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Summary  
In England, community pharmacy numbers have been relatively static, despite the 
population increasing and the increasing proportion of older people with multiple chronic 
conditions (who are more likely to be on multiple medications).  
 
There is good access to community pharmacies in urban areas and a possible over-supply 
due to clustering. Rural areas have the worst access to community pharmacies but 
pharmacists and GPs are possibly more likely to work more collaboratively due to a 
smaller network.  
 
Community pharmacies are delivering a diverse range of clinical services but there is 
limited evidence on the outcomes and cost effectiveness. Studies are often low quality and 
contexts vary from country to country and within countries.  
 
Complete episodes of care  
Community pharmacy services that can deliver complete episodes of care and operate in 
relative isolation from other parts of the health service tend to have more evidence of 
positive outcomes and be cost effective. However, these services could be more effective 
if connected to the wider system, and the availability of some evidence may just be a facet 
of these services being studied more than others.  
 
Services that work well in community pharmacies include sexual health services, 
vaccinations and travel health services.  
These services address a defined community need and sit well in the context of the 
community pharmacy being accessible and associated with health care. Clarity on the 
following aspects may have also contributed to the effective delivery of these stand-alone 
services: remuneration; service specification; and the offer to the public.  
 
When services align to existing pharmacy activities, or are specifically designed for the 
community pharmacy context, they are more likely to have positive outcomes (e.g. 
emergency contraception service designed to incorporate quick-start contraception, 
chlamydia testing and an invitation to a sexual health clinic).  
 
It is likely these services also work well due to the remuneration being a good return on 
pharmacist investment to set up and develop the service. 
 
Lifestyle interventions  
There is no evidence that vague public health messaging works, probably due to 
awkwardness of pharmacists and counter-staff undertaking an un-asked for brief 
intervention and a lack of remuneration to have what is a difficult and sensitive 
conversation in an area that is not private.  
 
Smoking cessation and weight management services can be delivered through community 
pharmacies but further evidence is needed on outcomes and cost effectiveness. 
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If community pharmacy teams are to undertake brief interventions them aligning to existing 
consultations may be more effective (e.g. incorporating alcohol brief interventions into 
medicines reviews is an area of research that is ongoing). 
 
Collaboration with GPs 
There is a lack of robust evidence related to community pharmacy minor ailment services, 
antibiotic prescribing and independent prescribing. These pharmacy services are more 
likely to report positive outcomes when pharmacists work in collaboration with GPs and 
are connected to primary care systems and governance.  
 
GP and pharmacist collaboration is beneficial in relation to the following services:  
 
• Minor ailments services: These usually give advice and treatment for a defined set of 

conditions. Some are extended services that include pharmacist antibiotic prescribing for 
uncomplicated UTIs and Strep infections.  
 
Pharmacy minor ailment services are more likely to have positive outcomes when they are 
linked to and supported by general practice and have underpinning evidence-based 
protocols.  
 
There is no evidence that pharmacy minor ailment schemes free up GP time. A comparator 
is nurse-led clinics run by an independent nurse prescriber. These clinics generally sit within 
general practice and can improve patient outcomes, but there is no evidence that these 
clinics free up GP time.  
 
Community pharmacy minor ailment services and extended services may be particularly 
beneficial in areas of low GP coverage and rural areas.  
 

• Chronic condition services: There is good evidence that community pharmacy medication 
education and counselling can improve outcomes for patients with asthma, diabetes, 
cardiovascular disease and hypertension.  
 
Extended community pharmacy roles related to chronic condition services (beyond 
education and counselling) could be effective in local contexts. For example, some areas of 
England have lower than expected levels of asthma reviews and community pharmacy could 
be used to provide additional asthma services to support self-management and prevent 
deterioration of conditions.  
 
Based on local contexts, community pharmacy could be used to focus on medicines 
optimisation and harm-prevention for high-risk patients (frail, co-morbid, recently discharged 
from hospital) and those on high-risk medications (specific medication and polypharmacy).  
 
Many of these patients will be older - more people live longer with multiple long-term 
conditions and the number of medicines they take often increases. This can have a 
significant burden on the individual managing and trying to adhere to multiple medicines 
regimes. It can also be harmful to the individual.  
 
Collaborative GP and community pharmacy interventions on medication-related problems of 
older adults can improve clinical outcomes and reduce adverse drug events. They are also 
likely to be cost-effective. Consideration should be given to engagement of hard-to-reach 
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groups and encouraging attendance at consultations (or have in place a route to provide 
services to people who can’t easily access GP or pharmacies).  
 
To note, community pharmacy can also play a role in medication education and counselling 
for younger people with chronic conditions. Younger people can have poor adherence rates 
and a lack of health literacy related to their conditions. 
 
 

Areas of opportunity  
 
It is feasible to deliver a variety of services through community pharmacies; these are 
outlined in the report.  
 
• Nicotine cessation services: There are calls to regulate the vaping market, and community 

pharmacies could play an important role in dispensing vapes to adults wanting to quit 
smoking. 
 
There is an epidemic of vaping in younger people and a lack of services, particularly for 
younger people in schools and colleges. Community pharmacies, with their existing platform 
in smoking cessation and knowledge of tapering addictive substances could play an 
important role in addressing this growing public health concern through education (of both 
students, parents and teachers) and service delivery. 

• Prescribing variation and value: Community pharmacists are ideally placed to increase 
their role in supporting the appropriate prescription of medications and enhancing value-
based care. This could be based on collaborative working relationships with general practice 
and incentivised shared-saving funding models.   

• Common health concerns: Many people go to the pharmacist first and not all pharmacists 
recommend the most cost-effective medications or appropriate non-pharmaceutical 
pathways. There is potential for community pharmacists to improve health advice and 
guidance, as well as recommended medications (e.g. sleep disorders).   
 

Implementation  
Barriers and enablers to provision of additional community pharmacy services are well-
evidenced, and include: 
• Scaling-up from pilots to national roll-out with business cases to enable investment. There is 

also the need to embed ongoing evaluation of services to identify what works well and any 
unintended consequences. 

• Freeing up (5%-19% of) pharmacists’ time by enabling trained technicians to do more.  
• Developing premises that allow for confidential conversations at the counter and 

consultations. 
• Addressing the inherent conflict of community pharmacies undertaking both prescribing and 

dispensing. There should also be consideration of conflicts of interest within existing advice 
and guidance provided by pharmacists (e.g. sleep medication). 

• Setting clear expectations around what the public can and can’t expect from the community 
pharmacy. Work is also needed to understand what works well in reducing customer 
aggression towards community pharmacy staff and ensuring staff safety.  

• Having IT systems that are co-designed, user-friendly and support efficient systems and 
processes around: payments; health records; prescribing; clinical algorithms; and 
performance data collection and analysis. In addition, future-proofing IT for potential services 
around telehealth and telemonitoring.  
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• Ensuring that community pharmacies follow evidence-based clinical guidelines (beyond 
clinical services to also include sold items) and clinical governance. 

• Ensuring continuity of pharmacy care, perhaps through registering with a pharmacy.  
• Addressing competency and confidence gaps in the community pharmacy workforce, for 

example around: minor ailments; diagnostic assessment; communication and attitudes; 
chronic condition management; and mental health. 

• Care and consideration should be given to changing payment models and key factors such 
as: political leadership; strategy; system power and influence; governance; strategic planning 
capabilities; stakeholder input to the design; value for money; sharing savings; flexibility; 
complexity; and monitoring, evaluation and revision.  

• Developing a blended payment system can potentially maximise the beneficial incentives 
(and minimise the potential unintended consequences) of each payment approach.  

o Community pharmacies payment approach should incentivise the achievement of 
primary care goals and mitigate its shortcomings.  

o There is a need for incentives for community pharmacy to work in collaboration with 
GPs (and vice versa). 

o Payment models should not be viewed as static, but continually monitored and 
adapted to address priorities and emerging issues of gaming.  
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Community pharmacy: literature scan 

Literature scan approach  
The scan aimed to identify and summarise literature relating to: 
• Community pharmacy services, in particularly evidence on outcomes and cost-effectiveness.  
• Barriers to and enablers of community pharmacy service delivery. 
• Public views on community pharmacy.  
• Potential opportunities.  
 
The literature scan was undertaken in April 2023 and focused on independent and higher-
quality evidence. A broad-based initial search of PubMed was undertaken with the search 
term “community pharmacy.” Articles were filtered to systematic reviews and reviews-of-
reviews from the last five years. The search identified 619 articles, these were filtered to 
around ninety relevant articles that were reviewed and relevant findings incorporated into 
the report.  
 
Specific searches of PubMed for systematic reviews and randomised controlled trials 
(RCTs) for the last five years were then undertaken for “community pharmacy” + the 
following key words: “dispensing”; “pharmacy minor ailments services”; “independent 
prescribing”; “antibiotic prescribing”; “emergency use contraceptives”; “antenatal”; 
“maternal”; “child health”; “weight management”; “smoking cessation”; “vaccination”; 
“needle exchange”; “immunisation”; “travel services”; “diabetes”; “asthma”; “hypertension”; 
“cardiovascular disease”; “arthritis”; “back pain”; “cancer”; “chronic obstructive pulmonary 
disease”; “chronic kidney disease”; “osteoporosis”; “polypharmacy”; “care homes”; 
“readmissions”; “outpatient”; “payment”; “funding.” 
 
Some relevant articles are included that past the cut-off date, particularly if more recent 
evidence could not be identified. Reviews related solely to low-income contexts were 
excluded.  
 
Cochrane systematic reviews were searched by “community pharmacy” and “pharmacy.”  
 
An England-specific scan of PubMed was undertaken for “community pharmacy” + 
“England” and articles were filtered to systematic reviews and RCTs from the last five 
years.  
 
Targeted searches for UK studies were undertaken where cost effective analyses were not 
available within systematic reviews. 
 
OECD and WHO websites were searched for “pharmacy.” 
 
For areas of possible opportunity further scans were undertaken to outline context (e.g. 
asthma, nicotine cessation).   
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1 Community pharmacy services 

Community pharmacy network trend 
Over recent decades the number of community pharmacies in England has generally 
increased, although it has been dipping slightly in recent years. The population has also 
increased, particularly older adults who are more likely to take multiple medications. The 
population, and in particular the older age group, are projected to increase further. 

 
Statista (2023).1 
 
The population of the UK has increased steadily and is projected to increase further. 
 

 
UK population estimates, mid-1995 to mid-2020, and projections to mid-2045 (ONS, 
2023).2 
 
The older adult age group is increasing rapidly. The number of people aged 85 years and 
over was estimated to be 1.7 million in 2020 (2.5% of the UK population) and this is 
projected to almost double to 3.1 million by 2045 (4.3% of the UK population) (ONS, 
2023).2 The English Longitudinal Study of Ageing found that 24.1% of older adults were on 
five or more medications and 6.4% were on 10 or more medications (English study, 
2018).3 
 
Access to community pharmacies is exceptionally good in urban areas, with potentially an 
over-supply due to clustering. Access in rural areas can be a challenge.  
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Although a dated study, around 90% of the population in England have access to a 
community pharmacy within 20 min walk. However there is variation in urban (town 98% 
and suburbs 80%) and rural areas (20%). In the least deprived areas 90% have access to 
a community pharmacy within 20 min walk, compared to 100% in areas of highest 
deprivation (the positive pharmacy care law) (English study, 2014).4 
 
Clustering of community pharmacies in England is common. Around 75% of community 
pharmacies in England are in a 'cluster' (within 10 min walking distance of another 
pharmacy): 19% of community pharmacies were in a cluster of two, while 56% of 
community pharmacies were in clusters of three or more. There is a linear relationship 
between community pharmacy clustering and social deprivation, with clustering more 
prevalent in areas of higher deprivation (English study, 2018).5 
 
Urban vs rural pharmacies  
Compared to urban pharmacies, there is some evidence that rural pharmacists may have 
better relationships with GPs and that pharmacists are seemingly more willing to take on 
new professional roles and deliver a higher level of service (although based on limited 
studies) (narrative systematic review, 2020).6  
 
Chain vs independent pharmacies  
There is no difference in medication adherence between the users of independent and 
chain pharmacies. However, those with a lower income, greater medication burden, and 
increased age appear to use independent pharmacies more than chain pharmacies and to 
have greater medication adherence when doing so (systematic review, 2022).7 

 
1.1 Minor ailments services  
Around one in four (25.1%) women and one in five (18.4%) men reported experiencing a 
delay in getting health care in the past 12 months because the time needed to obtain an 
appointment was too long (ONS, 2022).8 It has been proposed that some patients could be 
advised and treated in community pharmacies to potentially reduce some of the demand 
on NHS urgent care services.  
 
