Blood pressure measurement is typically followed by
an interpretation of the measurements by pharmacists and the appropriate advice in terms of dietary and
other habits, or the referral to the patient’s general practitioner, when appropriate,

Point-of-care tests involving the determination of biochemical parameters in the patient’s blood are less
frequently part of the scope of practice of community pharmacists. However, tests such as total blood
cholesterol can be found in 58% of the responding countriesin the European region, and 50% in the region of
the Americas.
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Figure 8. Screening methods used by community pharmacies for cardiovascular diseases, per WHO region
{n=51)

0% 20% 40% 60% 80% 100%

49; 96%
11; 92%

Blood pressure measurement
8; 100%

2; 100%
6; 100%

2; 50%
Body mass index determination

3; 38%

5; 83%

23; 45%
4;33%
EMRO: 0; 0%

Cardiovascular risk assessment questionnaire
5; 63%

Point-of-care test for total blood cholesterol
4; 50%
SEARO: 0; 0%
2; 33%

16; 31%

Point-of-care test for LDL-Cholesterol

3; 38%
SEARO: 0; 0%
WPRO: 0; 0%

15; 29%

Point-of-care test for HDL-Cholesterol
3; 38%
SEARO: 0; 0%
WPRO: 0; 0%

15; 29%

Point-of-care test for triglycerides
3;38%
SEARO: 0; 0%

B SAMPLE BAFRO MEEMRO ®EURO PAHO MESEARO mWPRO
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% of
Nugﬁfber respandents % ol the
. with study ' o ,
Method countries screening sample Counlries and Lerrilories where the method is employed.
Lerg?gries activities (n=70}
{n=51)

Albania, Argentina, Armenia, Australia, Austria, Benin, Brasil, Cabo
Verde, Cameraon, Canada, China, China Taiwan, Costa Rica, Croatia,
Czech Republic, Ecuadar, Fiji, Finlangd, France, Germany, Ghana, Great

Blood pressure 49 96% 70% Britain, Hungary, Indenesia, Ireland, lsrael, Jardan, Lebanon, Mali,

measlrement Malta, Mauritius, Nepal, Netherlands, Nigeria, Pakistan, Panama,
Philippines, Fortugal, Romania, Sierra Leone, Singapore, South Africa,
Spain, Sweden, Tanzania, Turkey, Uruguay, USA, Zimbabwe
Albania, Australia, Austria, Brazil, Camerpon, China, China Taiwan,
Body mass Croatia, Czech Republic, Ecuador, Fiji, France, Germany, Ghana, Great
index 35 689% 0% Britain, Hungary, Ireland, Israel, Lebanan, Malta, tauritius, Mepal,
determination Matherlands, Migeria, Pakistan, Partugal, Sierra Leone, Singapore,

Sputh Africa, Spain, Sweden, Tanzania, Turkey, Uruglay, Zimbabwe

Cardiovascular

risk assessment

questionnaire

{smoking 23 45% 33%
hahits, physical

activily, diel,

elc)

Alstralia, Brazil, Cameraon, Canada, Croatia, Czech Republic, Ecuador,
France, Great Britain, Hungary, Indonesia, Ireland, lsrael, Mauritius,
Matherlands, Nigeria, Panama, Portugal, Singapare, spain, Sweden,
Tanezania, USA

Point-of-care . . . . .
Lest for Lolal Auslria, Brazil, China, Costa Rica, Croatia, Ecuador, Fiji, Germany,

blood 21 41% 30% Hungary, Ireland, Israel, Lebanon, Malta, Metherlands, Nigeria,
cholestero| Partugal, South Africa, Spain, Sweden, Tanzania, USA

Point-of-care
lest {or LDL- 16 31% 23%
chalestearol

Bracsil, Costa Rica, Croatia, Germany, Hungary, Iran, Ireland, Israel,
Lebanon, Nigeria, Pakistan, Portugal, Spain, Sweden, Tanzania, USA

Point-of-care
lest for HDL- 15 29% 21%
chalesterol

Braczil, Costa Rica, Croatia, Germany, Hungary, Ireland, Israel, Lebanon,
Migeria, Pakistan, Portugal, Spain, Sweden, Tanzania, USA

Point-of-care
Lest lor 15 29% 21%
lriglycerides

Bracil, China, Costa Rica, Croatia, Germany, Hungary, Ireland, Israel,
Lebanan, Nigeria, Pakistan, Portugal, Spain, Sweden, USA

In addition to the methods mentioned above, Portugal reported using waist measurement as part of the
screening strategy for cardiovascular disease risk, and Rwanda reported that community pharmacists assist
patients in using blood pressure measurement machines for self-monitoring.

The survey asked about the performance of several point-of-care tests for screening potential diabetic
patients in the community. In particular, the following tests were surveyed: blood glucose (glycaemia),
glycated haemoglobin Axc, Findrisk test ([diabetes riskassessment questionnaire), total blood chelesterol, LDL-
cholesterol, HOL-cholesterol, and triglycerides. Although some of these tests are used in the screening of both
diabetes and cardiovascular diseases, they were included in both sections of the survey in order to frame
responses within screening strategies for each of the two diseases. Figure 9 provides an overview of the
availability of various screening methods for diabetes per WHO region.

In addition to these methods, the Canadian Pharmacists Association reported using the Canrisk test and
monitoring of patient self-monitoring of blood glucose. The Canrisk test was developed by the Public Health
Agency of Canada (PHAC), which adapted the Findrisk test, originally developed in Finland as part of its
national diabetes prevention programme. The PHAC convened a group of clinical and academic experts to
modify the questionnaire so it would more accurately reflect known diabetes risk factors applicable to
Canadians; thisincluded adding new questions on ethnicity, education and gestational diabetes.

v For further information, see hiips//www. pharmacists.cafeducation-practice-resources/patient-care/diabetes-practice-toals-and-
resources/canrisk-tools/.
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Blood glucose (glycaemia)

11; 22%
1; 10

2; 40%
Glycated haemoglobin Alc 4;20%
4; 43%
SEARO: 0; 0%
1;14%

15; 29%
3; 30%
EMRO: 0; 0%
Findrisk test (Diabetes risk assessment questionnaire) 9; 45%
9;14%
SEARO: 0; 0%

Point-of-care test for total blood cholesterol 10; 50%

SEARO: 0; 0%
1; 14%

14; 27%
2; 20%
2; 40%
Point-of-care test for LDL-Cholesterol 7;35%
7;43%
SEARO: 0; 0%
WPRO: 0; 0%

14; 27%
2; 20%
2; 40%
Point-of-care test for HDL-Cholesterol 7; 35%
7;43%
SEARO: 0; 0%
WPRO: 0; 0%

14;27%
2; 20%
2; 40%
Point-of-care test for triglycerides 7; 35%
7;43%
SEARO: 0; 0%
WPRO: 0; 0%

B SAMPLE ®AFRO ®EMRO EURO PAHO MESEARO mWPRO

Forthe screening of diabetes, although the determination of blood glucose levels is extensively performed by
community pharmacies {43 respondents; 84%), other point-of-care tests are not as widely available. Such tests,
when combined, may provide a more accurate screening and a better understanding of a patient’s status in
order to better inform the pharmacist’s counselling and referral to other healthcare professionals. Although
they can be found in pharmacies of the European and Eastern Mediterranean regions to some extent, they are
generally absent from pharmacy practice in the Southeast Asian and the Western Pacific regions (See Table 8
far details).
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Number of % of the
countries 22 O I e stud

Method and with screening samp}'e Countries and territories where the method is employed
territories getdEes ) (n=70)

Albania, Armenia, Australia, Austria, Brazil, Cabo Verde,
Cameroon, China, China Taiwan, Costa Rica, Croatia, Czech
Republic, Ecuador, Fiji, France, Germany, Ghana, Hungary,

Blood gl . .
ood glucose 43 84.3% 61.4% Indonesia, Iran, Ireland, Israel, Jordan, Lebanon, Malta, Mauritius,

lycaemi
RiEEmIE Nepal, Netherlands, Nigeria, Oman, Pakistan, Panama,
Philippines, Portugal, Romania, Sierra Leone, South, Africa, Spain,
Sweden, Tanzania, Uruguay, USA, Zimbabwe
Glycated Australia, Brazil, Mauritius, Oman, Pakistan, Panama, Portugal,
11 21.69 15.79
haemoglobin Alc % % Romania, Spain, Sweden, USA
Findrisk test
(di:b:tesersisk Australia, Austria, Belgium, Canada, Finland, Germany, Hungary,
15 29.4% 21.4% Mauritius, Nigeria, Portugal, Singapore, Spain, Sweden, Tanzania,
assessment
. . Turkey
questionnaire)
Point-of-care test for Austria, Brazil, Costa Rica, Croatia, Fiji, Germany, Hungary,
total blood 19 37.2% 27.1% Ireland, Lebanon, Malta, Netherlands, Nigeria, Oman, Portugal,
cholesterol South Africa, Spain, Sweden, Tanzania, USA.
Point-of-care test for 14 27.4% 20% Brazil, Costa Rica, Croatia, Germany, Hungary, Ireland, Lebanon,
LDL-cholesterol R ? Nigeria, Oman, Portugal, Spain, Sweden, Tanzania, USA
Point-of-care test for 14 27.4% 20% Brazil, Costa Rica, Croatia, Germany, Hungary, Ireland, Lebanon,
HDL-cholesterol R ? Nigeria, Oman, Portugal, Spain, Sweden, Tanzania, USA
Point-of-care test for 14 27.4% 20% Brazil, Costa Rica, Croatia, Germany, Hungary, Ireland, Lebanon,
triglycerides e ? Nigeria, Oman, Portugal, Spain, Sweden, Tanzania, USA

For the screening of asthma patients, the survey investigated the extent of implementation of the three
methods by community pharmacies: the asthma control test, the control of allergic rhinitis and asthma test
and the peak expiratory flow assessment {peak flow metre). Results are presented in Figure 10.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

3: 50%

Asthma control test
PAHO; 0; 0%
SEARO: 0; 0%
WPRO: 0; 0%

6; 97
1; 7

1;17%
Control of allergic rhinitis and asthma test | 3; 10%
1; 10%
SEARO: 0; 0%
WPRO: 0; 0%

14; 20%
2; 14%
1;,17%
Peak expiratory flow assessment

1;13%

B SAMPLE ®AFRO ®EMRO EURO PAHO MESEARO mWPRO
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As Figure 11 illustrates, the screening method mast cormmonly Used for asthma in community pharmacies is
the assessment of the peak expiratory flow using a peak flow metre, which is used in one fifth of the countries
and territories where pharmacies play arole in asthmascreening. Table g offers the list of respondents where
the different methods are used. In addition to these methods, the Chinese Pharmaceutical Association
reported that a simple pulmonary function test is used by community pharmacies in the country, but no
further details were provided.

Number of % of % ol the
counlries respandents study . BmoR .

Method and with screening sample Countries and Lerritories where the method is employed
lerritories  activities (n=27) (n=70)

Asthma control a2 44.8% ey Belgium, Croatia, Finland, Iran, Metherlands, Nigeria, dman,

lest Pakistan, Portugal, Sweden, Tanzania, Turkey

Cantrol of allergic
rhinilis and 6 22.2% B6% Panama, Fartugal, Sweden, Tanzania
asthma test

Peak expiralory
[low assessment 14 51.8% 20%
{peak flow melre)

Australia, Ausiria, Brazil, Croatia, France, Germany, Hungary,
aman, Portugal, South Africa, Sweden, Tanzania, Turkey, UsA

For the screening of COPD, three types of screening methods were explored via the survey: the COPD
assessment test, the dyspnoea assessmeant test {through mMmRC [Modified Medical Research Council]
Dyspnoea Scale) and the spirometry test. COPD screening by community pharmacies is not yet widely
implementad, but a group of 13 countries (as listed on

Table 10) has introduced spirometry tests for this purpose. Finland reported that, although COPD is not yet
widely implemented in pharmacy practice, some pharmacies use microspirometry testing on theme days such
asworld COPD Day (21 November, http//goldcopd org/world-copd-day) to raise awareness of the importance
of screening for this disease.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

8;11%
1, 7%
3; 50%
COPD assessment test 4; 14%
PAHO: 0; 0%
SEARO: 0; 0%
WPRO: 0; 0%

l4; 6%

1, 7%
EMRO: 0; 0%

Dyspnea assessment test | 3; 10%
PAHO: 0; 0%
SEARO: 0; 0%
WPRO: 0; 0%

13; 19%
1, 7%
2; 33%
Spirometry test 7; 24%
2; 20%
SEARO:0; 0%

B SAMPLE ®AFRO ®EMRO EURO PAHO ®mSEARO mWPRO
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Method

COPD assessment tast

Dyspnoea assessment
lest {through mMRC
[Modified Medical
Research Council]
Dyspnoea Scale)

Spiromelry Lest

Number of
countries
and
Lerritories

8

13

% of
respandeants
with screening
activities (n=27)

20.6%

14.8%:

48.1%

% of Lhe sLludy
sample (n=70)

11.4%

57%

18.6%

Counlries and lerritories where Lhe meLhod is
employed

France, Hungary, Iran, Netherlands, Oman,

Pakistan, Spain, Tanzania

Hungary, Portugal, Sweden, Tanzania

Australia, Austria, France, Hungary, @man,
Pakistan, Panama, Poriugal, Romania, Spain,
Sweden, Tanzania, USA

Due to the pathophysiology of cancer and the complexity of screening and diagnosing different types of
tumours, the role of community pharmacies is quite limited in this area. However, interesting projects have
bean implemeanted in a few countries, generally in collaboration with health authorities and other health
professionals, to raise public awareness and screen for some types of cancer and identify cancer patients as
early as possible, by referring potential cases to the appropriate specialist for further exploration. The survey
investigated the participation of community pharmacies in screening for colorectal cancer by collecting stoal
samples for analysis by a collaborating medical or clinical laboratory, and the scanning of suspicious skin
moles forreferral to a dermatologist. Results are presented in Figure 12 and Table 11.

0%

10% 20%

12; 17%
1, 7%
1;17%

Collecting stool samples for colorectal cancer screening

6;21%
2;20%

SEARO: 0; 0%

Skin mole scanning and referral

Method

Collecting slool samples for
analysis {occull blood) for
colorectal cancer scregning

Skin mole scanning and
referral

B SAMPLE ®AFRO ®EMRO

Numbear of
countries
and
Lerritories

12

2; 25%

30%

1;3%
1;,10%
SEARO: 0; 0%
WPRO: 0; 0%

EURO

40% 50% 60% 70% 80% 90% 100%

PAHO mSEARO mWPRO

% of respondents

with screening
activities (n=14)

8r.7%

28 6%

% ol the
study
sample
(n=70)

17.1%

5.7%

Counltries and Lerritories where the
method is employed

Alstralia, Belgium, China, taly, Pakistan,
Panama, Partugal, Spain, Sweaden,
Switeerland, Taneania, USA

Pakistan, Sweden, Tanzania, UsA
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Table 12 offers examples of activities and resources related to the engagement of pharmacists in NCD
screeningin a number of countries.

Country or
Lerritary

Australia

Bra:zil

Canada

Fiji

Germany

Great Britain

Nepal

Nelherlands

Norway

Philippines

Swilzerland

Dascriplion

Bowel Cancer Australia — screening

6t Community Pharmacy Agreement — Pharmacy Diabetes Screening Trial

Advanced Fharmaceutical Services Programme:
Up to date with hypertension programme

Up todate with cholesterc| programme

Uptodate with diabeles programme

Pharmacists’ interventians an clinical asthma outcames: a systematic review

Canadian Pharmacists Associalion, diabetes praclice tools and resources

Bload prassure checks and hlood glucose 1esting is commanly available at all
pharmacies. Some pharmacies have introduced cholesterol screening. There
are no formally run NCD screening tests, hance there are no flyer or online
respurcas available. All pharmacies run these programmes on their own.

Federal Unian of German Fharmacists Associations, Physiochemical
investigatians — perfarmance af blood 1ests

Pharmacy-based blood glucose measurement repart

The Pharmaceutical Services Negotiating Committee service database includes
examples of screening services for hypertension, atrial fibrillation, bowel and
lung cancer, asthma, COPD and other conditions

Cammunity pharmacists are generally not involved in screening tests but can
carry them autif they are personally skilled to da so.

Royal Dutch Pharmacists Association: Blood sugar value is measured during
Diabetes Days in Movember

Information abaut various screening services by Boots pharmacies far
hypertension, diabetes, bowel cancer, melanama, and other conditions

Information aboul point-of-care tests offered by Generika Pharmacies

pharmasuisse: Colon cancer screaning

Links

hitps:/ibit lyi2e3jlza

Rt ps:fbit Iy 20 E kurS

hittps: /A hit ly/2TQabwh

Rps:/fbit v/ 2| VL LwA

hitps://bitly/ 2¥ICMC

Rl psc /it Ly /2 ) X Wow OX

https//bitly/20TgpbW

NA

hitps:A/bit ly/2FNSSwm

https:/rbitly/2wWGElynb

hiips:/fbit ly/2DALIT

NA

hitps://bit Iy /2FPtxbZ

Rtps: /it Iy 2004 X

hitps/hit v /2] TiYsp

https://bitly/2CQihdg
htips./billy/2WAxIM]



https://bit.ly/2c3jJz1
https://bit.ly/2uEkvrS
https://bit.ly/2TQaDWh
https://bit.ly/2JVLLwA
https://bit.ly/2YICMCi
https://bit.ly/2JXWwOX
https://bit.ly/2OTgpbW
https://bit.ly/2FNSswm
https://bit.ly/2WGlynb
https://bit.ly/2DALif0
https://bit.ly/2FPtxbZ
https://bit.ly/2OCt4fX
https://bit.ly/2JTiYsp
https://bit.ly/2CQihdg
https://bit.ly/2WAx3MJ
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Country or

Lerritory Dascriplion Links
Point-of-care tests for disease screening hitps.//bit ly/2uFskUp
Diabetes screening and care hitps:/fhilly/2Uase)s
Turkey Asthma, COPD and diabetes screening informatian https://bitly/2IWOUvR

hitps/ibitly/215inZ]

Screening activities https://bitly/aTNOVCT
USA APhA Foundation - Diabetes and other chronic diseases ! .
hitpsd/bit ly/20Fsve3

Zimbabwe Thisisavoluntary service provision by many, but not all pharmacies. No e

documentationin available.

3.5 Referral of potential NCD patients

Our survey explored the extent to which community pharmacists are involved in referring potential NCD
patients to other healthcare professionals for further observation and diagnosis, especially following the
performance of a screening test, as indicated in the previous section. Through screening and referral of
potential patients, pharmacies consolidate theirrole in patient triage and as a gateway to the health system.

Figure 13 provides an oveview of the extent to which this referral takes place in the various WHO regions.

Following a screening or risk assessment intervention, do community pharmacies commanly
refer potential NCD patients to other health care professionals?

0% 10% 20% 30% 40% 50%, 60% 70% 80% 90% 100%
SAMPLE 54; 79% 14; 21%

AFRO 12;92% 1; 8%
EMRO 4; 80% 1, 20%

EURG 21; 72% 8; 28%

PAHO 8; 80% 2, 20%
SEARD 2, 67% 1;33%

WPRO 7; 88% 1;13%

Yes mMNo

OutoféBrespondents, nearly fourfifths {s4 respondents; 70%) indicated that referral of potential NCD patients
is part of standard community pharmacy practice. The referral can be done in a variety of ways to different
extents depending on the the signs and symptoms of the disease, as shown below,


https://bit.ly/2uFsKUp
https://bit.ly/2Uaszj5
https://bit.ly/2JWOUvR
https://bit.ly/2I5ixZj
https://bit.ly/2TNOVC7
https://bit.ly/2uFsVz3
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As Figure 14 illustrates, diabetes and cardiovascular diseases are the conditions where referrals following

screening tests are most common (87% and 83% of the countries and territories where pharmacists have a role
in NCD patient referral, respectively).

Figure 14. Community pharmacists’ involvementin NCD patient referral, per disease and WHO region (n=54)
0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

100%

45; 83%

12; 100%

4; 100%
Cardiovascular diseases

7; 88%

47; 87%
11; 92%
Diabetes

7; 88%

29; 54%

Asthma/ COPD

Cancer I T8 38%
2; 25%

1;,14%

ESAMPLE wmAFRO mEMRO ®mEURO = PAHO ®SEARO mWPRO
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0% 30% 40% B0t 80% 100%
Verbal or written advice without systematic recording 43; 79.6%
Verbal or written advice systematically recorded 17;31.5%
tay schedule medical appointment for follouw-up 12;32.3%
tay refer patients to other health professionals 29;53.7%

Communicate with physician te share findings and

suggest follow-up 19,35.2%

Record findings in shared electronic health record 6;11.1%

As shown in Figure 15, most commonly {43 respondents; 79.6%) the act of referral of a patient to their doctor
following a screening test or risk assessment is done informally, i.e., using oral or written advice but without
registering the referral in a record, and particularly one that can be monitored by the health system
administration or other health professionals. In other words, it is a form of referral that cannot be traced in
terms of effectiveness or patient compliance. As such, even though it is part of standard pharmacy practice in
nearly four-fifths of the countries in thissubset of the study sample, it remains “invisible” to the health system
and offers no guarantee that a patient who needs to be followed up and possibly treated actually receives
further care.

A systematic recording of pharmacists’ referrals only exists in 17 countries and territories (31.5%). It should be
noted that, although the two models {(systematic recording and no systematic recording) would appear to be
mutually exclusive, nine respondents (Argentina, Australia, Austria, Brazil, Cameroon, South Africa, Sweden,
Tanzania and USA) actually reported that both models coexist — and for a few respondents even combined
with other models, as can be seen below. This could be due to, for example, an assessment by the pharmacist
of the severity ar urgency of the situation, leading to opting for one or the other model, or to the existence of
multiple health systems in the country, or to other factors not captured by this study.

In certain cases, pharmacists refer patients to other healthcare professionals {such as nurses, dietitians,
podologists or athers), who may appropriately assist the patient in modifying lifestyles and reducing NCD risk
factars, or managing certain signs or symptoms.

The most effective interventions in terms of patient care through interdisciplinary collaboration include the
pharmacist communicating directly with the patient’s physician todiscuss the screening findings and suggest
follow-up {35%), scheduling a medical appointment directly at the pharmacy to ensure that the patient is
followed-up {(22%]) and, finally, to record the findings of the screening in a shared electronic patient record
{present in six countries; 11%). This latter scenario not only allows the pharmacist to select the appropriate
screening tests for each particular patient in line with their health record, but it also harnesses the value of
screening tests performed at the pharmacy, by including them in the record that can be used across the health
system.

In addition to these mades of referral, Finland reported that if a patient requests a pharmacy to ask for the
renewal of an asthma medicines prescription, the pharmacist may ask the patient to complete the Asthma
Control Test. The result is sent to the physician, who may then evaluate whether to renew the prescription or
ask the patient to make an appointment.

SeeTable 13 for a list of countries and territories where the different referral models are in place.
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Model Counlries and Lerrilories where the model is employead

Albania, Argentina, Armenia, Australia, Austria, Belgium, Benin,
Bracil, Cabo Verde, Cameroon, Canada, China, China Taiwan,
Pharmacisls provide verbal or writlen advice Lo patienls 1o see  Cosla Rica, Creatia, Ceech Republic, Ecuador, Fiji, Finland,
Lheir doctor, but no records of Lhis intervention are France, Germany, Ghana, Hungary, Indonesia, Ireland, Japan,
documenled Jordan, Lebanon, Mali, Malta, Nepal, Netherlands, Nigeria,
Philippines, Romania, Sierra Leane, Singapore, South Africa,
Sweden, Tanzania, Uruguay, USA, Zimbabwe

Pharmacisls provide verbal or writlen advice 1o patienls 1o see  Argentina, Australia, Austria, Brazil, Cameroon, Great Britain,

Lheirdoclor, and this intervention is syslematically Mauritius, Pakistan, Portugal, Rwanda, South Africa, Spain,
documenled Sweaden, Switzerland, Tanzania, Turkey, USA

Pharmacisls may schedule a medical appointmenl lor the China Taiwan, Croatia, Jordan, Malta, Mauritius, Mepal, Migeria,
patient [or [urther diagnosis and follaw-up Panama, Portugal, Sierra Leone, Sweden, Switzerland

Albania, Australia, Benin, Brazil, Cameroon, Canada, Cosla Rica,
Ceech Republic, France, Great Britain, Indonesia, Ireland, Israel,
Lebanon, Mali, Malta, Mauritius, Nepal, Nigeria, Oman, Panama,
Philippines, Portugal, Sierra Leone, South Africa, Spain, Tanzania,
USA, Zimbabwe

Albania, Australia, Benin, Canada, China Taiwan, Croatia, France,
Malta, Nigeria, Fakistan, Panama, Portugal, Sierra Leone, South
Africa, Spain, Sweden, Tanzania, Turkey, USA

Pharmacists may refer patients to other healthcare
profaessionals (nurses, dietitians, podologists, etc}

Pharmacists communicate with Lhe patienl's physician to
share the scregning {indings and suggesl follow-up visit

Pharmacists may record the findings of the screening ina

shared electronic patient health record Bracil, Croalia, Portugal, Sweden, Tanzania, USA

3.6 Pharmaceutical care and treatment follow-up of NCD
patients

The fourth role of community pharmacists that the survey investigated was the management of patients and
their long-term treatments (pharmaceutical care), aiming at improving treatment outcomes, promaoting
adherence, minimising medicines-related problems and encouraging healthy lifestyles for patients with any
of the targeted NCDs. Disease management and pharmaceutical care are professional services by pharmacists,
designed to improve the health of people living with a long-term disease and to reduce associated costs from
avoidable complications by assisting patients in monitoring and controlling their condition and improving
their Use of medicines.

Figure 16 describes the extent of implementation of these servicesin relation to NCDs across the various WHO
regions. As the Figure illustrates there are important differences among the regions: although the sample’s
average and four of the six WHQ regions surpass the 70% implementation line, these services are less widely
availablein the Eastern Mediterranean and Southeast Asian regions {(25% and 33% of the regions’ respondents,
respectively). Notwithstanding the above, these rates correspond to the implementation of advanced services
of disease management and medicines optimisation. Several countries thatindicated that pharmacists do not
commoenly provide such services reported the perfermance of other specific services that contribute to
improve the use of medicines and lead to an adequate management of disease — see below for details.
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Are community pharmacies commonly involved in NCD management and treatment follow-up
fpharmaceutical care)?

