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6 
PHARMACEUTICAL CARE AND THE
PROFESSIONALS

One can wonder what health care professionals think of the provision of pharmaceutical
care. Not only pharmacists themselves will have their opinions, but also the GPs of the
patients who receive care. Do GPs appreciate the pharmacists providing care, do they notice
a change in their patients, do they see the pharmacist as a care provider? Can Pharmacist deal
with the workload, do they enjoy giving pharmaceutical care?

Although many articles can be found, also in in Dutch literature, concerning the roles of
the different health care professionals in the health care system (especially in the
professional journals like Huisarts en Wetenschap  or the Pharmaceutische Weekblad), not much has
been written about the roles of pharmacists and GPs in relation to the possible co-operation,
apart from referral models.

In the starting phase of the pharmacotherapeutic consultation (FTO) in The Netherlands
in 1989 Paes published his dissertation on the GP-pharmacist co-operation1. In 1998 de Vries
published a dissertation on co-operation between GPs and pharmacists in the field of the
FTOs (pharmacotherapeutic consultation sessions in The Netherlands)2. She concludes that
the partners in collaboration need to come to agreements about their roles before the co-
operation can become successful. Apparently, in spite of a development of over 10 years
between those studies, the roles still are not well established, which affects the quality of the
co-operation.

Although participating pharmacists in the TOM and OMA study (see Chapter 3) were
advised to discuss the projects with the GPs before the start, only few have done so
extensively. The opinions discussed in this chapter therefore reflect the results of a model,
more or less imposed upon the local health care system. If the GPs and pharmacists want or
can continue their tango without stepping on each other’s toes remains open for discussion.

6.1 SA T I S F A C T I O N  O F  T H E  P R O F E S S I O N A L S

During the TOM and OMA study not only the satisfaction of patients with the provided care
(as described in Chapter 3, 4 and 5) was measured, but also those of participating pharmacists
and the GPs involved. Opinions about the role and functions of the pharmacists and the GP
were asked. A sample of the questionnaires (final round) can be found as appendix 6 to this
dissertation.

To get some additional insight into the division of tasks related to care between GPs and
pharmacists, a small explorative qualitative study was carried out into the effects of the
quality of the relationship between those professionals on the acceptance of the professional
roles. This study is described in a section 6-2.
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Pharmacists, patients and GPs are not the only ones involved in pharmaceutical care.
Certainly there is also a role for the assistant-pharmacists. Therefore, opinion of pharmacists
on the divisions of tasks between pharmacist and assistant-pharmacists is described in section
6-3.

6.1.1 Method
In a questionnaire after 6, 12 and 24 months during the TOM and OMA project, the
pharmacists and the GPs of the intervention patients were asked if their opinion on the
provided care was positive, neutral or negative with also an option of saying that they did
not know (yet). The option ‘don’t know’ was omitted at the 24 months evaluation to force
them to give an opinion. Moreover they were given a number of statements, with which
they could fully disagree, disagree, agree or fully agree. All questions were asked in a self-
administered questionnaire, which had to be returned directly to the research centre.

The assessment of the change in opinions of the individual GPs over time was a difficult
task, because often the GPs did not provide their identification when returning the
questionnaires. Only a limited number of GPs returned an identifiable questionnaire at all
assessments.

The data were analysed using SPSS for Windows, version 7.5. For correlations the
Spearman correlation coefficient (rs) was calculated.

6.1.2 Results; satisfaction and opinions of the GPs

Returned questionnaires and identified project patients
As stated in the method section, only 17 of the initial 184 GPs in the TOM and OMA project
returned the questionnaires in an identifiable way throughout the project. The
development of individual opinions therefore could not be followed. The data from the
questionnaire at 24 months are the main source for the data in this section (an example can
be found in Appendix 6 to this dissertation).

The response rate of the GPs during the project was 60-70% in general. At the end of the
project 82 OMA-GPs returned questionnaires and 42 TOM-GPs, but not all questions were
always answered.12 GPs indicated that they had no patients in any of the groups in the
project anymore. According to the project administration the remaining OMA patients
visited 76 different GPs (response rate 93%) and the remaining TOM patients visited 38
different GPs (response rate 89%). The 112 returned questionnaires of GPs who said they had
patients in the projects, have been evaluated. The age of the responding GPs ranged from 35
to 67 (mean 46.5, sd 5.7).