Many countries are implementing different versions of a community pharmacy minor 
ailment service (MAS). Most of these services gather patient information and provide 
advice, but protocols used and information gathered varies. There is a lack of evidence 
related to the assessment of outcomes and cost effectiveness of these services 
(systematic review, 2021).9  
 
A dated review found community pharmacy MASs may have low re-consultation and high 
symptom-resolution rates. The extent to which MASs shift demand for management of 
minor ailments away from high-cost settings was not fully determined. Evidence from 
economic evaluations was limited (systematic review, 2013).10  
 
A Spanish study randomised patients seeking care or requesting a product for a minor 
ailment at pharmacies to either a MAS or usual care. The MAS intervention consisted of a 
standardised web-guided consultation. Patients were followed up by phone ten days later. 
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Patients under the MAS intervention were more likely to be referred to a GP and had 
higher re-consultation rates compared to usual care (due to referring “red flag” signals). No 
significant difference was found between MAS and usual care in terms of products used or 
symptom resolution (Spanish RCT, 2022).11 
 
Another study randomised patients to MAS or usual care. The MAS included a 
consultation with a pharmacist trained in clinical pathways and was underpinned with 
communication systems mutually agreed with GPs. GPs also provided support to the 
community pharmacy MAS. All patients were followed up by telephone after two weeks. 
Patients under MAS were 1.5 times more likely to receive an appropriate referral and were 
five times more likely to adhere to referral, compared with usual care. 94% of MAS 
patients achieved symptom resolution or relief at follow-up, compared to 88% under usual 
care. MAS pharmacists were 1.2 times more likely to recommend an appropriate medicine 
and were 2.6 times more likely to perform a clinical product-based intervention, compared 
with usual care (Australian RCT, 2022).12 
 
Cost effectiveness: There are contextual and methodological limitations in studies that 
have sought to assess clinical outcomes of pharmacy-based management of minor 
ailments (systematic reviews, 2018, 2019).13,14 There are country specific analyses that 
show potential cost-effectiveness but these are unlikely to be comparable to other country 
contexts.15,16 
 
Antibiotic prescribing  

Pharmacists’ provision of antimicrobials for uncomplicated urinary tract infection, acute 
pharyngitis and cold sores is associated with high rates of clinical improvement, low rates 
of retreatment, low rates of adverse effects and decreased health care utilisation. Patients 
accessed care sooner or more easily and were often highly satisfied with the service. The 
extent to which community pharmacist provision of antimicrobials was underpinned with 
protocols was highly variable, and there was also limited research on linking pharmacists 
into antimicrobial stewardship strategies (systematic review, 2021).17 
 
Community pharmacies that prescribe antibiotics for sore throats sometimes use rapid 
diagnostic tests. Rapid testing to guide antibiotic treatment for sore throat in primary care 
probably reduces antibiotic prescription rates by 25% (absolute risk difference), but may 
have little or no impact on antibiotic dispensing (Cochrane systematic review, 2020).18 
 
There is limited evidence related to community pharmacist‐led interventions to optimise 
the use of antibiotics in primary care (systematic review and meta-analysis, 2022).19 The 
intervention to delay antibiotic prescriptions can be effective in decreasing antibiotic use 
but with mixed effects on clinical outcomes, adverse effects and patient satisfaction 
(Cochrane systematic review, 2014):20 
 
Independent prescribing services  

Community pharmacists are in the early phase of independent prescribing (IP) and so 
there are a lack of systematic reviews. There is evidence related to primary care nurse 
IPs.  
 
Nurse IPs are often based within the general practice and have access to GP support and 
IT systems. Evidence suggests that primary care nurse-led IP services probably achieve 
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higher levels of patient satisfaction, have longer consultations with patients and experience 
more frequent return attendances. The evidence of nurse-led IP clinics on freeing-up GP 
time is uncertain (Cochrane Systematic Review, 2018).21 
 
 

1.2 Public health services  
Given the significant variation in lifestyle risk factors across England there is a need to 
enable and support people to make healthy choices around diet, exercise, smoking, 
alcohol consumption and so on (PHE, Atlas of Variation, 2019).22  
 
The English Healthy Living Pharmacy framework aimed at achieving consistent provision 
of a broad range of health promotion interventions through community pharmacies to meet 
local need, improving the health and wellbeing of the local population and helping to 
reduce health inequalities.  
 
The evidence on the outcomes and cost effectiveness of the Healthy Living Pharmacy 
programme is limited. The programme lacked robust evaluation of implementation and 
outcomes; studies were generally low quality and small scale (systematic review, 2019).23 
Preventative approaches to disease are frequently presented as a way to reduce costs; 
however, the evidence is limited (NEJM, 2012).24  
 
Internationally, community pharmacies are delivering a variety of public health services, 
however these are often not fully evaluated for patient outcomes and rarely explore 
impacts on inequalities (review of reviews, 2019).25 Services related to screening are 
outlined under the chronic condition service section.  
 
Health promotion (mainly education and skill training) activities in community pharmacies 
are highly variable. Evidence suggests that they probably have a slight beneficial effect on 
health-related behaviour and are likely to be cost-effective (Cochrane systematic review, 
2019).26 
 
Community pharmacy services for smoking cessation, weight management and 
vaccinations report positive outcomes, these are outlined below (review of reviews, 
2019).25 There is a pharmacy-specific alcohol intervention which is currently being 
evaluated which may prove effective - as yet alcohol brief interventions in community 
pharmacy have made no difference.  
 
Research is ongoing to develop community pharmacy interventions to support well-being 
(Welsh study, 2023).27 
 
Cost effectiveness: There are some economic evaluations of pharmacy-based public 
health interventions which report favourable economic findings, but the types of analysis 
are diverse and variable in quality (review of reviews, 2019).28  
 
Nicotine cessation  

In the UK, 13.3% of people aged 18 years and over smoke cigarettes (ONS, 2022).8  
Vaping prevalence in England for adults is around 7% (UK Gov, 2022).29 
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There is currently a lack of robust regulation in the vaping market which has resulted in an 
increasing vaping epidemic in younger age groups. Vaping companies have used the 
Tobacco Playbook to market to children (e.g. adverts and influence triggers to children, 
proliferation of flavours, cheap disposable devices, making vapes look attractive and so 
on). This in turn has led to high levels of young people being addicted to nicotine 
(American Lung Association, 2022).30  
 
It is estimated that vaping prevalence in younger ages in England could now be as high as 
15%, up from 6% in 2018, and a figure which rises to 18% for 15-year-olds. Many children 
start vaping despite never having smoked before, and some anecdotal evidence that some 
children move on to cigarettes. Children as young as 9-10 are vaping (Expert Comment, 
2023).31 
 
The impacts of vapes on human health are unknown. The longest follow‐up of studies into 
the safety of vaping is two years and the number of studies was small (Cochrane 
systematic review, 2022).32 Studies assessing longer term vaping are necessary (UK Gov, 
2022).29 There is emerging evidence that vaping negatively impacts the lungs (House of 
Commons, 2022).33 
 
The diversity of brands, models, product claims, nicotine strengths, flavours and 
ingredients, together with variations in use from person to person, have all made 
assessing the public health impact and safety of e-cigarettes challenging (House of 
Commons, 2022).33 
 
There are calls to regulate the vaping market, and community pharmacies could play an 
important role in a potential new regulatory system by dispensing vapes to adults wanting 
to quit smoking.  
 
There is a lack of evidence related to vaping cessation services delivered through 
community pharmacies, which could be an area of opportunity. Given the epidemic of 
vaping in children and teenagers there is also an opportunity for community pharmacy to 
work with young people, parents, schools and colleges to support young people tapering-
off nicotine (e.g. outreach to schools and colleges).  
 
Community pharmacy smoking cessation services usually comprise of support starting 
before quit day and continuing with regular appointments for several weeks afterwards. 
The evidence suggests that community pharmacies can provide effective behavioural 
support to people trying to stop smoking. However, this conclusion is based on low-
certainty evidence (Cochrane systematic review, 2019).34 
 
The model of pharmacy smoking cessation services varies: most are face-to-face (68.8%), 
followed by telephone (18.8%), and both methods (12.5%). Most face-to-face 
appointments are between the patient and pharmacist (87.5%), followed by group 
sessions (12.5%). Of the face-to-face services, pharmacists provided appointment-based 
services half the time. Although grant funding, fee-for-service, and value-based models are 
in operation, overall there is a lack of assessment of business models regarding 
pharmacist-led smoking cessation services (systematic review, 2019).35 
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The UK Smoking Treatment Optimisation in Pharmacies (STOP) involved training 
pharmacy staff in motivational interviewing and communication skills as well as knowledge 
of smoking cessation. The pharmacy staff were positive about the STOP intervention with 
90% stating that it had improved their skills; however, the intervention made no significant 
difference in setting a quit date, retention or quit rate (UK RCT, 2022).36 
 
Cost effectiveness: Costs effectiveness studies are dated (1995 to 2011), and pre-date 
the mass use of vaping as a potential quit tool - these two factors make comparisons 
across the analyses limited. However, based on historic data, UK pharmacy-delivered 
interventions appear to be cost effective across a range of quit rates. Compared with a 
self-quit attempt, the incremental cost per Quality Adjusted Life Year was £2600 for 
pharmacy one-to-one counselling, and £4800 for group community-based NHS smoking 
cessation service. Incremental Cost Effectiveness Ratios (ICER) per additional quitter 
ranged from £79 to £509 for pharmacist-based behavioural support with NRT (systematic 
review and meta-analysis, 2016).37 
 
Weight management  

In the UK, only around 4 in 10 men (39.7%) and women (43.9%) have a healthy body 
mass index (BMI) score, ranging between 18.5 and 24.9. A greater proportion of men 
(37.9%) were overweight than women (29.3%), based on a BMI score ranging between 25 
and 29.9.  
 
Community pharmacy weight management interventions can be as effective as similar 
interventions in other primary care settings (at least in the short term) (review of reviews, 
2019).25 
 
Cost effectiveness: There is limited and dated cost-effective analyses for community 
pharmacy weight management services. Similar costs have been reported for pharmacy 
and GP weight loss services (£112); both settings had higher costs compared with 
commercial weight management programmes (£71–£77). The NHS community-based 
group costs fell in-between at £92. It is unclear which provider type delivered the 
intervention more cost-effectively; at session 12, the ICER (£ per kg per participant) cost 
−£8.29 through pharmacy providers (favours GP). Conversely, at the final session 15, the 
ICER was £2.91 through GP providers (favours Pharmacy) (systematic review and meta-
analysis, 2016).37 
 
Alcohol 

In the UK, around 3 in 10 men (27.9%) and one in four (24.1%) women reported drinking 
alcohol one to two days a week; while more men reported drinking alcohol every day or 
almost every day than women (8.8% and 4.7%, respectively) (ONS, 2022).8 
 
Research is limited, but there is currently no evidence that community pharmacies can 
deliver effective alcohol reduction interventions (systematic review and meta-analysis, 
2016).37 
 
Opportunistic brief interventions on alcohol consumption in English community pharmacies 
have been found to make no difference; this led to the development of a pharmacy-
designed intervention (UK RCT, 2015).38 The community pharmacy Medicines and Alcohol 
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Consultation has been designed to incorporate brief interventions on alcohol into existing 
Medicines Use Reviews and the New Medicine Service in English pharmacies. A pilot 
feasibility RCT has been completed and a full RCT is being undertaken.39  
 
Cost effectiveness: Cost-effectiveness of community pharmacy-based brief alcohol 
reduction interventions cannot be ascertained due to a lack of literature (systematic review 
and meta-analysis, 2016).37 
 
Immunisations  

Pharmacist involvement as advocate and provider for immunisations has favourable 
effects on immunisation uptake, particularly influenza vaccines (systematic review and 
meta-analysis, 2022).40 
 
Influenza vaccines 

Community pharmacies can play a positive role in improving influenza vaccine uptake. The 
more successful pharmacy-based interventions are linked to regularly checking of a 
patients vaccine status, proactive conversations with patients and having specific days for 
pharmacy-based immunisations. Passive information (leaflets and posters) are less 
effective (systematic review and meta-analysis, 2021).41 
 
There are opportunities for English community pharmacies to work in collaboration with 
GPs to target some of the most high-risk patients who would benefit the most from 
influenza vaccines. For example there is a relationship between increasing deprivation 
score of an area and decreasing influenza immunisation uptake among individuals with 
COPD, with increasing deprivation accounting for about a third of the variation (PHE Atlas 
of Variation, 2019).22 
 
Cost effectiveness: Systematic reviews and RCT could not be identified.  
 