SAMPLE 48; 70.6% 20; 29.4%
AFRO 11; 78.6%
EMRO 1; 25.06%
EURC 21; 72.4% 8, 27.6%
PAHO 7, 70.0% 3; 30.0%
SEARD 1,33.3% 2, 66.7%
WPRO 7, 87.5%
0% 10% 20% 30% 40% 50% b0% 70% 80% 90% 100%
Yes mMo

Looking at the 68 respondents who reported that pharmacists play arole in NCD management and treatment
follow-up, Figure 17 offers & breakdown of these roles per disease area and WHO region. As shown, diabetes
and cardiovasculardiseases are the conditions in which pharmacists most commonly have arolein promoting
the best possible use of medicines, including the promotion of adherence, and in monitoring the disease state
between medical appointments. Thisisin line with the findings of the previous sections, particularly in terms
of screening and referral. The role of community pharmacists in managing respiratory NCOs and assisting
patients, forexample, touse inhalation devices correctly is also widely present (34 respondents; 71%), reaching
animplementation rate of over go%in the Eastern Mediterranean and European regions. In cancer, thisrole is
less widely implemented inthe community pharmacy setting, but it is present in over one third of responding
countries and territories,

The survey then explored how this rolein disease management and pharmaceutical care in NCDs is performed,
i.e, which professional services and activities are commanly offered by community pharmacists in the subset
of 60 countries and territories that reported NCD management and pharmaceutical care activities by
community pharmacist. Results are presented in Figure 18 and Table 14.

The provision of aral and written advice on medicines use is part of standard community pharmacy practice
in nearly all (56 out of 60} respondents in this group. More advanced services of medicines use optimisation,
such as the new medicine service or the medicines Use review, are presentin asmaller but still important part
of those countries (47% and 65%, respectively),

The new meadicine service is defined as a professional service by pharmacists to provide support for people
with long-term conditions who are prescribed a new medicing, to help to improve the use of the medicine and
adherence, especially in the critical phase of initiating the new treatment. Conversaly, the medicines use
review (also known as medication therapy management)is a service through which patients can discuss their
medicines with a pharmacist in a private consultation, It aims to collect patient-specific information, provide
areview of all medicines to detect any redundancies or interactions, give additional information on medicines
indicationand use, discuss side effects and negative results, identify and find solutions for medication-related
problems, and negotiate strategies to improve patient adherence and achieve optimal outcomes. Both
services are espeacially valuable for long-term, often polymedicated patients.

Another useful strategy to simplify the administration of solid oral dose medicines {tablets and capsules) and
improve adherence is the preparation of dose administration aids. The service usually consists of repackaging
medicines into labelled compartments according to times of administration. The service may be
complemented by technological aids that remind patients when to take medicines. This service is offered by
pharmacies in more than half (52%) of the countries and territories in this group.
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0% 10%  20%  30%  40%  So% B0%  70% 80% g90%  100%

1; 100%

Cardiovascular diseases 18; BR%
6; 86%
0; 0%

205
11; 100%
1; 100%
Diabetes 19; 90%

7; 100%

44;

0; 0%

6; 86%

0f
%

1; 100
Asthma /COPD 19; 90%

4; 57%

0%

1, 100%
Cancer 7;33%

0; 0%

uSAMPLE ®mAFRO mEMRC wmEURC ©wPAHC ®SEARC mWPRO
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

28;47%
5; 38%

Mew medicines service
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39; 65%
7; 54%
3: 75%
tMedicines use review 16; 67%
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~
X
X

Preparation of dose administration aids 14; 58%

2; 100%

o
[
3
X

56; 93%
13; 100%
4; 100%
Provision of oral and written advice on medicines use 22;92%
8; 89%
2; 100%
7; 88%

28; 47%
4;31%
EMRO: 0; 0%
Disease management {monitoring) 13; 54%
6; 67%
1; 50%
4; 50%

43; 72%
8; 62%
3; 75%
Support to adeption of health lifestyles 18; 75%

=
~
X
xR

2; 100%

5: 63%

Renewal of prescriptions based on protocaols 7;29%
2;22%
SEARO: 0; 0%
WPRO: 0; 0%

ESAMPLE mAFRO mEMRS ®mEURC = PAHC mSEARC mWPRO

To keep NCD patients as healthy as possible, it is important to closely monitor their disease status, and to
support them in making lifestyle changes that may contribute to keeping their condition under control,
Disease monitoring services are present in 47% of the respondentsin this subset of the study sample.

Finally, the renewal of prescriptions based on protocols is a service that facilitates access to medicines to
patients on long-term treatments with the same medicines. Following a standardised assessment of a
patient’s disease state, the pharmacistis authorised to renew a prescription a certain number of times before
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the patient is required to see their doctor again. This service not only is valued by patients, but it also
contributes to the efficiency of health systems by reducing GP visits for the renewal of prescriptions. This

service is less widely available (16 countries; 27%).

Service/activily

New medicines
sService

Medicines use review

Preparalion of dose
administration aids

Provision of aral and
wrilten advice on
medicines use

Disease managament
{monitoring)

Supporl Lo adoplian
of healthy lifestyles

Renewal of
prescriptions based
on prolocols

Number of
countries
and
Lerritories

28

39

31

29

43

16

% of
respandents
with NCD
management
activities (n=6o)

47 %

52%

3%

47 %

72%

27%

% of
survey
sample
(n=70)

40%

L6%

44%

Bo%

40%

61%

23%

Countries where the service/aclivity is available.

Afghanistan, Argentina, Belgium, Benin, Brazil, Cameroon,
China Taiwan, Costa Rica, Croatia, Czech Republic, Denmark,
Fiji, areat Britain, Hungary, Jordan, Lebanon, Malta, Nepal,
Netherlands, Morway, Ramania, Slovenia, Soulh Africa,
Sweden, Switzerland, Tanzania, USA, Zimbabwe

Afghanistan, Australia, Benin, Brazil, Cameroon, Canada,
China Taiwan, Costa Rica, Croatia, Czech Republic, Ecuadar,
Finland, France, Great Britain, Hungary, Indonesia, Israel,
Kenya, Lebanan, Malla, Nepal, Netherlands, New Zealand,
Migeria, Pakisian, Panama, Paraguay, Partugal, Romania,
Rwanda, singapore, Slovenia, Soulh Africa, Spain, Sweden,
Swilcerland, Tanzania, Turkey, USA

Afghanistan, Australia, Belgium, Brazil, Cameroan, Canada,
China Taiwan, Costa Rica, Croatia, Czech Republic, Denmark,
France, Great Britain, Hungary, Indonesia, reland, Mali,
Malta, Nepal, Netherlands, New Zealand, Nigeria, Pakistan,
Paraguay, Porlugal, Slovenia, South Africa, Spain, Sweden,
Tanzania, USA

Afghamstan, Albania, Argentina, Armenia, Australia,
Belgium, Benin, Brazil, Cabo Verde, Cameroan, Canada,
China Taiwan, Colombia, Costa Rica, Croatia, Czech
Repuhlic, Denmark, Ethiopia, Fiji, Finland, France, Germany,
Ghana, Great Britain, Hungary, Indonesia, Ireland, Israel,
laly, Japan, Jordan, Kenya, Lebanon, Mali, Malta, Mauritius,
MNepal, Netherlands, Mew Zealand, Nigeria, Pakistan,
Panama, Paraguay, Philippines, Portugal, Rwanda,
Singapere, Slovenia, Sauth Africa, Spain, Sweden,
Switzerland, Tanzania, Turkey, USA, Zimbabwe

Alstralia, Belgium, Bragil, Cameroan, Canada, China Taiwan,
Costa Rica, Croatia, Czech Repuhlic, Ethiopia, France, Great
Britain, Hungary, Indonesia, Malta, New Zealand, Nigeria,
Panama, Paraguay, Partugal, Romania, Singapare, Slovenia,
South Africa, Spain, Sweden, Turkey, USA

Albania, Argenting, Australia, Brazil, Cabo Verde, Cameroon,
Canada, China, China Taiwan, Costa Rica, Croatia, Czech
Repuhlic, Ecuador, Ethiopia, Finland, France, Germany,
Ghana, Great Britain, Hungary, Indonesia, lreland, ltaly,
Jordan, Lebanen, Malta, Nepal, New Zealand, MNigeria,
Pakistan, Paraguay, Poriugal, Romania, Singapore, slovenia,
South Africa, Spain, Sweden, Switzerland, Tanzania, Turkey,
USA, Zimbabwe

Afghanistan, Benin, Canada, Czech Republic, France,
Lebanon, Malta, Mauritius, Netherlands, Pakistan, Slovenia,
Spain, Sweden, Tanzania, Usa, Zimbabwe



Table 15 offers examples of activities and resources related to the engagement of pharmacists in NCD
management and pharmaceutical care in a number of countries,



Country or
Lerritary

Australia

Bracil

Canada

France

Germany

Great Britain

Parlugal

Spain

Swilzarland

Dascriplion

Pharmacy Guild af Australia — 6" Community Pharmacy Agreement
Resources for medicines adherence programmes and medicines management
programmes

Effect of a pharmaceutical care programme on quality of life and satisfaction with
pharmacy servicesin patients with type 2 diabetes mellitus

Pharmaceutical care {or hyperlensive patients provided within the Family Health
Strategy in Goidnia, Goias, Brazil

Pharmaceutical care for patients with persistent asthma: assessment ol treatment
compliance and use of inhaled medications

Canadian Fharmacists Association: pharmacists’ scope of practice in Canada

Ministry of Health and Long-term Care of Ontaric — MedsCheck programme far
Gntarians living with diabetes

In France, in 2013, an agreement between the Social Security System and Unions of
community Pharmacists recognised the value of pharmaceutical interviews for
medicines use optimisation. The first target group were patients treated with vitamin
K antagonists {the pharmacist monitors the international normalised ratio to adjust
the medicine dose); secondly a new service was introduced far patients treated with
inhaled corticosteroids ifor asthma) Pharmacists are remunerated for the provision of
each service.

Federal Union of German Associations of Pharmacisis — Guidelines and care support
respurces for pharmacists

Royal Pharmaceutical Saciety's cammunity pharmacy hub

The National Association of Pharmacies reported a service Lo assist patients treated
with inhaled corticosterpids for asthma to make an adequate use of the device.

The Spanish General Pharmaceutical Council reported the existence of a medicines
reconcilialion service Uupon hospital discharge.

Project Siscare-0T2 for improving treatment adherence in patients with diabetes

TopRharm Pharmacies: supervision programme [or high hlood pressure
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Links
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https://hit.ly/2KspBag

hiitps:Afbit Iy 20812t

https://bitly/2Y¥FrBLT

https:/Afhit ly/Znaywirk

https.//bitly/2FCrHbg
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hitips://bitly/2VsFhfs

NA

MNA

hitps://bit v/ 2TPeXVE
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https://bit.ly/2YDbjlr
https://bit.ly/2K5p894
https://bit.ly/2U8rI2t
https://bit.ly/2YFrBtT
https://bit.ly/2nayW1P
https://bit.ly/2FOrHbg
https://bit.ly/2mVEEZr
https://bit.ly/2V5Fhfz
https://bit.ly/2TPeXVF
https://bit.ly/2Up6WLs

3.7 Access to patient health records

An electronic health recard (EHR) enables the standardised collection of patients’ health data and may allow
to share these with the various health professionals that provide care to the patient. Throughout their lives,
individuals are treated by a wide array of general practitioners and medical specialists, nurses, pharmacists
and other health professionals in a variety of care settings. By accessing the data that are relevant for their
scope of care, healthcare professionals might approach patients in a better informed manner, which would
improve patient safety and quality of care. In addition to accessing patient information, the possibility of
recording the interventions and data generated by each health professional and to make this record available
to the whole healthcare team enhances collaborative practice for the benefit of the patient and the system.
By reducing redundancy of interventions and minimising errors, shared electronic health records also
contribute to savings for patients and healthcare systems and, with that, to their sustainability. This is
particularly relevant for patients with long-term conditions, as NCDs typically are,

The survey investigated the existence of an EHR in the respondent countries and territories. Results are
presented in Figure 19 (overall], Figure 20 {(per WHO region) and

Figure 21 (per income level). Within the study sample, these systems exist in 47 countries and territaries (69%),
with the Western Pacific and European regions leading with implementation rates of 88% and 86%,
respectively. As shown in

Figure 21, the availability of EHR systems increases in line with the economic capacity of national economies,

21;31% 23; 34%

Yes, for all patients
= Yes, for soma patients

Mo

24; 35%

Isthaere an electranic system to record patients’ health data?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
SAMPLE 47;69% 21;31%

AFRO 5;36% 9; 64%

EMRO 2;50% 2; 50%

EURC 25; 86% 4; 14%

PAHO 7; 70% 3;30%
SEARD 1;33% 2;67%

WPRO 7; 88% 1; 13%

Yes = Mo
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Is there an electranic system to record patients’ health data?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
SAMPLE 47; 69% 21;31%
Low income 3;33% 6; 67%
Lower-middle income 5;45% 6; 55%
Upper-middle income 14; 74% 5;26%
High income 25; 86% 4;14%
Yes m Mo

Table 16 indicates, for each of the countries and territories in the study sample, where EHRs are available and
whether record keeping is mandatary or not, and for how long records must be kept.

Is record
. keeping
Counlry or terrilory Is Lhera an EHR? For how long must records he kep1?
mandalary ar
oplianal?
Afghanislan Mo
. i As long as community pharmacies have a cantract within
Albania Yes, for some patients Mandatory ;
the reimburse ment system
Argenlina Na
Armenia Yes, for same patiants
Australia Yes, forall patients Gptional
Austria Yes, forall patients Optional
Belgium Yes, forall patients Mandatory Ten years
Benin No
Bracil Yes, for some patiants Gptional It varies foreachinstitulion.
Cabo Verde Mo
Cameroon Mo

It varies by province in Canada and same prowvinces have
Canada Yes, for some patients Optional norecord requirements atherthan camputer prescription
records/patient profiles.
China Yes, for some patiants Mandatory For outpatients: 15 years; for inpatients: 3¢ years
Al least three months The PharmCloud system is provided
by the National Health Insurance. Pharmacists ¢an acgess
a patient’s medication record in other institutions in the
previaus thrae months. But by law, a prescription of

China Taiwan Yes, for all patients Mandator . ,

’ P ¥ narcotics should be kept for five years and athers three
yearsina pharmacy. National Health Insurance and many
institutes keep the record for a long time bacause most
are eleclronic.

Colombia Yes, for some patients Gptional

CoslaRica Yes, for some patients COptional Three years
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CounLry or terrilory

Croalia
Crach Republic
Denmark

Ecuador

Ethiopia

Fiji

Finland

France

Germany
Ghana

Great Britain
Hungary
Iceland

India
Indonesia

Iran
Ireland

Israel
laly

Japan
Jordan
Kenya
Lebanon
Macedonia
Mali

Malta
Mauritius
Montanegro
Nepal
Netherlands
New Zealand
Nigeria

Norway

Is Lhera an EHR?

Yes, for some patients
Yes, for all patients
Yes, for all patients

Yes, for some patiants

Yes, for all patients

Yes, for some patients

Yes, for all patients

Yes, for all patients

No
No
Yes, for all patients
Yes, for all patients
Yes, for all patients

Mo
Yes, for some patients

Mo information
Mo

Yes, for all patients
Yes, forall patients

Yes, for some patients
Yes, for some patiants
Yes, for some patients
No

No

No

Yes, for some patients
No

Yes, for all patients
MNo

Yes, forall patients
Yes, for some patients
Mo

Yes, for all patients

Is record
keaping
mandalary ar
oplianal?

Optional
Mandatory
Mandatory

Optional

Mandatory

Optional

Mandatory

Optional

Optional

Mandatory

Mandatory

Mandatory

Mandatory
Gptional

Optional

Gptional

Mandatory

Mandatory

Mandatory
Mandatory
COptional

Mandatory

For how lang must records he kep1?

Ten years

Minimum of five years, discarded 10 years after retrieving
the information in electronic form

There is no legal binding 10 L, so electronic records are
kept indefinitely ar at least for the lifespan of the
individual.

Twelve years after 1the patient has died

The patient allows the pharmacist to create his/her
pharmaceutical record, the pharmacist has an obligation
to feed the "Dossier Fharmaceutique” (Pharmaceutical
Record). The siorage durations are: EMR: 10 years;
medicinal products: four months; biclogical medicinal
products: three years; vaccines: 21 years.

It depends on the type of the medical infarmation.

Mat defined

Five years faor inpatients and 10 years for inpatient with
other treatment [sic]

Seven years

Recards must be kept in Lhe Patient Health Archive
(Fascicolo Sanitario Elettronico) for an indefinite period.

Three years from last written date

Ten years

Fifteen years oraslong as necessary 1o provide care

Five years

Ten years
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CounLry or terrilory

Ooman
Pakislan
Panama
Paraguay

Philippines
Porlugal

Romania

Russian Federation

Rwanda
Sierra Leone
Singapore
Slovenia
South Africa
Spain
Sweden
Swilzerland
Tanzania
Turkey
Uruguay
USA

Zimbabwe

Is Lhera an EHR?

Mo information

Yes, for some patients
No

Yes, for some patiants

No

Yes, for some patients
Yes, for all patients
Yes, for some patiants

Yes, for some patients
No

Yes, for all patients
Yes, for all patients
Yes, for some patients
Yes, for all patients
Yes, for all patients
No

No

Yes, for all patients
No

Yes, for some patients

Yes, for some patients

Is record
keaping
mandalary ar
oplianal?

Mandatory
Optional
Mandatory

Mandatory
Optional
Mandatory
Gptional

Mandatory
Optional

Mandatory
Mandatory

Mandatory

Optional

Mandatory

Mandatory

Gptional

Mandatory

For how lang must records he kep1?

Ten years
Mot defined
Five ypars

Two years

The sollware for the majority of Portuguese pharmacies
can keep records indefinitely.

Five years

From five to 25 wears, depending on the type of
information

Two years
Afew years

Five years

Throughout the life of the patient

I1varies

Five years [or prescription preparations

Among those countries and territories having an EHR system, the survey asked about the level of access of
community pharmacists to such records. Out of 47 countries having the systems in place, 45 mentioned the
level of access. Rasults are presented in Figure 22 and

Table 17.

5

4
9%

11%“0

14
31%

4%

20
44%

= Access to the full EHR

= Access toa summary of the EHR
Access to certain parts of the EHR
Mo access

= Other [see table)
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Country or

: Descriplion
Lerritory

Canada It varies greatly by province. Many provinces have no access Lo an electronic health record.

The pharmaceutical dossier is currently being implemented, where community pharmacists will hawve access Lo
laly the patient's medicines recard. A ministernial decreeis still expected with the details of its specific implementation
that prabably will concern medication history both for prescription and nan-prescription medicines.

Jordan The patient’s health recard is only available in the institutional (governmental) sector
Rwanda Data can be accessed upon request.
South Africa The pharmacist can only see patient records recarded in the specific pharmacy or pharmacy group.

Observations by respondents included undear “Access to certain parts of the LHR”

Pharmacists have access anly to the records according Lo elecironic prescriptians, based on the reimbursement
Albania system, far every patient they encounter. The use of electronic prescriptions from the reimbursement systemis a
news praclice, accessed by only some regions in Albania.
China Taiwan Pharmacists have writing rights in the prescription medicines record.
Finland Access only to the prescription record

In France, the medicines record 15 not merged with the Electronic Medical Recard (EMR). Hence, bath health

France . . . .
records coexist, one for medical practitioners and the other for pharmacists.

Hungary Pharmacist have access rights to the medical history only.

Montanegra Pharmacists can only see a Lherapy record of medicines that are prescribed.

USA These rights are limited and nat widespread.

As for those countries and territories where community pharmacies do have reading access to a part or the
full content of the EHR (22 respondents), the survey investigated the possibility of pharmacists registering
theirinterventions and disease screening findings in the EHR. See Figure 23,

Figure 24 and

Table 18 for details.

35%

Pharmacists may introduce data and
interventions on the EHR

Pharmacists not allowed to write on the EHR

17
65%



25

20

15

10

Access to the full EHR + Writing

Level of access

Access to Lhe full EHR

Access to a summary ol the EHR

Access toa summary of the EHR +
Writing

Yes

Reading access only

Singapore

Greal Britai

n
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15

5

1

Access to certain parts of the EHR +
Writing

Mo

Reading and writing access

Bracil, Netherlands, Sweden

Japan

Albania, Austria, China Taiwan, Croatia, Ceech
Republic, Denmark, Finland, Hungary, Israel,
Malta, Montenegro, New Zealand, Portugal,
Turkey, USA

Access to certain parts of Lhe EHR Australia, Belgium, Costa Rica, Ecuador, France

OLher (see

Canada, aly, Jordan, Rwanda, Soulh Africa
Table 17)

No informatian about the level of

R Pakistan, Slovenia
access Lo the EHR by pharmacists

Armenia, China, Colombia, Ethiopia, Fiji, Finland, lceland, Indonesia, Kenya, Narway, Paraguay,
Romania, Russian Federation, Spain, Zimbabwe

No access to the EHR

Amongcountriesand territories that have EHRs, such records may contain different types of patient data that
may be accessible to different health professionals and patients themselves. Table 19 offers an overview of
the countries that include each type of content in the EHR.

Number of
. . - countries % of : . .
Type of patient inlormation and respondents  Counlries where the inlormation is part of Lha EHR
lerritories with EHRs
S . Albamia, Austria, China, Colombia, Costa Rica, Czech Republic,
?ddenr:":gIs}ga#i\c’er‘iﬂi;ralian Denmark, Ethiopia, Fiji, Finland, France, Greal Britain, Hungary,
admissgionps disd%ar a and‘ 29 62% Iceland, Indanesia, ltaly, Kenya, Netherlands, New Zealand,
lransierdaial Be Norway, Fakistan, Paraguay, Porlugal, Romania, Russian
Federation, Rwanda, Singapare, Turkey, USA
Albania, Austria, Braczil, China, Colombia, Costa Rica, Croatia,
Cenmark, Ethigpia, Fiji, Finland, France, Hungary, lceland,
Health and disease dala 28 60% Indonesia, Italy, Kenya, Netherlands, New Zealand, Norway,

Pakistan, Paraguay, Partugal, Russian Federation, Rwanda,
Singapare, sweden, USA
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Number of

countries g
Type of patient inlormation and respondents  Counlries where the inlormation is part of Lhe EHR
Lerritories cot b (A

Bracil, China, China Taiwan, Costa Rica, Ecuadar, Ethiopia, Fiji,
Finland, France, Greal Britain, Hungary, lceland, Indonesia, ltaly,

Allergiesfintolerances 27 57% Japan, Kenya, Netherlands, New Zealand, Norway, Pakislan,
Paraguay, Portugal, Russian Federation, Rwanda, Singapore,
South Africa, USA

Alstiralia, Austria, Belgium, Brazil, China, China Taiwan, Casta
Rica, Croatia, Denmark, Ecuador, Ethiopia, Fiji, Finland, France,
Great Britain, Hungary, lceland, Indonesia, Israsl, Japan, Kenya,
Malta, Mantenegro, Netherlands, New Zealand, Norway,
Pakistan, Paraguay, Portugal, Russian Federation, Rwanda,
Singapare, Slavenia, South Africa, Turkey, USA

Prescription medicalion

history 36 77%

Belgium, Brazil, China, Costa Rica, Ethiopia, France, Japan,

Non-prescriplion medication 16 34% Kenya, New Zealand, Norway, Pakistan, Partugal, Russian

history Federation, Rwanda, South Africa, USA
Australia, Austria, Brazil, China Taiwan, Costa Rica, Denmark,
Laboratory results 25 3% Ethiopia, Fiji, Finland, France, Hungary, lceland, Indanesia, laly,

Kanya, Matherlands, New Zealand, Marway, Fakistan, Paraguay,
Partugal, Russian Federation, Rwanda, Singapare, USA

No infarmalion about EHR

AT 5 Armenia, Canada, Jardan, Spain, Zimbabwe

In addition, the following observations were made by some respondents:

e (anadaindicated that the contents of the EHR vary by province, and some provinces have no EHRs at
all. Overall, thereis very limited access by few pharmacists.

e Finland remarked that the contents of the EHR are generally not available to community pharmacies,
except for the prescription record.

o Israel indicated that, with a new law recently introduced, mare information will be shared with
pharmacists.

e Portugal reported that, in addition to all patient information types indicated, pharmacy services are
alsorecorded inan EHR.

o South Africa reported that only the information recorded in the community pharmacy or within a
groupof pharmacies is available.

o Zimbabwe reported that data entry in patients’ health records is manual. Electronic data records are
availablein some hospitals but are notaccessible by pharmacists.

3.8 Training of the pharmacist workforce for roles related
to NCDs

Delivering the services described in the previous sections requires that the pharmacist workforce develops
theappropriate competence — knowledge, skills, attitudes and behaviours — through education and training.
The survey investigated the extent to which pharmacists receive formal training to provide such services in
any of the disease areas covered, and at what stage of their competence development.

Out of 68 respondents, 48 {71%) indicated that pharmacists receive formal training in pharmaceutical care
specifically focused on NCDs {cardiovascular diseases; diabetes; asthma/COPD and/or cancer). The fact that in
nearly one out of five countries pharmacists do not receive formal trainingin this areais of concern and points
toanarea of need in terms of workforce development.

The survey explored at what stage {undergraduate and/or postgraduate) pharmacists receive formal training
related to NCD management, and also whether such training was mandatory or not. However, a problem in
the questionnaire design generated ambiguity in the interpretation of these questions, and their answers
could not be analysed unequivocally. As such, these two questions were excluded from this report.

