
RESEARCH ARTICLE

General practitioners’ perceptions of pharmacists’ new services
in New Zealand

Ernieda Hatah • Rhiannon Braund •

Stephen Duffull • June Tordoff

Received: 8 November 2011 / Accepted: 8 February 2012 / Published online: 23 February 2012

� Springer Science+Business Media B.V. 2012

Abstract Background In recent years, the pharmacy

profession has moved towards more patient-oriented ser-

vices. Some examples are medication review, screening

and monitoring for disease, and prescribing. The new ser-

vices are intended to be in close collaboration with general

practitioners (GPs) yet little is known of how GPs in New

Zealand perceive these new services. Objective To exam-

ine GPs’ perceptions of pharmacists’ new services. Setting

Study was undertaken at GPs’ practices in two localities in

New Zealand. Methods Qualitative, face to face, semi-

structured interviews were undertaken of 18 GPs. The

cohort included GPs with less/more than 20 years of

practice, and GPs who had experience of working in

localities where some patients had undergone a medication

review (Medicines Use Review, MUR) by community

pharmacists. GPs were asked to share their perceptions

about pharmacists providing some new services. Data were

thematically analysed with constant comparison using

NVivo 8 software. Using a business strategic planning

approach, themes were further analysed and interpreted as

the services’ potential Strengths, Weaknesses, Opportuni-

ties and Threats (SWOTs). Main outcomes measure GPs’

perceptions of pharmacists’ new services. Results GPs

were more supportive of pharmacists’ playing active roles

in medication review and less supportive of pharmacists

practising screening-monitoring and prescribing. Discus-

sions Pharmacists’ knowledge and skills in medication use

and the perceived benefits of the services to patients were

considered the potential strengths of the services. Weak-

nesses centred around potential patient confusion and

harm, conflict and irritation to GPs’ practice, and the

potential to fragment patient-care. Opportunities were the

possibilities of improving communication, and having a

close collaboration and integration with GPs’ practice.

Apparent threats were the GPs’ perceptions of a related,

and not renumerated, increase in their workloads, and the

perception of limited benefit to patients. Conclusion

Pharmacists should exploit their own strengths and the

potential opportunities for these services, and reduce any

weaknesses and threats. A possible strategic plan should

include increased effective communication, piloting ser-

vices, and the integration of some services into medical

practices.
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Impacts on practice

• GPs’ acceptance of new pharmacist-led services may

depend on the development of good working relation-

ships between the two professions.

• Changing the nature of pharmacist-GP communication

to focus on patient benefits rather than on prescription

issues could enhance working relationships.

• Pharmacists need to be more confident when discussing

patient-related issues with GPs and should pilot new

services in collaboration with GPs wherever possible.
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Introduction

In the past, community pharmacists’ roles were mainly

confined to preparing and dispensing prescriptions and

giving advice on the treatment of minor ailments [1].

However, in the light of increasing drug-related hospital-

izations and morbidities, some countries plan to make

better use of pharmacists’ skills and knowledge in the use

of medicines [2, 3]. The principle focus is a change of

community pharmacists’ roles from product-oriented to

patient-oriented.

Some examples of the newer roles for pharmacists are

medication reviews, also known as medicines management

in some countries, health screening and monitoring and

pharmacist prescribing. These aim to improve patient safety,

ensure effective drug use, promote disease prevention, and

encourage patients to play an active role in managing their

health. Medication review is a structured, critical examina-

tion of patients’ medicines in conjunction with the patients

historical and current clinical picture and the defined goals

of treatment with the objective of reaching agreement with

the patient about treatment, optimise the benefit of medi-

cines and minimising the number of medication related

problems and reducing waste [4]. Medication review com-

prises different types of services with different aims and

purposes. An example of a medication review service is

Medicines Use Review (MUR), which aims to address issues

relating to patients’ medicine taking behaviour such as

adherence to medicines [5]. A more detailed review is the

Clinical Medication Review which aims to address issues

relating to patients’ use of medicines in the context of their

clinical condition e.g. choice of medicines [5]. This type of

review is similar to Medicines Therapy Assessment (MTA)

in New Zealand, Home Medicines Review (HMR) in Aus-

tralia and Medication Therapy Management (MTM) in the

United States of America. For the purposes of this work brief

descriptions of pharmacists’ practice in Medicines Use

Review and Clinical Medication Review are provided in

Table 1. These descriptions are the working descriptions

used when describing these services to general practitioners.

A number of studies have reported on the benefits of such

services on patient’s outcomes [6–9].

Pharmacist prescribing in New Zealand is being pro-

posed as a service that includes the selection and follow-up

of the prescription medicines. It does not include diagnosis,

choice of treatment modality and prognosis. The pharma-

cist prescribing service is intended to be run in close col-

laboration with medical practitioners [10]. This service

generally aims to improve access to certain medicines,

optimize a patient’s medicines outcomes, and promote

quality use of medicines [11]. To facilitate continuity of

care, the new service requires pharmacists to work in close

collaboration with other health professionals [12].

In 2006, the Pharmacy Council of New Zealand outlined

a medicines management framework for the pharmacy

profession. This includes services such as Medication Use

Review (MUR), Medicines Therapy Assessment (MTA)

and Comprehensive Medicine Management (CMM) [13].

In this work MTA and CMM will be considered under the

broad category of Clinical Medication Review. MUR was

implemented in 2007 under local contracts with individual

District Health Boards (DHBs) [14]. Community pharma-

cists need to be accredited and they are reimbursed for

providing the services [14]. These contracts do not include

reimbursement for GPs. Currently development of MTA, a

comprehensive clinical review of an individual patient’s

medication and CMM, case based active management of

changes and (future) pharmacist prescribing activities, as

part of a multidisciplinary team is still ongoing [15].

