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Dear Reader,

It is a pleasure to present to you “Pharmacy vision: Board of Pharmaceutical Practice future trends report”.
This document is the fruit of a long process within the Board of Pharmaceutical Practice (BPP), based on the
FIP Vision 2020. To understand the spirit of this report, | would like to specify that the core tasks of pharmacists,
although important, are not discussed in this document. It was also not our intention to present a complete
catalogue of the different functions and jobs done by pharmacists in practice. Our objective was to create a
document representing the groundwork, which allows renewing of the BPP strategy and elaborating a new
BPP action plan for the next few years.

To fulfil this objective, it was important first to have a global view of the profession’s evolution in practice T
including the main areas of pharmacy practice {represented by the eight sections of the BPP) T in order to
obtain a broader picture of the situation. The process started at our board meeting in March 2015, with a
brainstorming exercise on the challenges facing each section in the next few years. It was important to have
a “bottom-up” approach in order to get a pragmatic, practice-oriented and consensual result. After active
participation and animated discussions by all the sections’ leaders, a working group with at least one member
of each section was established to elaborate and write a draft document.

All the inputs we obtained during this discussion were analysed and we defined three main topics as pillars:

1 Pillar . Pharmacists providing value;
T Pillar Il. Interprofessional teams and collaborative care; and
1 Pillar lll. New technologies (e-health, m-health).

Ethics, as a basic concept, has implications on each of the pillars and is not the subject of a special pillar.

For each pillar, one or more statement(s) describe comprehensive impacts of the vision in practice. It was
important that the BPP not only focuses on its own objectives but also gives some suggestions to pharmacists
and their professional organisations. The proposed action list at the end of each chapter should facilitate an
analysis of the possibilities and can help setting the priorities regarding the trends that pharmacists need to
focus on.

This document should be considered as a working paper for anyone who is willing to create change actively
and move our profession forward. It should help the reader to identify the importance of specific trends in his
or hercountry. Furthermore, it can assist choice of appropriate method(s) and time schedule toimplement the
defined actions according to the political, structural, economic, environmental and educational level of
pharmacy in each country. | am convinced that our global vision and the strategy for practice should be the
same all over the world, with only the tactics and the timeframe of implementation to be adapted to each
country.

The BPP strategic plan is presented in Chapter 5. It should be considered as an active document, intended for
future evolution, successive updates or expansions, as needed over time. It represents the synthesis of the
trends described for practice in this document and gives the BPP clear objectives and tasks according to the
needs of the profession. Without a vision and a clear strategy, it is difficult or impossible to anticipate the
future and make the right decisions.

It was fascinating to participate in the process. | learnt a lot about the concerns over the challenges of
different sections. It was an honour and a pleasure to profit from the expertise of all BPP members. Judging by
the result, | can say that all the time and the passion invested in creating this document was worthwhile. I am
proud to offer you this working document and | encourage everyone to use it to update his or her strategy.

As a conclusion, | want to thank everyone who contributed to this report. Without the work of all the
volunteers, it would not have been possible for the BPP to accomplish this huge piece of work and provide you
with this useful tool for practice. | want especially to thank the working group members for their valued
collaboration and their expertise. Through their work, I, as Chair of the BPP, could give a concrete shape to my
thoughts. A special thank you goes to Ms Zuzana Kusynova from the FIP head office, for her marvellous and
tremendous engagement during the entire process, implementing over a thousand revisions and comments
of BPP members, which also shows the extraordinary participation of everyone.



I hope you will enjoy reading this report as much as we all enjoyed working on it.

Long live pharmacy!
Long live the BPP!

Dominique Jordan
Chair (2014-2018)

Board of Pharmaceutical Practice
International Pharmaceutical Federation
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1.1 Introduction

The International Pharmaceutical Federation (FIP) is the global body representing pharmacists and
pharmaceutical scientists, founded in 1912. Through our 139 national organisations, academic institutional
members and individual members, FIP represents over three million pharmacists and pharmaceutical
scientists around the world.

The mission of FIP* is “to improve global health by advancing pharmaceutical education, pharmaceutical
sciences and pharmaceutical practice, thus encouraging, promoting and enabling better discovery,
development, access to and safe use of appropriate, cost-effective, quality medicines worldwide.”

In 2011, FIP adopted as one of its three main strategic objectives to advance pharmacy practice in all
settings.*This is the ambitious goal aspired to in the work of the Board of Pharmaceutical Practice (BPP) and
its sections3 The BPP strongly promotes good communication between pharmaceutical practitioners,
pharmaceutical scientists and other health care providers. The ultimate objective is to unify the profession
and, as aresult, bring about an improvement in health care standards, for the benefit of patients.

The BPP represents the interests of all aspects of the practice of the profession of pharmacy throughout the
world, regardless of any national or local issues. The sections of the BPP cover the following practice settings:

1 Academic pharmacy

Clinical biology

Community pharmacy

Health and medicines information
Hospital pharmacy

Industrial pharmacy

Military and emergency pharmacy
Social and administrative pharmacy
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In the years 2010 to 2014, the BPP endeavoured to pursue FIP’s 2020 Vision. FIP as a whole has focused on
maximising the effectiveness and collaboration of practice, science and education. In this spirit, the BPP has
actively sought opportunities for joint action with the Board of Pharmaceutical Sciences (BPS) in advancing
pharmacy practice globally, in every setting and in every health system. It has also meaningfully contributed
to FIP Education (FIPEd) activities.

As the environment within which pharmacists function constantly changes, and trends affecting the
profession fluctuate, the BPP aims to provide up-to-date guidance and leadership to the sections and their
members in the conduct of their activities. In this way, they can be better prepared for the challenges in the
uptake of new opportunities and in meeting the needs of societies and nations.