A UK review of studies between 2000 and 2015 found only three were published in peer-
reviewed journals. These showed no evidence of increased vaccination uptake and weak 
evidence of widening access to individuals who had not previously been vaccinated. There 
was good evidence that pharmacies were acceptable and convenient venues for 
vaccination. Cost-effectiveness was not assessed (UK review, 2018).42 
 
Travel vaccines 

The majority (94-100%) of the patients accessing community pharmacy travel services are 
satisfied or very satisfied with the service. Most accept pharmacist recommendations for 
vaccines and travel-related medications (acceptance rate of ≥75%) and there are high 
rates of acceptance of other non-pharmacological advice (systematic review, 2023).43 
 
Cost effectiveness: Systematic reviews, RCT and UK studies could not be identified. 
 
Needle and Syringe Programmes  
There is a lack of research related to needle and syringe programmes (NSPs).44 This is 
likely due to difficulties of research in this area of public health (e.g. sensitivities and 
difficulty of follow-up). 
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NICE Guidance has an explicit recommendation that there should be community 
pharmacy-based needle and syringe programmes. The guidance also outlines the 
expectation of the service and training requirements.45  
 
The WHO outlines the advantages of pharmacy NSP around accessibility and 
convenience. However, the WHO noted that some pharmacists do not like providing the 
service and financial incentives are usually required to provide services and larger 
incentives are needed for disposal of used needles. Another reported shortcoming is that 
pharmacy NSPs rarely offer education and additional services to drug users (WHO, 
2007).46 
 
Cost effectiveness: UK analysis report that services are cost effective in preventing 
blood-borne infections and subsequent NHS costs.47,48 

 

Sexual health services  
Emergency hormonal contraceptive service  
A systematic review explored UK pharmacists' and young women's views, perspectives 
and experiences of emergency hormonal contraceptive (EHC) service provision in 
community pharmacies (UK focused systematic review, 2020).49 The findings suggest 
pharmacist judgementalism is an area for improvement, as well as ensuring premises 
support confidential requests for the service at the counter and subsequent consultations.   
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Perspectives from young women 

 

 
Perspectives from community 

pharmacists 
 

 
• The confidential nature of the service 

was seen as an important advantage. 
However, there can be concern around 
being overheard by other patients in a 
queue and therefore being forced 
sometimes to wait in the shop for 
quieter periods to approach the 
pharmacy counter. 
 

• Concerns over embarrassment and 
judgement of the pharmacy staff, 
particularly if the only option was a 
young male pharmacist. 
 

• Convenience and ease of access of 
services was a positive. 
 

• Speed with which the pharmacist dealt 
with the request was an advantage over 
going to an alternative provider. 
 

• Paying for EHC was seen as barrier. 
 

 
The most frequently mentioned concern 
among the community pharmacists was 
that community pharmacy supply of 
EHC to young women might encourage 
‘irresponsible’ attitudes to contraception 
use. 
 

• Good access and no appointment 
needed. 
 

• Free supply of EHC at the point of 
delivery was seen as facilitating uptake 
of the services by young women. 
 

• The confidential nature of the service 
was seen by pharmacists as an 
important advantage for young women 
who may not have wanted their GP or 
family members to find out that they had 
used EHC or may be too embarrassed 
to approach specialist sexual health 
services. 
 

• Training was seen as a positive, 
particularly with regard to ensuring that 
they had experience in communicating 
with women sensitively. 
 

• Professional satisfaction of supporting 
women.  
 

 
 
Cost effectiveness: Levonorgestrel (taken up to 72 hours after unprotected sex) and 
ulipristal acetate (up to 120 hours after) are cost effective in avoiding additional NHS costs. 
The incremental cost-effectiveness ratio (ICER) of preventing one additional unintended 
pregnancy ranges from £183 to £500. All these costs are less than the estimated cost of 
an unintended pregnancy (£948) regardless of the outcome or the cost of an induced 
abortion (£672) (UK study, 2010).50 
  
Quick-start contraceptive service  

Alongside EHC provision, UK pharmacist provision of the progestogen-only pill (as a 
bridging interim method of contraception) and an invitation to a sexual and reproductive 
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health clinic resulted in a 20% increase in subsequent use of effective contraception 
(pragmatic cluster-randomised crossover trial, 2020).51  
 
Chlamydia testing 

Interventions to promote chlamydia testing through community pharmacies have a high 
level of patient acceptance and use. The majority of the testing programmes were aimed 
at people seeking EHC from community pharmacies (review of reviews, 2019).25 
 
 
Maternal and child health services  

Community pharmacists are involved in providing various maternal and child health 
services. These include: vitamin supplementation; pregnancy and breastfeeding related 
services; responding to minor symptoms; and medication related advice. There is less 
evidence of community pharmacists’ involvement in some important areas such as 
nutritional advice during pregnancy and advising pregnant women about screening for 
chronic disease (systematic review, 2021).52 
 
 

1.3 Chronic condition services  
There are numerous systematic reviews related to the role of community pharmacists in 
supporting patients with chronic conditions, which are outlined below.  
 
Community pharmacist and GP collaborative models seem more effective than stand-
alone pharmacy interventions.  
 
Screening 

It is feasible to deliver screening interventions from community pharmacies, although it is 
not clear how these interventions impact health outcomes in terms of early diagnosis of 
disease. Patient satisfaction was high around screening services in pharmacies, but it is 
common for patients who screened positive to ignore pharmacist referral to seek further 
medical attention in order to confirm the presence of disease through further diagnostic 
testing (review of reviews, 2019).25 
 
Community pharmacies could potentially deliver a wide range of point-of-care tests, such 
as testing for: blood glucose; cholesterol; creatinine; uric acid; liver enzymes; 
anticoagulation therapy; forced expiratory volume for chronic obstructive pulmonary 
disease; HIV and so on. Studies suggest point-of-care tests conducted and analysed in 
community pharmacies had satisfactory analytical quality (systematic review, 2019).53  
A UK study on pharmacy-led diabetes screening estimated the cost per test and cost per 
appropriately referred patient attending follow-up. The cost per test and identification rates 
through community pharmacies were similar to those reported through general practice. 
Locating services in areas of suspected greater diabetes prevalence and working to 
increase the proportion of patients who follow pharmacist advice to attend their medical 
practice improves cost-effectiveness.54 
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It is feasible for community pharmacists to use depression screening tools to identify 
undiagnosed adults having symptoms of depression. However, there is little evidence 
around the impact of this screening on clinical and economic outcomes (systematic review, 
2020).55 
 
It is also feasible for community pharmacists to undertake mole scanning services in 
collaboration with dermatologists to triage patients for malignant melanoma. An estimated 
0.7% of scans taken as part of the service led to a confirmed diagnosis of malignant 
melanoma (UK study, 2020).56 
 
Cost effectiveness: Systematic reviews and RCT could not be identified.  
 
New medicines service  

An evaluation of the New Medicine Services (NMS) in English community pharmacies (26-
week follow-up) was unable to demonstrate a statistically significant increase in adherence 
to medications or reduction in NHS costs (UK study, 2020).57   
 
Cost effectiveness: A UK economic evaluation study suggests NMS may deliver better 
patient outcomes and reduce overall healthcare costs than normal practice, but uncertainty 
around this finding is high. There was a non-significant reduction in 26-week NHS costs for 
NMS: -£104 per patient. NMS generated a mean of 0.04 more QALYs per patient, with 
mean reduction in lifetime cost of -£113.9. The incremental cost-effectiveness ratio was -
£2758/QALY. NMS has an 89% probability of cost-effectiveness at a willingness to pay of 
£20,000 per QALY (UK study, 2020).57  
 

Medicines reviews, education and counselling  

Pharmacist interventions can improve patient adherence to medications through regular 
reviews, education and counselling (systematic reviews, 2018, 2019, 2021).58, 44, 45 
Appointment-based pharmacy medicines reviews can improve adherence but research on 
health outcomes has yet to be determined (systematic review, 2017).61  
 
Systematic reviews on specific age groups and conditions have found pharmacy-led 
education and counselling can potentially improve adherence and patient outcomes, 
particularly when community pharmacists work in collaboration with GPs (outlined below).  
 
There is significant variation across England related to supporting self-care in patients with 
chronic conditions, suggesting gaps in some areas where community pharmacy could take 
a more active role in improving care (in collaboration with GPs) (PHE, Atlas of Variation, 
2019).22  
 
The most effective interventions to improve adherence are multifaceted, targeted and 
personalised. They usually had a combination of components including: education, 
simplification of treatment regimens, communication between patients and their health 
care professionals, follow-up and monitoring (systematic review, 2018).62  
 
Patient medication adherence can be improved through specific community pharmacy 
approaches, including: identification and enrolment of patients; inclusion of a medication 
review and patient assessment; and the alignment of refills (systematic review, 2019).63 
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Factors associated with poor adherence include: multimorbidity; cognitive impairment; 
complex regimens with multiple prescribing physicians; and problems with drug storage or 
formulation (systematic review, 2018).59 
 
Cost effectiveness: There is insufficient evidence related to cost-effectiveness of 
interventions (systematic review, 2018).62 
 
 
Specific age groups and conditions 
 
Young people (aged 10-24)  
There is a lack of research related to pharmacy interventions targeted at younger people 
with chronic conditions. Community pharmacists have identified supporting young people 
with chronic conditions as a high priority (due to often poor health literacy and medication 
adherence issues in this group). There is a need to develop supportive and trusted 
relationships to enable education and counselling related to medicine management 
(systematic review 2019).64 
 
Cardiovascular disease and hypertension 
Although contexts differ and studies can be low-quality, community pharmacy medicine 
education and counselling can lead to positive outcomes for patients with cardiovascular 
diseases and hypertension (systematic reviews).65,66,67,62,68 
 
A UK RCT found that written advice to patients about hypertension and its treatment 
provided by community pharmacists was more effective in improving patient knowledge 
and understanding compared to only verbal advice. However, neither written or verbal 
advice led to improved blood pressure control (UK RCT, 2018).69 
 
Cost effectiveness: Community-pharmacist-led medication review can improve 
healthcare utilisation outcomes in patients with hypertension (systematic review, 2022).70 
 
Economic evaluations of general medical services delivered by non-medical health 
professionals find that pharmacy-led services for the medicines management of coronary 
heart disease can be as effective as, but more costly than, GP care (systematic review, 
2019).71 
 
Diabetes 
Although contexts differ and studies can be low-quality, community pharmacy medicine 
education and counselling can improve medication adherence and outcomes in patients 
with diabetes (reductions in haemoglobin A1c, total cholesterol, and low-density 
lipoprotein). When pharmacists altered medication this was usually in collaboration with 
the GP (systematic reviews).72,73,65,66,74,67,62,75,70 
 