Only 41% of the GPs knew to identify some or all of their patients who participated in the
project. All responding GPs knew about the projects, but 57 % did not know about the
content. They received the project information from the pharmacist (65%), from the patient
(6%) or from both the pharmacist and the patient (29%). Most GPs (90%) had a good or
excellent relationship with the pharmacist and 84% took part in the same
pharmacotherapeutic consultation group as the pharmacist of the patient(s).
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Noticed effects of the study by the GPs

After 6 months 49.2%, after 12 months 49.2 % and after 24 months 57% of the responding GPs
had noticed an effect of the provided care in the OMA group. In the TOM-group this
percentage was around 65% at all assessments. What they noticed at the 24 months
evaluation can be found in table 6-1.

Table 6-1: Effects of Pharmaceutical care noticed by GPs at 24 months assessment **

Item No of GPs noticing
effect TOM

(n=22)

No of GPs noticing
effect OMA

(n=50)

Better patient disease control* 13 (62%) 15 (30%)

Increased patient compliance* 12 (57%) 16 (32%)

More contact with pharmacist 10 (48%) 38 (76%)

More referral through pharmacy 10 (48%) 37 (74%)

Increased assertiveness of patient 8 (38%) 15 (30%)

Better contact with pharmacist 6 (32%) 24 (49%)

More contact with patient 5 (24%) 10 (20%)

Thwarting of treatment plan* 7 (23%) 6 (12%)

Thwarting formulary agreements* 4 (18%) 0

Less bothersome patients 2 (9%) 1 (2%)

* Significant difference between TOM and OMA group
** Between brackets the percentage number of GPs noticing that effect

We also asked the GPs if the use of medication  by the patient had changed because of the
activities in the field of pharmaceutical care. In the OMA project after 6 months 12% of the
responding GPs had noticed a change and 12% did not know (n=78). After 12 months 14%
had noticed a change and 16% did not know (n=63). After 24 months 17% had noticed a
change in medication and 30% did not know (n=71).

In the TOM project 28% of the responding GPs had noticed a change in the use of the
medication and 22% did not know (n=32). After 12 months 15% had noticed a change and
19% did not know (n=26). After 24 months 8% had noticed a change in medication and 27%
did not know (n=37). The main changes noticed were the number of drugs and the way and
the time of using the drugs.

Satisfaction and opinions of the GPs
The GPs must have formed an opinion about the pharmaceutical care regardless of whether
they noticed anything changing. Table 6-2 gives an impression of their opinion after 2 years
of pharmaceutical care. On average10% of the 112 GPs did not answer certain statements of
these questions.

There are many significant (p<0.001) correlations between the different statements
indicating that the GPs are quite consistent in their answers and have a clear opinion about
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the role of the pharmacist and pharmaceutical care. If GPs find the intensified counselling
useful, then they also think that the pharmacist may expand his/her activities (rs=0.58), that
the patient likes the counselling (rs =0.48), that they do not necessarily want to be consulted
about the pharmacists’ activities (rs =0.40), that they see less of project patients in their
practice (rs =0.37) and that they get more time (rs =0.34).

If they find that the pharmacist takes his/her chair, then they find that the pharmacist
does not know enough about diseases (rs =0.50), they also find that the pharmacist affects
their key-role in health care (rs =0.44) and they think they (as GPs) are more able to counsel
the patients about drug use (rs =0.40).

Table 6-2: Opinion of GP on different aspects of pharmaceutical care provision at 24 months assessment

Statement

(n=112)

(Fully)

Agree

I think patients like the counselling by the pharmacist 84.6%

I think the intensified counselling of patients on drug use by the pharmacist is

useful

81.7%

The pharmacist does not have enough knowledge about diseases to provide
pharmaceutical care

54.7%

As far as I am concerned the pharmacist may expand his/her activities 52.8%

I think the pharmacist comes on my territory with his activities 49.5%

I cannot change medication as suggested by the pharmacist, because it has been

decided by a specialist

40.2%

I think I am more able to counsel patients about drug use than the pharmacist 40.4%

Pharmacists affects my key-role in Dutch health care with their activities 15.7%

Because the pharmacist counsels the patients, I get more time for my core
activities