In 2015, the BPP established a working group in order to identify the trends and opportunities facing
pharmacy, and to formulate a vision for the future of the profession, with the ultimate aim of preparing a
strategy for the board. This internal BPP document is a result of collaborative efforts between BPP sections in
different areas of practice. This document extends the strategic plan established under the leadership of the
BPP Chairman for 2014 to 2018. It serves as an operational blueprint for the BPP in the coming years. It provides
a platform for defining the next action points for the work of the BPP and aligns with the new FIP mission,
vision and strategic plan.

This visionis not intended to encompass all the diverse aspects of pharmacy. It focuses on what was mutually
agreed by the BPP as the key pillars on which to focus for the next few years, and to derive concrete points of
action and work for the BPP. This does not detract from keeping an open mind to anything else that may
accelerateintoatrendin the near future.



The vision for pharmacy comprises three pillars: (i) Pharmacists providing value; (ii) Interprofessional teams
and collaborative care; and (iii) New technologies (e-health and m-health). Principles of professional ethics
underpin each of these pillars.

2.1 Pillar I. Pharmacists providing value

Vision statement 1: Pharmacists will expand patient care services to all health care settings and new practice
models. Services should be evidence-based, outcomes-oriented and patient-centred, and range from health
and wellness to prevention and comprehensive medication management.

Vision statement 2: Pharmacists will attain appropriate competencies that correspond to the complexity of
the services provided.

Vision statement 3: Pharmacists will use current or new financing and remuneration models to sustain
patient care services.

Vision statement 4: Pharmacists will evaluate the quality and outcomes of patient care services.

Considerable advancement has been achieved in the pharmacy profession over the past two decades. While
progress has occurred in different parts of the globe at a varied pace, the profession is progressively
transitioning from a traditional product-oriented focus to a focus on the ultimate beneficiary of pharmacist
services, namely, the patient. Concurrent and enabling developments have taken and are taking place in
legislative and regulatory arenas, health system infrastructures, and pharmacy education and training. These
developments align with the change in the focus of the profession.

Trends and advancements are occurring in several areas related to the practice and competencies of the
pharmacist, and remuneration for services. The following areas are of particular note:

Expanded scope of practice and range of pharmacist-provided patient care services
Provision of patient-centred care

Attainment of authority to prescribe

Advanced practice and specialisation

Credentialing and privileging

Remuneration for patient care services

Documentation of the value of patient care services

E I ]

Advancements in each of these areas reflect the collective efforts of various stakeholders to the strategic
transformation of the profession towards patient-centred care. A brief summary of the advancements in each
of the areas follows.

2.1.1.1 Expanded scope of practice and range of pharmacist-provided patient care
services

Assuming greater roles as health care professionals and providers, pharmacists in many parts of the world
now enhance patients’ access to quality services at various levels of care and throughout the continuum of
health care systems. Pharmacist-provided services contribute to meeting and achieving national health care
needs and goals.

Pharmacists have adopted broader roles and responsibilities, providing more clinical services both
independently and as part of interprofessional health care teams. An expansion in the number and type of
pharmacist-provided services is taking place in all practice settings.
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Clinical pharmacy practice is well established in many developed countries.*7 Greater recognition by health
authorities and advancement in clinical practice are also being realised in developing countries.® The critical
need to identify new and innovative models of care for pharmacist-provided services is well recognised by
professional pharmacy organisations around the globe 9-%

Significant divergence exists in the level of pharmacist-provided patient care activities and services. In
countries where clinical pharmacy practice is well established, pharmacists have successfully expanded
services to include advanced, quality, direct patient care services, where they provide comprehensive
medication management to patients with conditions/diseases of various complexities and in different health
care settings.*>*#0n the other hand, the type and level of clinical services provided in other countries are at
early, introductory stages and are limited to particular activities.

Because of the accessibility of community pharmacists, particular focus is being placed on introducing unique
patient care services and practice models in the community pharmacy setting.*"*The patient-centred services
provided include immunisation and administration of vaccines, management of minor ailments and referrals,
screening, prevention and health promotion, support of self care, delivery of precision/personalised
pharmacotherapy, and provision of comprehensive medication management in acute and ambulatory care
settings. Preventive health services commonly provided by pharmacists include health screening for diabetes,
cholesterol, hypertension and osteoporosis; tobacco cessation; and patient counselling/health education.?>%
All these are leveraging the existing and improved skills of pharmacists in a readily accessible environment
such as community pharmacy.

Anumberof countries also allow pharmacists who have attained the required competenciestoworkinawider
scope of practice that typically includes performing patient assessments, ordering and interpreting
laboratory tests related to medication therapy, referral of patients to other health care providers, evaluation
and management of minor ailments, and initiation, adjustment or discontinuation of medication. Clinical
pharmacist competencies and a template for the evaluation of the clinical pharmacist have been published.?

Access to care is expanding while consistency in quality is ensured, with opportunities for new roles for
pharmacists in fields such as health technology assessment, clinical biology/laboratory, peer-to-peer
professional education and hospital pharmacy.2

Challenges to the expansion of pharmacist services include: limitations set forth by legislation and restrictive
practice or registration provisions;* lack of competent human resources with the expertise required to lead
the transition to patient-oriented roles; lack of support from or recognition by other health care professionals
and the public, constraining health system infrastructures; and limited access to patient data.

During emergency and disaster situations, pharmacists are frequently called on and are well positioned to
provide health system as well as patient-oriented support by extending their scope of practice. These
enhanced activities build on pharmacists’ existing skills sets but educational support is required to ensure
these capabilities are available when required? A system of recognition of competence and skills is
increasingly in place in cross-border care.