Cost effectiveness: In some cases community pharmacy diabetic services may decrease 
wider medical and health care costs (systematic review, 2020, 2022).66,70 
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Asthma and COPD 
In England there is a high level of variation for emergency admissions due to asthma 
attacks, many of which could be prevented through supporting effective self-management 
(PHE Atlas of Variation, 2019).22 
 
Most of the care for people with asthma is provided in primary care and there is significant 
variation across England around the proportion of people with asthma on registries (2.3 
fold difference). There is also variation in the proportion of patients on asthma registries 
who received an asthma review in the last 12 months (1.4 fold difference). The quality of 
the review is also likely to be highly variable. Accurate diagnosis and inclusion on disease 
registers in primary care are essential prerequisites for structured proactive asthma care 
and supporting patients to self-care through education and advice (PHE Atlas of Variation, 
2019).22 
 
Pharmacist-led education can significantly improve asthma self-management, symptom 
control, quality of life and medication adherence (systematic reviews).76,77,62  Patient 
outcomes (particularly inhalation technique, ED visits, and asthma knowledge) can 
improve when pharmacists and GPs work in collaboration to deliver asthma care 
(systematic review, 2019).78 
 
Community pharmacist-delivered inhaler training informed by a digital technology can 
improve adherence and health outcomes in patients (UK RCT, 2020).79 
 
Pharmacist-led educational interventions can improve medication adherence in COPD 
patients (Indian RCT, 2018).80 
 
Cost effectiveness: Collaborative care models, when pharmacists and GPs work together 
to deliver asthma care can be cost effective (systematic review, 2019).78 
 
One study found that pharmacy-led medicine use reviews for asthma patients can be cost-
effective; adherence improved by 35.4% at 3 months post-intervention and 40.0% at 6 
months. The probability of the intervention being more cost-effective than usual care was 
100% at 9 months (Italian RCT, 2017).81 Although dated, another study also found 
pharmacy-led asthma care was cost-effective (Australian study, 2007).82 
 

Other conditions 
 
Depression: Pharmacy interventions are not well researched in relation to people with 
depression and medicine adherence interventions, and the evidence available is of low 
quality (systematic review of RCTs, 2018, Cochrane review, 2019).67,83 
 
Patients with depression had better outcomes in models of care collaboration between 
GPs and clinical pharmacists. After 6 months, the group under collaborative care models 
had significantly higher drug adherence rates than the control groups (67% vs 48%). 
Patient satisfaction was significantly greater in the intervention than in the control group, 
and provider satisfaction surveys revealed high approval rates as well (systematic review, 
2021).84 
 
Sleep disorders: There is a strong tendency for patients to self-medicate, 89% of people 
with symptoms of sleep disorders reported not seeking medical advice but did buy sleep 
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medications at pharmacies. This suggests pharmacists may be supplying medicines for 
sleep disorders without providing appropriate evidence-based health advice (which 
recommends non-pharmaceutical pathways as a first option) (systematic review, 2023).85 
 
HIV/AIDS: Community pharmacy education can increase medication adherence in 
patients with HIV/AIDs (systematic review, 2020).66 Pharmacist-managed HIV services can 
improve overall health outcomes and be cost effective (systematic review, 2021).86 
 
TB: The inclusion of community pharmacists into TB programmes can improve the 
continuity of care, bridging the gaps in TB case detection and treatment monitoring. 
Adequate training and support are essential (systematic review, 2023).87 
 
Opioids: Community pharmacists could play a role in opioid stewardship and optimising 
opioid therapy; however, more research is needed. (scoping reviews and systematic 
review, 2021, 2022).88,89,90 
 
Back pain: No relevant systematic reviews or RCTs identified. 
 
Economic evaluations of general medical services delivered by non-medical health 
professionals find that for managing chronic pain, pharmacy-led care is slightly more 
effective than GP care for increased cost (systematic review, 2019).71 
 
Arthritis: No relevant systematic reviews or RCTs identified. 
 
Chronic kidney disease: No relevant systematic reviews or RCTs identified. 
 
Osteoporosis: No relevant systematic reviews or RCTs identified. 
 

 
1.4 Pharmacy medicines services   
 
Prescribing  

NHS England, through the work of commissioners, prescribers and dispensers, is seeking 
to improve patient care and cost effectiveness through its Medicines Value Programme. In 
2018 primary care medicines prescribed and dispensed cost the NHS £8.8 billion (NHS 
England, 2019).91  
 
Prescriptions are increasing and there are high levels of variation in prescribing (despite 
adjustments for population demographics) (PHE Atlas of Variation, 2019, UK Study, 
2017).22,92  
 
NHS England is seeking to discourage the use of treatments it considers to be low-value 
and has developed guidance on items which should not routinely be prescribed in primary 
care (NHS England, 2019).91 These include:  
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• Items of low clinical effectiveness, where there is a lack of robust evidence of clinical 
effectiveness or there are significant safety concerns.  

• Items which are clinically effective but where more cost-effective products are available, 
including products that have been subject to excessive price inflation. 

• Items which are clinically effective but, due to the nature of the product, are deemed a low 
priority for NHS funding. 

 
Prescribing of low-value treatments in England is extensive but varies widely by treatment, 
geographic area and individual practice. Despite a fall in prescription numbers, the overall 
cost of prescribing for low-value items has risen (English study, 2018).93 
 
Spend on low-value treatments was estimated to be £153.5 m in 2017, across 5.8 m 
prescriptions (mean, £26 per prescription). Among individual treatments, liothyronine had 
the highest prescribing cost at £29.6 m, followed by trimipramine (£20.2 m).1 Annual 
practice level spending varied widely (median, £2262 per thousand patients; interquartile 
range £1439 to £3298). Proportion of patients over 65 was strongly associated with low-
value prescribing, as was geographic area (English study, 2018).93 
 
There is also variation of antimicrobials. For example, despite a general trend towards 
more optimal antibiotic prescribing, considerable geographical variation persists across 
England’s practices and CCGs (even after accounting for demographic differences) (UK 
studies, 2018 and 2019). 94,95 

 
Prescribing variation can be addressed through effective collaborative working between 
commissioners, prescribers (GPs) and dispensers (community pharmacists). Collaborative 
working is outlined further in the implementation section. 
 
A UK survey estimated that unused prescription medicines cost the NHS £300 million 
every year - 40% admitted binning unused medications, potentially wasting up to an 
estimated 445 million prescriptions a year (UK survey, 2021).96 
The UK government did consult on whether to put the cost of medications on the 
dispensing labels. The majority of the respondents said they were not aware of any 
evidence related to showing prices. There were largely negative views from respondents 
on the proposed implementation of pricing on medicine labels due to potential unintended 
consequences (UK Government, 2021).97 
 
One Welsh study reported that introducing cost-labels may serve to make patients feel 
guilty or unworthy rather than encourage them to use their medicines appropriately. 
Providing cost information would need to also include education to prevent 
misunderstanding. The study found that targeting systemic medicine waste and 
unnecessary prescribing could be more effective in realising savings from the medicines 
budget (Welsh study, 2017).98 
A 2022 House of Commons motion to bring a Bill to implement drug cost labelling was 
denied. The aim was to raise awareness of medicines costs and enable patients to be part 
of cost-efficiency medicines programmes (HoC, 2022).99 
 
 
1 Liothyronine: New patients should not be prescribed this medication in primary care and individuals currently prescribed 

liothyronine should be reviewed by a consultant NHS endocrinologist with consideration given to switching to 
levothyroxine. 

Trimipramine: Should not be prescribed and no routine exceptions have been defined.  
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Over-prescribing  

The UK government published a review on overprescribing in England. It reported that 
NHS spending on medicines increased from £13bn in 2010-11 to £18.2bn in 2017-18. 
Over one billion prescription items were dispensed in primary care alone, with an 
estimated 10% being “overprescribed.” This means that they were not needed or wanted 
by the patient, potentially more harmful than beneficial, or having more appropriate 
alternatives (DHSC, 2021).100 
 
As well as a significant, and rising cost to the NHS, over-prescribing also has negative 
consequences for patients. A fifth of hospital admissions among adults over 65 are the 
result of adverse effects of prescribed drugs (DHSC, 2021).100 The polypharmacy section 
outlines the impact of multiple medications on patients.  
 
Overprescribing also has an environmental impact. Currently 25% of the NHS’s carbon 
footprint comes from medicines (DHSC, 2021).100 
 
The National Overprescribing Review (NOR) identified that systemic and cultural factors 
influence overprescribing, both of which require close working between GPs and 
community pharmacists. Systemic factors include: single-condition clinical guidelines; a 
lack of alternatives to prescribing a medicine; a need for on-going review and 
deprescribing to be built into the process of prescribing; inability to access comprehensive 
patient records; the lack of digital interoperability; and pressure of time. Cultural factors 
include a healthcare culture that favours medicines over alternatives and in which some 
patients struggle to be heard (DHSC, 2021).100  
 
Medication dispensing  

Medication dispensing with education and counselling related to taking medications can 
have positive outcomes on patients (systematic review, 2021).101 
 
Community pharmacy medication interventions are usually targeted at high-risk patients 
(frail, recently discharged from hospital or multimorbid with polypharmacy) or people taking 
high-risk medications (anticoagulant or blood pressure lowering medication) (Cochrane 
systematic review, 2014).20 
 
Pharmacy interventions can improve the safety and effective use of medications, through: 
supporting self‐monitoring and self‐management; simplifying dosing regimens; medicines 
reviews; consultations to resolve medicines problems; developing care plans; and 
providing follow‐up (Cochrane systematic review, 2014).20  

 
Practical strategies like reminders and reminder packaging can be positive, although with 
somewhat mixed effects on adherence. Directly observing patients taking medications is 
generally ineffective for improving treatment completion, adherence or clinical outcomes 
(Cochrane systematic review, 2014).20 
 
There is limited research undertaken related to some sub-populations, including children 
and young people, carers, and people with multimorbidity (Cochrane systematic review, 
2014).20 
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Repeat dispensing  

A dated review of UK evidence indicated that patients' satisfaction with repeat dispensing 
was high, mainly as the service was seen as more convenient and time saving. While 
pharmacists considered that their relationship with patients had improved, one study found 
that patients did not necessarily agree and considered that pharmacists still remained in 
their dispensaries. The study was unable to determine the impact of repeat dispensing on 
medicines budgets (UK focused systematic review, 2006).102 
 
 
Technicians dispensing  

Trained technicians are key enablers for the delivery of new services in the community 
pharmacy through freeing-up pharmacist time (systematic review, 2021).103 
 
Trained community pharmacy technicians perform as accurately as pharmacists (and 
hospital-based technicians) and could potentially release between 5% and 19% of the 
pharmacist time for clinical facing activities (systematic review 2017).104 This is similar to 
hospital technicians who can free-up between 10 hours of pharmacist time per month to 1 
additional hour per day (systematic review, 2011).105  
 
Pharmacy technicians have demonstrated a higher level of accuracy, and a lower variation 
in accuracy rates than pharmacists. Pharmacist accuracy rate has been reported to be 
99.27% and pharmacy technicians’ accuracy rate 99.72% (meta-analysis, 2020).106  
 
To note, studies compared accuracy and not the error-detecting capabilities of technicians. 
However, there is a low reported community pharmacy dispensing error rate (0.015), 
although study methodologies varied (US meta-analysis, 2018).107 
 
 
Polypharmacy  

Polypharmacy is most commonly defined as concurrently using five or more 
medications.108 As more people live longer with multiple long-term conditions the number 
of medicines they take often increases. This can have a significant burden on the 
individual managing and trying to adhere to multiple medicines regimes. It can also be 
harmful to the individual (NHS, 2023).109  
 
In England in February 2022 there were 876,317 people on 10 or more medicines (NHS, 
2023).109 The English Longitudinal Study of Ageing found that 24.1% of older adults were 
on polypharmacy and 6.4% were on hyper-polypharmacy (10 or more medications); the 
average age of participants was 68 years. Deprivation, obesity, increasing age and chronic 
health conditions were significantly associated with increased numbers of medications a 
person was taking (English study, 2018).3  
 
Studies have shown that that over 50% of older people are prescribed a medicine with 
more harm than benefit, leading to avoidable morbidity, hospitalisation and mortality (NHS, 
2023).109 Even after adjusting for demographics, there is wide variation in the prevalence of 
polypharmacy suggesting variation in clinical practice (systematic review, 2021).108  
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Adverse reactions, drug-interactions and falls are some of the main risks from 
polypharmacy.  