13.2%

There is no need for the pharmacist to consult me about his activities 13.9%

I see project patients less in my practice* 9.2%

* Significant difference between TOM and OMA GPs in favour of TOM

There is no significant correlation between those statements and the gender of the
responding GPs. There is a slight indication that younger GPs are more positive about the
role of the pharmacist and pharmaceutical care (rs =0.2, p<0.05)

The majority of the GPs (90.5%) stated that they found the pharmacist competent to
counsel and coach patients on their medication use. The development of the GPs opinion
about the project-activities of the pharmacist in the TOM and OMA project is given in table
6-3. One must however keep in mind that there is no way to ensure that the responding GPs
have been the same at the different assessments.
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Table 6-3: Opinion of GP on Pharmaceutical Care (TOM and OMA project)

6 months (%) 12 months (%) 24 months (%)

TOM

n=27

OMA

n-64

TOM

n=27

OMA

n=47

TOM

n=40

OMA

n=72

Positive 59 50 37 53 38 47

Neutral 7 33 44 31 45 51

Negative 15 5 7 0 18 1

Don't know (yet) 19 22 11 15 Option omitted

In spite of the sometimes-low numbers of GPs per pharmacy, there was a significant
difference between the pharmacies. Out of the 72 GPs belonging to 19 pharmacies, five
pharmacies in the OMA project scored only negative or neutral (by 10 GPs). Out of the 40
GPs belonging to 11 pharmacies, 4 pharmacies in the TOM project scored only negative or
neutral. The opinion on the provision of care could be related to the relationship between
pharmacist and GP. However, there seems to be no relation between these opinions and the
opinion about the relationship with the pharmacist.

6.1.3 Results: Satisfaction and opinions of the pharmacists
The pharmacies, participating in the TOM and OMA project, were comparable as to size and
workload (expressed in number of patient per staff-member). The mean number of
pharmacists was 1.7 (range 1-3) and the mean number of assistant pharmacists was 6.5 (range
3.5-12). There were large differences in the included number of patients per pharmacy and in
the pharmacists’ capacity to keep the patients in the projects till the end. As was shown in
Chapter 4, in the OMA project the calculated workload is not the important factor for
retaining patients in the project, but the frequency of consultations.

All pharmacists found that their counselling sessions had been useful most of the time and
37% (6 months) to 53% (24 months) of the pharmacists estimated that their counselling had
led to changes in the drug use of their patients. The major changes identified by pharmacists
include the way of the use of drugs, compliance and the time and frequency of use. Only a
few estimated that they had had an impact on the number of drugs and/or the use of OTC
medicines.

By at the end of the project most pharmacists had noticed certain practice related events
while providing care (see table 6-4).

At the 24 months evaluation, 3/4 of the responding pharmacists (n=24) thought they had
contributed to a better quality of life of patients, by implementing the projects.

The pharmacists also were asked for their opinion on a number of statements. The results
after 2 years of providing pharmaceutical care can be found in Table 6-5.
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Table 6-4: Effects of Pharmaceutical care noticed by TOM & OMA pharmacists (n=24) at 24 months assessment

Effect (in columns the number of pharmacist) Not noticed Noticed

Increased understanding of drug use in patient 2 22

Better control patient over disease 3 21

Disseminating effect in pharmacy 4 20

Increased understanding diseases by pharmacist 5 19

Increased assertiveness of patient 6 18

More referral to GP 6 17

Better contact GP-Pharmacist 13 11

More contact GP-Pharmacist 12 10

Thwarting of formulary agreements* 16 8

Thwarting of pharmacy policy 23 1

* Mainly noticed by TOM pharmacists

Table 6-5: Opinion of TOM & OMA pharmacists (n=24) on different aspects of PhC provision at 24 months assessment

Statement Number agree or
fully agree

I think I can communicate well with the patient 23

I think the patients like a better coaching of their drug use 23

The intensive counselling of patients is useful 24

Project patients now ask more questions 21

I have sufficient time to provide PhC 19

The intake is an essential part of PhC 19

Because I provide PhC now to project patients, I also will provide

it to other patients

16

I find that I should personally inform the GP when I provide PhC
to his/her patients