As can be seen in Figure 25, training in pharmaceutical care for cardiovascular diseases, diabetes and
asthma/COPD exists inapproximately 60-65% of the sample of 68 respondents (which include the 20 countries



| pés

|
without formal training in NCD care). Cancer, however, is much less present in pharmacists’ training (35% of

respondents). Expanding training in cancer careis paramountif pharmacists are to provide greater support to
cancer patients in the community setting to make the hest passible use of madicines,

80% 4 a4 42
60% 65% 62%
0,

60% 24
40% 35%
20%

0%

Cardiovascular diseases Diabetes Asthma / COPD Cancer

3.9 Limitations and barriers to community pharmacists’
participation in NCD management

The previous sections of this report suggest that community pharmacists play a variety of important rolesin
NCD care and management, including prevention, screening, referral, disease management and treatment
optimisation. The expansion and consolidation of these roles is critical to improve the efficiency and
sustainability of health systems. For that reason, the survey investigated the limitations or barriers that
community pharmacists and organisations perceive that restrict their participation in NCD management
strategies. Sixty-five respondents provided details about the main barriers and limitations. Aggregated results
arepresentedin Figlre 26.

As Figure 26 suggests, the most important barrier to the expansion of pharmacists’ services in NCD
management is the lack of appropriate financial support or remuneration from public health systemns (53
respondents; 82%) or private third-party payers (63%). Not only do interventions by community pharmacists
require time, expert knowledge and skills, but they also generate savings for health systems. As such, it seems
reasonable that, in order to increase the expansion and sustainability of these services over time, they should
be appropriately remunerated by third-party payers.

The following most common limitations or barriers were the lack of acceptance and support by other health
care professionals and by health authorities (57% and 54%, respectively). The promotion of collaborative
practices in healthcare teams taking care of the same patient is ¢ritical to achieve optimal outcomes. The
generation and sharing of evidence of the value of pharmacists’ interventions with other health professions
and policy-makers is important to gain their recognition and support.

Data suggest that limitations related to pharmacists’ knowledge, skills or self-confidence to deliver these
services are not among the most important, which would suggest that pharmacists feel sufficiently prepared
to adopt such roles. In addition, lack of patient demand was the least commonly reported limitation, which
suggests that patients do recognise value in such interventions.

Three countries (Great Britain, Mauritius and Rwanda) reported no significant barriers or limitations to the
participation of community pharmacists in NCD strategies.
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Limited or no financial support from public third-party payers
thmited or no remuneration)

Limited or nofinancial suppart from private third-party payers
{limited or no remuneration)

Limited or no support by other healthcare professionals

Limited or nosupport by the government/ health system

Limited or no legislation for pharmacists to provide these
services

Limited or no confidence by pharmacists 1o perform these
seryices and activities

Inadequate knowledge/skill development in undergrad.
education

Limited engagement by pharmacists [consider ‘nat theirrole’)

Limited or no access 1o lraining opportunilies

Limited or no patient demand or acceptance

Mo significant barriers or limitations

53; 82%
41;63%
37,57%
35; 54%
31; 48%

22; 34%

21;32%
20; 31%

18; 28%
14; 22%
3;5%
0% 20% 40% 60% 80% 100%

with regards to the existence of limited or no legal provisions allowing pharmacists to provide these services,
the analysis per WHO region suggests that such limitations are most common in the Southeast Asian (67%)
and African {57%) regions, and not so significant in the Eastern mMediterranean (33%) and European {(41%)

regions. See Figure 27 for details,

SAMPLE 31; 48%
AFROD 8, 57%
EMRO 1;33%
EURCG 11; 41%
PAHO 5; 50%
SEARD 2; 67%
WPRO 4; 50%
0% 10% 20% 30% 40%

Yes

34; 52%
6; 43%
2;67%
16; 50%

5; 50%
1; 33%

4;50%
60% 70% 80% 100%

50% 90%

Mo
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3.10 Use of supporting technologies

when asked about the existence of any specific technologies available to community pharmacists to support
their roles related to NCDs (including prevention, screening, referral and disease management/treatment
follow-up), such as computer systems, devices, mobile applications, text messaging systems, smart
technologies, ete, 4 62% majority of respondents indicated that such technologies are not available, as
illustrated in Figure 28. See Table 20 for details of the technologies available,

25; 38%
Yes
Mo
40; 62%
Countr ar
: . Types of technologies available Links
Lerritory
Australia GuildCare electranic recording and reparting https /it ly/aVezsmML
Belgium Shared Pharmaceutical Records hitps:/fbit ly/2FFMPL1Z
There is a computer system crealed by Federal Pharmacy Council of Bragil called
. “Registre” — Pharmaceutical Services Record.
Bracil

! N . - hitps//bit ly/2TNVD D
There are other computer systems created by private arganisations like the Brazilian 2 v ?

Association of Pharmacies

Seclre messaging service networks which are restricted 1o healthcare professionals,
France i.e, medical practitioners {GPs, specialists), nurses, pharmacists, ele. Software o hitps://bitly/2UayAwb

suppartdispensing.

Tools are being developed hy the provincial calleges of pharmacists and the General
Spain Pharmaceutical Council 1o facilitate the clinical roles of pharmacists [adherence,

pharmacotherapeutic follow-up, recanciliation at discharge, etc).

hrips://bitly/2dgbTkQ
https://bit.ly/2)55bfB

3.11 Professional policy on NCDs

The survey finally asked about the existence of policy statements ar position papers about the role of
pharmacists on NCOs by the responding organisations. Nearly 80% of respondents indicated that no such
advocacy tools have been developed yet (see Figure 29 for overall figures and Table 21 for details). This
indicates the importance of FIP leading the way and developing an international statement that can support
national organisations in advocating for an expanded role for pharmacists in this area.


https://bit.ly/2Vc7xNt
https://bit.ly/2FFMP1Z
https://bit.ly/2TNVDb9
https://bit.ly/2UayAwb
https://bit.ly/2dgbTkQ
https://bit.ly/2JSSbfB
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52;79%

14; 21%

Yes

No

when considered per disease area, policy statements on the role of pharmacists in diabetes managementare
the most common (13 respondents; 20%), with cardiovascular diseases and asthma/COPD following with 11
countries or territories each (Figure 30).

25%
13
20%
20% 11 11
17% 17%
15% 7
11%

10%

5%

0%

Cardiovascular diseases Diabetes Asthma / COPD Cancer

Counlry or terrilory
Australia

Canada

Germany

Great Britain

Russian Federation

Slovenia

South Africa

USA

Zimbabwe

Dalails of palicy

https.//bitly/2pFayus

https://bitly/2CQ0qTAC

https/ihitly/2wWCPng

RPS Palicy an Improving Care for People with Lang Term Conditions hitps://bit ly/2WHK4BGn

Moscow Pharmaceutical Sociely made a number of articles, monographs and oral presentations {not
available online) on different levals and platforms (including parliament) concerning NCDs and the role of
pharmacists in such diseases, but no position papers have been prepared.

Chamber of Pharmacy of Slavenia: www lek-sbor si
The Pharmaceutical Society of Soulh Africa accepts FIP specific stalement/palicy papers for the country.
hitps/ibit ly/2C D5 WK

Yisit hitpsy//bitly/amUos2C for the American Pharmacisis’ Assaciatian’s policy and practice related
respurces

The Fharmaceulical Society subscribes to FIP statements on Lhe roles af pharmacists, but these are not
always implemented or easy Lo enforce, unless they are subject 1o legislation.


https://bit.ly/2pF7yu4
https://bit.ly/2CQqTAC
https://bit.ly/2WCPn82
https://bit.ly/2WK48Gn
http://www.lek-zbor.si/
https://bit.ly/2CD5JWK
https://bit.ly/1MU052C
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3.12 Additional observations

Counlry orterrilory  Observalions

Afghanislan Pharmacists are not engaged in NCD prevention activities in Alghanistan

The Drugsand Pharmaceutical 5ervice Legislation in Albania includes some services offerad in community
pharmacies, like blood pressure measurement, blood glucose evaluation and body mass index
determination. These services are pifered in community pharmacies for everyane that requires them, but
Albania theyare notreferring to any regulation or electronic system Lhat obliges pharmacists to keeprecords or Lo
follow Up these patients. In case these records are kept by some community pharmacists, they do not report
these records Lo any institution, so this is why we cannot have access to this information and to our
knowledge, there are not specific electronic systems recording these information used in our country.

In Brazil, the role of pharmacists in the prevention, screening, patient referral ar treatment fallove-up of NCD
patients is a relatively recent movemeant. It started at the universities and 15 advancing thraugh public and
private pharmacies and hospitals. Gur organisation, the Brazilian Federal Council of Pharmacy, has a general
statement related Lo professianal rules in pharmaceutical services, not aspecific position on these issuas.

Bracil

Gne of the major challenges of NCD prevention to date is a hetter involvement of community pharmacistsin
cameroon these issues This requires increased training, access winformation through patient records, the
establishment of apharmaceulical record and increased callaboration with other health professionals.

The Conference Board of Canada recently performed a study on behalf of the Canadian Pharmacists
Association thatis relevant to this study: https//bitly/ 2WCGFOn

Dacument highlights:

The scape of pharmacy services has expanded in many Canadian jurisdictionsin recent years, with each

province and territory taking a different approach 1o gptimise these changes {or better health and value.
Canada This reporl showceases a modelling study that estimates the health and economic impact of three services
currently delivered within a community pharmacy setting that have the potential to be expanded: smoking
cessalion, advanced medication review and management for cardiovascular disease, and pneumacoccal
vaccinalion.

Qwver the 20-year forecast period, the estimated economic value of expanding Lhese services ranges from CAD
2.5 billion 1o CAD 257 billion. We also expact a large return on investment {or all three services over the
medium and long terms.

The participation of pharmacists in community pharmacies in Colambia is very low, and when they do

Colombia participate, they mostly take on acommercial role and do notimplement pharmaceutical care services.

Pharmacists stay in community pharmacies only for a few hours per week because there is no legal
Ecuador obligation to be there full time. Unless the law changes, pharmacists’ role in relation to NCOs will remain
weak.

Basically, pharmacists are free 1o be engaged in health pramaotion and disease prevention inthe country. In
Ethiopia addition, they have also full rights in medicine compounding and dispensing. Screening and follow-up are
restricted to physicians/clinicians.

Pharmacists in Fiji can play a major role in NCD prevention and management. However, due to the lack of
governmental commitment, Lhare have not been any policies relating 10 this. Nevertheless, pharmacists have

i been carrying out by whatever means necessary} screening of potential diabetes cases and cardiovascular
disease cases and have referred patients to physicians for further assessment.
Finland The role af pharmacists and cammunity pharmacies should be enhanced in this work, for the benefit of the
patients and saciety.
Itis alljust beginningin India. The Indian Fharmaceutical Association is trying to advacate this role as much
India possible. We just started training far cancer in ane state (Maharashtra) through collaboration with the
Indian Cancer Saciety. We have approached the Health Ministry 1o include pharmacists in national health
programme for NCDs, in the same way as for the National Tuberculosis programme.
The Indonesian Fharmacist Association has a CPD programme on NCDs and recertilication exam using OSCE
methods. Topics of NCDs commonly appear on the exam materials. The association, in callabaration with the
Indonesia directorof pharmacy services, Ministry of Health, has a programme called “Gema Cermat” ta educate

pharmacisis on many topics, especially diabetes and hypertension (Indenesia’s first and second tap
prevalent diseases) The association has also a programme called “DAGUSIEU” for community pharmacisls on
drug usage, storage, disposal et


https://bit.ly/2WCGPOn
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Counlry or terrilory  Observalions

We are in the process of endarsing a law Lhat requires the pharmacist to counsel. Much will change as time
goes on. At present, due to lack of payment, the move is slow but there are signs of a change and aur

Israel association isto make astudy programme Lo encourage Managed Care Organisalions to seg the advantage
of the pharmacist's counselling.

laly Qur Study Centreis now working on a position paper on NCDs.

Japan Pharmacists, doctors, and patients should fully understand the necessily of various involvement with NCD

and take measlres against them.

Pharmacists can offer services with alittle bit of guidance and training on a cammaon strategy Lo pramaote
Kenya health in the prevention and management of NCDs. The pharmaceutical society needs tomake ita norm for
them to do this.

Major activities of the NCD & Health Promotion Unit:

1. 5creening at warksites and in the cammunity:
(a) NCDs — diabetes, hypertension, obesity and visian.
(b} Breast and cervical cancer for married/sexually active wamen aged 30 to bo years

2.5creening — School Health Programme for Secondary Schaols
Students of Form Il and Lower VI ol Secondary Schools

3. 5creening — School Health Frogramme far Tertiary Level
students of Industrial Yacational Training Board (IVTB} and af tertiary level.

4. Empowerment programmes:

(a) Training of community leaders

(b}Tra_inling of housewiveson Nlquition & Healthy Lifestyle.
Mauritius (cl Training to cope with emerging diseases like Chikungunya and Denguea.

5. Physical Activity:

Caardinating physical activity (yoga, aerobics, physical exercise)} for wamen, senior citizens and the public at
large.

6. Organise talks an NCD and risk factors:
NCD encourage people to allend talks an NCDs, physical exercise, cooking demanstration, smoking, alcohol,
lifestyle management.

7.50cial mobilisatian and community participation:

(a) Establish local heallh committeas.

() Grganise regular meetings with the community leaders.
{(c) Enlist participatian of the community.

8. Research works:
conduct surveys /studies at national level.

we tried 1o do something about asthma and we asked 1o do something about smoking cessation, but our
Montanegra Health Care Law does nat suppart any activities in pharmacy except the “classic” type of pharmaceutical
activities [dispensing medicines and campaunding in labaratory of pharmacy).

Nepal's national health policy (1991) had previously focused on factors like reduction of maternal martality,
infant mortality ete. Back then, the majority of deaths was due to communicable diseases and easily
preventable anes like diarrhoea, cholera, viral fever, elc. Life expectancy was also quite low. After
implementation of the heallh policy, there was remarkable progress in these indicatars. The current health
palicy (2015) has focused on those diseases plus, NCDs as well. But the history of pharmacy profession is
quite new here and it has nat been mentioned much in the health palicy. Peaple are recently anly
understanding the role of pharmacistsin the health sector So thereisanincreasing momentum Lo provide
such roles to pharmacists as well and it has been starting with employing the hospital pharmacy directives.
The number of pharmacists has also significantlyincreased in recent years and the community pharmacy
sertoris also showing signs of a paradigm shift in the coming decade.

Nepal

New Zealand Significant apportunity prevented by currentregulation and lack of funding.

Aside from traditional herbal healers, community pharmacists remain the main gateway La care in Nigeria. A
lot of lives have been saved through interventions made by community pharmacists thraugh screening

Nigeria services and health promotion campaigns. The Pharmaceutical Saciety of Nigeria is currently working on
palicy and strategy documents that will direct pharmacy practica in terms interventions services in relation
to varying disease conditions which are expected to be guiding references for pharmacy practice.

wWe believe that NCD preventian campaigns will play avital role in Pakistan. Most people are unaware of
prevention tips and technigues. Pharmacists are highly concerned and motivated 1o work in this area but we
have limited resources and inadeguate training. We are willing 1o attend training on the prevention of NCDs
and how to raise awareness and counsel the community regarding NCDs.

Pakislan
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The pharmagistis important in the compliance of patients’ therapy since they are expert prafessionals in
Panama medicines. The patient has more confidence towards 1the pharmacist, tao make any guery. The pharmagist
must dlways be part of the health team.

The Philippine Pharmacists Association has created agroup 1o lead in NCD prevention and treatment,
Philippines particularly, on medicines adherence. The group is currently formulating a position paper and participating
incompetency building activities such as the Asthma Educators’ warkshop.

The role of the pharmacist is evolving, Fharmacisisarato play arolein the prevention, screening, patient
Rwanda referral and treatment follow-up, however different Lraining programmes are necessary Lo get adequate
skills and knowledpe nacessary.

Sierra Leone Our pharmacisis do play a role in NCDs in the country. This has largely not been coordinated and recorded.
We would endeavour to do more inthis veinin the {uture.

Slavenia Caommunity pharmacisis are notinvalved in health pramotion programmes.

Related with the national NCD-strategy (see hitps:/bit ly/2CKEhgU) and the Postulat Humbel [see

hitpsirhitly/znEAloc) thereis a lolongoing in Switzerland. We are planning to start a projectin the field of

chraniccare management in 2018/2019 and we will also develop a post-graduate/continuous professional

development course in relation with this project. We are also planning tointroduce a self-management
Swilzerland programme {or chronic patients in pharmacies {project will probably start in 201g).

Also concerning patient health records there are a lot of activities ongoing in Switzerland (see
htips:/fhit.ly/2UoFIKg). A national ePatient Dossier does not exist yet, but this will change during the next
years. The pharmacistis an importiant playerin all these activities.

In all cases, when we speak of pharmacists’ activities in cammunily pharmacy, this does nat imply
Uruguay necessarily the intervenlion of a pharmacist, but rather Lhe intervention of all the employees of the
pharmacy. In our country, the presence of pharmacists in community pharmacies is very low.

The authority varies by state. Some are authorised at population level, same via collaborative practice
agreements, and some do not need speciflic authority. All pharmacies at a minimum are serving as a public

USA information site. Others are serving as a facilitator and/or partner in screening activities. Many are now
daing disease management programmes and our provider status legislation will help address the access and
coverage issues for these services.

Pharmacists carry out public campaigns and use television to educate the public on NCDs. Pharmacisls
Apainst Drug Abuseis part of the Pharmaceutical Society of Zimbabwe activities programme Lo educate the

Zimbabwe public on drug abuse; mental health has been covered in joint symposium with medical practitioners. The
whale programme is often hampered by lack of l'nancial rewards when monitoring and screening of NCDs is
dane.
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4.1 Australia

InAustraliathereare overs,450 community pharmacies offering a highly skilled network of primary healthcare
professionals providing quality advice and services,

Community pharmacies are well distributed and in accessible locations, often operating over extended hours
seven days aweek in urban, rural and remote areas.

There has been a shift in Australian primary care from fragmented care towards patient-centred and
multidisciplinary care* Australia has followed the international lead in exploring the role of the practice
pharmacist, defined as “a pharmacist who delivers professional services from or within a general practice
medical centre with acocrdinated, collaborative and integrated approach with an overall geal to improve the
quality use of medicines of the practice population”?

Currently workforce issues are being robustly debated. General practitioner shortages in rural and remote
areas have highlighted potential extended roles for pharmacists to improve the fight against NCDs.?

There is a strong belief that collaborative medication management between the GP and the pharmacist could
reduce costs to the health system from adwverse drug events and sub-optimal adherence to medication
regimens. Funding models need to be further investigated to ensure cost-effectiveness of flexible models of
care?

Pharmacy organisations have highlighted the benefits of increasing the role of pharmacists in chronic disease
management, especially in underserved communities where the breadth of locations in which pharmacist’s
work could contribute to improved health outcomes. Despite significant activity in pharmacist-led pilot
projects in chronic disease, these have not translated into sustainable care models at community pharmacies,
in contrast to international models in countries such as the USA, Canada and the UK.?

4.1.2.1 Screening for cardiovascular diseases {CYD-screening)

A CVD risk profiling of patients :30¢ years without diagnosed heart disease was conducted in 14 rural
community pharmacies. A total of 644 subjects were screened and 73% of those who were considerad at
increased risk were advised to consult their doctor.

The advice provided alse had behavioural benefits, with 191 participants (55%j) reporting one or more lifestyle
changes; 31.8% reported increased exercise, 16.4% weight loss, 20.8% improved diet and 3.6% had quit
smoking.3

4122 Cardiovascular risk reduction

In order to reduce cardiovascular risk, pharmacists from 10 pharmacies received training in CVD risk factor
management and how to facilitate patient lifestyle modification.

There were 70 patients aged 5o-74 years, without diabetes or cardiovascular disease, taking medicines for
blood pressure or cholesterol. Pharmacists provided assessment, recommendations and targets for risk
reduction over five monthly sessions.+s

Relative risk reduction (RRR} for CVD onset over the next five years was 24% {p<0.0o1}). Reasons for that were
reductions in mean systolic blood pressure {7 mmHg), diastelic blood pressure (s mmHg), total HDL cholesterol
ratio (0.2}, waist circumference (-2 em in males, -0.7 cm in females) and other risk factors. Several key health
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behaviours improved, including diet quality and physical activity levels, The prevalence of non-adherance to
cardiovascular medication regimens dropped by 16 percentage points to 22%.

4131 Diabetes

The Pharmacy Diabetes Care Programme, a 2006 pilot project led by Krass et al® was developed through the
University of Sydney. Patients received an ongoing cycle of assessment, management and review during four
visits at regular intervals over six months compared with usual care.

The services included blood glucose monitoring, education, adherence assessment and reminders, and checks
for complications related to diabetes.

Theintervention group showed significantly greater improvements in glycaemic contral, a mean reduction in
HbA1C of -0.97% (95%C: -0.8, -1.14) compared with -0.27% {95% CI: -0.15, -0.39) in the contral group.b

4132 Asthma

The Pharmacy Asthma Care Programme 2006, was conducted at the University of Sydney by Carol Armour.
Community pharmacists’ interventions consisted of patient assessment, education, support and monitoring
to facilitate self-management in patients at risk of poorly controlled asthma compared with usual care”
Results were the following:

e The proportion of patients with asthma, classified as severe, declined significantly from 87.9%to 52.7%
{p<0.001); the contrel group remained unchanged (71.2% to 67.9%).

e The proportion of patients with a correct inhaler technique increased from 24.3% at baseline to 72.90%
at the final visit {p<0.co1) in the intervention group.

e The proportion of patients with an asthrma action plan increased from 23.2% at the beginning to 63.5%
at the final visit in the intervention group (p<c.001) versus 36.6% of the control group at the end of the
study.

4.1.3.3 Hypertensicn

Community pharmacists were enabled to improve patient adherence and/or persistence to antihypertensive
medications. The multifaceted intervention consisted of: home blood pressure monitoring; training of self-
monitering of blood pressure; motivational interviewing; medication review, and prescription refill reminders
via SMS, phone or mail at baseline, after three and after six months.

The intervention was tested in a randomised controlled trial with the otyjective to improve blood pressure
control(n=207)8 The adherence to drug therapy improved in the intervention group compared with usual care
and systolic blood pressure was significantly reduced (-1ommHg) in the intervention group.

4134 Future pilot projects

Against a backdrop of a review and reform agenda in Australia, there has been significant interest in the
Pharmacist Chronic Disease Management Pilot, which will give eligible patients the freedom to visit their local
pharmacy when monitoring and managing their chronic illnesses in collaboration with their usual general
practitioner. Working under a care plan developed by the GP, pharmacists will provide regular monitoring,
dose refinement, earlier intervention and prompt referral back to the GP when necessary.

The programme is aimed at easing the current burden on doctors, with more than half of all visits to GPs
currently involving the management of at least one chronic condition.

The programme had an 18-month pilotin three locations within a state of Australia, with 30 patients enrolled
at each site. Through this programme, GPs will assess eligible patients and develop a care plan in relation to
the management of one or more of the agreed chronic conditions. Pharmacist interventions will target
conditions such as asthma, hypertension and hypercholesterolaemia, as well as patients on anticoagulation
treatments?



| p75

4.1.4.1 Cultural awareness for Aboriginal and Torres Strait Islander patients

Aboriginal and Torres Strait Islander people generally have significantly poorer health than other Australians
and typically die at much younger ages.* About 80% of the mortality gap between Indigenous and other
Australians aged 35-74 years is due to chronic diseases

Pharmacists can assist with screening and risk stratification through use of a cardiovascular risk tool,
developed for use in a specific region and adapted for this specific population.®

People with high levels of chronic disease often need to access a large number of health professionals and
may have to access medicine services from a variety of providers including doctors, nurses, and Aboriginal
health workers, 2 Pharmacists can play an important role in assisting patients to access the care they require,
encouraging registration and utilisation of electronic health records.*?

Cultural awareness training for community pharmacias/pharmacists to engage Abariginal and Torres Strait
Islander patients has been strongly advocated.® A culturally safe pharmacy may include welcoming signs or
symbaols reflecting the local culture, health resources specifically written for Aboriginal and Torres Strait
Islander people and a private area to discuss medicines or employment of Aboriginal and Torres Strait people
within the pharmacy

4142 Diabetes care projects and services

Diabetes care projects and services are intended to increase the awareness of the targets for diabetes for
blood sugar levels, cholesterol (HDL and LDL specifically), blood pressure, glycated haemoglobin, body mass
index, waist circumference, exercise, and diet. However, this awareness needs to be tailored for certain risk
groups — especially the elderly, with regards to blood pressure and blood sugar levels,

4.1.43 Asthma projects

A high population prevalence of asthma (10.2%) in Australia underpins its listing as a national health priority
area. Despite significant national efforts to improve asthma management, several areas remain of concern,
These include inappropriate medicines use, lack of self-management skills and lack of access to timely and
comprehensive care.®

In Australia a “personally controlled electronic health record” will be introduced in 2018/2019, and which
patients can optinto. There is an opportunity for pharmacy advocacy to lead thisinitiative. Reminder systems
such as SMS for CVD, diabetes and asthma are in place. A reminder system for prescriptions is already in
cperation®

An Australian randomised controlled trial of a computer-generated photo-ageing service {demonstrating the
detrimental effects on facial physical appearance of smoking) in addition to standard smoking cessation
advice froma pharmacist was effective in stopping young people {mean age 24 years) smoking compared with
controlusing co-validated measures {13.8% n=22/80 vs 1.3% n=11/80} at six months.*

4151 Text messages to reduce cardiovascular risk factors

A study was conducted to examine the effect of a lifestyle-focused semipersonalised support programme
delivered by mobile phone text message on cardiovascular risk factors. Patients in the intervention group
{n=352) received four text messages per week for six months in addition to usual care. The text messages
provided advice, motivational reminders and support to change lifestyle behaviours. Patients in the control
group (n=358) received usual care. The messages faor individual participants were selected from a bank of
messages according to baseline characteristics {e.g.,, smoking) and delivered via an automated computerised
message management system. After six months, LDL-C, BMI, smoking rates and systolic BP were significantly
lower in the intervention group, with significant increases in physical activity. Patients reported the text
messages to be useful (91%), easy to understand (97%), and appropriate in frequency {86%}.%
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4.1.6.1 “Quit for new life”, Australia

In 2015, Health Stats in New South Wales {NSW) reported 45% of NSW Aboriginal women smoked during
pregnancy, compared with 7.4% of non-Aboriginal women. A voucher system provided free nicotine
replacement therapy to Aboriginal women and their household members who smoke, redeemable through
community pharmacies across NSW. This project is a collaboration between community pharmacies and local
health district authorities and was scheduled to end in 2017/2018.