To provide these services effectively, it is essential for

pharmacists to have support from their professional peers as

has been demonstrated elsewhere [16, 17]. A UK study

reported GPs support of pharmacists’ extended roles such as

helping patients to manage their medicines and providing

repeat dispensing [18]. A study conducted in Australia also

reported GPs acceptance of pharmacists providing HMR and

medicines information. In both studies, GPs had reservations

about pharmacists providing clinically orientated roles such as

screening for cholesterol and blood pressure levels [18, 19] and

prescribing [18]. The study also reported that GPs would be

supportive if they were funded for any impact on their own

workload [18]. In another study conducted in the UK, pre-

scribing by pharmacists was envisaged as having both oppor-

tunities and threats for the medical profession [20]. It is

therefore important to identify GPs’ perceptions of the current

and proposed community pharmacists’ services in New

Zealand.

Aim of the study

This study aims to examine GPs’ perceptions of pharma-

cists’ new services. Specific objectives of this study are to

compare the perceptions of GPs with different backgrounds

and to identify any perceived barriers to the new services

provided or proposed by community pharmacists.

In the present study we used qualitative interview

methods to explore local GPs’ perceptions of pharmacists’

new services. The information gained will help to inform

us of the possible strengths, weakness, opportunities and

threats (SWOTs) of these new services.

Methods

Data were collected through qualitative face-to-face, semi-

structured interviews with selected GPs from two localities.
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Prior to commencing the study, ethics approval was

obtained from the Human Ethics Committee, University of

Otago, reference code F10/603 008.

Participants were selected from three different groups in

two localities. Groups one and two were GPs whose

patients had not participated in MUR carried out by a

community pharmacist. GPs were recruited from location

one (L1) that has no MUR contract between pharmacists

and the DHB. Group one were GPs with less than 20 years’

experience of being a medical practitioner, and group two

were GPs with 20 years or more experience. The group

was divided as such to study whether there were any dif-

ferences in perceptions between older and younger GPs

based on differing years of practice. This has previously

reported to have significant influence on GPs’ perceptions

and attitudes toward pharmacists’ services [21, 22]. Par-

ticipants in group three were GPs whose patients had been

involved in an MUR service led by local community

pharmacists and were recruited from location two (L2).

Since there were fewer GPs with MUR experience, further

division of the group according to years of experience was

not able to be conducted.

GPs from group one and two were identified from a

local phone book and years in practice were identified from

the New Zealand Medical Council website. All GPs at all

practices listed in the phone book were invited to partici-

pate in the study. GPs from group three were contacted

through a list provided by the community pharmacies who

were known to provide MUR services. Pharmacists pro-

viding MUR were identified from another study conducted

by investigators at the School of Pharmacy, University of

Otago [14]. Invitation letters were sent to the GPs identified

as described above and a follow-up phone call was made to

each GP 1 week later. GPs who agreed to participate were

contacted and an interview was arranged. The interviews

took place at the GPs’ clinic and lasted for about

20–30 min. No incentives were offered to the participants.

An interview schedule was developed from a literature

study of published qualitative studies of doctors’ percep-

tions of pharmacists’ services reported overseas [18, 19,

23–25] and an investigator-team discussion between the

first author and three senior researchers from the School of

Pharmacy, University of Otago. The input from a GP who

was invited in a pilot interview was also used to refine the

interview schedule. The interview topics covered the fol-

lowing: information about the GP practice, the current or

past interactions with community pharmacists, GPs’

experience of some new pharmacist-led services and/or the

GPs’ perceptions of these new services. GPs were specif-

ically asked about how they perceived some new services

provided by community pharmacists. The services were

MUR, Clinical Medication Review, screening and moni-

toring and pharmacist prescribing. Prior to these question,

EH briefly described each service to each GP. A brief

description about each service is provided in Table 1. GPs

were also encouraged to ask questions during the interview.

The interviews were taped and transcribed verbatim.

Transcription validity was checked by an independent third

party. Coding and thematic analysis was undertaken using

constant comparison and NVivo 8. Participants continued

to be recruited until saturation was reached. Saturation was

achieved when there were no new themes found by a

second investigator who read and coded the third and the

last transcriptions from each group (1–3) independently.

Data collections ceased when no new themes were found in

at least two consecutive interviews. Saturation was initially

Table 1 Brief service

descriptions
Service Description

Medicine use review

(MUR)

This is a patient-centred service. A pharmacist reviews the patients’ medicines,

both prescribed and self-medicated, and identifies any problems related to

medicine use such as administration techniques (e.g. inhaler use) or non-

adherence. While providing this service, a pharmacist will educate patients about

their medicines and help to improve patient adherence to medicines. A

pharmacist may produce a complete medication list for reference

Clinical medication

review

These services involve a patient-centred medication review service aimed at

optimising the choice and use of medicines. To provide this service, pharmacists

need to have access to patients’ clinical notes. This service is provided as a fully

integrated process with the prescriber (e.g. located in a GP’s practice). This

service includes MUR

Screening and

monitoring

A pharmacist provides screening and monitoring for some clinical conditions such

as blood pressure and random blood glucose

Pharmacist

prescribing

Please note that in order to get GPs personal impression about pharmacist

prescribing in general (e.g. for over-the-counter medicines, prescribing for

repeat prescriptions and prescribing collaboratively with GPs e.g. for warfarin

patients) we did not provide a detailed explanation about pharmacist prescribing

to GPs
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estimated to be achieved after 5–10 interviews for each group.

Using a strategic planning approach, themes were further

analysed and discussed based on GPs’ perspectives and these

were interpreted in terms of the services potential Strengths,

Weaknesses, Opportunities and Threats (SWOTs) from phar-

macists’ viewpoint.