2.1.1.2 Provision of patient-centred care

Greater emphasis is being placed on patient education and engagement in patient care. Pharmacists are
increasingly providing patient education and medicines reconciliation services in communities, hospitals and
homes. In addition, pharmacists are being integrated into team-based, integrated practice models that deliver
patient-centred care (e.g, the Patient-Centred Medical Home [PCMH] model in the USA%732),

Pharmacist-provided clinical care results in improvements in medication adherence as well as reductions in
hospital admissions and health-related costs.33 Studies have demonstrated the positive clinical, economicand
humanistic benefits of pharmacist-directed patient care in a variety of settings.3

Patient-centred care, in its broader term of patient-centricity, has also communication aspects relevant to
education (problem-based learning), peer-to-peer education (marketing/sales) and industry {patient literacy
and patient inserts), etc.

2For more information, read FIP’s Basel Statements at: www fip.org/baselstatements.

bFor more information, read the 2016 FIP report “Responding to disasters: Guidelines for pharmacy” at www.fip.org/publications



10 |

2.1.1.3 Authority to prescribe

Another important trend is the increase in pharmacists’ authority to prescribe. Pharmacists in the UK,
Switzerland, Canada and New Zealand can attain the qualification of pharmacist prescriber or non-medical
prescriber3s4° Pharmacists who meet certain requirements and attain the prescriber qualification have the
authority to prescribe medicines within their scope of practice. The extent of authority varies by country and
jurisdiction, and may be supplemental or independent. In the USA, for example, pharmacists have limited
prescribing authority that most commonly occurs through collaborative practice agreements or under state-
wide protocols. In addition, several states limit pharmacists’ prescribing authority to specified products of
importance to public health. Further studies are needed to evaluate the uptake and outcomes associated with
pharmacist prescribing.

2.1.1.4 Advanced practice and specialisation

There is great interest in the development and recognition of advanced and specialised pharmacy services
that deliver care to complex and specific patient populations.4*s* Debate isongoing in some countries on their
definition of advanced and specialised practice.

According to the US Council on Credentialingin Pharmacy, advanced and specialised practitioners are defined
based on their level of knowledge, skills and experience (from entry level to advanced), and the breadth of
patient/practice focus (from broad to narrow [specialised] scope of practice).5* In addition in the USA,
pharmacists who meet specified requirements in some states can earn the “advanced practice pharmacist”
designation, which enables them to deliver care under an expanded scope of practice.«

2.1.1.5 Credentialing

Parallel to the advancement in pharmacy practice and emerging pharmacist roles, greater emphasis is being
placed on credentialing to demonstrate competence. A credential is defined as documented evidence of
professional qualifications.s>%4 Credentials include academic degrees, licensure, certificates (from residency
or training programmes) and certifications.s

Advancements in clinical pharmacy education, postgraduate training programmes and certifications are
taking place across the globe to better prepare pharmacists for their new, advanced and specialised roles.
Pharmacy and health professional organisations and governmental agencies in several countries have
recognised the need for and importance of pharmacists attaining the appropriate credentials that are
commensurate with the type and complexity of services provided.

Pharmacy education: The challenges of development, distribution and responsible use of medicines can only
be met with an adaptable pharmacy workforce that deploys its knowledge, skills and abilities to the fullest
degree in a wide array of environments and in collaboration with other stakeholders in health care.

FIP in its vision for education and workforce’s stated that pharmacists and pharmaceutical scientists accept
responsibility for the development and sustainability of an adaptable and capable global workforce, working
in partnership for better health care through transformative and continuous education. Our professional
workforce will continuously strive to develop new medicines and to improve the use of existing medicines for
better health care. Furthermore, education and training for all members of the pharmacy workforce in all
practice and science-oriented environments should reflect the best evidence and experience for an excellent
education.5>

Access to systems for continuing professional development are essential for maintaining and advancing the
competencies and capabilities of pharmacists and pharmaceutical scientists throughout their careers.s
Pharmacy education reform includes a shift to a focus on clinical pharmacy education. The number of
professional programmes and degrees conferred in clinical competencies of pharmacists worldwide have
risen and continue to rise significantly each year.s Curricula structures, durations and educational outcomes
differ by country and programme.s®

Professional leadership organisations and government agencies can contribute to this vision by supporting
progressive policies for professional development and practitioner recognition processes.ss

Postgraduate training programmes: Similarly, the number and type of postgraduate training programmes
offered have expanded. Some are short-term programmes designed to focus on training practising
pharmacists to deliver particular services, for example, those offered in Iran, South Africa and Switzerland, and
for hospital pharmacy in the Netherlands.5®5?


http://www.fip.org/files/fip/PharmacyEducation/Global_Conference_docs/FIP_global_vision_online_version.pdf
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Others, such as residency training programmes, are offered over one or several years. These practice-based
experiences are designed to train generalists or specialist practitioners. Postgraduate residency programmes
are well established in both general pharmacy practice and specialty practice areas. In the USA, for example,
they are accredited by the American Society of Health-System Pharmacists. One-year and multi-year residency
programmes that follow the same requirements and structure are now offered in several other countries, such
as Saudi Arabia and Singapore.

Certifications: Certifications for generalist, advanced and specialist practitioners are important developments
in pharmacist credentialing. In the USA, specialty pharmacy certifications are well established and recognised
by other health care professionals. In addition to multidisciplinary and pharmacist-only certifications
administered by various medical and professional organisations, the Board of Pharmacy Specialties (BPS),
established in 1973, currently recognises the following pharmacist-only specialty areas: ambulatory care
pharmacy, critical care pharmacy, nuclear pharmacy, nutrition support pharmacy, oncology pharmacy,
paediatric pharmacy, pharmacotherapy (with added qualifications in infectious diseases and cardiology) and
psychiatric pharmacy.® Several other specialty areas are currently under consideration. Certifications
conferred by the BPS are recognised internationally.

To ensure optimal direct patient care provided by pharmacists, competencies have been developed.®
Minimum qualifications of professional degree, postgraduate training, and/or certifications that ensure
attainment of competence should be required for provision of direct patient care services.5>% Required
qualifications should be commensurate with the type and complexity of services provided in order to ensure
safe and effective patient care.