The 2015 FIP report “Sustainability of pharmacy services: Advancing global health”® revealed a common
concern among pharmacy associations worldwide over the long-term financial viability of community
pharmacy owing to successive price and margin cuts. Although Australia has pioneered many service-focused
madels of care, including those aimed at fighting NCDs, these are yet to evolve into sustainable madals,
supported by government and embraced by other healthcare professionals.
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4.2 China

Pharmacy is a relatively new profession in China. Until recently, there was no law regulating the pharmacy
profession. However, the new Pharmacist Law of the People’s Republic of Chinacame into force on 15 January
2017 and the country is now in the process of building a better environmeant for pharmacists. The law mainly
focuses on the following seven points:

Establishment of China's pharmacist management system,

Defining who the “Pharmacist Law” will apply to;

Determining the conditions and methods of access to a pharmacist;

Stipulating the scope of practice and business of pharmacists, their rights and obligations;
Regulating pharmacists’ competence assessment and training requirements;

Stipulating the legal responsibility of pharmacists; and

Combining the management experience of physicians and nurses,

N o ks wN e

Currently, most pharmacists in China practise in hospitals at all levels. Many staff members in community
healthcare centres are not higher-education-trained professionals and just receive short-term training before
entering into practice. Only a few of them are professional community pharmacists. However, with the
development and reform of the healthcare system, a dramatic number of community healthcare institutions
has emerged and the importance of community pharmacists has been recognised. The promotion of
pharmaceutical services to guarantee the safe use of medicines and improve clinical effect is of great
significance.

Presently, there seem to be few projects focusing on disease prevention, screening or referral in the
community setting by pharmacists, and there are not many initiatives in which Chinese pharmacists have
participated. Due to the large population of China, the number of pharmacists available in the country is far
from being sufficient. However, pharmacists in China are trying to take advantage of the mass media to
propagate prevention advice for some chronic diseases,

4231 Diabetes

A total of 164 patients with confirmed type 2 diabetes mellitus were selected from a community in Hangzhou
and were randomly assigned to an intervention group (n=82) or a control group {n=82). Patients in the
intervention group received pharmaceutical care for six months under the guidance of community
pharmacists, while those in the control group did not. Fasting blood glucose, postprandial zh blood glucose,
glycated haemoglobin (HbA1c), medication adherence, the incidence of adverse drug events and patient
satisfaction were compared before and after the pharmaceutical care intervention between the two groups.
Comparing the values with those before intervention, fasting blood glucose, postprandial 2h blood glucose,
HbA1ic, and the incidence of adverse drug events significantly decreased after intervention in intervention
group (P<c.05), while medicines adherence and patient satisfaction significantly increased *

4232 Asthma

Research conducted by Tongji Hospital in Shanghairdivided 122 patients into observation and control groups
to determine adherence rates. The adherence rates in the observation group were 36.7%, 52.30% and 59.06%
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before the intervantion, four weeks after the intervention and six months after the intervention, respectively.
The corresponding results in the contral group were 39.34%, 42.62% and 29.51%. The adherence rates at four
weeks sixmonths after the intervention differ significantly between the two groups.

4.2.33 Cancer

In 2013, a project was carried out in the Jiangsu Province3 enrolling 354 patients with cancer pain. Hospital
pharmacists trained community and village doctors on the treatment of cancer pain so they could promote
pharmacy services to cancer patients and their families between January and December 2013. Hospital
pharmacists offered patient consultations and telephone follow-up, and provided pharmacy services to
patients with cancer pain and their families in community outpatient clinics. A questionnaire survey was
conducted ameng patients before and after receiving the pharmacy service to assess the pain treatment
understanding, pain treatment outcomes, adverse reactions to medicines and the level of satisfaction of
patients and their families.

Researchers concluded that patients’ knowledge about their treatment increased from 45% before the
intervention to 92% afterwards. From January to December 2013, there were 138 outpatients with tumeours in
the hospital, of whom 136 received the three-step analgesic treatment: 55% of patients experienced complete
remission of the pain, and 34% expressed that they had experienced partial remission. Ninety-five percent of
the patients were satisfied with the service.

The education of pharmacists in China has not been totally separated from other pharmaceutical sciences.
The curriculum consists of chemistry, biology, physiology and pharmacotherapy. A relative paucity of clinical
practice may be a drawback for pharmacist training in China.

Due to the large number of patients and relative shortage of pharmacists in China, some patients cannot
achieve good pharmaceutical care. To solve the problem, an oncological hospital in Beijing has set up aclinical
pharmacy with a big data centre to establish a new mode pharmaceutical service, with the help of
mathematical models and intelligent management. It can maonitor, analyse and assess the safety,
effectiveness and economy of medicines. The introduction of this new system promotes considerably the
pharmaceutical service,

The collaboration between pharmacists and other healthcare professionals is now mainly confined to top-
ranking hospitals in developed cities. When coming across problems about adverse drug reactions,
combinations of medicines, or dosing decisions, physicians invite pharmacists to participate in the
consultation. Pharmacists will put into practice skills and information regarding the population
pharmacokinetic models to help resolve problems.

The currently available pharmacists cannot cope with the needs of China'’s large population. Also, as
mentioned before, there has not been a formal law on pharmacists, which represents an important limitation
in terms of their scope of practice. In addition, the general public does not know much about pharmacists and
prefer to trust physicians to solve their problems on medicines rather than turning to pharmacists.
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4.3 Finland

The medicines act in Finland states that pharmacies may offer services aimed at improving health and well-
being and preventing diseases, as long as they do not increase the unnecessary use of medicines or disturb
the dispensing of medicines or medicine counselling. So there are no legal requirements for pharmacies for
health promotion, but they are allowed to be involved init.

Despite the lack of legal requirements, Finnish pharmacies have been involved in public health and disease
management programmes for over two decades. Health promotion campaigns and initiatives by pharmacies
have been conducted systematically and are now an essential part of pharmacies’ functions. Pharmacies are
inaunique position to raise awareness of these issues amaong the population, because pharmacy is by far the
most frequently used health care service in Finland.

For local interprofessional cooperation there are abligations for both pharmacies and physicians:

o The Ministry of Social Affairs and Health requires that the prescriber pursue co-operation with local
pharmacists in order to realise counselling about medicines and safe, effective and economic
medicines treatment.

e The Finnish Medicines Agency rules that the prescriber and the pharmacists must co-operate to
ansure consistent and extensive information about medicines to the patient

The medicines policy and other related documents also emphasise that multidisciplinary cooperation and
agreeing on joint policies and goals regionally and locally are prerequisites for securing systematic and
sustained operations.

There are three disease management programmes ongeing in Finnish pharmacies: the asthma programme
since 1997, the diabetes programme since 2c01 and the heart programme since 2005, All of these programmes
are widespread across Finland and nearly 95% of pharmacies are taking part in them. These programmes for
pharmacies were created as part of national health programmes, in order to meet the needs of global and
national health policies and public health priorities. Their geal is to enhance pharmacists’ involvement in
patient care in order to get better outcomes from medicine therapies, in prevention of chronic diseases and
their exacerbations, and in detecting those patients at high risk.

In all of these pharmacy programmes, counselling is used to ensure the success of pharmacotherapy. At the
same time, the patient is encouraged to make lifestyle changes that improve the control of the disease and
functional capacity, such as increasing physical exercise and quitting smoking.

Pharmacies take part in national campaigns, such asraising awareness about blood pressure on brain health,
quit-smoking campaigns or raising awareness of diabetes risk. Pharmacy customers are offered minor
interventions on a campaign basis or a regular basis: far example measuring blood pressure, testing lung
capacity of smokers with microspirometers, asking asthma patients to take an asthma control test before
sending their prescription for renewal, or encouraging those with apparent metabalic syndrome to complete
adiabetes risk test.

On top of these three public health programmes, about a third of pharmacies are involved in promoting
physical activity. The “Liikkujan Apteekki” {“Pharmacy physical activity”) programme has been run by the “Fit
forlife” programme, the Organisation for Respiratory Health in Finland, the Association of Finnish Pharmacies
and the Regional Sports Federations since 2009. 1ts dim is to incorporate discussion about the importance of
physical activity into medicines counselling of patients with a chronic disease, whenever it seems suitable. In
this concept pharmacies share information about local activities and know where to refer patients who need
guidance on how to start exercising safely and in a sustainable manner. The target group for pharmacy
activities are those whose physical activity level is too low for managing their chronic disease, The goal is to
include pharmacies as part of the regional physical activity and wellbeing care chain.
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4.3.3.1 Asthmga, COPD and atopic diseases

The goal of the asthma programme for pharmacies is to promote successful treatment of asthma and ¢hronic
obstructive pulmonary disease (COPD) with counselling available at pharmacies. The programme also takes
into consideration the fact that a good treatment of other atopic diseases is a prerequisite for good control of
asthma.

Pharmacy’s tasksin the asthma programme related to medicines counselling include:

o Counselling related to the pharmacotherapy and the motivation for the correct use of medicines,

e Revisionsand precisions of the basic characteristics of asthma medicines, in particular the difference
between medicines treating the disease and those treating the symptoms;

e Guidance on using inhaled medicines and on the devices used;

e Recognising exacerbation periods of the disease and revising the self-care principles;

o Following the implementation of pharmacotherapy, recognising possible problems and solving them
together with the patient and the doctor;

o Recognising patients in need of more efficiant treatment and referring them to doctor or nurse; and

e Giving guidance in self-care, and taking the disease and regular medication into account when
selecting a suitable self-care {OTC) medicine.

Pharmacy’s tasks related to motivating lifestyle changes include:

e Encouragement to quitsmoking;

o Highlighting the significance of physical activity in the treatment of respiratory disease and the
maintenance of functional capability; and

e Supporting lifestyle changes and sharing information about local activities.

4.3.3.2 Diabetes

The main purpose of the diabetes programme for pharmacies is to contribute to the treatment success and
the prevention of diabetes and its comorbid conditions. Detecting customers at high diabetes risk (using the
diabetes risk test) and monitoring the overall medicines use are part of the pharmacy programme,

Pharmacy'’s tasksin the prevention and treatment of diabetes related to medicine counselling include:

o Supporting the diabetic patient’s self-care, counselling related to the medicines and
pharmacotherapy, and motivation for the correct use of medicines and treatment follow-up;

o Monitoring the implementation of the pharmacotherapy, recognising possible problems and solving
them together with the doctor and the patient;

e Referring to anurse oradoctor, if necessary,

o Screening forany overlapping medicines or medicing interactions;

e Guidancein financially sensible methods for acquiring the medicines; and

o Taking diabetes and regular medication into account when selecting a suitable self-care {OTC)
medicine,

Pharmacy’s tasks related to motivating lifestyle changes include:

o Discussing the significance of a healthy diet, weaight control and physical activity in the prevention
and treatment of diabetes;

e Encouragementto quit smoking;

o Supporting lifestyle changes, among others by sharing information about local activities and
operations, and by using material suitable for the topic; and

e Recognising at-risk patients and referring them for treatment.
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4.3.3.3 Cardiovascular diseases

The goal of the heart programme for pharmacies is the successful treatment of cardiovascular diseases and
promoting cardiovascular health together with other health care operators and organisations.

Pharmacy’s tasks in the prevention and treatment of cardiovascular diseases related to medicine counselling
include:

o Counselling related to the medicines and pharmacotherapy and motivation for the correct use of
medicines and follow-up of the treatment;

e Following the implementation of the pharmacotherapy, recognising possible problems and solving
them together with the doctor and the patient;

o Referring to anurse oradoctor, if necessary,
e Screening forany averlapping medicines or medicine interactions;
o Guidancein financially sensible methods for acquiring the medicines and

e Taking the disease and regular medication into account when selecting a suitable self-care {OTC)
medicine.

Pharmacy’s tasks related to motivating lifestyle changes include:

e Encouragementtoquit smoking;
o Discussing the significance of a healthy diet, weight control and physical activity in the prevention
and treatment of cardiovascular diseases;

e Supporting lifestyle changes, among others by sharing information about local activities and
operations, and by using material suitable for the topic; and

e Recognising patients at high risk of developing cardiovascular diseases and referring them to
treatment,

In each of the above disease managemeant programmes, pharmacies are requested to nominate one or two
contact personswho are pharmacists. So there is a nationwide network of about 1,500 public health ariented
professionalsin Finnish pharmacies. The Association of Finnish Pharmacies keeps arecord of all these contact
persons and shares information with them on a regular basis about education possibilities, national
campaigns, new materials, tools for counselling, ete.

These contact persons are offered one day’s training about the aims of the disease management programmes.
Their tasks include learning about the disease and the current care guidelines, and maintaining the
competence and training of other pharmacists in-house. Thay serve as a link between pharmacy and other
lacal healtheare professionals and patient organisations.

The Finnish Pharmaceutical Learning Centre offers suitable courses for contact persons in each disease
management programme.

Digital technelogy is evolving rapidly, but so far it has not been widely used in pharmacies to support those
with chronic diseases in the management of their condition. New digital technologies are currently tested to
promote healthy lifestyles among those with a high risk of diabetes in a multicentre Stop Diabetes project.
Pharmacies inthreeregionsinFinland are taking part inthis project (https.//bit.ly/2F¥wqbf). Those with a high
diabetesrisk are provided with “StopDia” web apps, which help them to make healthier choices in their daily
lives. Pharmacies’ role is to detect those at high risk using an online diabetes Risk test, and refer them to join
the study and for subsequent interventions.

Maobile technology has also been piloted to support change management in allergic rhinitis and asthma
multimorbidity, but these apps have not reached a wider population yet.
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The pharmacy disease management programmes are strongly directed at local interprofessional cooperation
between pharmacies, other healthcare providers and patient orgamisations. Cooperation helps to ensure
commeon practices and guidance throughout the patient’s care chain.

There are goals for cooperation included in each of these programmes. The pharmacy’s tasks in co-operation
include:

o Agreeing about local operaticnal methods, together with other healthcare providers and patient
organisations;
o Participating in disease-prevention activities with other local operators; and

e Sharing information about suitable patient arganisations and ensuring the availability of related
materials.

In the early years of these disease management programmes, it was discovered that the frequent cooperation
between pharmacies and other healthcare professionals increased. New local activities and action models
have been set up and joint education for pharmacists and other health professionals has become more
COMMan.

Pharmacies have been recognised as a significant additional resource in tackling public health risks and
chronic diseases. In stakeholders’ view, when implementing a national disease management programme,
networking of experts with primary care doctors and nurses as well with pharmacists is the key for effective
implementation.

Regular surveys among pharmacy contact persons indicate that the key challenges in the local
implementation of disease management programmes in community pharmacies are lack of cooperation with
other healthcare providers and lack of time.

Furthermore, pharmacists wish for more public visibility of cemmunity pharmacists’ involvement in the
national public health programmes, in order to create awareness of availability of their specialised services.
Contact persons who have responded to the surveys have perceived that the goals of the national public
health programmes would be best achieved by promoting multidisciplinary collaboration, and increasing
training, public awareness and support from the management to assure implementation.

One limitation in implementing the disease management programmes in pharmacies may be that counselling
in pharmacies still seemns to be more medicinal product-driven and less advisory concerning lifestyle changes
such as smoking cessation and physical exercise. Furthermeore, results of surveys among contact persons in
pharmacies are limited to their views and opinions.

The key elements for involving pharmacies successfully in the national health programmes are that:

e Pharmacies have resources for implementing health programmes (qualified staff, economical
possibilities etc.);

o Thereisarepresentative body coordinating the pharmacy programme;

e The programmeis planned with all the relevant stakeholders {physicians included) and supported by
influential bodies (Ministry of Health, etc.);

e Local interprofessional co-operation is encouraged; and

o Continuous{preferably interprofessionall education is organised and available on a regular basis.

1. Alakoski A Dormischian T, Koskinen K, Saarikallio E, Teinild T, Airaksinen A, Peura S. Community
pharmacists’involvementin the National Development Programme for the Prevention and Care of
Diabetes (DEHKQ] {in Finnish, abstract in English), Dosis 3/2011, 5.111-121,

2. Bousquet | et al. ARIA Phase 4 {2018} Change managementin allergic rhinitis and asthma multimorbidity
using mobile technology. | Allergy Clin Immunol, 2018 Sep 28, pii: S0091-6745(18)31359-9.
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3. HaahtelaT, valovirta E, Kauppi P, Tormmila £, Saarinen K, von Hertzen L, Makeld M), The Finnish Allergy
Programme Group. The Finnish Allergy Programme 2008-2018 - scientific rationale and practical
implementation. Asia Pac Allergy. 2012 Oct; 2{4): 275-279.

4. Heikkild JH, Parkkamadki 5, Saliméki |, Westermarck S, Pohjancksa-Mantyld M, Commynity phamacists'
knowledge of COPD, and practises and perceptions of medication counseling of COPD patients, Int |
COPD, 2018, 13: 2065-2074

5. Kleme], Himberg K, Vanhanen J, Pohjanoksa-mdntyld M, Backas L, Airaksinen M, Peura S. A review of the
research on the National Heart Programme in Finnish community pharmacies - how well the
programme’s goals have been met? {in Finnish, abstract in English). Dosis 3/2011, 5.125-139,

6. KurkeT, Salimdki ], Airaksinen M, Silén S-M, Pietild K. The development and importance of Finnish
community pharmacies’ involvement in smoking cessation in 1985-2011 {in Finnish, abstract in English}.
Dosis 3/2011, 5.125-1389,

7. Mononen A, Niskanen A, Nummi §, Nyqvist L, Kurko T, Peura §, Saliméki |. Implementation of the National
Asthma Pragramme in Finnish community pharmacies {in Finnish, abstract in English). Dosis 3/2011,
5.100-112.

4.4 Germany

Germany has about 8o million inhabitants, with 70 million covered by statutory health insurance, five million
covered by private insurance and another five million insured via state aid. Health insurance is mandatory in
Germany. Prices for prescription medicines are regulated and are identical all over the country. German
pharmacies are regulated by the German Pharmacies Act that specifies the responsibility of community
pharmacists as “the proper supply of medicinal products to the population”.

One individual holding a German licence to practise as a pharmacist can own up to four community
pharmacies {a main pharmacy and three branches) and requires a permit from authorities to operate them.
Pharmacy chains are forbidden in Germany, as is third-party ownership. The country has about 20,000
community pharmacies, and there are about 24 community pharmacies per 100,000 population and 384
hospital pharmaciesin total,

In hospital pharmacies, pharmacists must inform physicians on pharmaceuticals, especially with regards to
purposeful and economical pharmaceutical therapy. This also applies to ocutpatient pharmaceutical care.

The Federal Union of German Asscciations of Pharmacists (ABDA) is the umbrella organisation of 17 chambers
and 17 associations of pharmacists and the professional representation of about 60,000 German pharmacists.

The Federal Chamber of Pharmacists supports pharmacists to provide pharmaceutical services such as
prevention or medication management through guidelines and work aids. These guidelines reflect the current
state of science and technology and should be read as a recommendation to support a consistent quality of
service delivery. Additional services, which are carried out in the pharmacy, are not standard services, for
which the pharmacies are remunerated by the statutory health insurance. German legislation {(Social
Insurance Code, Book 5, SGB V) in its current version does not allow for an extended role for community
pharmacists,

German community pharmacies are often organised in cogperatives with ajoint marketing system. On official
days, such as World Diabetes Day, World Osteoporosis Day and Waorld AIDS Day, the cooperatives organise
numerous health actions that are conducted in pharmacies, forinstance using the FIND-RISK test for diabetes
prevention, conducting ultrasound densitometry bone tests or advising on how to prevent HIV infections, or
testing for atrial fibrillation. Some action days are also organised country wide by ABDA, supporting the
participating pharmacies with campaign materials and infermation packages.

Many pharmacies in Germany offer screening and related advice in the areas of blood pressure measurement
and body mass index determination, LDL, HOL, total blood cholesterol, triglycerides and glucose. If necessary,
patients are referred to the treating physician after the consultation. Pharmacies might also offer nutritional
advice and assistance with smoking cessation. All services are offered on a self-pay basis.
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The Bavarian Chamber of Pharmacists founded the Scientific Institute for Prevention in Health Care (WIPIG)in
July 2007. The intention was to promote the idea of prevention in society and pelitics and to develop new
prevention concepts. For this, the Institute creates various action packages, information materials, training
and publications for pharmacists. Furthermore, the possibilities of the public pharmacy in the field of
prevention and health promotion are explored.

Every patient who regularly receives more than three prescription medicines is entitled to a medication plan.
This plan is identical nationwide and is issued by the attending general practitioner in paper form. If the
patient buys non-prescription medicines from a pharmacy, the pharmacist can update the medication plan
{also by hand), if necessary, from his or her perspective.

For every prescription, the prescribed drugs are checked for interactions using pharmacy software.
Contraindications are resolved together with the prescribing physician. Extended offers are medication
analysis and medication management, which are described in the respective guidelines of the Federal
Chamber of Pharmacists.* The medication analysis evaluates manifest and potential drug-related problems,
develops possible solutions to these problems, and establishes an agreement with the patient and the
attending physician. For medication management, this activity is carried out continuously. The goals are to
minimise drug risks and increase the effectiveness of drug therapy.

4.4.3.1 Discrepancies on medication plans detected in German community pharmacies

Participants in a medication safety course evaluated medication plans from their patients during the
performance of medication reviews in community pharmacies. Discrepancies were defined as additional or
missing medicines, deviations in dosage and medicine names for prescription medicines, and missing or
additional non-prescription medicines. Eighty percent of the patients had their medication plan written only
by the general practitioner, thus it revealed discrepancies in the medicines used by the patients. Community
pharmacists offering medication reviews have an essential position to use the medication plan as a central
link between patients and their prescribers, and therefore improve patient safety. Deviations from the plan
were observed frequently with antihypertensives {31.4%), analgesics {11.3%) and antidepressants/hypnotics
as well as lipid-lowering medicines (6.7%). A total of 433 non-prescription medicines were not listed, mainly
analgesics, mineral supplements and laxatives.?

4.4.3.2 WestGem project: Selection of eligible patients for medicines use review

In the WestGem project the acceptance of the prescribing general practitioner to implement pharmaceutical
recommendations was measured, factors influencing physicians’ acceptance were explored and evidence-
based criteria for the selection of patients eligible for medicines use reviews were identified, The first stepin
patient selection could be the number of medicines in use and medicines reconciliation. Longitudinal patient
care should be preferred over single medicine reviews, The project was well accepted by physicians.?

4.4.33 ATHINA: Medicines safety in community pharmacies

ATHINA is a medicines safety project in German community pharmacies that is endorsed by four chambers of
pharmacists in Germany. It consists of a brown bag analysis and consultation on drug-related preblems. From
2012 to 2015, 241 pharmacists documented 912 medicines reviews with an average of 10.843.6 medicines. In
75.7% of cases, the pharmacists could document a solution for the drug-related problem. The project is
ongoing.*

Traditionally, German pharmacies also offervarious services such as home delivery, night-time and emergency
services and individual compounding {individually prepared parenteral solutions, cytostatic preparations,
methadone preparations and standard formulations).

4.4.3.4 5 GLICEMIA 2.0

WIPIG and the Friedrich-Alexander-University Erlangen-Nlrnberg developed a structured programme with a
focus onsecondary and tertiary prevention in type 2 diabetic patients by pharmacists, i.e, trying to detect the
disease early and prevent it from getting worse; and trying to improve the quality of life of patients and to
reduce the symptoms. The benefits and feasibility of the intervention are evaluated in GLICEMIA 2.0, a
randomised, controlled trial In this study, the impact of the intensive pharmaceutical care on the glycaemic
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control is of particular importance. The structure and content of GLICEMIA 2.0 is based on the concept of
GLICEMIA {2012-2014), a lifestyle intervention programme with focus on primary prevention of type 2
diabetess The first results are expectedin 2019,

The education of pharmacists in Germany consists mostly of pharmaceutical chemistry, technology and
biclogy with an amount of just 5% of clinical pharmacy that was added to the curriculum in 2oo1. Even though
the education is based on natural sciences, and continuing pharmaceutical education is not mandatory, the
majority of German pharmacists attend postgraduate training to learn how to provide good consultations as
a community pharmacist or a hospital pharmacist. There are specialisation courses run by the chambers of
pharmacists on the following topics that include NCDs: community pharmacy, nutrition, prevention and
health promotion, oncological pharmacy and geriatric pharmacy.

Thechambers of pharmacists and some universities offer specific courses on medicines therapy management,
and some of them {e.g. ATHINA, ARMIN, PHARMADHERE) are or will be scientifically evaluated. Some hospitals
started to employ pharmacists in the wards additionally to the traditional hospital pharmacist role.

4.4.41 Training certificate for pharmacists

The pharmacy chambers offer nationwide a variety of courses with a certificate on the following topics:
asthma, diabetes, cardiovascular disease, cancer, interactions, medication analysis and management,
palliative care, and medication managementin the hospital for pharmacists on the ward.

4.4.4.2 ApPOAMTS

In German, a pharmacy is an “Apotheke”, the abbreviation being “Apo”. Safe drug treatment is abbreviated to
AMTS. OQwners of ApoAMTS pharmacies and theirasseciates undergo a curricular training as an AMTS-manager.
In particular, contents are the implementation of medication management in chronic diseases such as
diabetes,asthma, COPD, hypertension, heart failureand numerous otherindications. The initiative is currently
being carried out in only one federal state {(Westfalen-Lippe). From 2012 to 2018, more than 1,000 pharmacists
received their certificates. They counted for approximately 400 pharmacies and conducted 5,000 medication
analyses. The main problem that arose was non-adherence, explicitly implementing the therapy into everyday
life. Quality indicators were identified as follows: Documentation system, standard operating procedure or
quality-management guidelines, additional qualification of the pharmacists, fixed appointments with
patients, the disclosure of results to patients, and hand-over a final medication plan to patients.®

4443 PharmAdhere study

Pharmacists who engage in pharmaceutical care need skills to optimise responsible medicines use and
improve adherence, A blended-learning pregramme for community pharmacists that fecused on conducting
consultationsinchronic diseases was developed and evaluated. It consisted of e-learning, face-to-face training
and objective structured clinical examinations that were designed to conduct short interventions for either
emergency, initiation, implementation of therapy or early detection of frequent chronic diseases such as
hypertension, diabetes, depression or conditions that require anticoagulation.