Adverse reactions and drug interactions: Around 6.5% of hospital admissions in 
England are caused by adverse effects of medicines. This rises to up to 20% in the over 
65 age group. Two thirds of medicines-related hospital admissions are considered 
preventable. Adverse drug reactions are thought to occur in 10-20% of hospital in-patient 
admissions. A person taking ten or more medications is 300% more likely to be admitted to 
hospital because of an adverse drug reaction (DHSC, 2021).100  

Falls: Some classes of medicines, such as those to reduce blood pressure, can increase 
the risk of falls amongst the frail and elderly (DHSC, 2021).100  

In 2020 data from the English Longitudinal Study of Ageing found that the risk of 
hospitalisation due to a fall increased with polypharmacy which may also be an indicator of 
health status: falls are lowest among people reporting no medications (1.5%); 4.7% of falls 
among those taking 1–4 medications, 7.9% of falls among those with polypharmacy; and 
14.8% among those reporting hyper-polypharmacy (UK study, 2020).110 Falls often mean a 
long hospital stay and extended recovery, and may result in the patient experiencing on-
going pain, loss of mobility, confidence and independence. Falls are also estimated to cost 
the NHS more than £2.3 billion per year (AgeUK, NICE).111,112 

Hypertension medications: The most prevalent medications taken by older adults with 
polypharmacy are cardiovascular drugs (systematic review, 2021).108  

Although the use of antihypertensive medications has led to reduction in cardiovascular 
disease, they can be associated with harms, especially in older people. Harms include the 
development of adverse drug reactions, drug-drug interactions and contribution to 
increasing medication-related burden.113 

No difference in all-cause mortality and myocardial infarction was found in discontinuing 
antihypertensive medications compared with continuing antihypertensives in older adults. 
Future research should focus on populations with the greatest uncertainty of the benefit–
risk ratio for use of antihypertensive medications, such as those with frailty, older age 
groups and those taking polypharmacy, and measure clinically important outcomes such 
as falls, quality of life and adverse drug events (Cochrane systematic review, 2020).113 

Community pharmacy interventions 
The introduction section summarises high-level evidence on community pharmacy 
interventions related to the provision of medications. The section below outlines findings 
from the evidence that are more closely linked to polypharmacy.  

The 2021 DHSC National Overprescribing Review (NOR) outlined that reducing 
overprescribing can be achieved through: shared decision-making with patients; better 
guidance and support for clinicians; more alternatives to medicines, such as physical and 
social activities and talking therapies; and more Structured Medication Reviews for those 
with long-term health conditions (DHSC, 2021).100  
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Community pharmacy-based interventions on medication-related problems of older adults 
can improve clinical outcomes and reduce adverse drug events. However, medication 
review has not been found to significantly reduce the number of older adults who fall and 
require hospitalisation (systematic review, 2019, systematic review and meta-analysis, 
2021).114,115 
 
Evidence on the effectiveness of pharmacist interventions for improving adherence in older 
adults prescribed multiple medications is low quality. Behavioural only or mixed 
educational and behavioural interventions may improve adherence, but uncertain effects of 
educational only interventions. No type of intervention was found to improve adherence 
when it was measured as a continuous variable (Cochrane systematic review, 2020).116 
 
There is a lack of high-quality evidence demonstrating the effectiveness of pharmacy-led 
medicines optimisation interventions for older people with frailty within primary care 
(systematic review, 2022).117 
 
Deprescribing has been stated to enable better adherence to remaining medications. 
However, there is insufficient evidence to show that deprescribing of medications in 
individuals with polypharmacy improves medication adherence (systematic review, 
2019).72  
 
Collaborative GP and community pharmacy models are likely more effective. Pharmacists 
co-located in general practice clinics mainly focus on chronic condition medication reviews 
(87%) and can lead to significant improvements in blood pressure, glycosylated 
haemoglobin, cholesterol and Framingham risk score in intervention patients compared to 
control patients (systematic review, 2014).118  
 
A Scottish study in 2016 found that including specialist clinical pharmacists into the 
practice to perform key prescribing activities released an average of 5 hours’ direct GP 
time per practice per week. As well as freeing up GP capacity, improvements in patient 
safety were identified and there was a positive impact on staff morale and reductions in 
stress.119  
 
Although there are often stated policy expectations of pharmacists in general practice 
freeing up GP time, the evidence-base is limited. Similarly, there is little evidence of nurse-
led services freeing up GP time (Cochrane systematic review 2018).21 
 
Cost effectiveness: There is likely to be an economic effect of medication interventions 
by community pharmacists when they included at least one follow-up (systematic review, 
2020).120 
 
Deprescribing of inappropriate or unnecessary medication is promising from an economic 
viewpoint, but more studies are needed (systematic review, 2022).121 
 
Community-based pharmacists can lead deprescribing interventions and they are valuable 
partners in deprescribing collaborations, providing necessary monitoring throughout 
tapering and post-follow-up to ensure the success of an intervention. Pre-defined 
pharmacist-led deprescribing can contribute to financial savings. Short follow-up periods 
prevent evaluation of long-term sustainability of deprescribing interventions. In particular,  
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pharmacist-led deprescribing of people with mental health conditions can improve 
anticholinergic side effects, memory and quality of life (systematic review, 2022).122 
 
 
Discharge from hospital and readmissions  

The average rate of medication errors and unintentional medication discrepancies 
following discharge of adults from hospital is reported to be 53% and 50%, respectively. 
Adverse drug reaction rates occur on average in just over a quarter of patients. For 
paediatric patients, a medication error rate of 66.3% has been reported and an adverse 
drug event rate of 9%. Drug classes most commonly implicated with adverse drug events 
were antibiotics, antidiabetics, analgesics and cardiovascular drugs (systematic review, 
2020).123 
 
The most effective interventions to avoid inappropriate re-admission to hospital and 
promote early discharge included integrated systems between hospital and the community 
care, multidisciplinary service provision, individualisation of services, discharge planning 
initiated in hospital and specialist follow-up (systematic review 2019).124 
 
There is little evidence that interventions in primary care for reducing preventable 
medication errors make any difference to the number of people admitted to hospital or the 
number of hospitalisations, emergency department visits, or mortality (Cochrane 
systematic review, 2017).125 
 
When pharmacists and GPs work together, they can reduce medication-related hospital 
readmissions, although evidence is low quality (systematic review, 2022).126 Interventions 
led solely by community pharmacists have not been found to reduce unplanned 
admissions in the older ages (systematic review and meta-analysis, 2014).127  
 
Community pharmacists can apply their experience in reviewing medications, identifying 
and resolving drug therapy problems, and providing education to patients at care 
transitions (i.e. hospital discharge to community) (systematic review, 2003).128  
 
A RCT measured the impact of a pharmacist-provided medication therapy management 
program on 30-day post-discharge readmission rates. There was no significant difference 
in 30-day readmission rates between intervention and control groups (11.3% vs. 10.7%). 
However, a large portion of patients randomised to the intervention did not attend their 
appointment. When comparing patients who attended their appointment to patients in the 
control group, there was a significant difference in 30-day readmission rates (1.6% vs. 
10.7%). Pharmacists identified many interventions for patients. The transmission of patient 
information from the inpatient setting to the community pharmacy is key to transitioning 
patients successfully and encouraging patients to attend appointments / making 
appointments accessible to patients (US RCT, 2019).129 
 
Cost effectiveness: Lack of evidence.  
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Residential care  

There is wide variation in the medication error and error-related adverse events rates 
related to adults in managed care settings. Inappropriate prescribing was the most 
common type of error reported. The incidence of preventable adverse drug events was 
estimated as 15/1000 person-years, the prevalence of drug-drug interaction-related 
adverse drug reactions as 7%. Medication-related risks include: the number of medications 
used by the patient; increased patient age; the number of comorbidities; use of 
anticoagulants; cases where more than one doctor was involved in patients' care; and care 
being provided by GPs (systematic review, 2018).130 
 
Pharmacists can identify and resolve medication-related problems, which results in 
improvements in medication appropriateness. However, evidence of a consistent effect on 
resident-related outcomes was not found (Cochrane systematic review, 2016).131  
 
Cost effectiveness: Lack of evidence.  
 
Outpatient care  

Adverse drug events in ambulatory / outpatient care are common, with many being 
preventable and many resulting in hospitalisation. Inappropriate medications, omissions 
and lack of monitoring were the main factors linked to adverse drug events. Over 85% of 
harms relate to cardiovascular, analgesic, and hypoglycemic medication (systematic 
review, 2007).132 
 
Medication reviews in ambulatory care (outpatients) can improve clinical outcomes, mainly 
related to the management of drug-related problems and adverse events. Patient 
satisfaction was highest when medication reviews incorporated conversations on 
adherence (systematic review, 2021).133 
 
Cost effectiveness: Medication reviews in outpatients can reduce healthcare costs 
related to preventing drug-related problems and adverse events (systematic review, 
2021).133 
 
 
Emergency department care 

Pharmacy-led (either pharmacists or technicians) emergency department medication 
reviews can decrease the number of medication discrepancies (systematic review, 
2019).134 
 
Cost effectiveness: Lack of evidence.  
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1.5 Pharmacy technologies  
Drive-through pharmacies  

Drive-through pharmacy services have been set up in several countries (at hospital and 
community pharmacy settings) with the aim of reducing waiting times in the pharmacies 
and improving the availability and provision of healthcare services for those targeted. 
However, the service can create a barrier to access between the patient and pharmacist 
(systematic review, 2023).135 
 
Technology-based health tools  

Community pharmacies are using a variety of technology-based health tools, for example: 
telephone prompts or calls; mobile health applications; remote monitoring devices; and 
use of photo-aging software in smoking cessation services. Public health topics that were 
addressed included: vaccination uptake; smoking cessation; hypertension management; 
and medication adherence and counselling. More studies are needed to demonstrate 
whether or not the use of novel technology by community pharmacies can improve public 
health (systematic review, 2020).136 
 
Telepharmacy services evidence is too poor quality to make conclusions on safety and 
patient outcomes (systematic review, 2021).137 
 
Among pharmacy services, medication order review is the service most targeted by AI-
powered apps and tools, followed by health product dispensing, pharmaceutical interviews 
and therapeutic education. The development of these tools mainly involved hospital 
pharmacists (systematic review, 2023).138 
 
Hub and spoke  

The UK Government is consulting on hub and spoke models. There is limited evidence 
related to this model (UK Government, 2021).97 
 
Locker-boxes  

There is limited research into community pharmacy locker-boxes. 
 