SWOT analysis is a tool used in the planning stage for a

business or organization to identify the internal and

external factors that could contribute to its success or

failure [26]. It is usually followed with strategic planning

which exploits the strengths and opportunities of the

organization, and eliminates or reduces the impact of the

organization’s weaknesses and threats [26]. SWOT analy-

sis of GP’s perspectives of pharmacist services will help

providers and managers to focus on keys issues when

implementing services.

Results

In total 73 invitation letters were sent to the GPs identified

as potential participants. Of the 73 contacted, 18 GPs

(24.6%) consented for an interview and saturation was

achieved within this number. Table 2 shows the demo-

graphic data of the participants.

Common themes that emerged during the interviews are

presented in Table 3. Themes were classified according to

the different types of pharmacists-led services and SWOT

classification. From thematic analysis, there was no dif-

ference in the perceptions found from GPs with different

years of experience, and with or without patients under-

going MUR services.

Potential strengths of pharmacists’ services

The investigators considered any potential benefits of

pharmacists’ new services that were highlighted by GPs as

potential strengths of those services. The majority of GPs in

this study perceived MUR could be beneficial. It was

thought to potentially increase patients’ understanding about

their medications, increase patients’ adherence to medica-

tions, and might help to simplify a patient’s drug treatment

regimen. Clinical Medication Review services were thought

to help reduce potential harm to patients from drug-related

problems, and improve patient safety. GPs thought these

reviews might benefit their practice by preventing pre-

scribing errors, providing useful drug information, such as

on drug interactions and/or herbal preparations (Quotation 1

(Q1), Table 4).

The provision of screening and monitoring services by

community pharmacists were thought to improve access to

health assessments and increase opportunistic screening for

healthy people. Monitoring of some clinical parameters

such as blood pressure and blood glucose were thought to

potentially add value to the GPs’ practice by providing

additional information on patients’ clinical conditions (Q2,

Table 4).

Even though a small number of GPs considered phar-

macist prescribing as being of low benefit, a few GPs

thought that this service might improve access to simple

and relatively safe medications. Several GPs suggested

extending the list of drugs that can only be sold by a

pharmacist (pharmacist only medicines) and one GP sug-

gested that pharmacists might be allowed to prescribe a

range of over-the-counter medications that could be gov-

ernment-funded (Q3, Table 4).

Collaborative prescribing of warfarin by pharmacists

working within a GPs’ practice was considered acceptable

by more than half the GPs in this study. This was regarded

as potentially helpful to reduce GP and nurse workloads

(Q4, Table 4).

GPs views of pharmacists’ knowledge of medicines and

skills with medication interventions were also considered

as strengths of the pharmacists’ new services. GPs

acknowledged the benefit of having pharmacists to provide

some of their services (Q5 and Q6, Table 4).

GPs also perceived some benefits from services being

carried out in a pharmacy setting. Firstly they thought

Table 2 Demographic data of the respondents

Groups No MUR patients (location 1) GPs with MUR patients

(location 2) (Group three)
With \ 20 years of

experience (Group one)

With C 20 years of

experience (Group two)

Number (n) 7 6 5

Gender

Male 2 3 3

Female 5 3 2

Mean years of

experience (range)

13.5 (6–19) 28.5 (22–34) 27.8 (15–37)

Average # of patients

seen in a week (range)

80 (60–105) 98 (50–160) 124 (20–250)
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pharmacists had easy access to dispensing and patient-

medication records. Thus pharmacists had the potential to

identify poor compliance from dispensing records and

perhaps assess drug knowledge when discussing medicines

with patients. Secondly they thought reinforcement of

patient education on medicines might be better performed

in a pharmacy setting, due to the time constraints of a GP

consultation. Thirdly the education about patients’ medi-

cation was thought to be more appropriately provided in a

pharmacy in the presence of the patients’ medication.

Potential weaknesses of pharmacists’ services

The investigators considered GPs’ perceptions of the

potential disadvantages of the new services as potential

weaknesses. Many GPs were concerned about potentially

confusing patients when MUR and/or Clinical Medication

Review were provided by community pharmacists (Q7,

Table 4).

GPs also perceived that some of the pharmacy services

might cause conflict and irritation by overloading GPs with

insignificant information e.g. clinically irrelevant drug

interactions. Recommendations by pharmacists might

sometimes conflict with prescribing carried out by hospital

specialists. GPs also felt irritated when they considered that

a pharmacist gave incorrect information about a drug’s

indication and/or caused a patient to worry following a

screening test (Q8, Table 4). It should be noted that diag-

noses and indications are not included on prescriptions in

NZ.

Another common service disadvantage raised by many

GPs in the study was the potential for duplication of work.

Table 3 ‘‘Strengths, weaknesses, opportunities and threats’’ (SWOTs) classification of common interviews themes

Service Potential strengths Potential weaknesses Potential opportunities Potential threats

MUR Benefits to patients

Benefits to GPs

Pharmacists’ drug knowledge

Pharmacists access to patients’

medications and dispensing

records

Patient confusion

Conflict and irritation

to GPs

Duplication of work

Interference with GP-

patient relationship

GPs open to

collaboration with

pharmacists

Operational challenges (e.g.

workload, time, funding)