Every consultation was conducted in a maximum of 10 minutes. The sums of the analytical checklist points
and the number of correctly answered questions after the e-learning increased significantly (p<oc.o1).
Participants’ self-evaluation revealed a majorincrease in competency after the face-to-face training and their
feedback was positive. By combining the methods described above with effective feedback methods, the
PharmAdhere study showed that sustainable pharmaceutical care can be delivered in real-time situations”

The federally standardised medication plan was introduced in October 2016, It serves primarily to inform
pelymedicated patients. After a transition phase until January 201g, the medication plan on paper will be
replaced by information on the electronic health record.

According to German law, the electronic health record will be introduced by 2021 This will include the
possibility of e-prescriptions. At present, pharmacies are prohibited from dispensing prescription drugs if the
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patientwas notseen by hisdoctorotherthanontheinternet. The planned amendment is intended to advance
tele-medicine further.

In 2011, the Falsified Medicines Directive was published by the Eduropean Commission and shall be
implemented until 2019, The German initiative to prevent falsified medicines from entering the legal supply
chain is called “securPharm”. It is sponsored by all major players in the pharmaceutical distribution chain in
Germany, including pharmacists,

The updated “Apothekenfinder” (“Find your fharmacy”) app of the Federal Chamber of Pharmacists offers the
location-specific search of Garman pharmacies during the day, in the evening and on weekends and public
holidays {for emergency servicel,

Interprofessional collaboration is common in hospitals in arder to assess the best pharmaceutical treatment
for patients or to detect adverse reactions to medicines. In communities, collaboration mainly happens
following mistakes that might have occurred when physicians prescribe,

The profession prepares for digitalisation and more collaboration with other healthcare professionals. In
January 2018, the German Society for Interprofessional Collaboration in the Health Sectorwas founded by two
pharmacists and a GP. It aims to support the development of tools for interprofessional collaboration,

4.4.61 ARMIN project

The ARMIN project (Arzneimittelinitiative in Sachsen und Thiringen) was carried out over four years until the
and of 2018 by the statutory health insurance associations of Saxony and Thuringia, the Saxon and Thuringian
Pharmacists' Associations and the payer AOK PLUS. The goal of the project was to increase the quality of the
drug supply by improving the safety of drug therapies and adherence to treatment, while at the same time
reducing health expenditure through close collaboration between physicians and pharmacists. The
implementation of appropriate modules in the primary software of both healthcare professionals is required
to make the system work. The main focus is on better care for multimorbid AOK PLUS patients with
polymedication. In this project, the electronic medication plan had already been implemented. The main
points of ARMIN were;

o An active substance regulation, which promotes the prescription of active substances instead of
specific products;
e Adrug-related medication catalogue setting out the means of choice for care-related indications; and

e A medication management system that repeatedly analyses the total medication of an insured
person, including self-medication.

The project has not been evaluated yet. Further project details can be found (in German) at
www.arzneimittelinitiative.de. ®

In their policy paper for “Pharmacy in 2030”7, German pharmacists formulated their vision of the role of the
pharmacist for the healthcare system of the future,

Pharmacists have launched initiatives to improve counselling in the pharmacy and to expand cognitive
services, such as madicines reconciliation or medicines Use management. However, thereis no reimbursement
for these pharmacy services yet.

The major challenge in Germany is the increasing number of elderly, multimorbid patients and at the same
time the reduced number of healthcare professionals, especially general practitioners, inrural areas.

Another issue is the delivery of prescription medicines to German patients through the internet from non-
German pharmacies, with German payers covering this service. This is a problern because medicines need to
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be sold at a fixed price by German pharmacies but might be sold for less in other countries, meaning that
German pharmacists are not allowed to compete in their own country,

1. FederalUnion of German Associations of Pharmacists. Leitlinien und Arbeitshilfen.
https://www.abda.de/themen/apotheke/qualitastssicherungo/leitlinien/leitlinieno/ [Accessed 24
January 2019]. German.

2. Waltering |, Schwalbe O, Hermpel G. Discrepancies on mMedication Plans detected in German Community
Pharmacies. Journal of evaluation in Clinical Practice, Yolume 21, Issue 5, October 2015, Pages 886-892

3. Rose Q, Mennemann H, John C, Lautenschldger M, Mertens-Keller D, Richling K, et al. Priority Setting and
Influential Factars on Acceptance of Pharmaceutical Recommendations in Collaberative Medication
Reviews in an Ambulatory Care Setting - Analysis of a Cluster Randomized Controlled Trial {WestGem-
Study). PLoS One. 2016 Jun 2;11(6):20156304. doi: 10.2371/journal.pone 0156304, eCollection 2016, Available
from: https.//www.ncbi.nlm.nih.gov/pubmeds27253380 [Accessed 9 July 2018]

4. Seidling HM, Send AF, Bittmann J, Renner K, Dewald B, Lange D, et al. Medication review in German
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7. LavenA, Deters M, Rose O, Smaranda A, Schwender H, Waltering I, et al. Efficient pharmaceutical care
interventions to enhance drug adherence - How to train community pharmacists (PharmAdhere Study).
Int ] Clin Pharm {2018} 40: 1317.

8. Kassendrztliche Vereinigung Sachsen https//www.arzneimittelinitiative.de/it-umsetzung/it-
vertragsschnittstelle/ [Accessed 24 January 2019]. German.

4.5 India

The role of community pharmacists in India is slowly evolving. Currently pharmacists are seen more as shop
traders than as healthcare professionals.

There are approximately 700,000 pharmacies in the country and the presence of pharmacists is required by
law. However, in many pharmacies, especially in certain parts of the country, there isn't always a pharmacist
onduty,

The level of education of large number of community pharmacists is a Diploma in Pharmacy, which is a two-
year programme.

The sale of medicines is the main activity and patient care services or the concept of pharmaceutical care are
not yetestablished. Pharmacy Practice Regulations 2015 (PPR 2015), released by the Pharmacy Council of India,
have laid the foundation for the healthcare role of the pharmacist. However, the level of implementation is
very low, If these regulations are implemented, they will help in developing the patient counsellor role of the
pharmacist But it may take a very long time.

The Indian Pharmaceutical Association {IPA) and some other organisations consistently advocate for the
healthcare role of the pharmacist.

The IPA is also advocating for the role of pharmacistsin the National Health Programme for NCDs and is in
discussion with the Government of India about the same. India, being the diabetes capital of the world, needs
efforts to control this epidemic. Pharmacists can play a role in early detection, awareness, treatment
manitoring and adherence. The IPA will be soon start the training of community pharmacists for cancer
awareness and referral.

Conducted training programmes for pharmacists by the IPA and various State Pharmacy Councils, in order to
develop their rolein the management of diabetes and other NCDs, are one example of the work in this field.
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Some pharmacists do clinical measurements such as blood pressure measurement and blood glucose
measurement and help inearly detection of these conditions. The IPA has an annual National Pharmacy Week
{NPW}. In 2016, the theme of the NPW was “Pharmacists for healthy India: Rele of pharmacist in diabetes
management”. The NPW was conducted by the IPA, pharmacy colleges, pharmacists and pharmacy councils all
overIndiato create awareness about the theme.

Pharmacy’s role in therapy and disease management is still evolving. Only a handful of pharmacists have
started doing blood glucose measurements, distributing leaflets, counselling on medication adherence and
diet.

Through the pharmacy curriculum, depending on the level of education (diploma, degree or doctorate)
budding pharmacists do learn about NCDs, point-of-care tests and clinical measurements.

The State Pharmacy Councils, Indian Pharmaceutical Association and some other organisations conduct
training programmes for practising pharmacists to educate them about their role in the management of
diabetes. Pharmaceutical companies also sometimes conduct such training,

Use of new technologies continues to evolve.

Na collaborative healthcare models have been developed yet.

There are several barriers and challenges to establish the role of pharmacists in healthcare in India. Until now
neither pharmacists, nor Government, nor consumers/patients have realised the key position of pharmacists
in health care. Inrecent times, engaging pharmacists in the National Tuberculosis Contrel Programme was an
IPA-led initiative with support of other stakeholders which was successful and reached a national scale. This
public-private partnership showed the unutilised potential of pharmacists in public health.

Thereiswidescopetocreate a favourable ecosystem to improve community pharmacy practice inthe country.
Improvement in pharmacy education, strongenfarcement of existing laws, raising consumerawareness about
the role of pharmacists and rigorous continuing professional development programmes are some of the
measures needed. Good Pharmacy Practice needs to be implemented as a mandatory requirement.

PPR 2015 have not yet been implemeanted in their true sense.

e National Pharmacy Week 2016, http.//www.ipapharma.org/html/NPW_ 2016 html

e Pharmacists at the Frontlines; A Novel Approach at Combating TB, The DOTS TB Pharmacist Project,
Publication by Indian Pharmaceutical Association, December 2017, Available from:
http://www.ipapharma.org/pdf/IPA%20Pharmacists%zoati%2cthe%zoFrontlines%zo0%20A%20Novel
%zoApproach%znat%2oCombating%zoTB%20Report%2coinsidewww. pdf

e Pharmacy Practice Regulations 201s5: Published by Pharmacy Council of India, January 2015. Available
from: http://www pci.nicin/pdf/Pharmacy%2oPractice%20Regulations.pdf

o Patient Counselling Course for pharmacists: http//dic.mspeindia.org/Pages/PCCNote aspx
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4.6 Lebanon

Between 1997 and 2007, the Lebanese Ministry of Public Health (MOPH) established a Natignal NCD Programme
{NCDP). The MOPH was able to launch several periodic awareness and prevention campaigns, and to gather
stakeholders around drafts of national control plans for cancer and cardiovascular-metabolic diseases.

The NCDP was replaced after 2007 by a number of disease-specific “national committees” with members
nominated by ministerial decree.

The MQPH has been providing medicines at no cost to patients with cancer and other serious diseases since
1989. The MOPH also provides essential medicines for chronic diseases, including diabetes, hypertension,
heart disease and osteoarticular conditions, through a network of nearly 200 accredited primary healthcare
{(PHC) centres across the national territory.

The MOPH continues to support a National Tobacco Programme by appointing a full-time staff member to run
daily activities.

The Lebanese NCD Prevention and Control Plan {NCD-PCP) 2016-2020* was launched in January z016. It sets out
five Lebanese Strategic Objectives {LSOs):

Cooperation with the non-health sectors

Primary NCD prevention as public health policy

Preventive activities at all levels of health care, and not just at the primary care level

The promotion of quality NCD research

Development of surveillance systems able to monitor trends in NCDs and their risk factors and the
impact of prevention and control interventions

v W

Unfortunately, this plan relies on PHC physicians workingunder the MOPH and on other healthcare providers,
except pharmacists.

The only role for community pharmacists during different MOPH campaigns has been to display posters
distributed by the ministry about the specific campaigns, such as the breast cancer campaign or the smoking
cessation campaign.

The MOPH deals with raising awareness among the public through different campaigns such as:

e National Campaign for the Prevention of Obesity and Kidney Diseases {2017); awareness materials
included aflyerand a booklet on how ta prevent obesity and Kidney diseases, what to eat and not eat,
etc,

e TobaccoProgramme, World No Tobacco Day (31 May 2017)

o National Campaign for Cardiovascular Disease Prevention (2016); awareness materials included a flyer
on how to prevent cardiovascular diseases

e National Breast Cancer Day

Even though the MOPH did not include pharmacists in their action plans, pharmacists continue to play arole
in the prevention of NCDs in two different ways (see below).
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4.6.2.1 Activities by private community pharmacies

The major problem in community pharmacy is that services offered by pharmacists are free of ¢harge and not
reimbursed. For this reason, pharmacists cannot give their full time to the awareness and prevention of NCDs.

Nevertheless, they are offering different services in the pharmacy, such as:

e Reading laboratory results and advising patients on what to do
e Helping patients to use theirinhalers, and to inject theirinsulin

e Injecting subcutaneous medicines for multiple sclerosis patients {demonstration of injection
technique)

o Monitoring cardiac patients by measuring arterial pressure
o Monitoring diabetic patients through medicines and health management

4.6.2.2 Activities by pharmaceutical companies
Campaigns sponsored by pharmaceutical companies were:

o Diabetes campaigns: Awareness day held in community pharmacies to measure, free of charge,
postprandial blood glucose levels, with distribution of flyers and brochures to patients. Repeat for
one week, then refer to physician,

e Heart disease campaigns: Awareness day held in coammunity pharmacies to measure, free of charge,
blood pressure and refer to physician patients with abnarmal levels.

The Lebanese Order of Pharmacists (OPL) deals with the education of pharmacists. Under the umbrella of
continuing education, the OPL offers live sessions about NCDOs. The latest courses included:

e The Lebanese Society of Medical Oncology's 14th National Forum, which included a session for
pharmacists (April 1, 2017)

e Diabetes (2017)

e Asthma(2017)

e Cardiovascular diseases (2017)

e Hyperlipidaemia and hypertension (2017)

e TheAmerican University of Beirut Medical Centre’s Breast Cancer Conference (February 2018}

Recently, Lebanese law obliged hospitals to integrate clinical pharmacists as members of their healthcare
staff. Their number is relative to the hospital’s number of beds. This step will give pharmacists a greater
involvement in patient management both during their hospital stay and just before discharge, since those
pharmacists are responsibile for guiding patients in their therapies when they will be at home.

The OPL s taking steps towards the application of new technologies to assist both pharmacists and patients
in the management of medicinal therapy. Indeed, the announcement of the “Lebanese Advanced Patient
Profile” (LAPP) was made during the opening of OPL’s 25" Annual Pharmacy Congress on 17 Novemnber 2017.

The LAPP online platform offers access to patients’ information required by community and hospital
pharmacists to help them better follow up their patients through the provision of medication therapy
management services at a later stage,

The Medication Safety Online Platform will be used by community and hospital pharmacists so they can
enhance their key role in the practice of medication safety.

At thesame time, the MOPH is also considering the e-health record inorder to follow the newest technologies
to meet needs of both patients and healthcare providers.



[ po1

The MOPH announced that it will start to apply the 20 Data Matrix®? on pharmaceutical products, given the
importance of this project for the development of the health system, by tracing medicines and combating
counterfeitingin order to ensure the safe provision of medicines to patients. The pilot phasestartedin January
2018 on the infoermation system through a mechanism that consists of tracking the medicine from
manufacturing to storage, distribution and provision to patients. During 2018, there was a pilot phase and
participation in this e-record was not mandatory for pharmacists but rather an invitation.

Unfortunately, physicians are not cogperating in the health sector with pharmacists. They consider them as
only medicines dispensers and refuse sometimes their interventions in dosage corrections or any other
interventions.

A study® conducted in Lebanon to assess patients’ attitudes towards community pharmacists’ role showed
that:

e Public perception and attitude toward community pharmacists in Lebanon is poor despite highly
qualified pharmacists.

o The MOPH, along with the QLP, should educate pharmacists about working on the different issues
patients complain about, in order to play a more important role in society and become the number
one trusted healthcare professional

e In hospitals the collaboration between physicians and pharmacist is better but has the potential to
be much improved.

4661 Chronic Care Centre

The Chronic Care Centreis a medico-social institution specialisingin the treatment and follow-up of childhood
chronic diseases: thalassemia and type 1 diabetes. It offers educational sessions to help patients meet, learn
and correct misconceptions about diabetes. There is a pharmacist at this centre.

The MOPH must make some progress in involving pharmacistsin its health programmes. It must also highlight
the importance of the role of pharmacists in the healthcare sector, especially because they are in constant
contact with patients.

The OPL must play animportant role in promoting pharmacists as a cornerstone of healthcare management.
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4.7 Nigeria

The Pharmacists Council of Nigeria {PCN) regulates and controls the practice of pharmacy in all its
ramifications in the country. This includes enforcing the tenets of the code of ethics. All these are under the
PCN decree No. g1 of 1992.

The PCN Bill of Nigeria 2016 submitted to the legislative body for passage into law {stillawoark in progressjonly
stipulates that all ethical drugs can only be dispensed and sold by pharmacists and that a pharmacist cannot
dispense dangerous drugs, except under a prescription issued by a licensed medical practitioner. The Bill is
silent on whether a prescription medicine can be sold or dispensed without a prescription from the patient. It
is also silent on what specific pharmaceutical care should be given when managing diseases. What this then
implies is that refills of chronic medicines can and do take place without an actual prescription from the
patient and so limits proper patient tracking by the community pharmacist unless special initiatives are set
up to do so.

The Association of Community Pharmacists of Nigeria {ACPN) is a technical arm of the Pharmaceutical Society
of Nigeriaand it is an asseciation of all pharmacists practising in the community setting.

In Nigeria, the Consumer Protection Council and the Nigerian Medical Association (NMA) have begun a process
for the formulation of an acceptable guide to regulate interactions between patients and healthcare
personnel in the country. The proposed guide — to be known as “Patients’ Bill of Rights” — will identify rights
and privileges in a patient-care giver relationship for the protection of consumers. This Bill is driven by the
NMA and so is geared towards regulating the doctor-patient care relationship. No similar Bill is being
sponsored for pharmaceutical care.

In Nigeria, NCDs account for 24% of deaths according to WHO data from 2014 Hypertension is the most
common cardiovascular disease in Nigeria with prevalence rates of about 23.9% for both sexes in 20152 The
prevalence of diabetes (measured as the percentage of the population with fasting glucose 7.0 mmol/L) was
estimated at 6.2%in 20143

Chronic respiratory diseases {CRDs) affecting both children and adults are common in Nigeria. There are no
dataonthenational prevalence of CROs. These conditions are rarely diagnosed (apart from asthma), as experts
in this field are scarcein the country.

The prevalence of canceris on the increase and this problem is further compounded by the lack of integration
of routine screeninginto the primary healthcare system. The majority of cancers in Nigeria are diagnosed ata
very late stage and there are few centres offering radiotherapy and other oncology services.

The NCD desk in the Ministry of Health {MOH) rolled out a National Strategic Plan of Action on NCDs {NSPAN}
in 2015, aimed at promoting steps for preventing NCDs. Nigeria has, however, been faced with some major
barriers to tackling NCDs. These include: inadequate funding of NCD related programmes and activities; poor
legislation and enforcement of laws linked to the prevention and control of NCOs; and a weak health system.

To support the NSPAN, the Government signed into law the National Tobacce Control Bill in 2015 and the
National Nutrition Guideline on Prevention and Control of NCDs.

The strategic plan recognises the role that all stakeholders must play, including healthcare practitioners, but
does not specify the activities required of community pharmacists in NCD prevention. The plan identifies the
usual risk factors for NCDs and promotes their contral, e.g, tobacco use, excessive alcohol consumption,
physical inactivity and an unhealthy diet, and sets aside funds to mark the various world health days on
diseases.
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Almost all current medicines in the treatment of hypertension and diabetes — like calcium channel blockers
and angiotensin Il receptor blockers for hypertension {often in combination with & diuretic), and biguanides
and sulphonylureas — are used, although there is a growing usage of DPP4 inhibitors and other innovative
medicines by practitioners in the country. There are, however, limited therapies for cancer and respiratory
diseases.

Since affordability is a major challenge in Nigeria with less than 5% of the population covered by the National
Health Insurance Scheme, out-of-pocket expenditure for health care is high and there is, therefore, an equally
high tendency for patients and even physicians to choose non-innovative/cheaper generics.

Pharmacists are, therefore, sometimes pressured by patients to switch prescriptions to either cheaper
generics or to other therapies. The latter happens less frequently when innovative therapies have been
prescribed or specified by the physician; instead, the patient is counselled to return to the doctor fora switch
in therapy when it is impossible to fill the prescription. When the pharmacist is able to convince the patient
to purchase a newly prescribed medicineg, thereis usually a higherrisk of drop-off by these patients when they
cannot afford subsequent refills of the prescription, as community pharmacists have limited powers to switch
prescriptions for chranic medicines.

There is no specific training given to community pharmacists beyond undergraduate teaching. Part of the
Bachelorof Pharmacy curriculum, however, includes some coursesin clinical pharmacy, which aims to address
varicus diseases that could be encountered in the clinical setting.

Community pharmacists rely on the basic knowledge acquired at pharmacy school, self-paced further
education and update courses from pharmaceutical companies to keep abreast of recent trends in the
management of diseases, including NCDs. They are, however, almost exclusively refillers of prescriptions.

As stated above, generally, the training of a pharmacist in Nigeria does not often include the use of routine
diagnostic tools at the BPharm level. With the introduction of the Doctor of Pharmacy programme in some
schools and developmentsin pharmacy education, community pharmacists have acquired knowledge on how
to use diagnostic tools. This is, however, still at suboptimal levels and so there is no standardisation of the
pharmaceutical care on NCDs provided by community pharmacists, with every community pharmacist trying
to innovate when given the opportunity.

There are some key pharmacies in Nigeria which are thought to be at the forefront of pharmaceutical care
practice in the country. They are considered high end, catering to the more informed middle to upper class
patients who are more demanding of better care. Services provided by these pharmacy chains include but are
not limited to asthma support services, body mass index determination, blood glucase tests, blood cholesterol
tests, heart health checks, etc. These are offered to patients free of charge or for a nominal fee.

In addition, many community pharmacies work closely with laboratories which use basic to semi-advanced
methods of conductingthese tests Again, multinational corporations are invelved in upskilling the knowledge
and capacity of pharmacists and laboratories by providing grants te purchase medical and diagnostic devices
andtraining them on usage of these tools.

The physician-to-patient ratio in Nigeria varies depending on who is being quoted but, according to the NMA,
the ratio is about 1:4,000 patients. What this means is that there is a certain lack of optimal care given to
patients at the physician level and the onus lies on pharmacists to bridge the gap.

There have been talks of somecommunity pharmacies (through the ACPNY having a GP referral network where
patients can be referred to based on symptoms described, but this has not yet been conceptualised.
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Ssome community pharmacies have tried to differentiate themselves by affering further care to patients but
thereis noregulation structuring how thisis to be done in Nigeria

There is a new development for community pharmacy practice in Nigeria with the advent of the Community
Pharmacy Action (COPA) initiative. Thisis an initiative by the ACPN to promote excellence and best practice in
pharmaceutical care with a view to grading facilities in line with prescribed standards,

The COPA Centre brand will be given to any community pharmacy that has been graded by the committee
using standards designed and agreed upon by the PCN and the ACPN, and with technical support from the
Howard University Global Initiative of Nigeria There will be three categories of COPA Centras, with level 3
being the highest score for a centre with the most services, which includes in-store preparations of
extemporaneaus preparations.

The pilot started with three pharmacies in Lagos. Results are being assessed and will be presented to the
ACPN’s general assembly for phased roll out across Nigeria

There are, however, no parameters specific to pharmaceutical care of diseases beyond ensuring that the
pharmacist stocks the latest medicines in good conditions.

There is also no Government policy supporting this, so there are no consequences of not being COPA-graded.
Itis only wished that ACPN members will strive to improve their community practice because the benefits of
the branding will come with some form of public awareneass for patients to look out for COPA-branded vs non-
branded establishments.

Apart from the barriers and challenges discussed above, othersinclude:

o Lackofknowledge on current trends in management and prevention of NCDs;

o Lackofwill toinnovate/differentiate services by the community pharmacist;

o Lackof focus and workable paolicies on pharmaceutical care driven by the regulatory authorities;
o Lack of manpower to handle patient influx,

e Limited time to take care of the multitude of patients; and

o Lackofinfrastructure — space, medical devices, medical books etc.
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4.8 Portugal

In 2007, Portuguese law extended the scope of services provided by pharmacies, reinforcing pharmacists’
involvement in public health. Several services were included, such as information campaigns, health
education programmes, screening activities, pharmaceutical care programmes, provision of first aid,
domiciliary/home support, medicines and vaccines administration ?

In April 2018, the services that can be provided by pharmacies were again updated through Governmental
Decree Portaria no. 97/2018, of 9 April. The new regulation defined pharmaceutical services and health and
wellbeingservices incommunity pharmacies, and added new activities such as nutrition consultation, nursing
care, point-of-care tests for detection of HIV, hepatitis B and hepatitis C , automated dose dispensing,
adherence and therapeutic management.?

The Portuguese government and health authorities are developing NCD policies, strategies and action plans
in different areas: cardiovascular diseases, cancer, chronic respiratory diseases, diabetes, obesity, tobacco
and, more recently, for diet and salt consumption. Although these activities are not specific for pharmacists,
they can beinvolved and also can develop strategies aligned with these objectives.3

Portuguese pharmacies are pursuing more engagement with the government, healthcare units and other
health professionals to develop activities that can benefit from pharmacists’ expertise.

In January 2017, the National Association of Pharmacies (ANF)signed a memorandum with USF-AN {Association
of Family Health Units) aiming to define a framewoark for joint primary care activities invelving pharmacists,
family doctors {(general practitionersj and nurses, to improve the health status of the population. The aims of
the agreement include multidisciplinary cooperation among health professionals and increased integration
of community pharmacies within the primary care network for better health outcomes.

Thescopeincludes health literacy, quaternary prevention {review of medical prescriptions toidentify patients
at risk of over-prescription), disease prevention {diabetes, obesity], health promotion and self-care
(management of chronic therapy, diabetes).

In February 2017, the Ministries of Health and Finance signed an agreement with the ANF for the
implementation of a new framework for the intervention of pharmacies in the scope of the national health
pelicy and strengthening of the Portuguese National Health System.