A challenge is that while some countries have advanced the education, postgraduate training and range of
certifications, the concept of pharmacy specialisation and certification is just beginning to be introduced in
others. The competent workforce needed to educate and train pharmacists for the new roles is lackingin some
settings.

2.1.1.6 Remuneration and compensation for patient care services

Payment models and fees for pharmacy services are highly variable.®® While some professional services are
reimbursed by government agencies or private insurance plans, others are paid for directly by patients,
supported by prescription dispensing fees or funded by grants or agreements with academic institutions.®®

Remuneration for particular clinical activities, independent of dispensing fees by national governments or
private insurance plans, exists in Australia, Canada, Europe, New Zealand and the USA.®The types of services
remunerated vary in complexity and include, but are not limited to, completion of a medication review, with
or without care plan development, smoking cessation counselling, patient medication adherence
consultations, minor ailment programmes and comprehensive medication management. Remuneration fees
vary by type of service and some are time-dependent T pharmacists are encouraged to examine the time
required to perform these activities and the outcomes achieved to ensure that fees are adequate to sustain
these patient care activities.® Public remuneration for pharmacist administration of injections also varies by
country.% In some countries, injection services are not eligible for public funding and in others public
remuneration programmes exist.”®

As clinical services expand, it is critical to ensure that they are economically viable and that all payment
options are utilised, but without placing undue strain on household finances. Where pharmacy clinical
services exist, the vast majority of payments occur via a fee-for-service payment model. New pay-for-
performance models that include quality incentives are increasingly being used by payers to improve the
quality of care and patient outcomes.’*72

Globally, there appear to be rapid changes happening in the ways countries structure their community
pharmacy remuneration systems. Governments and health insurers have taken a lead role in initiating and
driving price and margin reductions to achieve budget control. This trend has intensified in recent years,
within the context of an overall economic crisis, with an accelerated negative impact for pharmacies, which
has resulted in decreasing opportunities for pharmacy associations to shape remuneration models.®® Current
trends include diminishing remuneration for dispensing activities, rapid shrinking of business autonomy, an
increase in the demand for and acceptance of remuneration for pharmacist-provided professional services,
realisation of the critical need to shift to payment structures that render services with focus on the
pharmacists’ clinical skills self-sustainable,”2and a gradual shift to value-based reimbursement. These services
are not only delivered to patients, but also to other health care professionals and sometimes to payers.
Challenges include restrictive laws and regulations limiting remuneration for professional pharmacist
services,* payment models that inadequately compensate the pharmacist for clinical services, and a lack of
health system infrastructures that allow for reimbursement for services with a focus on the pharmacists’
clinical skills.
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2.1.1.7 Documenting the value of patient care services

Studies of pharmacist-provided patient care services in various practice settings, such as hospital,ambulatory
and community, demonstrate improved clinical outcomes.”” Studies of the economic impact of services with
a focus on pharmacists’ clinical skills show that pharmacist services are generally found to be cost-effective
or provide a good cost-benefit ratio.7+7’

With the establishment of new patient care services and expansion to innovative practice models, studies
documenting the clinical, humanistic and economic outcomes associated with the provision of such services
are lacking. Practice-based research to evaluate processes and outcomes associated with pharmacist-
provided services, particularly those that involve new roles and new practice models, are needed to guide the
development and improvement of quality, economically sustainable services.

Challenges include the limited expertise and resources available to conduct quality, practice-changing
research.

Until the 1970s, the role of the pharmacist was essentially product-centred, with pharmacy education geared
towards providing the pharmacist with knowledge on the source of medicines from natural species
(pharmacognosy), the action of medicines on the body (pharmacology), formulation of medicines into dosage
forms usable by patients (pharmaceutics), and analysis of medicines and raw materials of natural origin
(pharmaceutical chemistry). 7

Worldwide, these four elements made up the bulk of a first degree in pharmacy. However, in the developed
world from the 1980s onwards, the role of the pharmacist has undergone a fundamental change. In simple
terms, on one hand the role of the pharmacist was recognised as being more focused on ensuring the right
treatment reaches the right patientand ensuring the correct use of medicines (counselling). On the other hand
the need for pharmacists’ knowledge was high in understanding the fundamentals of how medicines are
developed, manufactured, tested and monitored for their safety and efficacy once they have been registered
and are being used by patients.”®

The role of pharmacists in industry depends on historical and cultural norms, and varies between countries
and continents. In the European Union, in the pharmaceutical industry, pharmacists can have the function of
being “qualified persons”t theonlyindividualsin Europe who can legally release batches of medicines to the
market. In Scandinavian countries, it is common for about 25% of senior factory staff to be pharmacy
graduates.

Worldwide there is a wide variety of pharmacists’ jobs in regulatory, marketing, health economics and
outcomes research (HEOR)/values, medical affairs, publication management, medical education and sales
functions, and these are currently on therise.

Pharmacists working in industry, for example in the manufacture and testing of medicines, do not necessarily
have direct patient interaction. Pharmacists are integral in supply chain management, regulatory affairs,
health technology assessment, etc T clearly in the practice field but not directly involved in patient-centred
care. However, patient-centricity has been the leading principle of pharmacists adding value in medicines
development, ensuring access to care, peer-to-peer education, health technology assessment, patient safety,
development and fostering of patient counselling and clinical skills. Some of the modern pharmacists’ rolesin
industry face their own challenges with patient-centricity: communication (peer-to-peer education, patient
leaflets, direct-to-consumer advertising), medicines development driving (for example, with patient advocacy
for genetics therapies, such as spinal muscularatrophy), and new models of financing medicines development
(such as public private partnerships). In military and emergency pharmacy, besides their key role in the supply
chain, pharmacists increasingly take the lead in patient counselling and in coordinating the range of people’s
needs (often beyond health ones) in disaster relief situations.

