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PGEU is the European association representing community pharmacy. Our members are the
associations and chambers of pharmacists from 34 European countries.
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We welcome the opportunity to comment on the Expert Panel opinion on the frame of
reference in relation to primary care.

Demographic Change and Medicines Use
3

The opinion notes some key demographic and epidemiological challenges facing health care
systems (line 390). It is worth stressing the importance of medication and medication related
problems in this context. The rise of chronic disease and an aging population entails an
increased use of medication (and of course a need to better detect and manage chronic
disease), and thus inevitably a greater exposure to the risk of adverse drug reactions (ADRs),
side-effects, medication interactions and the effects of polypharmacy1. There is evidence that
elderly citizens are at greater risk of these issues2, and that they are a major cause of
hospitalisation among the elderly.3 Already, poor adherence to medication is a significant
problem for health systems4,5 and polypharmacy presents considerable challenges. These
problems are likely to intensify with the ensuing demographic change.
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At the same time, cultural developments point towards a degree of increased patient
autonomy or empowerment, as the opinion correctly identifies. This may manifest itself in a
greater need for lifestyle advice and possibly self-care and self-medication.6
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In both of these respects, we believe community pharmacy is a key member of the primary
healthcare team. It is difficult to conceive that the risks of increased medication use as
mentioned above can be effectively managed without the use of pharmacists’ skills and
training. Additionally, the wide exposure of community pharmacists to a large cross section
of the population, and the easy accessibility of community pharmacies themselves, make
them an obvious resource for assistance and advice for patients who are seeking to manage
their own health and health care7.
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Definitions of Primary Care
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Although the definition of Primary Care in the Alma Ata declaration [line 531] is non –
exhaustive, PGEU believes the reference to the ‘provision of essential drugs’ needs to be
elaborated slightly. While access to medication is key to a properly functioning primary
health care system (we discuss pharmacy’s role in this below), access in itself is not enough.
For the reasons set out above, the rational and appropriate use of medication cannot be
divorced from questions of access. And, as we will argue below, rational and appropriate use
of medication means using the full resources of the primary care health professionals.
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Starfield’s definition of Primary Care and that of the Institute of Medicines have a common
thread – the key role of Primary Care in addressing a range of needs. This is seen in
Starfields's reference to ‘the first point of reference for all new needs’ and the reference to ‘a
large majority of personal health care needs’ in the Institute of Medicine definition8,9.
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The discussion of the definitions in the Opinion identifies a tension here – while primary care
is initially non-specialised and comprehensive, to function effectively it must be able to
respond to differentiated needs (line 593-594). PGEU believes that well-functioning primary
care combines facility of access (the first point of contact, as in Starfield's first ‘c’), with the
efficient coordination of response. A concrete example of this in a pharmacy context helps
cast some light on this.
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Imagine two scenarios in which a patient seeks pharmacy services. The first (the most
common) might be where a patient has received a prescription for a medication from a
prescribing physician. This might be from a local family doctor, in which case the patient has
already contacted the primary care system, but this is not necessarily the case - the patient
could also be bringing a prescription from a secondary source such as a hospital or a
specialist. In the context of the problem of ADRs, side-effects, medication interaction and
polypharmacy referred to above, the optimal service the patient can receive would ensure
that such risks are addressed. This is a problem of co-ordination between secondary and
primary care, but also between different primary care health professionals, since such
problems cannot always be addressed without the participation of the prescriber in the
process (there may need to be an adjustment to or clarification on the prescription).