18

Because I provide PhC I feel committed to the patient 18

Because I provide PhC I am also more active in my pharmacy 16

It is difficult to get access to specialists about medication 10

I come on the territory of the GP when I provide PhC 9

It is not necessary to inform the GP when I want to provide PhC 6

My knowledge of diseases is insufficient for proper medication

counselling

3

When I provide PhC I damage the key-role of the GP in health
care

0
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There is negative correlation (p<0.01) between the statement about the usefulness of the
consultations and the feeling of damaging the key role of the GP in health care (rs =-0.63) or
getting access to specialist physicians in healthcare (rs =-0.55). There is a positive correlation
(p<0.05) between the statement about communicating well with patients and that the
opinion that the intake is an essential part of pharmaceutical care (rs =0.46) and about
patients liking the increased attention (rs =0.47). Pharmacist who find that patients ask more
questions, also find that the patients like the increased attention (rs =0.42) and think that
they will provide it to other patients as well (rs =0.48) (both p<0.05). The opinion on the
knowledge about the diseases does not correlate significantly with any of the other opinions.
At the end of the projects, 56% of the pharmacists indicated that they were providing
pharmaceutical care to others than the project patients only. Out of 24 pharmacists 8
pharmacists provided pharmaceutical care to other asthma and to COPD patients, 8 to
diabetes patients, 8 to patients suffering from incontinence and 6 pharmacists provided
pharmaceutical care to other groups of patients.

The pharmacist rated their satisfaction with pharmaceutical care in the same manner as
the patients and the GPs. The results can be found in table 6-6.

At the 24 months evaluation 62% of the pharmacists indicated that they found the project
period (2 years) too long in relation to the needs of the patient, 74% found the project too
long in relation to the project (university) workload. Two OMA pharmacists found the
project too short.

Table 6-6: Opinion of TOM & OMA pharmacists on pharmaceutical care (n=24)

6 months (%) 12 months (%) 24 months (%)

Positive 58 87 67

Neutral 16 7 13

Negative 5 0 20

Don’t know (yet) 21 7 Option omitted

Major barriers for the pharmacist, in relation to the project can be found in time restraints
(17 out of 24) and difficulties in preparing the documentation properly (6). As for the latter,
13 out of 24 pharmacist had a special Electronic Pharmaceutical Documentation system
(EPD) but some of them also mentioned documentation problems as barrier. Only 9 out of
the 24 pharmacists used a documentation system regularly (at least once a week),

6.1.4 Discussion and Conclusion
Most GPs knew about the elderly and asthma project and about 40% had discussed the
project with the patient. However, from the opinion section of the questionnaire it becomes
clear that their attitude towards the pharmacist’s new role is quite mixed, although the
relationships in general are good. The major worry seems to be the (assumed) lack of
knowledge of the pharmacists in the field of diseases. The more the GP worries about the
pharmacists’ knowledge on diseases, the less he/she thinks that the pharmacist may expand
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his/her activities. This may well be one of the key elements of the acceptance of
pharmaceutical care by the GPs. If pharmacist can show their expertise in the field, the
acceptance by the GPs of the care by the pharmacist will increase. About half of the GPs are
really positive towards pharmaceutical care at the end of the project.

As for the pharmacists, the majority was satisfied, although in general they found 2 years
too long for the project. It is interesting to note that the more pharmacists find that they are
doing a useful job, the less they find that they attack the core role of the GP in the health
system. Half of the pharmacists also learned about the way patients deal with their
medication from providing care.

From other data (see Chapter 4 and 5) it becomes clear that the patients were most
satisfied about the provided care. Half of the GPs are satisfied and one was negative about the
care. Amazingly in the pharmacist group the satisfaction decreased during the last half of
the project, but this clearly was due to the length of the project.

It is also remarkable that only 3 out of 24 pharmacists found they did not have enough
knowledge about diseases, whereas more than half of the GPs was of this opinion. There is
also a clear difference in opinion on the degree to which the pharmacist comes on GP
territory.

As to the effects of the provided care, pharmacists were more aware of a possible better
control of the patient over his/her disease than the GPs.

The results of the OMA project give an interesting perspective on the relationships
between GPs and pharmacists around the provision of care. GPs doubt whether the
pharmacists have enough specific disease-knowledge to provide care. If the pharmacist
thought they were doing a useful job, they did not think they invaded the GPs territory.