The agreement foresees the intervention of pharmacies in public health services and experimental
programmes in areas such as diabetes, flu vaccination, rational use of medicines particularly in adherence,
and management of therapies. Public health interventions provided by pharmacies must be cost-effective. For
this reason, it also foresees a contractual framework for the provision and funding for services based on the
results of a trial period and the effectiveness, guality and economic evaluation of pharmacies’ health
interventions. One of the first projects to be tested was the dispensing of antiretroviral medicines by
community pharmacies, started in December 2016. Other therapeutic areas, such as some oncology medicines,
can be involved based on the patients’ interests and health priorities. The evaluation of pharmacies’
interventions will be determined within the scope of the health technology assessment process currently in
place in Portugal Through a protocol to be defined by the national health authorities, pharmacies will
contribute to the evaluation of health technologies, providing a netwark of evidence in real context, namely
in the scope of safety and effectiveness.

In March 2017, the ANF and the Portuguese Nurses Society signed a memorandum of cooperation to aim to
study how some nursing care services could be available in Portuguese pharmacies. This professional
healthcare collaboration aims to promote integration of nursing care in pharmacies, assessing the proper
regulation needed and public trust in those interventions. It also aims to evaluate how the network
pharmacies can help to disseminate nursing care across the country.

Pharmacy interventionsin prevention include:
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o Assessmentof the patient situation, based onsymptoms and point-of-care measureaments (8ml, blood
pressure, glycaemia, cholesterol);

e Healthy lifestyle recommendations; and

o Professional interventions based on protocols, depending on the results of point-of-care tests, and
referralto a physician when required.

4.8.2.1 Portuguese prevention campaign in November 2015: World Diabetes Month

The Portuguese campaign against diabetes is an example of an effective prevention and early detection
programme of patient information through community pharmacists. The pharmacists’ role consisted in
ancouraging people to complete the Findrisk test (International Diabetes Federation) at the pharmacy,
promoting healthy lifestyles and recormnmendinga visit to the physician when the score results were above 15
points. The Findrisk test was integrated into the pharmacy software and results were automatically
calculated. A total of 295 pharmacies participated in the campaign, with 225 sending data to the ANF, They
recruited a total of 7,007 adults, corresponding to an average of 31 adults per pharmacy. Of these, 24.0% had
high orvery high risk of developing type 2 diabetes within the next 10 years and were referred to a physician.

4.8.2.2 Know your heart values: Health campaign in Portuguese community pharmacies

A“heartvalues” pharmaceutical intervention was conducted nationwide for six days in May 2010. It consisted
of identifying target patients, measuring body-mass index, waist circumference, blood pressure and total
cholesterol, calculating cardiovascular risk {(SCORE method — Systematic Coronary Risk Evaluation: 10-year
risk of fatal cardiovascular disease) and referral to physicians of all patients with measurements above the
target values. The results and added-value of the initiative are:

e 1380 pharmacies participated (50.4% of the ANF’'s members) with 412 sharing data with the ANF;

o 12,930 individuals were offered point-of-care measurements in 412 pharmacies;

o 44.9%of participant patients had a high risk of developing a fatal cardiovascularevent within the next
10 years;

o A high proportion of patients under medication for hypertension and hyperlipidaemia with blood
pressure and total cholesterol were above target values {140/9o0mmHg and 1gomg/dl); and

* A high percentage of patients with blood pressure {37.6%) and total cholesterol (65.4%) above
referencevalues had no pharmacological therapy ®

4823 Smoking cessation national campaign: Portuguese pharmacies help smokers quit

Pharmacists’ intervention in a smoking cessation campaign consisted of identifying patients who wanted to
stap smoking, monitoring carbon monoxide and addiction levels, and developing a quit plan with all the
information and support to maintain the smoking cessation status over time, with relevance to the provision
of non-prescription medicines, whenever required. Individuals aged 18 and above who decided to quit smoking
between May and September 2006 were invited to participate and pharmacies shared data with the ANF until
November 2006, The results of the initiative are the following:

o 1202smokers expressed willingness toquit smoking and were offered a smoking cessation service in
162 pharmacies;

e Theaverage age was 41 years {C195%: 40.6-42.1),
o Theaverage time between date of initial approach and quit day was four days,

e The percentage of smokers who remained non-smokers at three months was 69.3% {Cl 95%: 64.3%-
74.2%Y: and
e Thesuccess rate was 19.1%.°

4.82 4 Pharmacists’ Interventions in cardiovascular disease awareness and assessment

Community pharmacies in Portugal implemented a service that providad sustained interventions aimed at
preventing CVv0s, ensuring timely identification of people at risk or undiagnosed, and monitoring and
promoting adherence to therapy.



| pa7

The campaign, in May 2016, aimed to raise awareness on cardiovascular risk factors, with attention to
maodifiable risk factors {such as dyslipidaemia, hypertension, obesity and smoking), to identify individuals at
increased risk, and toinstitute measures for effective control.

Participants were asked about their lifestyle and personal and family history of CVDs. To calculate SCORE
(Systematic Coronary Risk Evaluation), participants had their physiological, biochemical and anthropometric
parameters measured. Based on the information gathered, the pharmacist provided personalised counselling
to each participant.

The results and added-value of the initiative are:

e 1,268individuals were evaluated,

e 12.0% (N=154) were smokers;

o 4B.0% (n=602) and 45.0% {n=564) of the participants had, respectively, total cholesterol and systolic
blood pressure values above the reference values;

e 73.0% hadan increased body mass index.

e Forindividuals aged 40 to 65 years old {n=634} the SCORE value revealed a moderate risk far CvD in
55.0% {n=367) of patients, a high risk in 4.0% (n=25}and a very high risk in 12.4% {n=77); and

o 102 participants were refarred to the Nutrition Service and 27 participants to the Pharmaceutical
Consultation Service/

4.8.2.5 The role of community pharmacists in chronic obstructive pulmonary disease
patients’ education: Awareness campaign and spirometry tests

As part of the COPD Awareness Manth, in November 2014, an awarenass campaign on the disease was
developed ina group of 82 Portuguese community pharmacies. The campaign sought to increase awareness
of COPD symptoms, increase understanding that COPDis aserious but preventable and treatable disease, and
to encourage people at risk to get a spirometry test and talk to their doctor. To address the symptoms and
select individuals to perform spirometry tests conducted by cardiopneumologists in a scheduled day at the
pharmacy, pharmacists applied the “Could it be COPD?” questionnaire, developed by the Global Initiative for
Chronic Obstructive Lung Disease,

The main results are:

o 1,177 spirometry tests were performed in 118 pharmacies, for two months (November and Dacember
2014);

o 58.09%(n=417) of the participants for which data were available {n=708), were active smokers; and

o 36.1%(n=421) of the participants were referred to physicians.

Follow-up consultations were carried out in the following years 2014 and 2015, with 207 patients enrolled in a
medication management service (pharmaceutical care consultation), whereby practical infoermation about
inhalation techniques was provided ®

4.8.2.6 Screening and control of chronic obstructive pulmonary disease in community
pharmacies

The pharmacists’ intervention in a COPD screening and control initiative consisted of applying the
questionnaire of the Global Initiative for Chronic Obstructive Lung Disease {GOLD} at the pharmacy. The
pharmacist provided pharmaceutical care, regarding proper, effective and safe use of medicines, disease
management and monitoring adherence to therapy. The pharmacist intervention model included evaluation
of lifestyle, tobacco use and comorbidities. The pharmacist applied the questionnaire of Modified medical
Research Council Dyspnoea Scale {mMRC) to assess the degree of disease control required by patients.

The main results are as follows:

Early detection

e 832questionnaires adapted for GOLD were performed in 81 pharmacies, during almost two years (July
2015 until June 2017);

o 43% (n=361) of the participants had three or more risk factors; and
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o 33.3%(n=277) of the participants were referred to a physician and to other pharmacy services.

Pharmaceutical care

e 303 patients with COPD were evaluated for disease control in 73 pharmacies, during almost two vears
{July 2015 until June 2017};

o 77.9% (n=306) had mMRC scores greater than zero;

o 387 patientsdid arespiratory function test and 29.3% had FEV1/FVC<0.70;

o 43.8% of the participants were referred to a physician and to other pharmacy services; and

o Inhaler technigque was evaluated in 200 patients, and 31.0% {n=62) of them were not using devices
correctly?

Pharmacy interventions in therapy and disease management include:

e Assessment of patients, based on point-of-care measurements,

e Therapy management, including counselling on the correct use of inhaler technigue, insulin
administration and devices for self-monitoring; and

o Disease management programmes (cardiovascular diseases, asthma and chronic obstructive
pulmonary disease and diabetes).

These interventions can be complemented with the administration of medicines {e.g, injections) or using
other professionals such as dietitians {an important approach for diseases such as diabetes and
cardiovascular disease).

4.8.3.1 Implementation of pharmaceutical care service in community pharmacies:
Evaluation of one year of activity

Pharmacists’ interventions were focused on patients receiving drug therapy for one or more of the following
diseases: hypertension, diabetes, dyslipidaemia, asthma or chronic obstructive pulmonary disease. This study
analysed and evaluated several outcomes, such as adherence, blood pressure, glycaemia, total cholesterol,
triglycerides, drug-related problems, pharmacist interventions and patient satisfaction.

The main results are listed below:

e 125 patients were integrated in the pharmaceutical care service and 351 appointments were made
which corresponds on average to 2.81:0.5 visits per user;

o Patients declared on average 3.21+1.03 diseases, including hypertension {118), dyslipidaemias (106},
diabetes (81), COPD (7)and asthma {3).

* The percentage of patients “non-adherent to therapy” were: asthma, 56%;, dyslipidaemia, 30%;
hypertension 25%; diabetes, 25%; other diseases, 21%.%°

4.8.3.2 Dispensing new medicines in community pharmacy: results from a telephone
follow-up pilot testing

In a practice-based study of a pharmaceutical intervention conducted for two months (November and
December 2014} inacommunity pharmacy in Lisbon, Portugal, patients were recruited when they presented a
prescripticn that included a new medicine ar a new therapy. The patient was later contacted by telephoneto
conduct a follow-up.

In order to empower the pharmacy team with the necessary skills to ensure good dispensing practices,
including the provision of verbal and written information associated with each medicine, a training activity
was run one month prior to the beginning of study.

The use of SIFARMA software was promoted to support professional intervention, patient registration and
follow-up information. The main results are below:

o 6Bioutofthe84initially identified patients were enrolled;
e 100 medicines were dispensed;
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o gltelephonecontactsweremade, onaverage eight days afterdispensing,

o 9b6% of the patients reported being adherent but were not able to describe their regimen
spontaneously,

o s55%reported improvement of their symptoms;

o 43% reported not feeling improvements;

e 15% reported new symptoms;

o 20% reparted having doubts after starting to use the medicine; and

o Telephone follow-up proved to be a useful procedure in monitoring patients, promoting adherence,
fulfilling additional information needs, helping overcoming difficulties and solving situations related
to the safety of medicines.™

4.8.3.3 Evaluation of allergic rhinitis and asthma control in a Portuguese community
pharmacy setting

Pharmacists can do early detection and identify patients with uncontrolled allergic rhinitis and asthma {ARA),
which is an important first step to change patients’ knowledge about their disease, and promote the
improvement of ARA outcomes.

A study was conducted in the pharmacies of the Portuguese county of Covilhd. Participants were invited to
respond to a questionnaire that included the Control of Allergic Rhinitis and Asthma Test {CARAT) if they were
aged between 18 and 7o years and presented a prescription for an ARA medicine. The CARAT is a validated tool
that assesses control of ARA with disease control scores that range from o {worst) to 30 (best] paints.

Among the 224 participants, the median CARAT score was 19 {mean = 17.8+5.1), and 87% of participants had a
score below 25, indicating non-controlled disease.

Female participants, elderly, and those with less school education responded with scores that demonstrated
significantly less disease control

4.8.3.4 Inhaler technique in older patients with COPD: Pharmacists’ interventions

A pharmacy-based intervention for patients with chronic obstructive pulmonary disease (COPD) showed that
Portuguese pharmacists can effectively improve inhalation techniques.

The pharmacist intervention model includes;

o Verbal instructions an inhaler technique at first prescription and at each refill;

e Evaluation of patient inhaler technigue at least twice a year, based on a checklist tailored according
to each device available;

e Identification and correction of errors in inhaler technigque using practical explanations, placebo
inhalers and leaflets;

o Practical demonstration with placebo inhalers performed by trained pharmacists to correct the
observed errors;

o smSrefill reminders and/or requests for evaluation of inhaler technique; and
o Instructions and education on inhaler technique for caregivers.

The results of the interventions were as follows:

o 344 patients were enrolled in 57 pharmacies;

o More than 80% of the patients used Spiriva HandiHalers, and about 10% were using Spiriva
Handibalers or Spiriva Respimat for the first time {incident users). Mean time since COPD diagnosis
until patients’ entrance in the programme was 8.6 years,

o Atenrolment, the most frequent error observed was not breathing out completely, for both devices;

e For the patients who completed all three scheduled visits (n=198), the correct-steps score had
significantly increased {74.5% to 94.6% for Spiriva HandiHaler and 71.9% to 96.2% for Spiriva Respimat
(p<o.coo1);

o Notrepeating the nebulisation was the most frequent error for both devices;
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o Thefinal scare of theinhalation technique performance was significantly higher at three months and
at five months after recruitment {p<c.ocol}); and

e The scores reached at five months were 295% and may represent the achievement of the correct
performance following a structured intervention in pharmacies. '™

4835 National medicines review campaign in the elderly population: Portuguese
pharmacies check the brown bag

A “brown bag” campaign aimed to contribute to the proper, effective and safe use of medicines in elderly
patients and to raise awarenass among pharmacists of the principles of medication therapy management.
Patients were invited to bring all their medicines and to schedule an appaintment for a medicines review
(brown bag). The results and added-value of the intervention were as follows:

o 1,487 pharmacies participated in the campaign, of which 507 (33.6%) shared data with the ANF, for
about 5,008 patients;

e Thestudysample included 39,504 medicines, mostly prescriptionoonly medicines {92.3%);

o The average number of medicines per patient was 7.3 and 25% of patients were on 10 or more
medicines, results similar to those found in previous studies;

o The medicines review Unveiled problems in 46.8% of patients, mainly in the subset on 10 or more
medicines; and

e The main problems identified were poor adherence (22.1%), self-administration problems {21.6%)],
possible adverse drug events {13.2%), non-intended therapeutic duplication {11.6%) and expired
medicines (7.3%).

Pharmacists referred 933 patients (21.3%) to physicians for further evaluation. The number of medicines is &
predictor for medicines-related problems (p<o.0oo1)®

4.8.3.6 Diabetes management programme

People with diabetes were selected by pharmacists if they were taking at least one antidiabetic medicine and
had frequent high blood glucose values. Pharmacists reviewed medicines therapy and measured capillary
blood glucose values, blood pressure, total cholesterol and body mass index for each patient at scheduled
appointments at the pharmacy. The evaluation of the pharmacist’s intervention was based on the
identification of drug-related problems in the pharmacy, drug-related problems reported to physicians and
point-of-care measurements. The main results are as follows:

e 342 patients were included in the study;

o Drug-related problems were identified in 74% of the patients, 63% were reported to the physician;

o Most frequent drug-related problems were non-effectiveness of therapeutic regimens (78.5%) and
need for (additional) medicines therapy {18.1%),

o The physician initiated or adjusted medicines therapy in 58% of reported situations;

e Results after six months indicate a significant effect of the intervention: a decrease of 13.5 mg/dl in
fasting blood glucose (p<0.0001), 34.0 mg/dl in post-prandial blood glucose {p<o.0001), 7.99 mg/dl in
total cholesterol {p=0.0021), 3.3¢ mMmMHg in systolic blood pressure {p<0.0001), 1.45 mmHg in diastolic
blood pressure (p=0.0001) and 0.7% in HbALC {p=0.0428); and

e The proportion of initially non-controlled diabetic patients who reached target values after three and
six months was 21%.%°

The Post-Graduate School in Health and Management (EPGSG) of the ANF offers a training programme for
pharmacists on pharmacotherapy, drug-related problems, communication skills, medication therapy
management and disease-specific topics. The objective is to provide skills on these areas to support
pharmacists in the provision of pharmacy services.
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4.8.5.1 Safety in dispensing and medicines’ use

A project aimed to contribute to the proper, effective and safe use of medicines and to promaote adherence in
patients. Reinforcing pharmacists’ role in improving adherence and promoting the responsible use of
medicines, health products, medical devices and dietary supplements) consolidates the role of pharmacies as
gatekeepers for medicines safety and facilitates patients’ therapy management. It provides the improvement
of pharmacies’ value proposition and customer engagement,

The project includes several channels to provide dosage information to the patient (such as labels, coupons,
emails and apps). Scheduling SMS text messages as reminders about adherence promotion and refill is also
used.”

4.8.5.2 Mobile applications of Portuguese pharmacists

The application “Farméacias Portuguesas” (Portuguese Pharmacies) offers pharmacy-related services and
features for the personal management of some health data, including;

a) A tool for planning a medicine dosage schedule for the user and/ar his/har family members, with
features for reminding users of medicine taking times, controlling the frequency of dosage intakes,
the amount of medicine taken and the time of the next intake;

b) Information about medicines and their effective use,

c] A register of the user’s point-of-care measurements, such as body mass index, waist measurement,
blood pressure, and cholesterol, triglyceride and glycaemia values. Those parameters are associated
with analarmwhenthevalue entered is out of the standard range. The results of the monitoring tests
done at the pharmacy can be transmitted automatically by the pharmacy software to the user’s
mobile phone app.

wWith this app, users can also find the nearest open pharmacy or a specific service all over the country in a fast
and convenient way. The app can also be used to facilitate the purchase of health products or non-prescription
medicines and to manage therapeutic plans. "

4853 Portuguese community pharmacist intervention in adherence programme

An example of an adherence programme is the “Pharmacy-delivered diabetes support programme for
JANUVIA/JANUMET patients” through a partnership of Alliance Healthcare, MSD and the ANF. This programme
began in October 2016. The duration is 12 months per patient from enrolment The programme includes three
face-to-face pharmacist interventions and 20 scheduled SMS$ text messages per patient. The pharmacists’ face-
to-face interventions are remunerated by MSD.

The face-to-face consultations with a pharmacist include counselling, dispensing, offering written
information in the form of leaflets, answering questions regarding the proper, effective and safe use of
medicines, disease management and the importance of adherence. These are followed by scheduled SMS text
message reminders about doses, next face-to-face visit and prescription refills.

Preliminary results indicate that 558 pharmacies are participating and 4,712 patients have been recruited.v

4.8.6.1 Pharmacists and physicians
4.8.6.1.1 USFarmdcia — Collaborative model

Pharmacists, physicians and nurses signed professional protocols supparting common abjectives and shared
interventions using IT systems. There are several interventions on the USFarmacia collaborative model, such
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as measuraments of parameters, prescription requests, requests for medical appointments and adherence
improvement programmes.

These protocols target patients with cardiovascular diseases (cardiovascular risk, hypertension and
dyslipidaemial.

The mainaimisto contribute to the improvement of patient’s health outcomes through the cooperation of all
health professionals toensure careis as seamless as possible. This can be both beneficial for patients and cost-
effective.

4.8.6.1.2 Diabetes campaign — Calouste Gulbenkian Foundation, campaign “No to diabetes”

The“No to diabetes” campaign is anexample of an effective prevention and early detection programme, with
patient information provided through community pharmacists.

The pharmacists’ role consists in encouraging people to complete the Findrisk test {International Diabetes
Federation) at the pharmacy and promoting healthy lifestyles. The Findrisk test was integrated into the
pharmacy software and the result was automatically calculated. The risk score calculated in the pharmacy
software is communicated to the Patient Health Data Platform. The higher risks prompt a contact with the
family doctor to make an appeointment. There is a collaboration with pharmacists and physicians through
technological integration with the pharmacy software {Sifarmaj, the Patient Health Data Platform and the
Primary Care software.

From 14 November 2017 to 1 May 2018, 383 pharmacies from 64 counties invited more than 8,000 non-diabetic
people to determine their risk of getting diabetes within the next 10 years (Findrisk). From the resulting 2,007
medical appointments, it was possible to diagnose 190 patients who did not know they had diabetes.v

4.8.6.1.3 Therapeutic information exchange

A pilot project on therapeutic infarmation exchange started an 10 July 2017, in Viana do Castelo. The project
intends to reinforce the interaction between pharmacists and prescribing physicians, creating a unigue
communication channel between health units. The goal is to promote the correct, effective and safe use of
medicines. The communication between pharmacies and primary care centres, or pharmacies and hospital
careis through computer systems. Alist of predefined therapeutic notesis included inthe informatics system
and pharmacists can select a note and send it to the prescribing physician. After that the physician will give
feedback {useful/not useful) about the therapeutic note sent.””

Sixty pharmacies were invited to take part in the pilot. In the first four-month of evaluation, 23 pharmacies
sent a total of 259 notes {34 pharmacists); 226 notes {87%) were related to non-dispensed medicines and 33
{13%) related to dispensed medicines.

All notes correspond to 205 prescriptions written by 118 different doctors. A total of 33% of pharmacies had a
respense from the doctor, and 39% were considerad useful. The most frequent note {(n=83) was “already had
the medicine at home”. A severe interaction was reportad in 12 notes. With the positive feedback on the first
phase, improvements were suggested for next stages to reinforce the collaboration of pharmacists and
doctors centred on patients. The expansion of the project isbeing phased inand in March 2018 it was launched
inanother district of Portugal, Braganc¢a.®®

4.8.6.1.4 Clinical impact of a pharmaceutical care programme developed in a Portuguese family health
unit: Results of a pharmacist-physician coflaboration in the treatment of hypertensive patients

A study was based on evaluating the impact of the pharmacist-physician collaboration on blood pressure
levels in patients with hypertension,

The main results were as follows:

o Atotal of 17 patients with hypertension were enrolled in the pharmaceutical care programme;
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e The mean age was 68.50+3.26 years;
e (Onaverage, each patient used 6.06:0.93 medicinal products; and
e 13 patients had uncontrolled blood-pressure,

Compared with baseline, the pharmacy intervention contributed to reduce the systalic and diastolic blood
pressure by 28.85:5.90 mmHg (p<0.0005) and 11.23:2.75 mmHg {p<0.005), respectively.

Compared with the control group, the improvements were 18.63:6.44 mmHg (p=0.011) in systolic blood
pressure and 9.03+2.63 mmHg {p<0.005) in diastolic blood pressure.®

4.8.6.2 Pharmacists and other professionals: Nurses and nutritionists
4.8.6.2.1 The contribution of community pharmacies to diabetes contral: A multidisciplinary appreach

A network of 400 independent pharmacies in Portugal {branded “Farmacias Holon”) developed a pharmacy
concept that focuses on the development and delivery of multidisciplinary services for chronic disease
patients, among them patients with diabetes.

The intervention consists of identifying people at risk and referring them to educational sessions and/or
individual screenings, as well as providing pharmacotherapy follow-up. For the early identification of people
at risk of developing diabetes, the Finnish Type 2 Diabetes Risk Assessment Form was adapted. Therapeutic
follow-up of people with diabetes was carried out within the context of pharmaceutical consultations.
Together with the patient and in accordance with the clinical objectives established by the physician, goals
were defined and a follow-up plan was drawn up. Strategies were defined for approaching pecple with
diabetes involving a multidisciplinary healthcare team of nurses, padiatrists and nutritionists, who also
developed the educational sessions. The main results are as follows:

o A total of 851 participants attended 34 educational sessions organised by pharmacies from January
2016 to June 2017,

o From Septemberzo16 until July 2017, 116 pharmaceutical consultations occurred for 106 patients with
type 2 diabetes. Patients reported having an average of 4.9 health problems (SD=1.9) and taking an
average of 9.2 medicines (SD=3.4). One patient reportad taking 19 different medicines on a daily basis;

o The most prevalent intervention following consultations was adherence promotion (75.0%; n=87),
followed by counselling on the correct use of medicines {72.4%; n=84) and healthy eating counselling
{70.7%; n=82};

e Themost commaon referrals were for the nutrition and diabetic foot services (29.3%; n=34); and

o In the same period, nurses conducted 3,649 diabetic foot consultations, and nutritionists provided
advice and follow-up to more than 18c people who specifically sought the nutrition service for
diabetes control.?

4.8.6.2.2 Diabetic foot service in community pharmacies: A multidisciplinary approach

Diabetic foot is one of the most serious complications of diabetes. There are many advantages of community
pharmacists treating diabetic foot, since they are easily accessible by the public. Professionals working in this
field must have specific training, and work in a multidisciplinary approach.

The diabetic foot service is parformed exclusively for patients with diabetes, and it is provided by nurses. The
service includes the following steps: anamnesis; evaluation; onychotomy and skin hydration; self-monitoring
education; and referral to relevant health care services.

The main results are listed below:

e From January 2016 to February 2017, a total of 1,225 participants integrated the diabetic foot service
atacommunity pharmacy; and

e Atotal of 1,213 participants enrolled, 28.5% (n=346) had some risk of ulceration and amputation.?®
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Pharmaciesrepresent aresourcethatis underused by health systems. Facing the enormous challenges related
to the expansion of NCDs, countries cannot afford to waste pharmacists’ knowledge and expertise,

The large societal coalition needed to tackle NCDs cannot afford to leave pharmacists and pharmacies outside
coordinated efforts towards better prevention, early detection and proper treatment.

Theintegration of pharmacies in healthcare systemsis limited and most of the timeisonly seen asaninterface
todeliver medicines.

Providing access to health, promoting linkage to care and ensuring continuity of care are key roles that
Portuguese pharmacies can offer to the health system.

Portuguese pharmacies are committed to these roles and proactively seeking to implement new activities that
demonstrate value for patients and improved health outcomes. Based on agreements with the government,
healthcare units and health professionals, pharmacists are available to design new interventions and subject
them to external scrutiny to assess the health gains achieved.

Based on the value generated, the health system may establish new frameworks and cooperation schemes,
aligning incentives, remuneration and health gains.
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4.9 South Africa

A number of statutes, regulations and guidelines determine the role that pharmacists and other healthcare
professionals play in non-communicable diseases (NCDs) in South Africa. Pharmacists’ role is determined by
their scope of practice, which is found in regulations® published in terms of the Pharmacy Act, 53 of 1974,

The following services ar actions shall for purposes of the Act be regarded to be services or actions pertaining
tothe scope of practice of a pharmacist:?

o Actions specially pertaining to the profession of a pharmacist as prescribed in regulation 3;3
o Theformulation of any medicine for the purposes of registration as a medicine;

o Thedistribution of any medicine or scheduled substance,

e Therepackaging of medicines;

e Theinitiation and conducting of pharmaceutical research and development; and

e The promotion of public health.