9

In Europe the necessary coordination does rarely extends beyond informal contacts.
Prescribers are not trained in ADRs, management of side-effects, medication interactions and
management of polypharmacy, and do not always have accessible or comprehensive records.
Comprehensive pharmacy based medication records are also uncommon, although this is
changing (see below) and systematic reconciliation between secondary and primary care is
rare10.
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The Dossier Pharmaceutique
Article L 1111-23 of the French public health law provided the legal basis for establishment of the
Pharmaceutical record (the ‘Dossier Pharmaceutique’ or ‘DP’) in January, 2007. The Dossier
Pharmaceutique includes all the medicines dispensed to the patient in any participating community
pharmacy located in France in the last 4 months, be it prescribed medicine or non-prescription
medicines sold over the counter. Every pharmacy is required to offer this service, but the DP is only
created once a patient has consented and they have the right for it to be deleted at anytime.
The data is collected at the point of dispensing or sale and stored in a centralised secure server. Only
pharmacists and the professionals legally entitled to dispense medicines have access to this
professional tool, with both their health professional insurance card and the patient’s insurance card.
The DP supports pharmacists in verifying that there are no interactions between medicines
prescribed, that there are no contra-indications with the state of the patient’s health. It helps to
ensure that the patient doesn’t suffer from harmful secondary effects. The DP provides the
pharmacist with a global view of the patient’s different treatments. In this way, the patient benefits
from greater security and personalised advice.
In addition the DP allows patients using different pharmacies than their usual location (e.g. over
weekends or when on vacation, at work, etc.), to fully benefit from pharmacy services as the
pharmacist on duty is in a position to provide suitable advice in light of the other medicines that have
been dispensed or sold to the patient recently.
By 12 May 2014, 22.297 French community pharmacies operated the Dossier Pharmaceutique;
comprising 98,6% of all community pharmacies in France. Around 32 million pharmaceutical
records were created.
Additionally, hospital pharmacists now have the possibility to use the DP (read and write access) to
facilitate medicines reconciliation between primary and secondary care settings.
Similar systems to the DP are under development in Austria, Belgium, Italy and Norway.
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The second scenario is where a patient presents with symptoms in the pharmacy. This is
common, substantially as a function of pharmacy accessibility (see below). The pharmacist
must respond to the symptoms presented to him or her. Typically, the pharmacist will
provide relevant self-care advice, recommend an over-the-counter medication or product to
the patient or otherwise ‘signpost’ the patient to alternative source of care (usually but not
exclusively, a primary care physician). Often the pharmacists will do all three. Again however
the universal signposting function of pharmacies is not widely appreciated11 , and rarely
documented.
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Co-ordination in Primary Care therefore must, inevitably, look at how all health professionals
active in communities can better collaborate.
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Primary Care Collaboration in the Netherlands
It’s well known that patients frequently suffer serious adverse reactions due to unintended
medication interactions, prescription errors and haphazard pill-taking regimens. Part of the problem
is that historically community pharmacists and physicians tend to work in silos. They each take care
of patients within their own professional environment. The communication they end up having with
each other is by telephone or fax, and they share only snapshots of information at the end.
Dr. Paul van Gijn, a Dutch general practitioner, and Eva Siedenburg, a pharmacist in the same Dutch
city, have worked out a remedy. The two professionals are working together supported by other
healthcare team members such as practice nurses and pharmacy staff in Akelei Health Centre, The
Hague caring for 10.000 registered patients.
In addition to regular meetings and discussions of individual cases, technology is used to support
communication between the two professionals and centre care around needs of the individual
patient. Information contained in the patient record from pharmacist and physician computer
systems is uploaded on a Dutch open health care communication system. Every time this information
is uploaded into the application it is documented as a snap shot with date and time: for each patient
data can be compared over time. The pharmaceutical care plan that is agreed between Dr van Gijn
and Ms Siedenburg shows what has already been achieved and what action points are still needed.
Both professionals perform a clinical medication review in collaboration with the patient based on
information from this web-based application. Patients receive a printed version of their "own" care
plan. It helps to structure the development of a pharmaceutical care plan and to document a
complete patient record including both pharmaceutical and medical data. The development of a
personal care plan improves patient's beliefs and use of medicines and improves quality of care.
“Physicians when they prescribe medication assume that patients will take it as instructed, but
patients don’t always do this,” Dr van Gijn says. “The situation complicates even more when patients
visit multiple physicians and pharmacists. “I had patients that were taking multiple medication for
their multiple conditions and no one was taking responsibility or had a complete knowledge of what
they were on,” Dr van Gijn says. “Using the system I can send the pharmacist a note requesting a
consult and she would look at the medication and send her recommendation back to me, all
electronically.”
“We needed to find a way to deal with this in an effective manner. The integrated electronic care
record formalized relationships between physicians and pharmacists. This translates into a
personalized, relevant consultation that helps all parties. It extended the reach of general
practitioners and recognizes the unique, specialized cognitive skills of pharmacists. Overall it helps
our patients to take charge of their therapy, understand their medication and stay home longer and
gives us a ‘kick’ in a daily practice.” says Ms Siedenburg.
The Pharmacy Network
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As suggested, the second scenario is relatively common because, as a general rule,
pharmacies do not require appointments, operate extended opening hours including night
services, and provide a relaxed and informal environment. It remains the case that
pharmacies are widely dispersed and are found both in rural and economically unattractive
areas12. There is some evidence that accessibility may be a key element in the attractiveness
of some services to patients – where for example, pharmacy based vaccination services have