6.2 TH E  R E L A T I O N S H I P  B E T W E E N  P H A R M A C I S T S  A N D  G PS

From the previous section it appears that the relationships between pharmacists and GPs
were diverse, although good in general. The relationship clearly influences the GPs opinions
about the provided care. Additionally there seems to be some lack of trust in the professional
abilities of pharmacists. In an attempt to clarify this finding and to find out what the reasons
were for the difference in the relationships, a small qualitative survey was set up at the end
of the TOM and OMA projects.

6.2.1 Method
Two TOM pharmacists and three GPs participated in a structured interview about their
personal relationships with each other. The GPs co-operated with one of the pharmacists in
the pharmacotherapeutic consultation (FTO). One pharmacist and one GP constituted
group 1. The other pharmacist formed group 2 with two GPs.

In group 1 the relationship between the GP and pharmacist were described by the
pharmacist and GP before the interview as not so good. In group 2 the relationships were
called good by all three participants.

To facilitate the interview, the inhaler instruction for asthma patients (who gave it and
why) was used as topic. The answers to the questions were compared group-wise.
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6.2.2 Results, the co-operation on care issues
In both groups, with different relationships, pharmacists and GPs gave inhaler instructions,
but from the answers it was clear that only in group 2 there had been a discussion on who
should give the instruction and when.

When both GPs and pharmacists were asked to give an opinion about the quality of the
instruction of the other, group 2 was clearly very positive. For GPs and pharmacist in group
2 the judgement about the given instructions was good because ‘I have noticed no
problems’.

The GP in group 1 wondered if there was enough privacy in the pharmacy and what
would happen if not the patient, but a relative, came to the pharmacy to pick up the
medicines. In this group the GP and pharmacist had no idea about the quality of each other’s
inhaler instructions.

The chances to discuss the division of roles in group 1 was very limited, pharmacist and GP
spoke to each other maybe three times a year. The GP also stated he felt hindered in the
relationship with the pharmacist and also wondered in general if there still was a role in
health care for a pharmacist at present. Although this pharmacist and GP co-operated(?)
already for approx. 5 years, they stated not to know each others first name. Neither the
pharmacist nor the GP were open to a more personal and more frequent relationship. They
both doubted somewhat their professional knowledge. The GP found that the pharmacist
was only limited available for questions. The pharmacist thought the same about the GP.
Especially the GP stated that the pharmacist was the cause of their limited relationship and
did not trust the motives of the pharmacist. The pharmacist did not find that the GP was
limiting their relationship.

In group 2 the pharmacists and GPs had a (much) more frequent contact, at least weekly.
The GP opinion of the pharmacist was positive, contacts were described as merely
professional, not personal. Pharmacist and GPs knew each other by the first name. They
acknowledged the presence of sufficient knowledge on each other’s territory. There were no
limitations in the relationships mentioned. In professional sense pharmacist and GPs were
always available for each other.

6.2.3 Discussion and conclusion about co-operation
From the results of this small explorative qualitative research it appears that the two groups
have different relational, professional and personal characteristics. Group 1 has no clear role
division for inhaler instruction. In Group 2, where relationships are better, there is more
insight in each others role. It seems important that the two parties, GPs and pharmacists at
least try to discuss their roles before pharmaceutical care is started, especially in fields that
touch upon the territories of both parties.

Defining the role is not so easy, as can be seen in another pharmaceutical care project in
the field of asthma and COPD in The Netherlands, the ‘CARA Check’. A description of this
discussion about roles and trust between the professionals can be found in an article by van
der Ven et al3. After extensive discussions the roles in the field of inhaler instructions were
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defined in a group of pharmacies and GPs. In appendix 3 the results of such a discussion can
be found*.

From this overview it becomes clear that GPs have no common opinion on the kind of
tasks that this particular group of (active) pharmacists can be trusted with. It seems like the
pharmacists in this case could only safely claim tasks where their medication history and
knowledge of pharmacoepidemiology comes in handy. According to the majority of the
GPs, the real treatment related tasks they should mostly perform, although sometimes in
co-operation with the pharmacist. It should be noted that most GPs wanted to do most tasks
all by themselves. Only three regularly mentioned that they wanted a continuous co-
operation. A similar picture can be seen in the report of an FTO on pharmaceutical care by
Schoonhoven et al.4. During this discussion session only tasks typical for teaching the correct
application of medicines were regarded as pharmacists’ territory. As soon as it came to other
issues in the field of care, the GPs claimed them.