The actions specially pertaining to the profession of a pharmacist include the provision of pharmaceutical
care. While this is important in the supply of all medicines, it can certainly limit the complications of NCDs if
pharmacists ensure that patients understand their conditions and their medicines, and if pharmacists
monitor patient adherence to both lifestyle modification and therapeutic regimens.

Over the years, the services that pharmacists can offer in the promotion of public health have been developed
and the services, conditions which relate to them and the fees that may be charged have evolved and been
published in twe sets of rules, published in terms of the Pharmacy Act. They are the “Rules relating to good
pharmacy practice” (GPP rules)* which are minimum standards, and the “Rules relating to the services for
which a pharmacist may levy a fee and guidelines for levying such a fee or fees” (fee rules) s

4911 Political and National Department of Health commitment to combat NCDs

The Minister of Health, Dr Aaron Motsoaledi, in the introduction to the National Department of Health’s
Strategic Plan 2014/15-2018/19,° stated: “The NCDs have been found tobe on theincrease in South Africa. These
NCDs disproportionately affect poor people living in urban settings, and are driving the rising demand for
chronic disease care. Studies have predicted that the burden of disease related to NCDs will increase
substantially in South Africa over the next decade, if measures are not taken to combat the trend.”

Measures that have been takeninclude the re-engineering of primary healthcare services in order to facilitate
South Africa’s move towards universal healthcare coverage by preparing the healthcare system for the
introduction of national health insurance {NHI}. Discussions are currently underway to determine the optimal
utilisation of pharmacists’ knowledge and skills in the NHI environment.

In South Africa, health promotion services are offered in terms of current health policy, epidemiological
information and current legislative requirements.

There are two ways in which pharmacists can participate in prevention of NCDs. The first is incumbent an all
healthcare professionals — dissemination of information and participating in health awareness campaigns
to assist people to understand the risk factors for NCDs, useful lifestyle modification and the importance of
early diagnosis and treatment. The South African health calendar includes many NCDs, including
cardiovascular diseases, cancer, respiratory diseases and diabetes. various individual aspects of health
maintenance are also included, e.g. smoking cessation and healthy lifestyles.
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some pharmacists work with the Centre of Diabetes and Endocrinelogy in creating diabetes awareness during
the month of November, which is marked annually as Diabetes Month. They also support the Cancer
Association of South Africa in several cancer awareness initiatives during the year, including skin, cervical,
childhood and breast cancer.

The second way is both preventive and useful for disease management — screening tests are assisting in
counselling, therapeutic intervention, referral and early detection of disease. The GPP rulest prescribe
minimurm standards for the provision of screening services for NCDs in community pharmacies, such as blood
pressure monitoring, performance of peak flow test, blood cholesterol and/or triglyceride monitoring and
glucose monitoring. For each service, minimum standards regarding the physical facility, equipment,
procedures to perform test, interpretation of results, documentation and record keeping, confidentiality and
waste disposal are addressed.

In addition, the maximum fee that pharmacists may charge for each service is found in the fee ruless

Pharmacists provide support to patients by not only dispensing medicines but also by reinfarcing information
given to them by the medical practitioner or nurse who diagnosed their disease. Few patients immediately
understand their diagnasis, so pharmacists must educate them on the importance of the diagnosis, therapy
and disease management. They are required to teach patients about their medicines and medication
regimens, and correct use of devices such as asthma inhalers, and insulin injection technigues. The use and
significance of self-monitoring devices, such as blood pressure monitors, glucometers and peak flow meters,
must also be explained.

On subsequent interactions with patients, the pharmacist must evaluate the patient during collection of
repeat medicines. Monitoring tests are useful in terms of adherence, therapeutic outcomes and overall well-
being.

4.93.1 Primary care drug therapy

A postgraduate qualification in primary care drug therapy {PCDT} provides pharmacists with additional
knowledge and skills to holistically review and assist a patient with therapy and disease management (see
below). It may be registered as an additional qualification with the South African Pharmacy Council. In South
Africa, pharmacists are not authorised prescribers, but PCDT pharmacists can apply to the National
Department of Health for a permit authorising them to prescribe and dispense medicines to patients under
specified circumstances.”® Protocols for specified conditions included in the Standard Treatment Guidelines
and Essential Medicines List for Primary Health Level of Care?must be followed.

Patients consult with the PCDT pharmacist in the private clinic area of the pharmacy. The PCDT pharmacist
will take a patient history, record the main complaints and then perform diagnostic tests and/or physical
examinations on the patient to determine the origin of the complaint. If needed, PCOT pharmacists may
request blood tests or refer to other healthcare providers if the health concern is outside their scope of
practice. Patients are requested to return to the PCDT pharmacist for follow-up evaluations.

4.9.41 BPharm degree

Pharmacists graduate from universities with a four-year Bachelor of Pharmacy degree. The qualification
requires graduates to demonstrate the philesophy and principles of pharmaceutical care in terms of
optimising therapeutic outcomes for a specific patient. It is also crucial that pharmacists can apply a
pharmaceutical care management approach in collaboration with other healthcare professionals and the
patient. Rational medicines use is facilitated by applying pharmaceutical care, medicines utilisation reviews
and the principles of pharmacoeconomics. Pharmacists are trained to contribute to public health. As partof a
broader healthcare team, pharmacists inform the public on health care and lifestyle, in health promotion,
disease prevention, disease management and medicines usage, in addition to enabling the recognition and
management of risk factors.
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4.9.4.2 PCDT qualification

The PCDT post-graduate gualification is a two-year programme consisting of three components. During the
first year, pharmacists must complete two theoretical and knowledge-based modules. The first module
focuses on screening tests, patient history taking, consultation approach and the physical examination of the
body. The second module focuses an different diseases, and their causes, signs, symptoms and treatment. Part
of the course contentlooks at NCDs such as chronic lower respiratory conditions, cardiovascular diseases and
diabetes mellitus. In the second vear of the programme, pharmacists develop their skills by attending a
workshop where all the techniques are demonstrated. They are also required to shadow a qualified PCDT
pharmacistor primary healthcare nurse and document 200 case studies abserving the healthcare professional.
The candidates will then attempt an objective structured clinical examination (OSCE) on both years’ content.

4.9.4.3 Other courses

Several institutions provide additional courses for pharmacists which support the fight against NCOs, for
example:

e TheCentre of Diabetes and Endocrinology offers a five-day advanced course in diabetes care which is
open to all healthcare professionals;

e Pharmacists may alse enrol at the National Asthma Education Programme for a certificate in asthma
care. This is a six-month distance learning course including a two-day revision workshop; and

e Pharmacists can enrol for a smoking cessation course in order to offer a service and support to
patients who want to quit smoking.

New technoloagies are generally underutilised in South Africa, but there are indications that this is changing.
The full potential, however, remains unexplored.

Health technology assessment, including the economic implications, has been identified as a critical part of
preparation for NHI.

Even old technologies have not been widely available, e.g, many public sector pharmacists have no access to
appropriate technology for dispensing, while private sector community pharmacists have generally had
betteraccess to technology, including text and WhatsApp messaging to remind patients of the need for refills
and repeat prescriptions.

self-monitoring devices have generally been made available in the private sector, with medical schemes
contributing to the cost.

with the advent of smart phones and tablets, and their wide distribution, several mobile apps have been
developed that have proved extremely successful. In particular, the National Department of Health has
developed a number of useful apps that give healthcare professionals easy access to important information.
Froman NCD point of view, the PHC Clinical Guide is impartant far pharmacists because it gives a user-friendly
format of the Standard Treatment Guidelines and Essential Medicines List for PHC, as well as calculators for
body mass index and cardiovascular event risk. In addition, it includes a useful paediatric dosage calculator
and a list of resources for referral. It is also interactive inasmuch as adverse drug events may be reported.

Many community pharmacies employ nurses to run a clinic in the pharmacy. This has been an excellent
collaboration.

There is no formal requirement for collaboration between pharmacists and other healthcare professionals,
beyond the requirement that there is appropriate co-operation. Collaboration has, however, generally been
onan adhoc or ad lib basis,



| p1og

This is likely to change, however, because a risk-based capitation model has been proposed as the NHI
remuneration to a multidisciplinary team for services,

South African community pharmacists operate in a relatively hostile business environment. Despite
publication of the maximum dispensing fee for pharmacists in Regulations Relating to a Transparent Pricing
Systemn for Medicines and Scheduled Substances,* many third-party payers reimburse pharmacists at a level
that is very low, which threatens the sustainability of many pharmacies. Similarly, although the Pharmacy
Council’s fee ruless provide for payment for many of the services discussed above, many third-party payers
have been slow to include these pharmacy services in their benefits. This has disadvantages both for the
pharmacist and the patient.

Despite a critical shortage of pharmacists, the public sector has insufficient funding for pharmacist posts.
Many pharmacy owners work long hours because they are unable to afford to pay an additional pharmacist,
butthereis also a shortage of locum pharmacists.

As a result of the financial difficulties and the shortage of pharmacists, many pharmacists are weary and
dispirited. Motivation of pharmacists to take on more commitments is therefore the greatest challenge faced
when wanting to expand NCD services.

There has been little or no effort from any interested party to encourage healthcare professionals to work in
closer collaboration with each other, as opposed to a multidisciplinary practice. This would surely be in the
patient’s best interest.

There have been many initiatives to curb and control NCDs in the past but there is a lack of evidence of the
outcomes. For example, there is a tax on alcohol, but no evidence that the tax has decreased consumption.
There are also warnings on alcohol and cigarette packages, but their success at discouraging use has not been
evaluated or published. South Africa is about to institute a sugar tax in an effort to manage obesity due to
consumption of sugary beverages, but there is doubt that this will have a long-term effect on purchases as
consumers become accustomed to the increased price.

There needs to be a concerted effort to educate patients about the benefits of providing all relevant
information to the pharmacist, including the use of natural and other remedies. The credibility of the
pharmacist as a conveyer of information and advice must also be strengthened in this era where consumers’
access to digital media sometimes influences their judgement, resulting in reluctance to accept professional
advice.

GNR.1158 of 20 November 2000; Regulation relating to the practice of pharmacy

Regulation 4, GNR.1158 of 20 November 2c00: Regulation relating to the practice of pharmacy

Regulation 3, GNR.1158 of 20 Novernber 2000 Regulation relating to the practice of pharmacy

BN 129 of 2004: Rules relating to Good Pharmacy Practice, as amended

GN 432 of 6 June 2017 South African Pharmacy Council: Rules relating to the services for which a

pharmacist may levy a fee and guidelines for levying such a fee or fees, as amended

National Department of Health, Strategic Plan 2014/15 - 2018/19. Available from https.//www health-

a.orgza/wp-content/uploads/2014/08/SA-DoH-Strategic-Plan-2014-to-2019.pdf [Accesses 13 July 2018]

Section 22A(15), Medicines and Related Substances Act, 101 of 1965, as amended.

Application form and guidelines for PCDT pharmacists. Available at C\Users\User\Downloads\permits -

2015 pedt - application form and guidelines for section 22a15 permits.pdf

http://www.health.gov.za/index.php/affordable-medicines [Accesses 13 July 2018]

9. Standard Treatment Guidelines and Essential Medicines List for Primary Health Level of Care. Available
from: http://www.kznhealth.gov.za/pharmacy/edIphc201sa.pdf [Accesses 13 July 2018]

10. GNR.1102 of 11 November 2005: Regulations relating to a transparent pricing system for medicines and

scheduled substances
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4.10 Sweden

Swedish pharmacies were nationalised in 1970. Nearly 40 years later, in 2009, the monopoly was deregulated.
The new private pharmacy companies try to profile themselves by offering different health services but as the
government is not reimbursing this, the services are not utilised by patients as much as would be preferred
and the unique knowledge pharmacists have about pharmaceuticals is not used inan optimal way in Sweden.

The former government, as well as the present one, put a lot of focus on how to improve and optimise the use
of medicines. Misuse leads to a high cost for society as well as suffering for patients. A National
Pharmaceutical Strategy has been initiated which involves the major stakeholders.* The Swedish Pharmacist
Association {SPA} is represented in both the expert group as well as the high decision group.

The Ministry of Health and Social Affairs has posted several strategies, including one on how to prevent and
treat chronic diseases.? In cooperation with the Swedish Association of Local Authorities and Regions, an
agreement was set up in 2016 on how to improve the treatment outcome in patients with NCDs3 In addition,
the National Board of Health and Welfare publishes data from open comparisons on the health care of patients
with selected chronic diseases.*

The SPA took partin reference groups in two inguiries initiated by the Government, namely .

e Aninguiry into the pharmacy market.s The emphasis has been on bringing about safe, efficient and
egual supply of medicines and a pharmacy market notable for good availability and level of service. In
accordance with the terms of reference, there has been a special focus on measures aimed at
enhancing quality and patient safety in the pharmacy market. One suggestion, among several, is that
the responsibilities of the community pharmacist will be further clarified and, in addition, that the
Dental and Pharmaceutical Benefits Agency, a central government agency, will evaluate a potential
pharmaceutical service in a pilot study.

e How to strengthen the efficacy of the primary care’ The inquiry chose the name Coordinated
development for good quality, local health care and one suggestion is a profession-neutral healthcare
guarantee and amended time limits for medical assessments. This has also been introduced in the
county of Stockholm,

The SPA's presence in both these inquiries, and the possibility to influence, gave the association a great
opportunity to have an impact on the outcome. Furthermore, it will position cammunity pharmacists, as well
as clinical pharmacists, as experts to be included in healthcare teams to improve medicines use, which
benefits the most important stakeholder, the patient.

“Check my medicines” is an extremely successful project with the aim of empowering the elderly to take
charge of their own medicines, and to improve the use of medicines among the elderly in Sweden. The project
and long-term cooperation have evolved from an “individual interest” to a “common interest” in Sweden, and
can nowadays be considered as a “people’s movement”. It started in late autumn 2009 and is still running —
and can today be considered as the most successful pharmacy-patient project ever in Sweden. By spreading
knowledgeandcreatinganational dialogue and debate, “Check my medicines” wants to contribute to changes
which willimprove the elderly’s use of medicines and their health. The project is a long-term cooperation with
Apoteket {the state-owned chain of community pharmacies}, and the two main organisations for retired
pecplein Sweden — PRO and SPF Seniorerna.

The project has many different goals, for example, reducing to a large extent the medicines considered as
“Inappropriate prescriptions for the elderly” {identified by the National Board of Health and Welfare). As such
the project has been able toreduce these medicines from 33% among the elderly (8c years and above) to 15.5%
injust a few years — leading to a more empowered, active and healthy elderly patient population in Sweden.
The project has been active in working for a law that entitles the elderly to at least one medicines utilisation
review annually. The project also publishes prescribing patterns for the elderly for each municipality/
community and county council in Sweden and puts pressure on communities to improve the quality of care
for the elderly with respect to prescribed medicines. Pharmacists at pharmacies are highly active in the
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project, identifying inappropriate medicines, developing a dialogue with patients at the pharmacy,
empowering them in health literacy, and teaching at local and regional events about the elderly and their
medicines — thus positioning both the pharmacist and the pharmacy as the medicines expert,

“Check my medicines” has developed a new website, where lots of statistics, advice, articles, and news about
the elderly and medicines are presented. Evidence-based advice for doctors/GPs on how to prescribe
medicines — and what to prescribe — for the elderly is also available on the website, as well as evaluation
charts in order to identify drug-related problems. The website also contains two different interactive
aducational programmes for the elderly, called “Elderly & medicines” — the first interactive educational tools
for the elderly worldwide. The elderly are constantly empowered about medicines and the elderly by
pharmacies and pharmacists,

some 800,000 elderly people have been educated and informed in study circles about medicines and the
alderly, via national and regional campaigns, via brochures and keynote presentations, and via dialogues with
their pharmacists etc. and about what they should expect from their medical treatment. They have been
empowered to ask “tough” questions of their doctors/GPs etc. And the results are very encouraging. Yearly,
regional conferences are arranged for the elderly, where pharmacists educate and empower this patient

group.

Several seminars have been arranged at local, regional and national levels, and this shows clearly how it is
possible to educate and empower patients to become their own ambassadors for their own sake. The project
has also received additional funding from the Swedish Government, due to its success in empowering the
elderly, and due to the good results in reducing the amount of inappropriate medicines for the elderly.

The project has been nominated for several prestigious medical awards in Sweden, and in 2012 received the
Award of Honour for best innovation in medicine,

The project has:

o Increased health literacy among the elderly such that they understand specific health information
better; understand their disease/condition and its implications better, understand how changes in
lifestyle could impact on their health; have got to know their rights within health care; and have
improved their medical therapy.

e Increased patient control such that they can monitor their treatment progress; feel less anxious
about their health condition; feel more responsible for the management of their disease; be more
aware and understand the effect of different medicines; learn how to avoid falls that can result from
medical treatment; and learn how to improve medicines taking.

e Improved patient participation such that they are better prepared for consultations with health
professionals and can meaningfully engage in discussions regarding their own health; are able to
define treatment plans in partnership with healthcare staff (concordance); are able to attract
healthcare professionals’ attention to issues they consider important; and can get invelved in a
person-centred dialogue within the healthcare system as well as at the pharmacy.

e Resulted in better medical therapy and outcomes for the elderly, such that during the past years
more than 200,000 patients, aged 80 years and above, have got a better medical treatment with less
inappropriate medicines prescribed (evidence based), thanks to the project and by using the
competence and skills from the pharmacist. Looking at patients aged 65+, analysis is being
performed, but the project estimates that between 700,000 and 8oo,000elderly people in Sweden now
have better medical treatment because of fewer inappropriate medicines being prescribed.

The project clearly demonstrates that, in a rapidly evolving health care system with increased demands for
results and personalised care, the pharmacist is a critical partner in the provision of care. The skill set of the
pharmacist provides a unigue opportunity to deliver optimal medicines utilisation for the elderly, improving
therapy and cutcomes, and managing acute and chronic diseases as well as many otherroles that are beyond
an outdated view that limits pharmacy practice to the distribution of medicines.

Forthe pharmacy, “Check my medicines” has:

e Developed the concept of pharmaceutical care at Swedish pharmacies;
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o Highlighted the competence and skills of pharmacists;
e Positioned the pharmacist as the medicines expert; and

o Positioned pharmacy as the “gateway to care”, and strengthened the relationship between
pharmacists and patients.

“Check my medicines” shows clearly that the pharmacist is uniquely positioned to provide pharmacautical
care through appropriate medicines therapy management. The results demonstrate that pharmacists — by
being able to reduce the number of inappropriate medicines, contributing to a more appropriate therapy for
the elderly and empowering patients’ health literacy — are vital participants in the multidisciplinary
healthcare team. By focusing on the elderly and their medicines, and improving both the medical therapy as
well as the outcome, “Check my medicines” has positioned the pharmacist as a partner fora life in health, as
well as positioning the pharmacy as the gateway to care.

Although the role of the pharmacist on the healthcare team for optimal management of medicines for the
elderly has bean highly appreciated, the positive impact on wellness, clinical outcomes, and overall healthcare
costs through a full scope of practice highlights the significant contribution pharmacists make in the ever-
changing healthcare system.

“Check my medicines” is today an established benchmark (for pharmacy and patients) when it comes to
discussing and improving medical treatment for the elderly. The project has received great attention in
scandinavia, China, Argentina,” Spain, UK, USA, Indiaand in many other countries aswell as at the WHO Ageing
Centrein Japan.

The number of clinical pharmacists has increased in the past years and, so far, they are mainly employed at
hospitals and to some extent at health centres, Several studies have been performed showing that, as aresult
of pharmacist employment, there has been great improvement in the correct use of medicings and positive
health economic outcomes.®

Attempts have been made to evaluate pharmacy-based cognitive services directly or indirectly aiming at
improving adherence, but no studies so far have focused on clinical outcomes or cost-effectiveness.
Consequently, no adherence-promoting cognitive services are currently publicly reimbursed.

In 2013 the government gave a directive to the Medical Products Agency to investigate the feasibility of
performing structured counselling on medicines usage at pharmacies.® The purpose of such counselling was
to improve patients’ knowledge about their treatment, support adherence and avoid misuse of medicines,
Patients who had been prescribed medicines for asthma or COPD were included in the study. Thirty-six
pharmacies participated, 196 patients were enrolled and made the first visit, and 169 patients participated in
the follow upvisit. In general, the patients were very positive about the interaction with pharmacists and nine
out of 1owould consider using counselling regarding medicines use in the future. Seven out of 10 thought that
the GP would benefit from the information callected at the visit,

In summary the study showed that it is feasible to perform structured counselling at pharmacies. The
shortcoming, however, is that no clinical data {efficacy) were recorded and that no physicians were included.
Thus, the study cannot show any outcome on health improvement.

In an ongoing project in Stockhalm County, patients initiated on statin therapy are offered to sign-up for a
short, adherence-promoting intervention when collecting their first prescription in a community pharmacy
belonging to one of the major retail pharmacy chains (Apoteket ABL® Since it is known that the largest drop in
refill rate takes place as early as within the first months of initiation, this intervention focuses on informing
patients about the importance of adherence to statin therapy and removing barriers to adherence within one
to three months of the first prescription being filled. Pharmacy involvernent includes approaching patients in
the pharmacy, inviting them to take part and, if they agree, registering them for the intervention. The
pharmacies also receive the patients for a follow-up visit after the intervention is finalised. The intervention
itself is provided by a team of nurses trained in life-style coaching, and is largely managed from a call-centre
via a decision support system scheduling all contacts, storing patient-provided feedback as well as all notes
made during contacts.
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The different pharmacy chains offer different kind of services like blood pressure and lood sugar
measurements, stop smoking, birth mark control, ete, but the outcome of these services is not documented or
published, or communicated to the responsible GP.

In Sweden there are two levels of pharmaceutical professions: prescriptionist, BS¢ (Pharm), & three-year
university education, and pharmacist, MSc {Pharm), a five-year university education. The registration is
granted by the National Board of Health and Welfare and it is noteworthy that both prescriptionists and
pharmacists have the same authorities. Swedish pharmacists have the authority neither to prescribe
medicines nor to vaccinate. Both university educations have been updated and emphasise knowledge in
pharmacotherapytoahigher degree As a pharmacist thereis a possibility, after graduation, to take a one-year
post-educational course in clinical pharmacy, which is very popular. Clinical pharmacists are much
appreciated by both doctors and nurses in hospital care.

From a legal point of view, at pharmacies, the prescriptionist/pharmacist is responsible to check that the
prescription is legal and appropriate and must ensure that the patient is well informed of how to take the
medicine. However, work other than dispensing medicines is not documented. Communication with
physicians only occurs to correct mistakes. Continuous education in pharmaceutical sciences for community
prescriptionists/pharmacists is not regulated and there is certainly room for improvement. At the moment, it
is the responsibility of both employers and employees.

e-Health (digitalisation} is prioritised both politically as well as withi health care. In Sweden 98% of all
prescriptions are electronic and stared in a registry handled by the Swedish eHealth Agency. A decision has
been taken to allow the registry to be used for research. To incorporate the medicines module in the hospital
chart with the registry is an ongoing project so that both physicians and pharmacists have the same
information about a patient’s actual treatment. Today, using separate sources of information is a major cause
of medicines problems. Most of the patient adherence programmes are developed by the pharmaceutical
industry. The interaction between industry and pharmacies is limited and could be improved. Several
companies also develop apps for patients to register health data and these could be used for sharing medical
information, register adherence, etc.

In hospitals the perception of pharmacists is gradually improving both among nurses and physicians.
However, for the pharmacist to be regarded as an obvious team member there is still a lot of work to do. In
community pharmacies there is no history of cooperation with other professions and thus there is & lot of
ignorance regarding the capacity and possible contribution of the pharmacy profession. On the initiative of
two members of the Swedish Medical Association, the Swedish Pharmacist Association has just started a
projectand acouple of meetings have taken place. Aworkshop is planned to discuss medicine and pharmacy’s
respective roles and responsibilities. Also, nurses’ associations are interested to meet Up and discuss how to
cooperate,

The pharmacy chains have a retail focus and little interestin the core value of pharmaceutical care because of
low profitability. The governmentis reluctant to use more tax money to reimburse pharmacist services at the
pharmacies without health economic data from studies and employers are not willing to invest like they have
in the UK (new medicine service) and Norway (Medisinstart),

Pharmacisst are still not acknowledged as the health professional with the utmost knowledge of
pharmaceuticals. Patients still refer to doctors if they have guestions about their treatment. Pharmacy in
Sweden must strengthen its trademark.
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4.11 Switzerland

Swiss pharmacies offer different services in the field of NCDs.Y The Swiss case study focuses on the colon
cancer screening service in Swiss pharmacies, because this is one of the most successful and broadly offered
services.

Law on medical professions (SR 811.11; MedBG): The 2015 revised MedBG defines the education goals for
medical professions, including pharmacists. Educational institutions are required to incorporate these goals
into their curricula. One specific education goal for pharmacists, among others, is {Art. g lit. f MedBG}):
[Pharmacists must] contribute to health promotion and disease prevention, as well as acquire the necessary
competencies, including in the field of vaccination.

The federal law of health insurance {SR 832.10; KVG} and the respective ordinance {SR 832.112.31; KLV}
regulate the services that are paid for by health insurances. This includes also the services of pharmacists (art,
4a Par. 1 KLV). The insurances can alsc cover additional cost-cutting services through a collective agreement
in favour of a group of insured persons (Art. 4a Par. 2 KLV), These services must align with the role intended for

viSege pharmasuisse's position paper about Lhis topic at: hitp/fwww.pharmasuisse.org/de/1699/NCO-Strategie him
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pharmacists in Art. 25 Par. 2 lit. h KVG and therefore be connected to the dispensing of medicines prescribed
by medical doctors.