PGEU Annual Survey 2012. Brussels, PGEU.

been offered, vaccination rates have generally increased, and this at least partly attributable
to the provision of vaccination on a local and ‘walk-in’ basis. Indeed, evidence suggests that
community pharmacists are the health professions with the greatest patient exposure13,14.
Adaptation of Primary Care
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We welcome the recognition given in the opinion of the fact that community pharmacists are
increasingly involved in meeting patients’ needs and expectations (line 798), and the
importance of collaboration and the pharmacists’ role within it (line 764). The practice of
community pharmacy itself is undergoing considerable change. While pharmacy maintains its
key role in providing advice on medication, there appears to be a growing recognition that
better use of the pharmacy interface can make a significant contribution to both improving
medicines use, and the detection and management of chronic disease. While there is very
significant evidence that pharmacy interventions are effective in terms of outcomes for
patients15,16,17,18,19,20,21, there is also a growing body of evidence that pharmacy interventions
are in addition cost effective 22,23,24.
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The conSIGUE research project25:
The conSIGUE Project is coordinated by the Spanish General Council (Consejo General de Colegios
Oficiales de Farmacéuticos) and the University of Granada
The aims of the project are to:
- assess the impact of Medication Review with Follow up (MRF-up) on elderly polymedicated
patients.
- Determine the cost-effectiveness of Medication Review with Follow up.
The service consists of identifying drug related problems (DRPs), and the prevention and resolution
of negative outcomes related to medication (NOM) on a continuous, systematic and documented
basis, in cooperation with the patient, and with the rest of the health care professionals. The
ultimate aim is to ensure secure specific outcomes are achieved which serve to improve the patients’
quality of life.
The process of the intervention is as follows: once the service is offered and accepted by the patient,
a structured interview with the patient takes place. Afterwards, a study and assessment stage are
performed followed by an action plan where the pharmacist proposes interventions with the patient
and/or the doctor (personalised dosage systems, proposal to adjust the treatment, counselling and
education, etc). Finally there is an evaluation and a follow-up stage with the patient.
The study was performed by 178 pharmacies, 250 pharmacists on 1,403 patients.
Results show:
-

A 56% reduction in the percentage of uncontrolled health problems
A 49% reduction in patients who referred have visited emergency units
A 55% reduction in patients who referred have been hospitalised
An improvement in patients’ perceived quality of life by 6.5 points on average (adjusted).
A reduction of 0.15 medicines per patient on average (adjusted).

The MRF-up service is cost-effective even when used the most conservative setting.
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Below are just a few examples of new services recently developed in European community
pharmacies.

New Medicines Services – UK, France
In the UK the New Medicines Service (NMS) provides support for people with long-term conditions
who have been prescribed a new medicine to help improve their adherence. This service, provided
by pharmacists is initially focused on particular patient groups and conditions, such as those receiving
medication for diabetes, hypertension, asthma and anticoagulant / antiplatelet medication. Patients
are recruited at the point of dispensing, counselled on any relevant points about the new medication
and provide consent to participate in the service. Within two weeks either a face-to-face (in25
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pharmacy) or telephone consultation takes place where the pharmacist conducts a semi-structured
interview in order to identify any problems, side-effects, concerns or non-adherence to the new
medication. At this point referral can be made to the patient’s GP if required or appropriate advice
can be provided by the pharmacist and a date arranged for a final consultation within a two week
period. In either case, this interaction with the patient is also an opportunity for the pharmacist to
provide dietary and healthy lifestyle advice to the patient. The service continues to be funded by the
National Health Service and after the first 18 months of provision a total of 236,408 NMS cycles were
completed representing a total of 224,554 patients.26
In France, a similar service began in early 2013 where patients are able to consult with their
pharmacist on the management of their long-term anticoagulant medication (the so called ‘Vitamin K
Antagonists’, VKAs). The service consists of at least two consultations a year with a pharmacist who
provides appropriate advice and counselling on taking the medication and the associated clinical
monitoring parameters, so crucial to the safe and effective management of this medication (e.g.
maintaining a target ‘INR – International Normalised Ratio’ level when taking warfarin). If necessary,
the patient can be referred to their GP upon giving consent for further management. The French
administration initiated this service in order to reduce overdosing, excessive bleeding and associated
hospital admissions as anticoagulants are the primary cause of iatrogenic incidents in France.27
This service is soon to be expanded to all include all anticoagulants, however as of the 15th of May
2014, 121.440 consultations had taken place involving 14.224 pharmacies. In France, much like the
UK, a general framework for medicines services has been defined and later in 2014 a new service will
be launched for asthmatics in France. This service aims to improve adherence to prescribed inhaler
therapies, either as the patients start a new treatment or when they resume a previously prescribed
treatment. It will involve at least two patient-pharmacist consultations in order for the patient to
receive the appropriate information, guidance and advice.