It would be interesting to search for the motives behind the GPs opinions. Are they
political or formed by experience? From our qualitative survey it becomes clear that a better
relationship between the two professionals leads to more trust, so experience is certainly an
important factor. On the other hand, Dutch GPs defend their key-role in healthcare with
ardour and one must also keep in mind that age-old controversies about money and the
doubt about the professional versus commercial role of the pharmacist still may play a role
in the GPs mind. For political reasons currently the latter image of pharmacists is
continuously being emphasised by the Dutch GP organisation LHV towards their members
and the Dutch health care authorities. This resulted in 1998 in an article by Eekhof et al., in
which even the well-established task of Dutch pharmacists in the field of medication
surveillance was challenged5. The former staff-member of the LHV Rob Oudkerk, who now
is a member of parliament for the Dutch social-democrats (PvdA), depicted the Dutch
pharmacists at all possible occasions in 1997 and 1998 in public as a plain money-maker, thus
also influencing their public image. So apart from experience, the GPs opinion about the
professionalism of pharmacists must also have been formed by political messages.

The opinions of GPs in the United Kingdom are quite different and do not seem to depend
so much on the presumed lack of knowledge about diseases or professional distrust. A large
proportion of the questioned GPs in a study by Bleiker et al. found, for instance, that the
pharmacist were ideally placed to provide health education, because they are in that country
the first point of contact for many people6. However, one should realise the different
situation of pharmacists and GPs in healthcare in the United Kingdom, and the effects of
their health care system.

Although there might be other factors involved, it is probable that a better relationship
and co-operation between pharmacists and GPs results in more clarity about the allocation
of tasks. The results suggest that better communication is also necessary to clarify the
purpose and content of pharmaceutical care between pharmacists and GPs. It is clear that a
better co-operation also results in a better care for the patients and hopefully a better
control over the patients’ medication. However, it is often difficult for a GP to change

———
* Personal information from the Anjer Apotheek in Zevenaar
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medication, certainly if more physicians (specialists or consultants) have been involved in
the total package of pharmacotherapy, as is illustrated by Veehof et al.7.

6.3 TH E  R O L E  O F  T H E  D U T C H  A S S I S T A N T  P H A R M A C I S T  I N  P H A R M A C E U T I C A L

CA R E

When performing pharmaceutical care in a pharmacy, there are many tasks. A part of those
tasks is clearly patient or medication related. Other tasks (i.e. documenting) need to be done
to ensure continuity or for administrative purposes. One of the major barriers for providing
pharmaceutical care according to the pharmacist, is the amount of time involved. We
conducted a study to find out the opinion of Dutch pharmacists on which members of the
pharmacy staff could perform the patient and medication-related tasks and thus relieve the
pharmacist (partially) of his duties.

In a questionnaire pharmacists could give their opinion on the possibility of letting the
patient and medication related tasks being performed by their trained staff, in The
Netherlands being the assistant pharmacist. Dutch assistant pharmacists have a 3-year non-
academic training, which mainly focuses on preparing medicines, filling prescriptions and
dispensing but also on counselling. They are authorised to dispense independently, but
under distant supervision of a pharmacist who needs not always to be present at the time of
dispensing. But at the end he remains the responsible professional. The individual role and
tasks of pharmacists and their personnel vary in different countries. This section discusses
the distribution of patient-related pharmaceutical care tasks in a pharmacy in The
Netherlands.

6.3.1 Method
From a consultation round with pharmacists in the TOM and OMA study, the tasks that are
part of the provision of pharmaceutical care were assessed. We then asked in a questionnaire
the opinion of 2 categories of pharmacists: pharmacists providing structured Pharmaceutical
Care, participating in the Dutch TOM or OMA studies (Group 1 TOM/OMA, n=34) and a
random sample of pharmacists, not providing structured Pharmaceutical Care in those
projects (n=34). The response rates to this questionnaire were 24 in the TOM/OMA group
(70.5%) and 20 for the reference group (58.8%).