Poor previous experience

with pharmacists

Patient resistance

Remuneration

Clinical Medication

Review

Benefits to GPs

Pharmacists’ drug knowledge

Benefits to patients

Privacy issues

Conflict and irritation

to GPs

Pharmacist skill

limitations

Undermine GP’s

practice

Duplication of work

GPs open to

collaboration with

pharmacists

Acceptable under

certain conditions

Operational challenges

Remuneration

GPs’ perceptions of roles

Poor previous experience

with pharmacists

GPs’ poor awareness of

pharmacists’ skills

Screening and

monitoring

Benefits to patients

Benefits to GPs

Convenient access

Test appropriateness

and reliability

Duplication of work

Conflict and irritation

to GPs

Discontinuity of care

Fragmented patient-

care

Acceptable under

certain conditions

GPs’ perceptions of roles

Operational challenges

Conflict with pharmacists’

business interest

Patient resistance

Poor previous experience

with pharmacists

GPs’ poor awareness of

pharmacists’ skills

Prescribing, repeat &

collaborative

prescribing

Limited benefit

Pharmacists’ drug knowledge

Discontinuity of care

Interference with GP-

patient relationship

Pharmacist skill

limitation

Patient harm

Duplication of work

Fragmented patient-

care

Acceptable under

certain conditions

GPs open to

collaboration with

pharmacists

GPs’ perceptions of roles

Competition with GPs’ and

nurses’ practice

Poor previous experience

with pharmacists

Operational challenges

Conflict with pharmacists’

business interest

Patient resistance

GPs’ poor awareness of

pharmacists’ skills
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Table 4 Examples of general practitioners’ quotations

SWOTs*

classifications

Quotation

references

Quotations

Potential

strengths of

pharmacists’

services

Q1 ‘‘There are certain situations where you kind of almost want that kind of another level of checking because yes our

interactions database will warn us but it’s very easy to ignore that’’ (GP13L1)

Q2 ‘‘The screening, it’s more accessible way to get a test done I think than making a call to come and see the doctor,

so that’s good for people.’’ (GP3L1)

Q3 ‘‘I guess for me well I can say some simple medications are really hard to get hold of without having to go and see

a doctor or even things that you can get on prescription but if you buy it over the counter at a pharmacy it costs

so much more because you don’t get the subsidy and things like that can be improved’’ (GP9L1)

Q4 ‘‘I think that in general, general practitioners generally feel that there’s more work than they can do and that they

often try and cram work in and often aren’t allowing things the time that they should and for us being able to

spread things out to nurse prescribing here was like a burden was lifted from us. So that was fantastic.’’

(GP10L1)

Q5 ‘‘I mean well pharmacists’ have a good knowledge of pharmacology and pharmaceuticals, probably a bit better

than mine in many cases and they may have more of an awareness of interactions. I imagine that they’ve got

more of an emphasis on safety and risk perhaps and where my focus is therapeutics and to try to make the patient

better so that the maximum benefit probably lies with a collaborative approach between the two’’ (GP5L1)

Q6 ‘‘I guess the advantage of a pharmacist is if they’ve got other medications that are interfering with the warfarin,

they probably know how to deal with that a bit better than the nurse (laugh) possibly with the GP but yes I guess

there is pro and cons’’ (GP9L1)(Collaborative prescribing for warfarin)

Potential

weaknesses

of

pharmacists’

services

Q7 ‘‘I think that (MUR) potentially has benefit for patient care. I assume there is a danger depending on how they

approach it. The patient might get the idea that we’d prescribed all this dreadful stuff to them and they shouldn’t

be on it so they might be encouraged not to take their medication but if it’s handled properly and in a sensitive

way, I think it’s going to be beneficial’’ (GP1L1)

Q8 ‘‘We kind of don’t want that level of questioning (in Clinical Medication Review) what we’re prescribing coming

back all the time otherwise we’d just be completely swamped by basically what are not clinically significant

interactions. So I suppose what I’m saying is that whoever is doing that feedback, they need to have a sense for

how significant an interaction really is in clinical practice and a lot of the interaction databases don’t really give

you that kind of level of concern’’ (GP11L1)

Q9 ‘‘I think that’s a larger ethical question that I would comment on. I think people do place a lot of trust in that

information being available to as few people as possible and I guess any dissemination outside of the practice in

which the notes are lodged allows for further breach of confidentiality’’ (GP10L1)

Q10 ‘‘I mean prescribing doesn’t occur in a vacuum. It has to be as a result of making a diagnosis which has to be based

on various findings you know history, examination, investigations, tests and what have you and if you don’t have

all those things available then it’s a little bit difficult to prescribe [], you are making an assumption if you don’t

have all that information []and that’s not always a safe assumption to make. So I have some reservations about

that’’ (GP5L1)

Potential

opportunities

for

pharmacists’

services

Q11 ‘‘I think improving communication between us is really helpful. I hope pharmacists feel confident to ring us. [] I

mean joint case studies and education would be great. I’ve never experienced that. I think that would be really

interesting’’ (GP11L1)

Q12 ‘‘I do think they [] can be part of team work so they alert us if they notice things that we might not have [] I would

like to see them more involved and I’m not adverse to them monitoring INR and all of that, but it would all

depend on systems and processes if we could have a good communication as teamwork’’ (GP8L1)

Q13 ‘‘I have concerns about the INR thing if it is not done in very close conjunction. If the pharmacist is brought in as

part of the GP team then I think that’s fine but if it’s a stand alone clinic pharmacy separate from the clinic there

isn’t much communication then, yes, they’d be able to do it technically but the kind of information that might be

lost’’ (GP13L1)(Collaborative prescribing for warfarin)

Q14 ‘‘I think that if they would prescribe []it would have to be certain conditions and much like nurse prescribing

where it’s done to very strict clinical guidelines [] but I think a lot of the stuff that they were already do is, you

know pharmacy only medicine is essentially prescribing according to guidelines. I think they do it very well and

very carefully so I’m all in favour of that’’ (GP10L1)

Q15 ‘‘I’m automatically a bit more hesitant about that (Clinical Medication Review), because usually I’ve done a lot of

thinking myself before I prescribe a certain medication. Obviously sometimes we don’t make, don’t get a careful

decision as we make it, so I think that’s a more difficult area, because I think that’s almost where you actually

need a pharmacy facilitator on site, or at least in close relationship. []. I’d probably accept it from her (local

pharmacist) because I speak to her frequently and know her but if that came from a pharmacist I didn’t know,

especially a part time pharmacist who, I haven’t spoken to before about that patient, I could be annoyed, or I

could, I’d be suspicious of, I’d say well I’m not sure if that’s correct, and I would probably ignore the advice. I

think it’s to do with the relationship’’ (GP1L2)
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All services examined in the study, were thought to

duplicate, to some extent, the current practices of GPs and

nurses. Duplication would increase workload unnecessarily

and waste time and money. Privacy issues with patients’

clinical notes, and the limitation of the pharmacists’ skills

in clinical review and prescribing, were also thought to be

disadvantages of the new services. GPs perceived that the

lack of access to patients’ clinical information, might lead

to inappropriate and/or unsafe drug therapy recommenda-

tions. However several GPs thought that pharmacists hav-

ing access to clinical notes might be unethical and may

raise issues of patient confidentiality. The majority agreed

with pharmacists having access to a patient’s notes with the

patient’s consent (Q9, Table 4).