There was some increase in the use of locker-boxes during the pandemic. Small scale 
country studies suggest patients and carers support the system to collect medications due 
to convenience and the opportunity to save time (Singapore study, 2022).139 However, 
there were notable limitations which include: locker size may not be suitable for patients 
with a large number of medications; issues of temperature-sensitive medications; 
individuals with cognitive impairment had difficulties following instructions; lack of face-to-
face interaction that serves as a reminder to ensure medication adherence (Malaysian 
study, 2022).140 
 
Automation 

Community pharmacy automation can improve medication safety and productivity (approx. 
4 additional items per person/hour). No reductions in workload or time savings were 
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reported by staff. While the perception of work stress decreased, job satisfaction remained 
unchanged. Significant cost savings and an increase in over-the-counter sales were also 
noted post-automation (systematic review, 2019).141 
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2 Implementation enablers  
The following section summarises the commonly cited barriers and enablers to community 
pharmacy delivering clinical services. These are drawn from the evidence base and reflect 
findings from previous reviews of community pharmacy in England (2013, 2016).142,143  
 
Pilots to national roll-out 

Factors that can enable successful national implementation of innovations in community 
pharmacy include: robust piloting of innovations; improved engagement to increase 
awareness and acceptance of innovations; promoting whole-team involvement to 
overcome time constraints; pre-implementation evaluation to understand acceptance and 
appropriateness of innovations within real-world settings (systematic review, 2019).144 
 
Evidence on outcomes and cost-effectiveness can enable roll-out through presenting 
strong business cases for new services. Unfortunately, reporting and methodological 
issues often prevent firm conclusions on the value of most community pharmacy services 
(systematic reviews, 2019, 2020).145,146  

 
Pharmacists deliver a wide range of services to patients and it is important to know which 
pharmacist services are effective in helping patients to improve their health. Of the 
services that are positive there is often little or no difference between the effectiveness of 
interventions that were pharmacist‐led compared with the same intervention being 
delivered by other healthcare professionals. This is an important finding in terms of role 
substitution, with particular implications for costs (Cochrane systematic review, 2018).147  
 
Where available, outcomes and cost effectiveness analyses for individual community 
pharmacy services have been embedded within the report topics (above). 
 
Remuneration and reimbursement  

Adequate remuneration and reimbursement (return on investment) is a key facilitator. 
Adequate funding impacts all additional resourcing and ultimately the viability of the 
service (systematic reviews).148,149,150,85,52,128 See payment model section for further 
information. 
 
Prescribing with dispensing  

Dr Bruce Warner, Deputy Chief Pharmaceutical Officer for England has stated that the 
NHS “can’t hide from the conflicts of interest” that arise from prescribing and dispensing 
within the same community pharmacy.151 
 
There is a lack of research into the commercial conflicts of interests related to emerging 
roles of community pharmacists and pharmacies.  
 
A useful comparison could be dispensing GPs, who both prescribe and dispense. 
Dispensing practices can fill an important gap where pharmacy shortages exist, but there 
is some evidence the dispensing role influences prescribing (systematic review, 2009).152 
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There is moderate quality evidence that doctors' interactions with pharmaceutical 
companies are associated with their prescribing patterns and quality. There are consistent 
associations between interactions promoting a medication, and inappropriately increased 
prescribing rates, lower prescribing quality, and/or increased prescribing costs (systematic 
review and meta-analysis, 2017).153 
 
There was research undertaken that stated UK dispensing practices were more likely to 
prescribe higher cost drugs. However response to the article highlighted significant 
methodology issues (e.g. use of only one month’s data and a month that was not 
representative) (UK study, 2019).154 
 
Doctors can be unaware of costs and tend to underestimate the price of expensive drugs 
and overestimate the price of inexpensive ones. This discrepancy can have an impact on 
overall drug expenditures (systematic review, 2007).155 Prescribing pharmacists are likely 
to be more aware of the costs of medications, which may mitigate increased prescribing 
costs if appropriate incentives are in place and data to monitor and act on unwarranted 
variation. 
 
In terms of international research, there are some country specific articles on joint 
prescribing and dispensing roles. However, contexts and culture varies considerably to 
enable findings to be relevant.156,157,158 For example, in many Asian contexts doctors often 
prescribe and dispense medications. This practice is often cited to have led to high drug 
expenditure and proliferation of prescriptions (e.g. particularly of antibiotics in Asia).158 
 
Pharmacist capacity  

Lack of pharmacist time is a fundamental barrier to expanding clinical roles. Freeing-up 
pharmacists’ capacity is essential to enable development and the consistent delivery of 
extended services (systematic reviews).135,159,149,85,52 
 

Technicians are key enablers for the delivery of new services in the community pharmacy 
and could potentially release up to 19% of the pharmacists’ time (systematic review, 
2021).103 See section above on technicians dispensing.  
 
Community pharmacy automation can also improve productivity, although evidence is 
limited (systematic review, 2019).141 See section above on automation. 
 
Pharmacy spaces 

Ensuring that there is privacy at the counter and in consultations is a key service enabler. 
The lack of privacy is cited as an issue across multiple reviews of community pharmacy 
clinical service delivery (systematic reviews).135,159,160,149,161 

 

Public support, awareness and expectation 

Patient and public perspectives of community pharmacies in the UK are positive, but 
awareness of pharmacy services beyond medicines supply remains low (UK focused 
systematic review, 2018).162 
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Pharmacists, patients and the wider public have consistently had positive perceptions and 
attitudes toward pharmacists undertaking extended health improvement roles over the last 
two decades (if barriers are addressed and there is effective implementation) (systematic 
reviews, 2004, 2011, 2023).135,159,163 

 

Patients’ choice of pharmacy is often influenced by multiple factors, such as: the traits of 
the pharmacist (e.g. friendly, helpful, trustworthy, professional, competent, caring, 
knowledgeable, responsive, and approachable); convenience (e.g. location, hours of 
operation, wait time, stock availability); cost; availability of auto-refills; medication safety 
(e.g. detecting drug interactions); and quality indicators (systematic review, 2020).164 
 
Developing the public’s expectation around the role of the pharmacist, the service offer 
and attracting patients to specific services is an important implementation enabler (e.g. 
medication reviews) (systematic reviews).135,148 

 
Patients’ question-asking and expectations appear to be associated with and influence 
patient-pharmacist interpersonal communication around medication advice and guidance 
(systematic review, 2021).165 
 
There can be an issue of customer / patient aggression towards pharmacy staff. A 
considerable proportion of community pharmacists experienced some form of violence 
(65%), verbal abuse (50%,), threats (42%) or assaults (27%). Moreover, 56% of 
pharmacists reported experiencing physical and/or verbal violence over the previous 12 
months (systematic review, 2023).166 
 
There is a need to ensure safe workspaces in pharmacy environments through 
implementation of appropriate policies and legislation (systematic review, 2023).166 
However, there is a lack of high quality research related to interventions that can prevent 
aggression towards health workers (Cochrane systematic review, 2020).167 
 
Collaboration with general practice  

Although there are stand-alone community pharmacy clinical services that report positive 
outcomes and are cost-effective, the evidence-base currently suggests that some services 
(MAS, chronic condition services, services targeting high-risk patients or high-risk 
medications) are more effective when delivered in collaboration with GPs.  
 
National policies also require effective collaborative working between GPs and community 
pharmacists, such as integrating primary care and improving outcomes and value of 
medicines.168,169,100  
 
International guidance recognises the importance of primary care providers and 
professionals working in collaboration to improve the public’s health and delivery of care to 
communities (OECD,2020).170   
 
There is evidence that primary care multi-disciplinary team practice is associated with 
improved health outcomes and quality of life (notably for patients suffering from chronic 
diseases), decreased length of stay and admission rates, and has demonstrated cost-
effectiveness as well as improved work satisfaction in primary care (OECD,2020).170 
 



 

Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

35 

35 

Implementing MDT delivery of primary health care is not a simple undertaking given the 
traditional divisions of professional silos: it requires effective support from policy makers. 
This includes adjusting the training of health care professionals, changes in governance 
framework, payment approaches and in the use of digital technologies (OECD,2020).170  
 
Evidence suggests that collaboration based around issues that are ‘meaningful’ to both 
professions and patients are more successful and should run from undergraduate curricula 
through to ongoing practice (systematic reviews).171,135,103  
 
Of the evidence available, collaboration between community pharmacists and GPs are 
more likely to improve outcomes across numerous conditions compared to pharmacist-
only services (e.g. asthma, diabetes, cardiovascular disease, depression - see above). 
More conditions are likely to show similar outcomes if research on collaborative care 
models is undertaken.  
 
In the UK, GPs’ awareness of community pharmacy services has been found to be low. 
GPs were more cautious than pharmacists and collaborations were often inadequate. To 
note, there is often a heavy weighting towards data collected from pharmacists and a 
relative paucity of research among GPs (systematic review of UK studies, 2019).172 
 
Difficult professional relationships can be a key barrier to implementation of services that 
require collaboration with GPs, such as medication reviews (systematic review, 2022).148 
 
Several factors influence interprofessional collaboration between community pharmacists 
and GPs. Factors that posed a challenge to effective interprofessional collaboration were 
the perceived imbalance in hierarchy and power between the professions and a lack of 
understanding of each other's skills and knowledge. Experience of collaboration with the 
other party led to greater understanding of each other's capabilities and potential role in 
co-delivering patient care. The physical environment was also identified as important, with 
co-location and other resources to facilitate clear and regular communication identified as 
important facilitators of interprofessional collaboration (systematic review, 2019).173 
 
Information technology 

Information technology (IT) evaluation frameworks have not been developed in relation to 
community pharmacist emerging roles or in the community pharmacy setting. A review of 
the evidence found that IT needs to meet the unique needs and requirements of emerging 
roles for pharmacists, accessibility and usability perspectives are needed from a range of 
stakeholders, and evaluation should be incorporated as part of the overall process of 
developing a system (systematic scoping review, 2023).174 

 
Healthcare IT focuses on developing the following components, many of which are (or 
could be) relevant to community pharmacy IT systems (OECD,2020):170 
 
• Payments linked to inputted activities to reduce the burden of submitting claims. 

 
• Electronic health records, particularly those that are well structured and portable can 

generate clinical reminders to help track preventive and ongoing care services for patients 
with chronic diseases. EHRs can have major effects on patient safety and the overall quality 
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of the care delivered, by increasing compliance with guidelines, lowering the number of 
medication errors and reducing the risk of adverse drug effects. 
 
Pharmacists can reduce medication related problems at hospital discharge, but are 
hampered in this role by not being notified of patient discharges and lacking access to 
patient records (systematic review, 2019).128 
 
There are potential high-impact opportunities for community pharmacy to reduce high-
cost healthcare utilisation (e.g. readmissions due to medication problems). However, 
this relies on information being transferred to pharmacists (with alerts to make the 
pharmacist aware) and patients attending the pharmacy appointment (or making 
available pharmacy expertise if the patient is unable to physically attend) (RCT, 
2019).129 
 

• Electronic prescription allows prescribers to write prescriptions that can be retrieved by a 
pharmacy electronically, to assess a patient’s medication regimen at the point of care or to 
identify non-adherence. ePrescription programmes have been associated with a reduction in 
prescribing of potentially inappropriate medications and efficiency gains. 
 

• Clinical algorithms bringing external and patient-derived data into the clinical decision-
making process can create personalised predictions of disease status and generate more 
appropriate treatment, increasing the efficiency of health service delivery. Risk stratification 
has been used to flag patients at risk of avoidable hospital (re)admission, or to conduct 
specific targeted preventive actions towards disadvantaged or high-risk populations. 
 

• Health performance data: Primary care performance data is often limited and focused on 
activities and inputs. Effective reporting information systems are needed to monitor, identify 
and act on variation and inappropriate and poor primary health care quality.  
 

• Telehealth which includes telemonitoring, store and forward, and interactive telemedicine, 
may contribute in several ways to providing care in the right place at the right time, for 
instance, by improving the process and appropriateness of referrals. There should be careful 
oversight and regulation of digital services in order to maximise benefits and avoid harm, but 
used effectively, telemedicine makes health service delivery more efficient. 
 

• Home monitoring and self-management digital applications are key levers to improving 
care quality and the delivery of people-centred primary health care. There is an increasing 
body of evidence about the effectiveness and economic assessment of mobile health 
applications, otherwise known as mHealth.  

 
Evidence-based guidelines 

Detailed protocols and evidence-based guidelines can ensure providers deliver quality 
patient care (scoping review and systematic review and, 2020, 2023).135,175 However, 
evidence suggests guidelines can increase referrals to GPs in minor ailment services and 
services are more effective when working in collaboration with GPs (see above).  
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Continuity of pharmacy care 

Evidence suggests that the odds of patients adhering to their medication regimen are 
about 1.1-2.5 times higher among those who consistently visited a single pharmacy 
compared to patients visiting multiple pharmacies. Additionally, the care provision with a 
high level of relational continuity could lower inappropriate drug use by 21-32% and the 
use of other costly services (e.g. GP and ED) by 12-29% (systematic review, 2022).176 

Competence and confidence 

Lack of education and confidence is a repeatably cited barrier. Training and education is 
needed to develop pharmacy team competencies and confidence to deliver a robust high-
quality service (including communication skills) (multiple systematic reviews).135,159,175,177,85,52 

The following were specific areas of education and training identified from on systematic 
reviews (the topics are biased towards conditions and services studied). 