The tasks were put up for scoring in 1997, at the end of the TOM/OMA project. We asked
the pharmacists which aspects of pharmaceutical or patient care could be performed by all
assistants (score 1), by experienced assistants only (score 2) or not by the assistants at all
(score 3). The distributed questionnaires were almost equal, apart from one question
concerning the pharmaceutical care intake. This question was only posed to those
pharmacists involved in the projects. We assumed that pharmacist, who were never involved
in structured pharmaceutical care, would have no insight in the full scope of a
pharmaceutical care intake.
From the results also we calculated the mean score per group per item, called the rank, thus
obtaining an indication if the emphasis of the group was more towards all assistant
pharmacists (AA), experienced assistant pharmacists (EA) or no assistants (implying the
pharmacist only) (AP). The higher the rank, the emphasis moves to pharmacists only,
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according to the respondents. Differences between intervention and reference group were
calculated using the Mann Whitney U test. For correlations Spearman’s rhoo was calculated
(rs). Statistical analysis was performed with the help of SPSS, version 7.5.

6.3.2 Results of the role assessment
In table 6-7 the opinions of the pharmacists about performing the tasks related to the
provision of pharmaceutical care can be found.

Table 6-7: Opinions of pharmacist about performing pharmaceutical care related tasks

TOM-OMA pharmacies
(n=34)

Reference Pharmacies
(n=34)

Item

AA
%

EA
%

AP
%

Rank AA
%

EA
%

AP
%

Rank

Dispensing medicines 100 1.00 100 1.00

Responsible advising in OTC
medicines*

100 1.00 85 10 5 1.20

Giving advice/information on

the correct use of medicines

88 13 1.13 95 5 1.05

Answering questions about
medicines, side effects and
interactions

58 38 4 1.46 50 20 30 1.80

Answering questions about
diseases

46 38 17 1.71 30 40 30 2.00

Discussing compliance+ 38 29 33 1.96 26 26 47 2.21

Performing an intake 22 17 57

Discussing possible changes in

medication with the patient

17 21 63 2.46 15 15 70 2.55

Conducting a consultation+,+++ 5 14 82 2.77 16 84 2.84

Performing medication

analysis++,*
22 78 2.78 100 3.00

* Significant difference between intervention en reference pharmacists (p<0.05)
+ No answer from one reference pharmacist
++ No answer from one intervention pharmacist
+++ No answer from two intervention pharmacists

There is a correlation between the opinion of the combined group of pharmacists
concerning answering questions about medicines on one side, and on the other hand
concerning answering questions about diseases (rs=0.45, p<0.005), discussing compliance (rs

=0.35, p<0.05) and performing medication analysis (rs =0.32, p<0.05).
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6.3.3 Discussion and conclusion
In general, pharmacists with no direct experience in the field of pharmaceutical care (in the
TOM and OMA project) have a tendency to ask for more experience in pharmaceutical care
tasks then pharmacists with this experience. Amazingly this situation was just the reverse
before the projects started in 1994. The correlations between the different aspects indicate
that pharmacists regard the domain where advanced drug and disease-knowledge is needed,
as one.
At the end of the projects there was a significant discrepancy in opinion between
intervention and reference pharmacists when it came to field of performing a medication
analysis and advising in OTC medicines. In general, according to the pharmacists, an
assistant pharmacist (experienced or inexperienced) should preferably not perform
following tasks:
§ Performing medication analysis (a drug use review);
§ Conducting a consultation ;
§ Performing an intake;
§ Discussing possible medication changes.
An experienced assistant pharmacist can do following:
§ Discussing compliance with a patient;
§ Discussing medication changes with the patient;
§ Answering questions about medicines and their effects.
About ‘answering questions about diseases’, there was a clear discrepancy between the two
groups of experienced pharmacists. The OMA-pharmacists, who themselves need an
overview over many diseases because of the character of their project, meant that only
pharmacists should answer those questions. The TOM pharmacists think those questions
can also be answered by experienced assistant pharmacists.
Following tasks can certainly be performed by all assistant pharmacists:
§ Dispensing medicines;
§ Responsible advising in OTC;
§ Giving advice/information about the correct use of medicines.
Traditionally those last tasks already are part of the work of the assistant pharmacist in The
Netherlands.