GPs perceived that pharmacists are not trained in diag-

nosis and do not know the patient well enough to prescribe

appropriately. This might result in inappropriate prescrib-

ing and/or cause a delay in appropriate medical advice or

treatment, which may cause harm to the patient (Q10,

Table 4).

Screening-monitoring and pharmacist prescribing, par-

ticularly for repeat prescriptions and collaborative pre-

scribing for warfarin, were thought to cause discontinuity

and/or fragmented patient-care. These services might

reduce the frequency of GPs seeing their patients, and

perhaps impair the GP-patient relationship. GPs also

thought these new services might reduce GPs’ opportuni-

ties to talk with their patients about other health concerns

and also decreased their overall picture of a patient’s health

condition.

Potential opportunities of pharmacists’ services

GPs willingness to work more collaboratively with phar-

macists was regarded as a service opportunity. Most GPs

thought that pharmacists and GPs should be able to work

collaboratively as a team, rather than compete with each

other. Increased collaboration was described as increased

communication and/or discussion; and improved informa-

tion sharing (including information technology systems).

This was thought to potentially benefit both medical

practice and patients (Q11 and Q12, Table 4).

GPs also believed that working in the same practice

would help to improve collaboration and communication

between pharmacists and GPs, and thus, avoid losing

important information. Some GPs preferred the idea of

having pharmacists integrated into the GPs’ practice (Q13,

Table 4).

GPs also thought that the pharmacists’ new services

would be acceptable under certain conditions, such as

prescribing under agreed protocols or guidelines, with

proper training, for limited diseases or conditions. This

should be followed by the doctor reviewing the patient

after a pre-specified time interval (Q14, Table 4).

GPs were also more accepting of the new services if

they knew the pharmacists well or they had a good working

relationship with the local community pharmacists. They

felt that they needed to have trust in a pharmacist to be in

favour of them providing one of these new services.

Pharmacists’ personalities also played an important role in

GPs accepting the new services (Q15, Table 4).

Table 4 continued

SWOTs*

classifications

Quotation

references

Quotations

Potential

threats for

pharmacists’

services

Q16 ‘‘I’m sure it (Clinical Medication Review) would be a benefit. I’m thinking also that [] this is a process that could

be quite time consuming, and [] that would be a problem for me. [] if it was for the occasional patient, then that

would be Ok, but if it was something that was taking up, half an hour or an hour a week of my time, then that,

that would become difficult unless there was some scheme from the DHB, or the Ministry of Health to reimburse

GP’s for their time, then that would definitely be an encouragement to me’’ (GP3L2)

Q17 ‘‘I think it (Clinical Medication Review) will be useful, just [] for the logistics of it, and having access to the

patients’ notes. [] we don’t have any space for another person to come in, we don’t have enough room as it is, so

the logistics of it, like you need to have another computer and stuff like that’’ (GP4L1)

Q18 ‘‘…as I said there were already occasions when pharmacists who I think [] their input has been counter productive

because they’ve suggested things to a patient [] left a patient with an impression that they’re not taking an

appropriate medication and now I could see situations where that would happen more easily which would make

life more difficult really’’ (GP5L1)

Q19 ‘‘Well yeah, but they don’t really need to since we’ve got the blood off here, do the INR’s then the result comes

back, we contact the patients or they contact us, and my nurse tells them what to do, so. It’s just, just

redundancy. [].We’re handling that alright ourselves’’ (GP2L2)

Q20 ‘‘I have no objection to that (extension of prescribing for OTCs) on expertise or clinical grounds. My objection to

that would be purely financial, that that is another group of professionals doing the same sort of work we do, so

it’s competition’’ (GP3L2)

*SWOTs strenghts, weaknesses, opportunities, and threats
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Potential threats of pharmacists’ services

We classified some of the GPs’ views as a threat to the

implementation of the pharmacists’ new services. Opera-

tional challenges were a common theme raised by the GPs,

with issues such as the time and the extra work required for

GPs, if pharmacists were to provide these new services. GPs’

time constraints and high workloads, made them less inter-

ested in the new services. From the GPs’ point of view, these

new services, such as MUR and Clinical Medication Review

would require their time and effort in the referral process,

e.g. preparing summaries of patients’ clinical conditions,

checking facts, discussing, and explaining things to phar-

macists. GPs also felt that they should be remunerated for

the time and effort spent on implementing pharmacist’s

recommendations (Q16, Table 4).

Other operational challenges that were raised by GPs were

logistical issues. Many agreed that, it would be ideal for

pharmacists to provide Clinical Medication Review at the GPs’

practice; but some were concerned about who was going to pay

for this service. GPs were also concerned that they did not have

enough space and computers available for pharmacists to

provide their services. A few worried about pharmacists pro-

viding screening, monitoring, and prescribing since a phar-

macy may not have a private consulting room, so may not be an

appropriate place for conducting physical examinations and/or

to collect sensitive medical histories (Q17, Table 4).