Asthma Service in Belgium
In Belgium, an Asthma Service was recently introduced where patients are able to have a highly
structured conversation with their pharmacist when starting an inhaled corticosteroid for asthma.
This service is initiated by the pharmacist, prescribed by a doctor or requested by the patient. As with
the British and French examples above, two counselling sessions take place in the same pharmacy,
several weeks apart with a recommended interview duration of 15 to 20 minutes.28 In the first six
months of this service almost 10.000 patients we enrolled and there are plans to widen the scope of
the inclusion criteria, potentially broadening the service to even more patients in the future.

Vaccination in Ireland
Since new legislation was introduced in Ireland to enable pharmacists to supply a prescription-only
medicine (influenza vaccine/adrenaline) without a prescription, pharmacists in Ireland have been
administering influenza vaccines since the 2011/2012 ‘flu season. There are now 907 pharmacies
26
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providing this service and in the most recent 2013/2014 season over 40.000 patients were
vaccinated by pharmacists.29 This activity will allow community pharmacists to contribute to a
significant advancement towards the EU target of vaccinating 75% of the older age groups of the
population.
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These services exploit the pharmacy interface, but crucially, depend for their effectiveness on
the development of network arrangements with other health professionals.
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For these reasons we strongly endorse the comments in the Opinion from line 777 – 790. We
see primary care as collaborative and we as pharmacists having a key role in that
collaboration, and one that is growing in importance.

Financing
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The type of pharmacy remuneration can be used by the governments to promote a shift to a
more patient-oriented service instead of a product-oriented service.
Remuneration can be used to introduce key changes in the role of the community pharmacist
and to provide a large range of services.
It also can be used to promote accountability of the community pharmacist for the use of
public spending, providing benefits to the whole population30.
On the other hand, the integration of care, including Pharmacy in the primary healthcare
funding can lead to a more collaborative model of care, improving the cooperation and the
sharing of information between different levels of care and between different health
professionals.
In addition, it may also contribute to the improvement of health and financial results if the
financing system of pharmacies is aligned with the performance targets of the other primary
healthcare providers.

It is fundamental to establish a contractual framework for the provision of pharmacy services
based on the following principles:
•
•
•
•
•
•
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To maximize positive health outcomes
Provide an answer to the unmet health needs of the population
Improve access to health services, especially in regions with reduced access to other
healthcare providers
Enhance therapeutic adherence and reduce medicines waste
Provide integration and coordination of care
The funding should be linked to the fulfilment of objectives (health outcomes, costeffectiveness)
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Conclusion and Research Questions
17

In the context of an ever expanding aging population, with multimorbidity and
polypharmacy, and growing pressures on European healthcare systems, community
pharmacists are ideally placed to tackle these issues at the heart of our communities. With
ease of access, (no appointment necessary), a highly trained healthcare professional, capable
of managing minor ailments and long-term chronic medications, of providing ‘flu vaccines
and other services, and who can collaborate with other healthcare professionals can
ultimately benefit our patients for the better, and the PGEU believes community pharmacists
should be part of the core of the primary care definition.
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Future research questions could focus on cost-benefit analyses of pharmacy-based
interventions in primary care, the development of the pharmacist’s role in collaboration with
other primary healthcare professionals and legal challenges surrounding the development of
pharmacy services. Additionally, future research should focus on the potential for public
financing of pharmacy services.