Minor ailments service: Community pharmacy training lacks uniformity and varies in 
terms of time commitment, cost, curricula, and assessment processes. Training is usually 
aimed at community pharmacists (not the wider pharmacy staff) and focuses on clinical 
care aspects and does not include guidance on service parameters and delivery (scoping 
systematic review, 2020).178 

Diagnostic assessment: Performance of pharmacy staff diagnostic competencies was 
overwhelmingly reported as poor. This was the case regardless of geography, scenario 
used, or assessment framework adopted. However, evidence was low-quality (systematic 
review, 2019).179 

Communication and attitudes: Education and training interventions using active learning 
techniques such as face-to-face training with role-play can improve community pharmacist 
communication skills (systematic review, 2018).180 

Attitudes and subjective judgements of pharmacy staff towards service users of sexual 
health pharmacy services can be a barrier and could be addressed through training and 
education of the pharmacy team (systematic reviews, 2019, 2020).161,49 

Smoking cessation: Education and training in smoking cessation can improve community 
pharmacists' self-efficacy, knowledge, and attitude toward smoking cessation, as well as 
pharmacists' smoking cessation practices (systematic review, 2022).181 

Mental health: Mental health training programs increased the pharmacy team skills and 
confidence to deliver mental health care in community pharmacy (systematic review, 
2022).182

Asthma: Education, training and checklists to confirm knowledge can improve pharmacist 
inhaler technique and improve patient outcomes (systematic review, 2020).183 

Sleep: There is a lack of training in sleep disorders that creates a barrier to pharmacists 
advising patients or results in inappropriate selling of sleep medications (systematic 
review, 2023).85 
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Workforce retention 

 
The 2021 Health Education England workforce survey found that England’s community 
pharmacy workforce was found to contain 101,108 people, filling 74,493 full-time 
equivalent (FTE) posts (HEE, 2021).184  
 
• 27,406 pharmacists, filling 20,489 full-time equivalent posts (28% of the FTE workforce)  
• 1,592 pre-registration trainee pharmacists, filling 1,573 full-time equivalent posts (2% of the 

FTE workforce) 
• 7,768 pharmacy technicians, filling 6,327 full-time equivalent posts (9% of the FTE 

workforce)  
31% of these pharmacy technicians had an accuracy checking role (3% of the FTE 
workforce)  

• 1,166 accuracy checkers (other than pharmacy technicians), filling 1,002 full-time equivalent 
posts (1% of the FTE workforce) 

 
There was approx. one independent prescriber for 10 pharmacies, but a lack of 
geographic spread of roles.  
 
The non-technician accuracy checkers had the highest vacancy rates of 20%. 
 

 
Comparison of 2017 & 2021 community pharmacy workforce data: by FTE 
 
In terms of pharmacists, addressing direct and indirect influences on pharmacist turnover 
can enable service sustainability and expansion. Organisational commitment and job 
satisfaction had significant influence on pharmacist turnover intention in all settings. 
Career commitment and perceived organisational support had direct and indirect effects 
on community pharmacist turnover intention (systematic review, 2021).185 
 
Clinical governance 

Effective clinical governance requires robust data and information about how well 
providers are performing and using this information systematically to identify how to 
improve the quality of care provided. There are a number of barriers to establishing 
effective clinical governance systems in primary care, including: isolation of primary care 
from the rest of the health system; lack of IT infrastructure; lack of capacity and capability; 
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dominance of medics; general mistrust; a lack of levers and incentives; and a lack of 
leadership and political pressure for change (systematic review of primary care, 2021).186 
 
The General Pharmaceutical Council have highlighted the standards and guidance to 
follow when providing community pharmacy clinical services (GPhC) 2023).187 These are 
likely to evolve further as services expand. 
 
Risk management 

There is reportedly variation in the use of risk analysis tools in community pharmacy 
dispensing. Risk tools can identify a range of patient safety issues and corrective actions 
(systematic review, 2021).114 
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3 Payment models  
Every system is perfectly designed to get the result it gets (IHI, 2023).188 There is no single 
perfect health care funding model and each approach has strengths and weaknesses and 
can produce unintended consequences. The importance of cultural expectations for 
services should also not be underestimated (Stanford University, 2016).189  
 
The health care payment approach within a country and health system is contextual. Many 
depend on legacy systems, policy and regulatory context, relationships to other financing 
and payment systems, service delivery models and implementation arrangements (WHO, 
2017).190 
 
The mix of provider payment approaches that is best for a country, region or institution will 
change over time as providers adapt and respond to the incentives and as goals and 
challenges change (WHO, 2017).190 
 
Health systems are increasingly combining payment approaches to create a blended 
payment systems of capitation (or base payment) alongside specific performance-based 
rewards or penalties. Payments are also being combined across providers to enable more 
coordinated care approaches (OECD, 2019).191  
 
When well implemented, a blended payment system can maximise the beneficial 
incentives (and minimise the potential unintended consequences) of each payment 
approach. Specific performance incentives encourage providers to focus on aspects of 
care that are unlikely to be incentivised by the global base payment and might be prone to 
quality skimping or under-provision (WHO, 2017).190  
 
However, current evidence suggests that expected outcomes from pay-for-performance 
schemes are over-stated. Financial incentives should be relatively low powered to prevent 
disproportionate focus on rewarded tasks and to ensure sustainability (Lancet 
Commission, 2022).192 
 
Primary care goals 

Community pharmacy and general practice are two of the main providers of primary care 
(alongside dentistry and optometry). There are different definitions and conceptualisations 
of primary care. However, core elements include: first level contact; universal coverage; 
multi-disciplinary; continuity; and co-ordination (WHO, OECD, 2023).193,194 
 
These elements and underpinning health goals are important to consider when funding 
primary care providers and when changing payment approaches, incentives and 
performance management frameworks.  
 
The benefits of primary care are well-documented and funding approaches should aim to 
support the delivery of effective care and mitigate potential shortcomings.195,196,192,197  
 
Some potential shortcomings include:   
 



 

Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

41 

41 

• It is important to consider the inter-connected nature of health systems and health-seeking 
behaviours of individuals and communities. For example, friction and/or financial incentives 
can encourage patients to seek care at the appropriate level and avoid them bypassing 
primary care (e.g. higher co-payments for higher levels of care) (Lancet Commission, 
2022).192 

• Preventative care funding, particularly focused on addressing inequalities, should be 
sufficient as primary health care teams are in a unique position to advise patients on healthy 
lifestyles and behaviour, to administer screening tests, and to manage and control the 
progress of chronic conditions. However, international studies shows that many patients with 
chronic conditions do not receive the recommended preventive care (OECD,2020).170 

• Funding should be sufficient, as a lack of funding can cause workforce shortages, which 
in turn reduces the quality and access of primary care. This can potentially lead to a cycle of 
decline (Lancet Commission, 2022).192 

• The level of out of pocket payments in primary care (both explicit and implicit) should be 
monitored carefully as they can be a barrier to care after reaching a tipping point (Lancet 
Commission, 2022).192 

• Funding should support effective multi-disciplinary care and continuous services that 
reduce the number of avoidable hospital admissions and readmissions for conditions that 
can be well managed in primary care (diabetes mellitus, hypertensive diseases, heart failure, 
COPD and asthma) (OECD,2020).170 

• The ability of providers to share the savings generated if they are able to reduce costs 
while still meeting pre-defined quality requirements can be a positive incentive. This provides 
an incentive for providers to co-ordinate care to reduce health care costs (OECD,2020).170 

• Giving providers autonomy to make decisions about how to provide primary care supports 
their flexibility to respond to incentives. In systems where providers have little management 
autonomy or do not have the skills to manage new procedures, the results of new 
purchasing and payment methods will be either be diminished or perverse (Lancet 
Commission, 2022).192  

• Funding should support value-based care, such as value-based medicines programmes. 
Medicines optimisation can help patients to: improve their outcomes; take their medicines 
correctly; avoid taking unnecessary medicines; reduce wastage of medicines; and improve 
medicines safety.198 Unsafe medication practices and medication errors are a leading cause 
of injury and avoidable harm in health care systems across the world.199 

 
 
Changing funding models  

Changing an individual payment mechanism within an existing complex system can carry 
inherent risks and should be undertaken carefully and reviewed constantly. The following 
considerations are adapted from evidence related to changes to primary care funding 
models and so are likely relevant to community pharmacy (as a key primary care provider).  
 
Leadership and accountability  

Changing a healthcare payment approach and funding level requires political leadership. 
Increasing funding for one provider type in primary care often involves reallocating existing 
funds in primary care or moving funds from secondary to primary care usually. This is 
inherently political and not just a technical challenge. Given primary care is usually under-
funded (compared to secondary care counterparts), moving funds within primary care risks 
financial destabilisation of an often already fragile system (Lancet Commission, 2022).192  
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There are multiple reasons why primary care has been historically under-funded. The 
status and stature of secondary care can dominate and primary care can find it hard to 
gain political support in budget discussions. Primary care providers are often smaller and 
disparate organisations that lack a single strong voice to lobby for funding. In addition, 
there can often be no clear department responsible or accountable for primary care within 
Ministries of Health (Lancet Commission, 2022).200 

Ministries of Health should articulate a clear, long-term vision and strategy for primary 
care (including the key primary care provider, community pharmacy) with these objectives 
embedded in financing models. This enables decision-makers to plan for implementation 
and make progress (Lancet Commission, 2022).200 

Ensuring the goals of the health system and underpinning financial system are met will 
require shifts in power and influence at all levels (Lancet Commission, 2022).192 The 
changes to power and influence underpinning the shift to preventative care will require 
accountability of both the purchaser and providers through effective governance 
arrangements (WHO, 2017, OECD, 2019).191,190   

Strategic planning capabilities are also essential when changing payment models in 
primary care. Substantial long-term planning is needed to change financial models, 
estimate costs, and use prices and payment systems to reach policy goals. There also the 
need to align underpinning clinical guidelines, regulatory frameworks, workforce strategies 
and public and patient engagement and education (WHO, 2017, OECD, 2019).191,190 
Design   

Early and ongoing collaboration and including the skills and expertise from a diverse 
range of perspectives and stakeholders throughout the design and implementation can 
mitigate unintended consequences of new payment approaches and ensure an in-depth 
understanding of the impact of changes (Lancet Commission, 2022).192 

Stakeholder perspectives and technical input are essential in the design and 
implementation of contract changes. Evidence on evaluations of pharmaceutical 
reimbursement policies in Europe is limited. The few pieces of research that could be 
identified all pointed to the importance of careful and co-designed policy interventions: this 
tends to be a decisive factor in the effectiveness and success of a policy measure (WHO, 
2018).201

Setting prices 

Some countries have established a separate independent organisation to determine 
costs of health care provision (away from the political exercise of negotiation on how much 
to pay for services). These are politically independent, have formal systems of 
communication with stakeholders, and freedom from conflicts of interest. While the 
methods for price setting vary, unilateral price setting by a regulator eliminates price 
discrimination and performs better in controlling growth in health care costs (WHO, 2017, 
OECD, 2019).191,190 
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A WHO review of the European Region medicines reimbursement policies identified 
good practice (WHO, 2018). This usually includes:201 
• Design of policies in relation to wider health system goals, policies and structures.  
• Evidence-based decision-making (e.g. using health technology assessments) and real-world 

data generation to inform choices.  
• Transparent prioritisation of publicly funded medicines and disclosure of conflicts of interests 

by decision-makers. This should include patient presentation and engagement.  
• Transparent and smooth payment processes.  
• Vulnerable population groups considered and reflected in policies.  
• Price regulation.  
• Incentivisation of generic, biosimilar and further lower-priced medicines. 
• Evaluations, monitoring and ongoing adjustments. 
 