The pharmacy degree is, by its nature, generalist. Although pharmacists may not have specific skills in one
small fraction of science, with a general scientific education they can play a significant role in medicines
development and research, manufacturing and quality assurance, monitoring the safe use of medicines from
a scientific perspective, and promoting medicines in a responsible and transparent way. An industrial
pharmacist can make a significant contributionin changing the playing field of world economics, and evolving
health care and reimbursement systems and regulations. Those give rise to a need for pharmacists or
pharmaceutical scientists to deepen the knowledge they are able to provide and to develop special skills.
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Other examples where a pharmacist could play a significant role, if industrial pharmacy were taught as part
of an undergraduate degree, are in military or emergency situations, and in regulatory affairs/medicines
registration, where knowledge of medicines development phases and manufacturing plays an important role.
Medicines are often not readily available in wars and humanitarian disasters, and the ability to manufacture
either locally for local consumption or multinationally to fill medicines shortages (for example, refugee crises,
life-threatening diseases such as Ebola, avian flu, anti-radiation medication) is vital for populations at risk.
Currently there is a discussion around humanitarian pharmacists’ competency framework development.

A particular threat that could worsen pharmacists’ future role in industry is that the undergraduate
curriculum does not mention industrial pharmacy as such, for example in the USA®. In the USA, pharmacists
are in great demand in the pharmaceutical industry as sales representatives, interacting with physicians to
promote medicines on a professional-to-professional basis, but they are slowly disappearing from
manufacturing roles. This applies to other developed countries as well. Because of a lack of research on this
topic, the evidence to support a change is limited.

On a positive note, in France and in some French speaking countries such as Belgium and Morocco, students
intheir final year can choose to specialise in industrial pharmacy.?In a number of countries, for example, India,
South Africa and Mexico, pharmacy students are prepared for careers in the pharmaceutical industry, and
pharmacists are widely employed in it.%

Thereis certainly room forimprovement to attune pharmacy education to the needs of industrial pharmacists
in the future at both national and multinational level.

1 Attain and maintain competence by acquiring the appropriate credentials and privileges needed to
deliver safe and effective patient care;

1 Deliver quality, evidence-based, outcomes-oriented, patient-centred care,

1 Exploitall funding sources and new payment financing and remuneration models in order to sustain
patient care services;

1 Promote pharmacist research that evaluates and disseminates the outcomes associated with
provision of new pharmacy services, including but not limited to uptake, clinical outcomes and cost
effectiveness,

1 Continue to improve all aspects of services rendered, document the achieved results and ensure

success in new pharmacist roles and models of care;

1 Promote professional services to all stakeholders, including but not limited to patients and carers,
other health care professionals, administrators, payers and policymakers;

1 Address the needs of pharmacy and public health in all fields (including industrial, military,
emergency, supply chain management) at national and multinational levels.

Promote innovation in pharmacy practice across all settings and the development of quality, patient-
centred services;

Support credentialing and privileging of pharmacists delivering direct patient care services, including
advanced and specialty pharmacy services;

Advocate laws and regulations that allow competent pharmacists to effectively and efficiently deliver
direct patient care services in all practice settings;

Encourage pharmacist-led innovation and advocate prompt reimbursement of new services across all
fields of pharmacy practice;

Support national pharmacists associations in emphasising the need for quality, practice-based
research to generate evidence on the value of pharmacist services;

Prepare reports on the topic to promote best practices dissemination and support for further studies.

= =4 =4 =4 -4 =

¢The American Association of Colleges of Pharmacy document entitled “Doctor of pharmacy (Pharm. D.) degree” which describes the course
of study to earn a primary degree in pharmacy, has no mention of industrial pharmacy in its description of a four-year curriculum —
www.adcp.org/resources/student/pharmacyforyou/documents/pharmd.pdf

d After five years of pharmaceutical studies (masters), students can choose to specialise in their sixth year in industrial pharmacy (Maitre de
Spécialisation en Pharmacie d'Industrie).
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In light of the above vision and current global trends, the following areas were selected to be followed. The
BPP should give priority to the work that is in line with the action points outlined in the areas below.

2.1.5.1 Practice

il
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Establish new pharmacist services that align with health care needs and goals, advance access to
patient care and are integrated into evolving practice models;

Expand the type and number of direct patient care services provided by competent pharmacists,
including but not limited to preventive health care, management of minor ailments, and provision of
comprehensive medication management for acute and chronic conditions/diseases;

Allocate the resources needed to implement and expand pharmacist services;

Incorporate new technologies into pharmacy practice (e.g, electronic medical records, point-of-care
testing) and emerging sciences (e.g.,, personalised pharmacotherapy) to enhance patient care and
improve outcomes, in accordance with local laws;

Conduct practice-based research to evaluate and document the value of pharmacist services,
particularly those that involve new pharmacist roles and practice models. In doing so, assign specific,
measurable and realistic metrics to evaluate the quality and impact of pharmacist services. Metrics
should include, but not be limited to, patient outcomes, cost-effectiveness, quality and cost of service
provision, and patient satisfaction.

2.1.5.2 Education

The BPP meaningfully contributes to the FIP Education initiative. The BPP promotes the outcomes of the 2016
FIP Global Conference on Pharmacy and Pharmaceutical Sciences Education. It should advocate, in line with
the conference’s outcomes, that:

f
f
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The design of pharmacy curricula should take into account the changing needs of health care and
pharmacist roles;

Quality professional degree programmes focus on clinical aspects of pharmacy education, as needed
to meet the growing demand for services;,

Quality postgraduate training programmes necessary for pharmacists to achieve the required
competenciesare established forthe new rolesincluding, but not limited to,advanced and specialised
patient care services, practice models and leadership skills that facilitate change,

Quality continuing education and continuing professional development programmes help the
pharmacist attain and maintain the required competencies to provide safe and effective patient care;,
Pharmacy practice and pharmacy education work in tandem to advance practice, and that
educational programmes incorporate innovative practice models for students to conceptualise and
apply skills in new models of care;

Quality experiential education is a key component in advancing pharmacy education and practice;
Quality research is conducted on the value of pharmacist services in all practice settings.