Unfavourable past experiences with community phar-

macists were also believed to influence GPs’ perceptions of

the new pharmacist-led services. GPs who had poor expe-

riences with pharmacists (e.g. when patients reported being

given incorrect advice) tended to have doubts about phar-

macists providing these services. Moreover GPs were una-

ware of pharmacists’ training and skills, which contributed

to doubt about pharmacists’ abilities. Another potential

threat to the new services was GPs reluctance to change,

because they felt comfortable with current systems and

nursing practices. A small number of GPs felt that the new

services would compete with the doctors and nurses’ current

practices. GPs also felt that patients may not wish to receive

services from pharmacists (Q18, Q19 and Q20, Table 4).

GPs were also worried about the potential conflicts of

pharmacists’ business interests with these new services, for

example some GPs were concerned about the difficulties

pharmacists might have with screening, monitoring, or

prescribing for patients in an objective manner, in the

absence of selling related products.

Discussion

The study found a variety of GP perceptions on pharma-

cists’ new services and these differed between services. In

general, GPs were more supportive of pharmacists’ playing

active roles in medication review and less supportive of

pharmacists practising screening-monitoring and prescrib-

ing. The latter services were thought to be a duplication of

work and would overlap with nurses’ and GPs’ routine

practice. With regard to the potential success of pharma-

cists’ new services, the authors categorized GPs’ percep-

tions as representing ‘‘strengths, weaknesses, opportunities,

and threats’’.

Strengths reflected the potential for benefits from the

new services and GPs’ acknowledged pharmacists’ skill

and knowledge with regard to medicines which was similar

to the findings of Edmund and Calnan [18]. Weaknesses

centred around the perceived risk of confusion and harm to

the patient and conflict between the professions. The ser-

vices were perceived to possibly cause irritation to GPs and

had potential for fragmenting patient-care. This latter

finding has also been reported by others [21]. Opportunities

related to new services where there is an increased

opportunity for communication and collaboration between

the professions. Apparent threats related to a risk of

increased workload for GPs offset by a perceived limited

benefit for patients. Furthermore, some GPs were con-

cerned that the new services may not bring appropriate

remuneration to cover their involvement since the intro-

duction of new services will almost certainly result in an

increased workload.

Overall, the findings of this study suggest GPs’ accep-

tance of new services by pharmacists is dependent on their

understanding of the services and how GPs perceive the

value of the services to their patients and medical practices.

Potential weaknesses and threats to new pharmacist-led

services could arise from GPs not having a clear under-

standing of the services, having a poor awareness of

pharmacists’ training, or having previous experience of

poor practice from pharmacists. In addition, concern was

evident from the location that these services were to be

coordinated where the community pharmacy was not

always considered the most appropriate location because of

privacy issues and/or a conflict of interest around the

funding model for community pharmacies, a model that

requires the generation of retail sales to cross-subsidise the

provision of healthcare services.

Consistent with earlier studies, it is crucial, when

implementing new pharmacist-led services, to develop a

close working collaboration with GPs [19]. GPs’ percep-

tions of pharmacists’ medication-related knowledge and

skills (strengths) and GPs’ willingness to work with phar-

macists (opportunities) could facilitate collaborative ser-

vices, and potentially overcome any impending weaknesses

or threats arising from GPs perceptions or misunderstand-

ings. We suggest that developing services in consultation

with GPs could be a strategic plan for facilitating the
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success of pharmacist-led services. Close working collab-

orations with GPs could be developed with improved and

effective communication. Effective communication might

provide closer collaboration, enhance recognition of

expertise, improve the sharing of responsibilities in patient

care [27] and consequently enable trust to grow [19]. Trust

is essential to not only enhance GP-pharmacist collabora-

tion but also for GPs’ acceptance of new services [23, 28].

In agreement with findings from other studies, GPs were

more likely to accept recommendations and were more

positive of pharmacists expanding their roles if they knew

the pharmacist well and had a close working relationship

with them [29]. To gain trust, one must know each other

personally and professionally [28], and demonstrate reli-

ability, openness and competence. In contrast, trivial

communications and pharmacists lacking confidence in

communicating could negatively influence GPs’ accep-

tance of new pharmacist-led services [22]. A GP in our

study highlighted the need for pharmacists to be more

confident when discussing issues with GPs. The nature of

GP-pharmacist communication, should be on patient-cen-

tred issues to improve the quality of care and service rather

than on prescription errors or administrative matters [30].

Our study suggested that GPs’ acceptance of new ser-

vices by pharmacists is dependent on how the GPs per-

ceived the new services might affect their patients or

medical practices. Consistent with other studies, GPs were

more receptive of the services if pharmacists were able to

demonstrate their benefits [19]. It is crucial, therefore, that

pharmacists demonstrate their competence and provide

evidence of their service’s benefits to GPs [28]. Increased

acceptance and reduced concerns were reported when GPs

were involved in the new services themselves [31]. GPs’

exposure to pharmacists’ services could improve their

acceptance of new services [19]. In consideration of that, it

would be strategic for pharmacists to pilot the service to

GPs. A pilot service would allow GPs to experience and

evaluate the service themselves. Before conducting the

pilot, however, pharmacists must undergo training and

have appropriate skills and knowledge in medicines man-

agement. It is important, as highlighted by GPs in this

study, that pharmacists should be able to identify the

clinical significance of a drug related problems. On top of

that, a pilot of new services should be conducted over

sufficient time for trust and collaboration to develop. Other

studies have reported that it took a year or longer for a

service to demonstrate its true effects, because role-

negotiation and shifting has to take place [31].