Services by pharmacists in the field of prevention or chronic care are not yet included in the national
agreement between all insurances and pharmacies. However, some health insurances cover specific services
delivered in pharmacies to the individuals insured by them.

Next to these regulations different national strategies describe the pharmacists’ scope of practice;

o Initsanswerof 2016 to the postulate Humbel {Positioning of pharmacies in primary care), the Swiss
government defines the role of pharmacists in primary care mainly in two areas: low-threshold access
to health care and the increased use of their pharmaceutical competences to increase the quality of
medicinal therapy. In the area of low-threshold access to health care, pharmacists have an important
function as a centre for observation, advice and coordination in the field of prevention. This aspectis
incorperated and implemented in various national strategies of the government, e.g, in the NCD-
strategy of the Federal Office for Public Health (FOPH; the equivalent of the Swiss Ministry of Health).
In the long run, the Swiss government wants to lay the focus on an increased use of the
pharmaceutical expertise in models of interdisciplinary collaboration at the level of the individual
patient to secure and increase the quality of medicinal therapy (interdisciplinary chronic disease
management programmes). Pharmasuisse supports the conclusions of the report of the Swiss
government (see media release of pharmasuisse 26 October 2016; https.//bit ly/2leAuvH)

e Thereis no “prevention law” existing in Switzerland. Instead, the Swiss goverment adopted in April
2016 a “National strategy for the prevention of non-communicable diseases” (NCD strategy). This
strategy aims, for example, to strengthen preventive action for people with enhanced risks and
chronic conditions in the healthcare system to prevent or delay the emergence of disease and make
life easier for those affected. The health path developed in the context of the NCD strategy shows a
possible role for pharmacists as a low-threshold access for persons in various life stages. The
possibilitias for & stronger inclusion of pharmacies in prevention range from the involvement in
prevention campaigns over the conduction of risk-assessments to health consultations {among
others, smoking cessation) as well as the coordination of patients and the involved service providers.

o For the prevention of cancer there is a dedicated strategy, the “National strategy against cancer”
{NSK). Easy access for all peopleliving in Switzerland to early detection of colon cancer is one of the
goals of this strategy. Pharmasuisse is part of a committee that coordinates the activities necessary
to reach this goal.

Since 2016, Swiss pharmacists have offered colon cancer prevention servicesin community pharmacies. A first
campaign of pharmasuisse in 2016 was implemented with 770 pharmacies taking part. A second campaign was
organised in 2018 and involved more than 800 pharmacies. Many pharmacies offered the service not only
during the campaign, but also throughout the year. Together with the customer, the pharmacist fills out a
questionnaire to assess the personal risk for colon cancer (“risk check”). Patients with higher risk are referred
by the pharmacist to their GP or medical specialist. Patients with no risk or low risk receive a stool test for
occult blood {OC Sensorl and instructions on how to collect the sample. The patient takes the sample at home
and sends it directly to the laboratery in a dedicated envelope. The results from the laboratory are sent back
to the pharmacy and the pharmacist communicates them to the patient. If the result is positive, the patientis
referred for further examination (colonoscapy) to a physician or specialist,

wWith the refresher campaign in 2018, those who received a test in the pharmacy during 2016 were invited to
take itagain after two years {as directed in guidelines).

Customers pay for the service out of their own pockets (usually around CHF 30). One health insurance (CSS)
pays forthe service forits customers who have a supplementary insurance contract.
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A chronic care management programme (myCare) is under preparation and testing. This programme will
include myCare Start {the equivalent of a new medicing service), myCare Support (& patient support
programme) and myCare Safety {medicines risk management). Pilot projects are expected to start in 2019.

To be able to offer the colon cancer screening service in the pharmacy, pharmacists need to have undertaken
online training developed by pharmaSuisse. In addition, participating pharmacists will be provided with
specific tools, so that they can educate and share relevant information with the rest of the pharmacy team
{e.g, pharmacy technicians).

Another requirement for offering the colon cancer screening service in the pharmacy is the use of an online
platform. Through this platform, pharmacists can electronically fill out the risk assessment with the patients
andthussaveall patient data. Test results from the labaratory are sent to the pharmacy through this platform.
The platform also allows the pharmacist to administer theirclients and facilitate reminders of patients to take
the test two years after the initial test.

The colon cancer detection programme needs close collaboration between pharmacists, physicians and
specialists. Only with this close collaboration can patient follow-up be ensured. Nevertheless, this
collaboration and follow-up remain one of the main challenges. During the 2016 campaign, when patients with
a positive test result were referred to a physician, the pharmacist often did not receive the results from the
medical examination. In some cases, those patients did notundergo a colonoscopy. This was solved by medical
doctorswho have beeninvolved in the project sincethe beginning and who contacted medical colleagues who
may not have followed-up a positive test with a colonoscopy.

Limitations and challenges to expand pharmacists' roles in NCOs include:

e Remuneration of these services in the pharmacy;

o Interprofessional collaboration with other healthcare professionals, especially the clarification of
the roles of the different healtheare providers and

e Cost-intensive development of technical supporting toals (e.g,, IT platform).

4.12 United States of America

The role of the community pharmacistin the United States is, as in most of the world, undergoing a period of
transformational change. Unlike many parts of the world, however, the practice of pharmacy is not governed
nationally. Rather, each of the 5o state governments, the Bistrict of Calumbia, and the territories of Guam,
Puerto Rico and the American virgin Islands independently set the laws and regulations by which pharmacists
may practise within their states or territories. Pharmacists who wish to practise across state lines must take
the examination, meet the requirements for licensure, and become licensed in each individual state in which
they wish to practise Because of this, the practice authority of the pharmacist varies widely across the United
States.

Despite these variations, pharmacists do have contrel and responsibility for the nation’s medicines supply in
large measure. Physician dispensing in the U.S. is relatively limited. There are approximately 22,000
indepandently owned® community pharmacies in the WS, and over 40,000 corporate chain? community
pharmacies. Corporate owned chain community pharmacies may be stand-alone pharmacies, or may be
pharmacies operating within a grocery store or a mass merchandising store {e.g. Wal-Mart). According to the
L.S. Bureau of Labor and Statistics3there are just over 312,000 pharmacists practising in the United States,
with anticipated job growth of about &% until 2026,
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NCD prevention activities by pharmacists are fairly well documented. Many state-based insurance
programmes and private insurance programmes will pay pharmacists on a fee-for-service basis to provide
smoking cessation counselling to patients. Additionally, pharmacists who practise within recognised diabetes
education practices {there is a national process for recognition) are frequently involved with prevention
activities emphasising diet and exercise as a part of diabetes education. Additionally, Medicare (the national
insurance programme for the elderly and disabled) provides for beneficiaries to receive an annual wellness
visit with the primary care provider. A growing number of pharmacists practising in team-based care are now
providing the wellnessvisitasacorecontribution to the team, leadingtonew revenue streams forthe practice
employing the pharmacist. Despite these opportunities, thereisclearly an even greaterrole for the pharmacist
in NCD prevention.

The U.S. has been involved extensively in pharmacist-run disease management and therapy management,
From independently run, appointment-based clinics located within community pharmacies to community
pharmacists co-locating with physicians and community pharmacists running referral-based clinics, the
literature is replete with descriptive papers {see literature review chapter for sentinel papers). Pharmacists
have had the greatest documented success in the area of diabetes and hypertension management, with
additional strong activity in cardiovascular care more generally. Although community pharmacy-based
anticoagulation clinics are not commonplace in the U.S, pharmacists are most frequently associated with
such clinics in the ambulatory care setting. Community-based pharmacists are also now conducting asthma
clinics, depression clinics and movement disorder clinics, as well as men’s health and women’s health clinics.
whatever the NCD, chances are good that somewhere in the U.S. there is a community pharmacist offering a
special clinicto provide service to the patient population.

Notwithstanding this,as previously stated the mast robust and common pharmacist-run disease management
occurs with patients who have diabetes and hypertension. In fact, pharmacists have been so successful in
these areas that the US Centers for Disease Control and Prevention has issued several documents encouraging
pharmacists toe be more invalved. These include “Using the pharmacists’ patient care process to manage high
blood pressure: A resource guide for pharmacists” “Methods and resources for engaging pharmacy
partners”sand “Partnering with pharmacists in the prevention and control of chronic diseases”.®

The Doctor of Pharmacy (Pharm.D.} degree is the entry-level, single degree offered in the U.S. for individuals
who wish to practise pharmacy. The Accreditation Council for Pharmacy Education {ACPE) is the national
accrediting body which sets the standards for pharmacy education in the U.S ACPE accreditation is by its own
account “public recognition that a professional degree programme leading to the Doctor of Pharmacy degree
is judged to meet established qualifications and education standards through initial and subsequent periodic
evaluations”.” As of 2018, there are 142 schools and colleges of pharmacy which are either accredited, or in
some phase of pre-accreditation status. The Pharm.D. degree is designed to prepare students to provide direct
patient care, including medication therapy management and disease management, as a part of the robust,
comprehensive standards of the ACPES

The use of technolegy in pharmacy practice, especially in the community setting, is highly variable,
Increasingly the rapid growth of smart phone-based applications {apps), digital and home-based monitoring
devices, and more technology savvy consumers have driven an increase in the use of technologies for
averything from measuring and monitoring heart rate, blood pressure, body weight, and many other
parameters. Electrenic prescribing is now commoenplace in the US, with only a small portion of prescription
orders being hand-written. Pharmacists and consumers partnertogether in the use of technology to improve
adherence and compliance with prescribed therapies. However, pharmacists in the community setting are
challenged by a general lack of access to patient electronic medical records. In fact, patients themselves often
do not have access to their own records. Related to dispensing, the U.S. is somewhat unique in that most
prescription medicines are bulk packaged in quantities of 1oo, 500 or 1,000 units, rather than unit-dose
packaged as in other parts of the world. The result is that the dispensing process itself is often slow, and
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frequently pharmacists find themselves engaged in tasks which could easily be taken care of by pharmacy
technicians or by using automated technology.

In the U.5, the education of pharmacists, physicians, nurses, and other healthcare practitioners is rapidly
evolving to incorporate interprofessional education {IPE) as a central component of the respective academic
degrees. This evolution was driven by important publications of the Institute of Medicing, including:

o Measuringtheimpact of IPE on collabarative practice and patient outcomes;?and

o Interprofessionaleducation forcollaboration: Learning how toimprove health frominterprofessional
models across the continuum of education to practice — workshop summary.® In addition, a robust
Interprofessional Education Collaborative (IPECP has been well established inthe US. and has issued
several reports, held several consensus conferences, and conducted a host of faculty and practitioner
training programmes since 2013,

In the United States, one of the most difficult challenges for pharmacists is receiving payment for non-
dispensing patient care services. Because the business model of community pharmacy has for many years
been carved away from the rest of healthcare services and paid for by pharmacy benefit management
companies almost exclusively on the pharmaceutical product, and because the reimbursement scheme in the
U.S. has been focused on paying pharmacies instead of pharmacists, it has been difficult for the US.
government and other payers to incorporate the professional services of pharmacists into their systems of
remuneration. Accelerating in the 1gges, research on the impact that pharmacists’ non-dispensing services
have on patient care has firmly shown the cost-savings pharmacists make on the non-drug portions of
healthcare spending. As a result, there is now a move afoot in the United States to get the U.S. Congress®2 and
state legislatures to pass new laws formally recognising pharmacists as healthcare providers under the laws
and regulations allowing payment in the same manner as other healthcare providers.
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4.13 Other national initiatives on NCDs

Since January 2016, pharmacies in Denmark have been required to offer a new medicine service to patients.
This service is an offer for patients who, within the previous six months, have been newly diagnosed with a
chronicdiseaseand prescribed a medicine for it. The service is a consultation about the new medicine between
a pharmacist and the patient.

In Denmark a chronic disease is defined as a disease which is long-lasting and persistent. Therefore, the new
medicine service in Denmark isslightly different from the same service inlreland orEngland, where the service
is only offered to patients with a specific chronic disease.

In a customer satisfaction survey, g5% of the respondents stated that they were, overall, satisfied or very
satisfied with the service. Many patients commented that the new medicine service made them feel more
secure about taking their medicine and provided them with knowledge about side effects.

An adherence service was introduced by Danish pharmacies in April 2018. This service is a short, private
consultation between a pharmacist and a patient who has been taking medicine forachronic disease for more
than 1z months and experiences problems with adherence. This service is an expansion of the new medicine
service.

The purpose of the service is better medical adherence for patients by giving them more knowledge about
their medicine — safe, effective and rational use — and teaching them better habits. The focus is on
identifying reasons for non-adherence and finding effective solutions. This will, in the long term, empower
patients and increase the effect of their medicines treatment.

Non-adherent patients are entitled to ane adherence service consultation a year. This makes it possible for the
pharmacists to follow the patients’ future adherence and medicines treatment. This is not a possibility with
the new medicine service, where patients are only entitled to one consultation per chronic disease.

The concept for a new medicine service (NMS) in Ireland is based on evidence from research that problems
with newly prescribed medicines appeared rapidly, were widespread and that a significant proportion of
patients on long-term medication quickly become non-adherent. Work by Barber et af*has shown that patients
who started a new medicine for a chronic condition experienced considerable problems. About one third did
not take their new medicine as prescribed, almost half of these deliberately so. The incidence of non-
adherence was greater with new rather than with existing medicines. Patients frequently encountered
problems and had substantial unmet needs for information and support. Although some problems were
resolved, many were notand new ones were reported. This rapid emergence of non-adherence and the related
plethora of problemns are probably caused by two main factors: lack of appropriate communication with
prescribers and at the time when the medicine is dispensed, and patients’ prablems with the medicine only
amerging once that medicine has been taken.
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Hence, a pharmacist-led intervention, the NMS, was devised. The NMS is a structured pharmacist-led
intervention, delivered within the community pharmacy setting, consisting of advice and support on
medicine-taking for a newly prescribed medicine for a specific chronic disease state {asthma, COPD, type 2
diabetes, hypertension, antiplatelet/anticoagulant therapy, statin therapy and chronic pain}, delivered within
two weeks of commencing the medicine. Tha NMS was first commissioned in England by the National Health
Service (NHS} in October 2011, A 2016 review of this service? has shown that community pharmacists have
carried out 3.50million NMS consultations since the scheme was introduced in 2011 to the end of August 2016,
resulting in a 10% improvement in adherence. In the long term, the authors of the research suggest that GBP
517.6m cash savings to the NHS could be made, and 179,500 quality-adjusted life years will be gained from the
NMS,

In 2017, due to the benefits seen in the English NMS, both to patients and to the overall health system, the Irish
Pharmacy Union {IPU}, with the benefit of an educational grant from Pfizer Healthcare Ireland, decided to run
an Irish NMS pilot to assess if similar benefits would be seen in the Irish context,

The aims of the IPU NMS pilot were to:

e Explorethe operationof the NMS, in particular the complexity and nature of resulting consultations
in terms of patient engagement, age range, advice-giving and support; and

e Determine acceptability to stakeholders, reasons for success orlack of success and feasibility within
the service delivery environment.

The study outcomes were to;

e Assess the impact of the NMS pilot on patient adherence through measurement of a number of
adherence measures;

o Identify barriers to and enablers of the success of this pilot and any future roll out of the NMS;

e Determine the feasibility of implementation of the N#S in the practice environment; and

o Assess stakeholder acceptability of the NMS.

The pilot design was based on capturing quantitative data on adherence via the Proportion of Days Coverad
(PDC) values and a patient adherence score, along with qualitative feedback collected via a survey of
participating pharmacists. The pilot received ethics approval from the National University of Ireland Galway
and was registered as a Clinical Trial {ISRCTN12674490),

The NMS pilot consisted of two arms, an intervention and control arm. Once pharmacists enrolled patients
onto the pilot via an onling data collection tool, this tool randomly allocated patients to the control or
intervention arm,

Those patients allocated to the NMS intervention arm had a total of three interventions during the NMS pilot,
asoutlined inFigure31and described here:

o Astructured interview about their new medicine was carried out with the pharmacist within seven
to 14 days after the first dispensing,

e The pharmacist undertook the patient adherence questionnaire with the patient to assess
adherence four weeks after the first dispensing of the new medicine; and

e The pharmacist carried out a proportion of days covered {PDC) assessment of the new medicine,
using the patient’s medication record {(PMR) from the dispensary computer system three months
after the first dispensing of the new medicine.
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Those patients allocated to the control arm had a total of two interventions during the NMS pilot:

e The pharmacist undertook the patient adherence questionnaire with the patient to assess
adherence four weeks after the first dispensing of the new medicine; and

e The pharmacist carried out a PDC assessment of the new medicine, using the PMR from the
dispensary computer system three months after the first dispensing of the new medicine,

The results obtained? demonstrated that both the aims and outcomes of the IPU NMS pilot were met, Patient
adherence, as defined as PDC value of 80% or greater, was 9% higherin the intervention (NMS) arm compared
with the control arm (Figure 32). This compares favourably with the results of the English NMS review, which
showed an improvement in adherence of 10%. The increase in PDC indicates that this pharmacist-led
intervention, the NMS interview undertaken within the community pharmacy, has a positive effect on
patients’ adherence and their madicines-taking.
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Hypertension and type 2 diabetes were the most frequently occurring conditions in bath arms (Figure 33) and
medicines affecting the renin-angiotensin system, calcium channel blockers and antidiabetic medicines were
the most frequently occurring medicine classes in both arms (Figure 34). Patients were evenly matched in both
arms regarding age, gender and inclusion conditions.
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Datawerecollected for 150 NMS intervention interviews. Table 23 shows that, forthe majority of patients (101),
no further advice was required. However, 39 patients did require further information and advice from the
pharmacist and 10 patients were referred back to their GP. This suggests that almost a third of patients who
were prescribed a new medicineg and undertook the interview with the pharmacist required some form of
intervention by the pharmacist.
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No furtheradvice needed as patientreportsusing the medicine as prescribed 101
Further advice needed 39
Referred to GP 10

Among patients who had concerns, the majority reported side effects to the new medicine, followed by
uncertainty as to whether the new medicine was working, with issues around use and information on the new
medicine also occurring. Regarding advice and actions taken by the pharmacist in response to patient
concerns expressed during the NMS interview, the main action was provision of information on how the drug
worked, followed by information on how to take or use the new medicine. This information may have already
been provided in previous counselling sessions with the pharmacist and also at the time of prescribing, but it
reiterates the fact that patients often do not fully understand or engage with the information provided at the
initial preseribing and dispensing stage.

The NMS interview resulted in 12 patients {8%) who undertook the NMS being referred back to their GP.
Looking at the PDC values and GP referral figures in combination further demonstrates that the pharmacist-
led NMS intervention potentially had a positive effect on a total of 85% of all patientsin the intervention arm;
77% of patients achieved a PDC of 80% or greater and 8% were referred back to their GP.

This information indicated that the NMS highlighted issues with the new medicine which, if left unresolved,
could result in negative implications for the patient and the health service such as poor adherence, poor
patient outcomes, risk of adverse drug reactions and future cost implications.
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In Spain, the recommendations of the Council of the European Union of 2003 are followed, where it is
recommended that member states develop screening programmes for breast cancer, cervical cancer and
colorectal cancer.

In the specific case of colorectal cancer, in general, the basis for performing screening tests are;
e Target population: women and men between 50 and 6g years of age;

e Screening test: occult blood in stool; and
o Explorationinterval: two years.

At present, in Spain, all autonomous communities have a colorectal cancer screening programme? although
community pharmacies participate only in Catalenia, the Murcia and the Balearic Islands.


https://ipu.ie/wp-content/uploads/2017/12/IPU-NMS-Pilot-2017-Report-Copy.pdf
https://ipu.ie/wp-content/uploads/2017/12/IPU-NMS-Pilot-2017-Report-Copy.pdf
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The objective of including community pharmacies is to encourage participation by making the test more
accessible for the population {(proximity, flexible hours, no need for a prior appointment, and presence of a
health professional).

The methodology and procedure to be followed is, in a generalised way, as follows:

1. The Regional Ministry of Health of the autonomous community sends a letter of invitation to people
inthe identified target population group.

2. Iftheinvitationis accepted, the subject is referred to his or her nearest pharmacy participating in the
programme.

3. Upon presentation of the letter of invitation, the pharmacist will deliver the kit for sample cellection
and provide information to the user about the correct collection and delivery of the sample, as well as
information {oral and written} about the possible results of the test, their meaning and subsequent
steps to follow,

There are different screening kits available, but all are immunochemical tests capable of detecting human
haemoglobin in faeces.

Thesamplingis usually done on two different days, and the sample keptin arefrigerator until delivery.

The sample is taken immediately after the stool is made. It is recommended to defecate on toilet paper either
inthe toiletorin the bidet and then take the sample by probing the stool at several different points,

Samples can be delivered to the pharmacy itself, which then sends them to the laboratory for analysis or,
depending on the autonomous community, to a primary health centre.

Theresults willbe sentby letterorcommunicated by telephone tothe subject. If noevidence of blood in faeces
has been found, the test is considered negative and subjects would be invited to repeat it after two years.

If a specific amount of haemoglobin is found in at least one of the two samples, a confirmatory test
(colonoscopy) will be performed.

As a concrete example of the activity developed by community pharmacies in the screening of colorectal
cancer, detailed information on the service in Murciais given below,

The programme of the Ministry of Health of the Region of Murcia is called “Farmacolon™ and involves 421
pharmacies out of the 567 existing throughout the region,

Participating pharmacies, in addition to collaborating in the manner described above, will record the
following information:

e The patientwho collects the kit for taking the sample;
e Thedate of collection of the kit; and
e The pharmacy that delivers the kit.

The latest available data (from 2014 for general data on invitations sent and tests carried out, and from 2016
for specific data on pharmacies) are as follows:

e Personsinvited to take the test: 41,756

o People who performed the test: 22,813

e Participation rate: 54.8%

e Personswith valid tests: 22,143

e People withinvalid tests: gb4

o Peaple with positive test: 2,105

e Positiverate of 9.5%

o Peoplewho delivered the sample at a pharmacy vs a health centre: 20,732 v$ 7,439

e Percentage of positive tests detected by pharmacies vs health centres: 8 4% vs 10.2%
o Pharmacy user profile: men 45%; women 55%
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o Tests delivered by pharmacies vs health centres (initial screening). 9,593 vs 6,057

o Tests delivered by pharmacies vs health centres (follow-up screening): 12,428 vs 1,661

o Undelivered samples, pharmacies vs.health centres (initial screening) 781 vs 187

e Undelivered samples, pharmacies vs health centres {follow-up screening): 441 vs 67

e Poorly collected samples, pharmacies vs health centres {initial screening): 183 vs 178

o Poorly collected samples, pharmacies vs health centres {follow-up screening): 296 vs 78
o Invalid samples, pharmacies vs health centres {initial screening): 45 vs 19

o Invalid samples, pharmacies vs health centres {follow-up screening): 22vs 6
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Governments, health systems, professional organisations, public and private healthcare providers and society
in general are all co-responsible for NCDs prevention and control. It is essential to develop strategies that
address some of the major root causes, namely, unhealthy lifestyles and the need to consistently change
health-related behaviours and self-care. Effective, feasible interventions that are based on national realities
and policies are needed for the prevention and control of NCDs These interventions should have animpact en
health equity and outcomes. They should combine population-wide policies and individual activities.
Interventions should be patient-centred and take place at the primary care level. Health systems should
ensure and encourage a focus on universal coverage,

Community pharmacies are generally private-sector entities. Nevertheless, they provide an essential public
service, delivering valuein terms of public health and generating consistent contributions to health gains and
economic savings for health systems. Although it is important to have enough specialised health
professionals, it is also critical to improve and optimise management and use of existing resources such as
pharmacists, and to align their work with that of other healthcare professionals. In addition, professional
organisations need to establish competency frameworks that support workforce development.

NCDs create new health challenges and need new healthcare responses: pharmacists and pharmacies are
already committed to the future of health systems and pharmacists have a major role in primary care.

Pharmacists:

e Are underutilised human resources. They are highly qualified healthcare professionals, widely
available across territories and highly trusted by patients. They are essential for harnessing the full
potential of the primary healthcare network of community pharmacies;

e Have regular interactions with patients, even with those who do not see their physicians. These
interactions can be used to improve the prevention of NCDs, access to care, the responsible use of
medicines and adherence to treatments;

o Provide early screening and point-of-care testing, specialised counselling and long-term disease
management;

o Areeasily accessible, because pharmacies have long opening times and ensure safe and high-quality
primary care services; and

o (Could play a bigger role in NCDs, improving health cutcomes by reinforcing health system coalition
while facing NCD challenges.

NCDs represent an opportunity to strengthen pharmacists’ commitment to citizens and patients, namely
towards sustainable and better use of health resources.

Therefore, in light of the findings contained in this report, FIP recommends that FIP Member Organisations
andall national and local associations of pharmacists:

o Use the evidence and case studies in this report to showcase the effectiveness of pharmacists in
prevention and control of NCDs;

e Collaborate with other health professions’ associations in developing joint strategies and methods
for implementing closer working relationships and multidisciplinary efforts, including pharmacists
and other healthcare professionals {(physicians, nurses, nutritionists, specialists in laboratory
medicine, etc.);

e Develop competency framewaorks that support appropriate pharmacist workforce development and
promote the achievement of an adequate level of competence related to NCDs at all career stages;

e Engage with healthcare providers, health programmes, patient organisations, managed care
organisations and payers or insurers to include pharmacists’ roles in prevention, control and
management of chronic diseases, including safe and effective use of medicines, as valued initiatives
covered by financing or reimbursement schemes;
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o Develop strategies aimed at incorporating pharmacists in health programmes dealing with the
prevention and managemeant of NCDs, while ensuring that pharmacists are compensated for these
services;

e Engage with health authorities to include pharmaceutical expertise in public health efforts and
pharmacies as a valuable healthcare network; and

e Look forward to multidisciplinary cooperation with other health professionals, and increasing
integration of community pharmacies within the primary care network.

NCDs pose one the greatest emerging healthcare risks for humanity, demanding new answers and requiring
innovative and creative solutions. Building on the key roles they already play as primary healthcare
professionals in the community, pharmacists can provide focused interventions, specialised counselling and
care coordination, improving patientengagement to achieve betteroutcomesinthe global fight against NCDs.
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