A general tendency can be recognised. Those pharmacists, who have less experience in
providing pharmaceutical care, demand more knowledge and skills for the different tasks to
be performed than those who do have gained experience during the TOM and OMA studies.
This finding is not amazing. Those who have not yet given a structured form of
pharmaceutical care or are afraid to do so, are bound to overestimate the duties of this form
of care.

We also can conclude from this survey that, since most pharmaceutical care tasks should
be performed by an experienced assistant pharmacist or a pharmacist, there will be
organisational demands to be met before a pharmacist initiates structured pharmaceutical
care in the pharmacy. The right tasks must be divided over the right staff members.
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6.4 O V E R A L L  C O N C L U S I O N  T O  T H I S  C H A P T E R  A B O U T  T H E  P R O F E S S I O N A L S

It is not amazing that the intensity of co-operation between pharmacists and GPs in the field
of care depends largely on the quality of their relationship. Apart from professional aspects,
personal aspects of the relationship also seem to influence the co-operation.

When pharmacists provide pharmaceutical care, currently the major worry of GPs seems
to be the assumed lack of knowledge of the pharmacist in the field of diseases. However, the
more pharmacists are involved in pharmaceutical care, the less they doubt their own
knowledge in this field.

For both the TOM and the OMA project, where medication sometimes had to be changed,
the necessity to co-operate with the GPs is apparent. Campagna and Newling described the
key factors influencing the pharmacists’ drug therapy decisions, and defined attitudes,
economic structure, expertise, laws and regulations, motivation, personality, practice
settings and public expectations as the key factors that determine the pharmacists’
behaviour. The individual factors (personality, attitudes, expertise and motivation) seemed
the most important determinants8. Especially the expertise element can be recognised in the
current worries of the GPs about the pharmacists’ ability to provide care. In 1995 Campagna
already described the levels of performance in the field of the pharmacists’ drug therapy
decisions as submissive, corrective, consultative or prescriptive9. Only submissive
performance does not create resistance. In general one can say that Dutch community
pharmacists are performing in a corrective manner due to frequent medication surveillance
signals for which they contact the GP, and this may provoke resistance amongst the
physicians.

In 1998 Bradshaw et al. also published findings on the opinion of physicians about the
extended role of the pharmacist. Favourable attitudes were recorded in that study for the
pharmacists’ activities such as monitoring drug use, counselling patients, advising physicians
and recording OTC drug use. A less favourable attitude was seen with regard to activities on
a closer level to the physician, such as suggesting drug regimens alterations, discussing
therapeutic equivalents with patients or changing dosage forms10.

One can however imagine forms of pharmaceutical care where this co-operation is not
absolutely necessary, as long as there is no necessity to change pharmacotherapy and the
pharmacist sticks to tasks like giving extensive instructions for use of medicines or OTC
counselling. Therefore, if the relationship is poor, that should be not an excuse for
pharmacists to abstain from providing any form of care to the patient.

Overall the perception of the GP about the current task of pharmacists in care is probably
best illustrated by the following imaginary pronouncement on the following page.

From the task-division scheme in the CARA-check project it is also clear that in spite of
the pharmacists’ extensive knowledge in the field of pharmacotherapy, the GP still claims
the right to prescribe. That knowledge therefore can currently only be used to indirectly
influence prescribing through the FTO’s.

When it comes to incorporating the tasks of providing pharmaceutical care in the Dutch
pharmacy organisation, according to the pharmacists, the real core of the work still should
be done by the pharmacists themselves, although some side-issues and part of the patient-
contact can also be delegated to the assistant pharmacist.
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 ‘Oh yes, it is certainly useful that the pharmacist provides pharmaceutical care, and my
patients are really happy about it. But I sure want to know what he or she does with my
patients. And I am not sure if I like the pharmacist to expand these activities, I would say
he’d rather has to learn a bit more about diseases, before I would allow him to do so.

It is not that I have noticed much of what he did, and certainly he is capable of providing
pharmaceutical care and I also think this project was great, but I have the feeling he is after
my position a bit. Well, actually, that is nonsense isn’t it? He certainly is not threat to my
current focus role in Dutch health care.’
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