2.1.5.3 Legislation and regulation

1
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Reform health system practice and infrastructure to establish the reimbursement models necessary
to sustain services, with a focus on the pharmacists’ clinical skills;

Delineate minimum competencies and required experiences, including but not limited to education,
postgraduate training, and certifications and privileges, for pharmacists who provide direct patient
care. Competencies should be commensurate with the level and complexity of care provided,

Define requirements for maintenance of competence,

Allocate the funds and resources needed to conduct quality practice-based research;

Enact legislation that broadens the scope of practice, to authorise competent pharmacists to:

0 Provide preventive services;

Manage common minor ailments;

Provide comprehensive medication management;

Conduct patient assessments, as necessary for screening and management of patients;

Order and interpret laboratory tests, including point-of-care and pharmacogenetic testing,
where relevant to the care provided (in collaboration with medicines laboratory specialists
where defined by local law);

Educate patients on their medication and care;

o Develop collaborative practice agreements with other health care providers and health systems;

O O0OO0Oo
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o Initiate, adjust and discontinue medication;

0 Usepharmacy technicians or other assistant personnel to perform appropriate tasks under the
supervision of a pharmacist in order to allow pharmacists to apply more time to advanced
services that require their knowledge and experience.

1 Enact laws and amend regulations to authorise reimbursement and expand payment for services,
including direct patient care services, provided by pharmacists who have attained the required
competencies.

2.1.5.4 Communication
1 Enhance and maintain strategic communications with all stakeholders to increase their awareness of

and promote support for new pharmacist roles, to educate them about pharmacist credentialing and
privileging, and to underscore the value of patient care services provided by pharmacists.

2.2 Pillar ll: Interprofessional teams and collaborative
practice

Vision statement 5: Pharmacists will practise within collaborative interprofessional teams to enhance access,
quality, efficiency and affordability of health care®

2.2.1.1 Current situation

According to the World Health Organization (WHO), “collaborative practice happens when multiple health
workers from different professional backgrounds work together with patients, families, carers and
communities to deliver the highest quality of care across settings”.

Several national initiatives support integrated models of care. The Ministry of Health in New Zealand
published its Draft Pharmacy Action Plan 2015-2020 for consultation. It describes the future direction of
pharmacy services in the health system.® 1t signals how pharmacists, other health practitioners, funders, key
organisations and the ministry will work together to support change, innovation and new integrated models
of care that will improve health outcomes for all New Zealanders. The document highlights the four key
enablers to support this change as follows: leadership, information and other technologies, workforce and
regulation.

The Department of Health in the UK adopted a community pharmacy proposal for change in 2016/2017, with
the development of clinical pharmacists working in general practitioner (GP) practices, care homes and
primary care/urgent care hubs.®

The minor ailment scheme in the UK allows pharmacists to supply an emergency medicine during GP out-of-
office hours. The pharmacist then communicates directly with the relevant GPs to inform them that a supply
has been made and monitors future prescriptions to ensure that the patient does not receive more medicines
than they require. A different and additional interesting example is provided by provisions for pharmacists
delivering vaccinations to carers and frontline health care workers 83

2.2.1.2 Trends

National competencies for multidisciplinary interprofessional collaborative practice have been developed
and greater emphasis is being placed on interprofessional education and practice for pharmacists.®%
Pharmacists are increasingly assuming active roles in interprofessional health care teams.

Current trends in hospitals show how professional human resource development is occurring in the face of
increasing challenges (clinical, technological and financial). Close collaboration between pharmacists,
physicians and nurses has proven to be beneficial in interdisciplinary rounds, which improve patient
outcomes due to improved teamwork 88

¢ Please note that current literature interchangeably uses the terms multidisciplinary, multi-disciplinary, interprofessional, inter-
professional, interdisciplinary, interdisciplinary rounds and team-based care.
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In the acute care setting, pharmacists are integrated in health care teams and participate in patient care
roundsinanincreasing numberof countries and institutions.The same is trueininterprofessionalambulatory
care and integrated, patient-centred practice models {including the so-called “patient-centred medical home”
model).®°

Increased availability of biomarker and pharmacogenomics technologies brings a need to determine the
personalised use of medicines for specific patients and to collaborate with other researchers in determining
their appropriate use. Technological advances in biologic medicines, health economics, personalised
medicines, and self-assessment and care require expertise.

A pharmacy specialised workforce vetted (credentialed) by an expert interprofessional body could be
authorised to create and use standards for specific patient populations.

Emergency pharmacists may well be required to be part of a multidisciplinary team — eitherin aclinical sense
or as part of aregional response/management team.

2.2.1.3 Care transitions

A transition from one health care setting (and health care professional) to another increases the risk of
medicationerrorsdue toalackof information transferand collaboration. Several strategies have been applied
to improve care transitions and reduce adverse clinical outcomes. Pharmacist intervention within a team b
during and after a hospital stay — has been frequently studied and shows a variable effect on these
outcomes.®* In a published systematic review of the optimal role for pharmacists in care transitions, the
authors concluded that it is important to secure continuity of care by integrating pharmacists in these
multifaceted programmes across health care settings, and to increase the collaboration between these
teams.”*

2.2.1.4 Challenges

There are relatively few robust published studies of interprofessional teamwork involving pharmacists. For
example, interprofessional teamwork in the form of interdisciplinary rounds (IDRs), where medical
practitioners perform rounds with other health care professionals (e.g., pharmacists) on inpatient medicines
wards, has been described as a way of improving outcomes in some studies. However, there is no clear
definition of IDRs in the literature.®

Evidence and a consensus are key for the development of guidelines for shared care protocols for all involved
in health care teams that include a pharmacist in key related tasks.%

As part of the envisaged future, in a multidisciplinary team pharmacists will:

1 Collaborate to provide primary care, public health services and wellness counselling;

1 Collaborate in team-based, direct patient care to promote patient safety and optimal therapeutics,
minimising medicines-related problems and improving outcomes;

1 Maintain competencies through education and training;

1 Work from a common patient database and shared care protocols across sectors of patient care settings
that have been developed collaboratively using available evidence;

1 Collaborate with legislators to develop and update regulations that facilitate advanced scope of practice
and related activities for pharmacists within a multidisciplinary, collaborative team;

1 Support the development of standards, guidelines and responsibilities for health care professionals
involved in interprofessional collaborative teams;
1 Develop interprofessional communication skills.