Integration of new services such as Clinical Medication

Review or collaborative prescribing by pharmacists based in

GP practices, was also seen as a possible way to improve

GP-pharmacist collaboration. GPs were more receptive of

services being provided by pharmacists within their GP

practices [32]. This would facilitate more consistent inter-

actions between GPs and pharmacists, and allow face-to-

face discussions to occur [31]. This too could facilitate

establishing trust which could improve GPs’ acceptance of

recommendations by pharmacists [33]. Integration into a

GP’s practice would allow secure transfer of patient infor-

mation, only within the GP practice [34] and could resolve

issues relating to patient confidentiality and perceived

potential commercial conflict of interest [32]. Besides, easier

access to patient’s notes and treatment plans would avoid a

pharmacist giving conflicting advice or information to a

patient and would enhance the implementation of the GPs’

drug treatment plan [31]. It would also be an advantage for

pharmacists to get to know local GPs and understand their

prescribing habits and typical case-mix. This would enable a

closer link between GPs and patients and enhance the pro-

vision of the new pharmacist-led services. This would

reduce the risk of conflicting advice and adverse effects on

the GPs’ practice [35]. Integration would allow pharmacists

to get to know their patients better and have more time to

deliver patient-focussed care.

A limitation of this study is that participants in this study

may already have a close working relationship with a local

community pharmacist that could influence their perceptions

and attitudes towards new services carried out by pharma-

cists. In addition, GPs with exposure to MUR only had a few

patients (between 3 and 6 patients) that participated in MUR,

therefore their perceptions may not represent those of other

GPs with a longer-term exposure to MUR. This may be

reflected in our inability to observe a difference in the per-

ceptions of GPs who have experienced the MUR service and

those who have not. Another limitation is the possibility of

recall bias for GPs as their patients experienced an MUR as

much as 5 years previously.

Conclusion

The GPs in this study acknowledged pharmacists’ knowl-

edge and skills in contributing to the effective use of

medicines and were willing to work collaboratively with

pharmacists in new services that would benefit patients. We

suggest the development of a strategic working collabora-

tion with GPs would overcome GPs’ concerns about

potential new pharmacist-led services and increase GP’s

acceptance of such services by pharmacists. The strategic

plans should include increased effective communication,

trial collaboration, and integration of some services into

medical practices.

Acknowledgments We would like to thank the GPs who took part

in this study and the community pharmacists who helped us identify

the GPs whose patients had undergone a MUR.

372 Int J Clin Pharm (2012) 34:364–373

123



Funding Funding for this study was provided by the School of

Pharmacy, University of Otago.

Conflicts of interest None to declare.

References

1. Pharmaceutical Services Negotiating Committee (PSNC). About

community pharmacy. [cited 2011 4th August]; Available from:

http://www.psnc.org.uk/pages/about_community_pharmacy.html.

2. Kohn LT, Corrigan JM, Donaldson MS. To err is human: building

a safer health system. Washington, DC: National Academy Press;

2000.

3. Parlimentary Office of Sciene and Technology Postnote Number

248. Changing role of pharmacies. 2005 [cited 2011 4th August];

Available from: http://www.parliament.uk/documents/post/postpn

246.pdf.

4. Youssef S. Medicines use reviews. London: Pharmaceutical

Press; 2010.

5. Clyne W, Blenkinsopp A, Seal R. A guide to medication review.

2008; Available from: http://www.npc.nhs.uk/review_medicines/

intro/resources/agtmr_web1.pdf.

6. Roughead EE, Barratt JD, Ramsay E, Pratt N, Ryan P, Peck R,

Killer G, Gilbert AL. The effectiveness of collaborative medicine

reviews in delaying time to next hospitalization for patients with

heart failure in the practice setting: results of a cohort study. Circ

Heart Fail. 2009;2(5):424.

7. Johnson CL, Nicholas A, Divine H, Perrier DG, Blumenschein K,

Steinke DT. Outcomes from DiabetesCARE: a pharmacist-pro-

vided diabetes management service. J Am Pharm Assoc. 2008;

48(6):722–30.

8. Bunting BA, Smith BH, Sutherland SE. The Asheville project:

clinical and economic outcomes of a community-based long-term

medication therapy management program for hypertension and

dyslipidemia. J Am Pharm Assoc. 2008;48(1):23–31.

9. Isetts BJ, Schondelmeyer SW, Artz MB, Lenarz LA. Clinical and

economic outcomes of medication therapy management services:

the Minnesota experience. J Am Pharm Assoc. 2008;48(2):203–11.

10. Pharmacy Council of New Zealand. Consultation document: pro-

posed pharmacist prescriber scope of practice. [cited 2011 4th

August]; Available from: http://www.pharmacycouncil.org.nz/

cms_show_download.php?id=192.

11. National Prescribing Centre (NPC). Non-medical prescribing.

[cited 2011 4th August]; Available from: http://www.npc.nhs.uk/

non_medical/.

12. Department of Medicines Policy (WHO) and Standards and

International Pharmaceutical Federation. Developing pharmacy

practice, a focus on patient-care. 2006 [cited 2011 4th August];

Available from: http://www.fip.org/files/fip/publications/Develo

pingPharmacyPractice/DevelopingPharmacyPracticeEN.pdf.

13. Pharmacy Council of New Zealand. Medicines management:

Definition, levels, competence framework. 2006 [cited 2011 14th

August]; Available from: http://www.pharmacycouncil.org.nz/

cms_show_download.php?id=124.

14. Lee E, Braund R, Tordoff J. Examining the first year of medicines

use review services provided by pharmacist in New ZEa-

land:2008. N Z Med J. 2009;122(1293):26–35.

15. District Health Board New Zealand (DHBNZ). New Zealand

National Pharmacy Services Framework. [cited Oct 2011;

Available from: http://www.dhbnz.org.nz/Site/SIG/NPSF/default.

aspx.

16. Buckley P, Grime J, Blenkinsopp A. Factors enabling or inhib-

iting the implementation of pharmacist prescribing in secondary

care. Int J Pharm Pract. 2008;Suppl 1:A7–A8.

17. Gilbert AL, Roughead EE, Beilby J, Mott K, Barratt JD. Col-

laborative medication management services: improving patient

care. Med J Aust. 2002;177(4):189–92.

18. Edmunds J, Calnan MW. The reprofessionalisation of community

pharmacy? An exploration of attitudes to extended roles for

community pharmacists amongst pharmacists and general prac-

titioners in the United Kingdom. Soc Sci Med. 2001;53:943–55.

19. Van C, Krass I, Mitchell B. General practitioner perceptions of

extended pharmacy services and modes of collaboration with

pharmacists. J Pharm Pract Res. 2007;37(3):182–6.

20. Blenkinsopp A, Tann J, Evans A, Grime J. Opportunity or threat?

General practitioner perceptions of pharmacist prescribing. Int J

Pharm Pract. 2008;16(1):29–34.

21. Ranelli P, Biss J. Physicians’ perceptions of communication with

and responsibilities of pharmacists. J Am Pharm Assoc (Wash).

2000;40(5):625–30.

22. Alkhateeb FM, Clauson KA, McCafferty R, Latif DA. Physician

attitudes toward pharmacist provision of medication therapy

management services. Pharm World Sci. 2009;31(4):487–93.

23. Zillich AJ, McDonough RP, Carter BL, Doucette WR. Influential

characteristics of physician/pharmacist collaborative relation-

ships. Ann Pharmacother. 2004;38:764–70.

24. Department of Health & Ageing and Medication Management &

Research Section. Home medicines review program qualitative

research project final report. 2008 [cited 2010 15 March]; Avail-

able from: http://www.health.gov.au/internet/main/publishing.nsf/

Content/B2992EBF12BE7E1ECA2573D8007F91F3/$File/HMR%

20Final%20Report.pdf.

25. Doucette WR, Nevins J, McDonough RP. Factors affecting col-

laborative care between pharmacists and physicians. Res Social

Adm Pharm. 2005;1(4):565–78.

26. Schulz R, Johnson AC. Management of hospitals and health

services: strategic issues and performance. 3rd ed. United States

of America: C.V. Mosby Company; 1990.

27. Laubscher T, Evans C, Blackburn D, Taylor J, McKay S. Col-

laboration between family physicians and community pharma-

cists to enhance adherence to chronic medications: opinions of

Saskatchewan family physicians. Can Fam Physician. 2009;

55(12):e69.

28. McGrath S, Snyder ME, Duenas GG, Pringle JL. Physician per-

ceptions of pharmacist-provided medication therapy manage-

ment: qualitative analysis. J Am Pharm Assoc. 2010;50(1):67–71.

29. Bradley F, Elvey R, Ashroft DM, Hassell K, Kendall J, Sibbald

B, Noyce P. The challenge of intergrating community pharma-

cists into the primary health care team: a case study of local

pharmaceutical services (LPS) pilots and interprofessional col-

laboration. J Interprof Care. 2008;22(4):387–98.

30. Porteous T, Bond C. Evaluation of a pharmacist-managed repeat

dispensing system: the GP perspective. Int J Pharm Pract. 2005;

13(1):41–6.

31. Farrell B. Shifts in expectations: evaluating physicians’ percep-

tions as pharmacists become integrated into family practice.

J Interprof Care. 2010;24(1):80–9.

32. Bryant L. General practitioner perceptions of clinical medication

reviews undertaken by community pharmacists. Primary Health

Care. 2010;2(3):225–33.

33. Chen TF. Exploring elements of interprofessional collaboration

between pharmacists and physicians in medication review. Pharm

World Sci. 2007;29(6):574–6.

34. Rigby D. Collaboration between doctors and pharmacists in the

community. Aust Prescr. 2010;33:191–3.

35. Harding G. Professional relationships between general practitio-

ners and pharmacists in health centres. Br J Gen Pract. 1990;

40(340):464.

Int J Clin Pharm (2012) 34:364–373 373

123

http://www.psnc.org.uk/pages/about_community_pharmacy.html
http://www.parliament.uk/documents/post/postpn246.pdf
http://www.parliament.uk/documents/post/postpn246.pdf
http://www.npc.nhs.uk/review_medicines/intro/resources/agtmr_web1.pdf
http://www.npc.nhs.uk/review_medicines/intro/resources/agtmr_web1.pdf
http://www.pharmacycouncil.org.nz/cms_show_download.php?id=192
http://www.pharmacycouncil.org.nz/cms_show_download.php?id=192
http://www.npc.nhs.uk/non_medical/
http://www.npc.nhs.uk/non_medical/
http://www.fip.org/files/fip/publications/DevelopingPharmacyPractice/DevelopingPharmacyPracticeEN.pdf
http://www.fip.org/files/fip/publications/DevelopingPharmacyPractice/DevelopingPharmacyPracticeEN.pdf
http://www.pharmacycouncil.org.nz/cms_show_download.php?id=124
http://www.pharmacycouncil.org.nz/cms_show_download.php?id=124
http://www.dhbnz.org.nz/Site/SIG/NPSF/default.aspx
http://www.dhbnz.org.nz/Site/SIG/NPSF/default.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/B2992EBF12BE7E1ECA2573D8007F91F3/$File/HMR%20Final%20Report.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/B2992EBF12BE7E1ECA2573D8007F91F3/$File/HMR%20Final%20Report.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/B2992EBF12BE7E1ECA2573D8007F91F3/$File/HMR%20Final%20Report.pdf

	General practitioners’ perceptions of pharmacists’ new services in New Zealand
	Abstract
	Impacts on practice
	Introduction
	Aim of the study
	Methods
	Results
	Potential strengths of pharmacists’ services
	Potential weaknesses of pharmacists’ services
	Potential opportunities of pharmacists’ services
	Potential threats of pharmacists’ services

	Discussion
	Conclusion
	Acknowledgments
	References