As part of the envisaged future, the BPP will:

1 Promote the role and value of the pharmacist in interprofessional teams;

1 Advocate (i) developing the best model for effective interdisciplinary work;%(ii) future studies on team
composition and its impact on outcomes;® and (iii) the need for close collaboration between
pharmacists and medical practitioners;*
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1 Shareresearch evidence on the effect of interprofessional care on therapeutic outcomes;

Promote collaboration with pharmaceutical scientists;

1 Collectinformation on future trends and comment upon how the pharmacy will be placed in the health
system;

1 Formulate a common global vision and strategy for pharmacy education and practice that includes
interprofessional delivery of health care.

=

In light of the above vision and the global trends, the following actions are to be followed:

2.2.4.1 Practice
Enabling policy

1 Develop clearly articulated goals and key measures for success for interprofessional care delivery;

1 Encourage cooperation from administrators and practitioners to develop interprofessional health
care guidelines in policies;

1 Supportreliance oninternational policy in the development of national level policies;

1 Supportreliance on national level policies in the development of local level policies.

Quality research

1 Conduct research to assure sources of scientific evidence that can be used to identify and meet
patient health needs;

1 Conduct robust research supporting the value of interprofessional teams;

1 Report and publish studies on interprofessional team activities to assess current related trends and
challenges;

1 Setprocess measures/key indicators, such as satisfaction, impact measures, proportion involved,;

1 Identify and address barriers to interprofessional team care through research.

Best practice
1 Identify examples of best practice delivered by interprofessional teams;
1 Share good practices and proposed plans through professional meetings and publications;

1 Identify facilitators, enablers and barriers of best practices in collaborative interprofessional
teamwork;

1 Share challenges and solutions that lead to successful interprofessional team care delivery;

1 Disseminate outcomes of practice changes that incorporated pharmacists as part of the
interprofessional teams;

1 Recognise theincreasing importance of technician roles in the face of staff shortages;

1 Explore the transferability of successful teamwork processes in industries other than pharmacy, such
as aviation.

2.2.4.2 Education

1 Startearly in undergraduate/university training to build competency and shared understanding;®

1 Implement undergraduate and postgraduate educational and training experiences with physicians,
nurses and other health care professionals;

1 Make activities scalable to all types and sizes of health care organisations;

1 Ensure interprofessional health care delivery is sustainable in the long term in order to measure real
impact in quality research;

M Conductdidactic education and observations with actual health care teams;

1 Allow advanced pharmacy students to participate in interprofessional teams actively involved in
patient care;

1 Analyse practice change models (in quality research) within health care systems across primary and
secondary care;



18 |

1 Implementundergraduate and postgraduate educational and training experiences where pharmacists
join physicians, nurses and other health care professionals in the care of patients;

1 Develop interprofessional and leadership skills, and maintain competencies through education and
training;

1 Require continuing professional development training and education to be undertaken with other
disciplines.

2.2.4.3 Legislation and regulation

1 Collaborate with regulators/legislators to develop and update:
0 Related regulation and legislation that facilitate the advanced scope of practice and related
activities for pharmacists within interprofessional health care teams;
o Shared care protocols for related interprofessional tasks to describe where responsibilities
should lie to enhance patient care;
1 Promoteregulationand legislation to ensure the safety of patient care across multidisciplinary teams,
including medicines acquisition, prescribing, administration, monitoring and effects.

2.2.4.4 Communication

1 Communicate effectively within interprofessional teams, so as to achieve a prerequisite for quality
health care services and successful shared care guidelines concerning the provision of best service,
patient safety, dosage, side effects and monitoring pharmacotherapy outcomes;

1 Collaborate to create, update and promote the responsible use of medicines/health resources.

2.3 Pillar lll: New technologies (e-health and m-health)

Vision statement 6: Pharmacists will employ technologies to enhance the exchange of health care
information, increase access to care, facilitate communications with the patient and other health care
professionals, and improve patient care outcomes and validation of tools.

Technologies encompass far-reaching themes. Questions arise around the role of new technologies in
therapeutics. These include questions on cellular therapy and immunotherapy, on the emergence of
pharmacogenetics information to guide therapy, on the role of automation and on many other areas. While
recognising theimportance of these, for the sake of the objective of this document this pillar narrows its scope
to the technologies connected to e-health and m-health only.

“Cutting-edge technology, especially in communication and information transfer, will enable the greatest
advances yet in public health. Eventually, we will have access to health information 24 hours a day, seven days
a week, encouraging personal wellness and prevention, and leading to better informed decisions about health
care” %

Most pharmacists’ services delivered in community and hospital settings have been face-to-face, with
specialised modes of delivery such as telehealth and telemedicinef developing in recent years, in particular to
support service delivery to remote and rural communities where access to in-person pharmacy services and
other health care professionals is limited.

fTelemedicine is the delivery of health care services, where distance is a critical factor, by all health care professionals using information
and communication technologies for the exchange of valid information for diagnosis, treatment and prevention of disease and injuries,
research and evaluation, and for the continuing education of health care providers, all in the interests of advancing the health of
individuals and their communities.

Some distinguish telemedicine from telehealth with the former restricted to service delivery by physicians only, and the latter signifying
services provided by health care professionals in general, including nurses, pharmacists and others.
(http://www.who.int/goe/publications/goe_telemedicine_2010.pdf)

While telehealth and telemedicine may be regarded as e-health, the primary difference is that both involve the exchange of clinical
information as part of the delivery of a health care service.
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Traditionally, the public has relied on health care professionals — highly accessible community pharmacists
in particular — to obtain information and advice about arange of health conditions, diseases and medicines.
Although pharmacists remain a key source of information, the internet is growing initsimportance asasource
of quick, easy-to-access and, to some degree, reliable and accurate information. A survey in 2010 found that
80% of internet users in the USA searched for online health information.%® This is a considerable proportion
that will only increase and diversify as people access the range of static and user-generated sites, such as
blogs, discussion forums and social networking sites, to obtain, provide and share information with others.
While some consumers prefer to be passive users of information on the internet, others are becoming more
active and participatory in user-generated sites. Furthermore, consumers are adopting and using a range of
electronic applications (apps) for reasons that include self-diagnosis, medication management, lifestyle and
diet changes, and adherence to therapy, appointment reminders and medicines information.%

The balance of power, in terms of information, is changing, and consumers are more likely to visit pharmacies
when already more informed (orin possession of erroneous information). This can assist the education/advice-
giving role of the pharmacist if the consumer has been appropriately informed, or it can present a challenge if
the pharmacist is required to address misconceptions, misunderstandings or misinformation. Either way, it
could be argued that while the community pharmacy remains a significant location visited by consumers, the
internetis introducing a new opportunity for the profession of pharmacy. Not only will pharmacists continue
toaddress the needs of their consumers face-to-face and within the pharmacy setting, in light of their patients’
access to theinternet they will also need to consider delivering services virtually.

In the adoption of its virtual role, pharmacy requires an in-depth understanding of the playing field, as well as
of the opportunities that currently exist and those that may be created or that will present themselves in the
near future.

e-Health

e-Health has been defined as “an emerging field in the intersection of medical informatics, public health and
business, referring to health services and information delivered or enhanced through the Internet and related
technologies. In a broader sense, the term characterises not only a technical development, but also a state-of-
mind, a way of thinking, an attitude, and a commitment for networked, global thinking, to improve health care
locally, regionally, and worldwide by using information and communication technology.”*®

In his editorial, Eysenbach% has emphasised that the “e” in e-health means more than just “electronic”. He has
defined 10 characteristics, which he believes in combination make up the “e”: efficiency, enhancing quality of
care, evidence-based, empowerment of consumers, encouragement of new relationships, education, enabling
information exchange and communication, extending health care, ethics and equity. Even more importantly,
he believes that e-health should be easy-to-use, entertaining and exciting.

m-Health

The WHO Global Observatory for e-Health¥” defined m-health as follows: “A component of e-health. m-health
or mobile health is a medical and public health practice supported by mobile devices, such as mobile phones,
patient monitoring devices, personal digital assistants (PDAs), and other wireless devices. m-health involves
the use and capitalisation on a mobile phone’s core utility of voice and short messaging service (SMS) as well
as more complex functionalities and applications including general packet radio service (GPRS), third and
fourth generation mobile telecommunications (3G and 4G systems), global positioning system (GPS), and
Bluetooth technology.”

In short, m-health can be defined as “mobile computing, medical sensorand communications technologies for
health-care”.*®* m-Health as a concept represents the evolution from traditional desktop platforms to mobile
technology, assisted by the advent of wireless technology. As the hardware becomes smaller, more portable
and, in some cases, even wearable, -health can progress and strengthen through an increase in the number of
resources available as well as in the number of users. m-Health may be regarded as a subset of e-health, with
e-health providing the framework for m-health to function. For example, collection of data through an app will
require a central database for storage of and access to population and individual data.*?

Both e-health and m-health have the potential to increase access to health care through: the decentralisation
of health care; improved accessibility to information and sharing of patient-specific information and data;
improved delivery of health services; and individualising care. m-Health specifically has the potential to
expand access to health care and increase use of preventive strategies, especially in developing countries and
in rural and remote regions. e-Health has an even greater potential to shift health care from a paternalistic
model to a tailored approach that addresses the needs of individuals, taking into account their health literacy
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and information needs, as well as behavioural and affective needs, therefore engaging individuals more
effectively in self-management of their chronic diseases and overall health.

It is believed that two key drivers for e-health are the increasing cost of health care in developed countries,
primarily due to the ageing population (more older people with chronic diseases) and an increasing need for
public health and preventive health care for both developed and developing countries.?®? This highlights a
recognition that effective and integrative use of e-health has the potential to reduce the health care burden
globally.

Any new and innovative technology can present challenges that impede itsimplementation and use, therefore
affecting its wide dissemination and realisation of benefits. Challenges presented by e-health and m-health
can be categorised broadly into access and cost. They include: the technological literacy of the population and
health care practitioners; privacy, specifically of patient data and information; integration as part of existing
health care practices and services delivered {logistical challenges); ethical considerations around information
flow and access to patient data by several stakeholders; accuracy of information kept; and, importantly,
liability and ownership of data.

Largely due to social media and internet connectivity, there is a growing phenomenon of patient groups that
are becoming increasingly empowered. Some of these groups bring patients together and offer information,
experience and resources exchange that may help anyone dealing with challenges to be addressed by the
group. Others serve as advocates, providing support or driving research. Many have formed large not-for-profit
advocacy groups and offer a range of services, such as helping patients to find a doctor, organising
conferences or working to gain the support of policy makers.>

Some of these groups advocate the creation of policies that help or protect individuals with rare or genetic
conditions. Examples of large | ,







