Many countries have adopted reference and index pricing for pharmaceuticals 
(Cochrane systematic review, 2014, WHO, 2018).202,201 

 

Medicines considered interchangeable (e.g. with the same active ingredient or of the same 
chemical subgroup) are clustered into one reference group, and the public payer covers 
the same reimbursement amount for all medicines in that cluster. Most countries set the 
reference price at the level of the pharmacy retail price of the lowest-priced medicine of the 
reference group.  
 
Another approach is index pricing groups of medicines and refunding pharmacies for 
dispensing a medicine within the group. As the pharmacy is refunded the same amount for 
any of the medicines in this group it is in their interest to dispense a medicine that costs 
less than the index price. A number of other pricing policies also exist that aim to control 
medicine costs. It is assumed that these types of policies can lead patients to switch to 
cheaper medicines and can encourage medicine producers to lower their prices (Cochrane 
systematic review, 2014).202  

 
Most studies focus on the effect of reference pricing which can lead to an increase in 
'reference medicine' prescriptions and a decrease in prescriptions for more expensive 
medicines (low certainty of evidence); and a decrease in the amount of money insurers 
spend on medicines overall (low certainty of evidence). None of the studies looked at the 
effect of reference pricing on people’s health, their use of healthcare services, or adverse 
effects (Cochrane systematic review, 2014).202 
 
Internationally, who pays for medications varies. Most European countries offer full 
coverage for medicines for inpatient care (no co-payment). However, community 
pharmacy reimbursement schemes vary. Many European countries have a medication co-
pay approach. Only in a few countries (including the United Kingdom) is the price of 
medicine fully covered by the public payer (with no percentage reimbursement/co-payment 
applied), but other co-payments may apply (e.g. a fixed prescription charge regardless of 
the cost of the medication)(WHO, 2018).201  
 
Co-payments and co-pay increases can result in reductions in the per capita number of 
prescriptions, lower public pharmaceutical expenditure, a higher financial burden for 
patients and reduced medication adherence (WHO, 2018).201  
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Many European countries have established coverage policies that protect defined 
population groups from excessive co-payments on medicines. Exemption from co-
payments often include low income, defined diseases or disabilities and age (WHO, 
2018).201

Denmark and Sweden operate consumption-based reimbursement schemes, in which 
patients have to pay out-of pocket for medicines up to a specific threshold of expenses, 
after which they share payments with the public payer. Over the course of a year the co-
payments decrease, depending on patients’ spending on medicines (WHO, 2018).201 

Rather than policies targeting patients through user-charges, some research suggests that 
a more effective policy should focus on the incentives facing pharmaceutical companies, 
doctors and pharmacists as these groups bear much of the responsibility for making 
decisions about the availability, use, and cost of prescription drugs (review, 2008).203 

Many European countries have developed confidential managed entry agreement 
(MEAs). These are contractual arrangements between a pharmaceutical company and a 
public payer that enable reimbursement of a medicine, subject to specified conditions 
(WHO, 2018).201 MEAs are either finance-based (discounts or price–volume agreements) 
or performance-based (health outcomes); the former are applied more frequently. 
Common indications covered by an MEA are oncology, rheumatology, hepatitis C and 
diabetes (WHO, 2018).201 

Value for money 

Some countries set coverage of medication costs based on factors such as: the 
therapeutic value of a medicine (also in comparison to existing alternatives), medical 
necessity/priority, safety, cost–effectiveness and budget impact. An increasing number of 
countries use health technology assessment to inform reimbursement decisions (WHO, 
2018).201

Most European countries have list of medicines that are fully covered (positive lists) or 
excluded from reimbursement (negative lists). Some countries require co-payment or full 
payment if a patient requests a higher cost medication above the reference cost for that 
group of medications(WHO, 2018).201 

Complexity 

Public financial management systems must be flexible and straightforward. Many 
governments' public finance management systems are notorious for their rigidity regarding 
the use of funds and the complexity of their accounting and financial management 
requirements (Lancet Commission, 2022).192 

Monitoring, evaluation and revision 

Substantial changes to the financial model will require flexibility to adjust pricing and 
payment methods as it is unlikely to be ‘right first time’. There will be unforeseen factors 
both inside and outside of the control of providers (WHO, 2017, OECD, 2019).191,190



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

45 

45 

References 
1. Community pharmacies in England 2006-2022. Statista. Published 2023. Accessed April 24, 2023.

https://www.statista.com/statistics/418071/community-pharmacies-in-england/

2. Robards J. National population projections - Office for National Statistics. Published 2023. Accessed
April 24, 2023.
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojec
tions/bulletins/nationalpopulationprojections/2020basedinterim

3. Slater N, White S, Venables R, Frisher M. Factors associated with polypharmacy in primary care: a
cross-sectional analysis of data from The English Longitudinal Study of Ageing (ELSA). BMJ Open.
2018;8(3):e020270. doi:10.1136/bmjopen-2017-020270

4. Todd A, Copeland A, Husband A, Kasim A, Bambra C. The positive pharmacy care law: an area-level
analysis of the relationship between community pharmacy distribution, urbanity and social
deprivation in England. BMJ Open. 2014;4(8):e005764. doi:10.1136/bmjopen-2014-005764

5. Todd A, Thomson K, Kasim A, Bambra C. Cutting care clusters: the creation of an inverse pharmacy
care law? An area-level analysis exploring the clustering of community pharmacies in England. BMJ
Open. 2018;8(7):e022109. doi:10.1136/bmjopen-2018-022109

6. Howarth HD, Peterson GM, Jackson SL. Does rural and urban community pharmacy practice differ? A
narrative systematic review. Int J Pharm Pract. 2020;28(1):3-12. doi:10.1111/ijpp.12567

7. Nind J, Smith A, Scahill S, Marra CA. A Systematic Review of Independent and Chain Pharmacies
Effects on Medication Adherence. Pharmacy (Basel). 2022;10(5):124.
doi:10.3390/pharmacy10050124

8. UK health indicators - Office for National Statistics. Published 2022. Accessed April 24, 2023.
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectan
cies/bulletins/ukhealthindicators/2019to2020

9. Yusuff KB, Makhlouf AM, Ibrahim MI. Community pharmacists’ management of minor ailments in
developing countries: A systematic review of types, recommendations, information gathering and
counselling practices. Int J Clin Pract. 2021;75(10):e14424. doi:10.1111/ijcp.14424

10. Paudyal V, Watson MC, Sach T, et al. Are pharmacy-based minor ailment schemes a substitute for
other service providers? A systematic review. Br J Gen Pract. 2013;63(612):e472-481.
doi:10.3399/bjgp13X669194

11. Amador-Fernández N, Benrimoj SI, Olry de Labry Lima A, et al. Strengthening patients’ triage in
community pharmacies: A cluster randomised controlled trial to evaluate the clinical impact of a
minor ailment service. PLoS One. 2022;17(10):e0275252. doi:10.1371/journal.pone.0275252

12. Dineen-Griffin S, Benrimoj SI, Rogers K, Williams KA, Garcia-Cardenas V. Cluster randomised
controlled trial evaluating the clinical and humanistic impact of a pharmacist-led minor ailment
service. BMJ Qual Saf. 2020;29(11):921-931. doi:10.1136/bmjqs-2019-010608



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

46 

46 

13. Paudyal V, Cunningham S, Gibson Smith K, MacLure K, Ryan C, Cordina M. Methodological
considerations in clinical outcomes assessment of pharmacy-based minor ailments management: A
systematic review. PLoS One. 2018;13(10):e0205087. doi:10.1371/journal.pone.0205087

14. Dawoud DM, Haines A, Wonderling D, et al. Cost Effectiveness of Advanced Pharmacy Services
Provided in the Community and Primary Care Settings: A Systematic Review. Pharmacoeconomics.
2019;37(10):1241-1260. doi:10.1007/s40273-019-00814-4

15. Saramunee K, Ploylearmsang C, Chaiyasong S, Phimarn W, Sookaneknun P. Unit cost of common
illness management: a comparison between a primary care unit and a community pharmacy in
Thailand. Prim Health Care Res Dev. 2017;18(4):376-385. doi:10.1017/S1463423617000172

16. Amador-Fernández N, Benrimoj SI, García-Mochón L, et al. A cost utility analysis alongside a cluster-
randomised trial evaluating a minor ailment service compared to usual care in community pharmacy.
BMC Health Serv Res. 2021;21(1):1253. doi:10.1186/s12913-021-07188-4

17. Wu JHC, Khalid F, Langford BJ, et al. Community pharmacist prescribing of antimicrobials: A
systematic review from an antimicrobial stewardship perspective. Can Pharm J (Ott).
2021;154(3):179-192. doi:10.1177/1715163521999417

18. Cohen JF, Pauchard JY, Hjelm N, Cohen R, Chalumeau M. Efficacy and safety of rapid tests to guide
antibiotic prescriptions for sore throat. Cochrane Database of Systematic Reviews. 2020;(6).
doi:10.1002/14651858.CD012431.pub2

19. Lambert M, Smit CCH, De Vos S, et al. A systematic literature review and meta‐analysis of community
pharmacist‐led interventions to optimise the use of antibiotics. Br J Clin Pharmacol.
2022;88(6):2617-2641. doi:10.1111/bcp.15254

20. Ryan RE, Santesso N, Lowe D, et al. Interventions to improve safe and effective medicines use by
consumers: an overview of systematic reviews. Cochrane Database Syst Rev.
2014;2014(4):CD007768. doi:10.1002/14651858.CD007768.pub3

21. Laurant M, van der Biezen M, Wijers N, Watananirun K, Kontopantelis E, van Vught AJ. Nurses as
substitutes for doctors in primary care. Cochrane Database Syst Rev. 2018;7(7):CD001271.
doi:10.1002/14651858.CD001271.pub3

22. Public Health England. Atlas of Variation - OHID. Accessed April 24, 2023.
https://fingertips.phe.org.uk/profile/atlas-of-variation

23. Nazar ZJ, Nazar H, White S, Rutter P. A systematic review of the outcome data supporting the Healthy
Living Pharmacy concept and lessons from its implementation. PLoS One. 2019;14(3):e0213607.
doi:10.1371/journal.pone.0213607

24. Chokshi DA, Farley TA. The Cost-Effectiveness of Environmental Approaches to Disease Prevention. N
Engl J Med. 2012;367(4):295-297. doi:10.1056/NEJMp1206268

25. Thomson K, Hillier-Brown F, Walton N, Bilaj M, Bambra C, Todd A. The effects of community
pharmacy-delivered public health interventions on population health and health inequalities: A review
of reviews. Preventive Medicine. 2019;124:98-109. doi:10.1016/j.ypmed.2019.04.003



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

47 

47 

26. Steed L, Sohanpal R, Todd A, et al. Community pharmacy interventions for health promotion: effects
on professional practice and health outcomes. Cochrane Database Syst Rev. 2019;12(12):CD011207.
doi:10.1002/14651858.CD011207.pub2

27. Ward JL, Sparkes A, Ricketts M, et al. Development of a Positive Psychology Well-Being Intervention
in a Community Pharmacy Setting. Pharmacy (Basel). 2023;11(1):14. doi:10.3390/pharmacy11010014

28. Costa S, Cary M, Helling DK, Pereira J, Mateus C. An overview of systematic reviews of economic
evaluations of pharmacy-based public health interventions: addressing methodological challenges.
Syst Rev. 2019;8(1):272. doi:10.1186/s13643-019-1177-3

29. Nicotine vaping in England: 2022 evidence update main findings. GOV.UK. Accessed April 24, 2023.
https://www.gov.uk/government/publications/nicotine-vaping-in-england-2022-evidence-
update/nicotine-vaping-in-england-2022-evidence-update-main-findings

30. Association AL. Top 8 Strategies Big Tobacco Uses to Addict Kids to E-Cigarettes. Published 2022.
Accessed April 24, 2023. https://www.lung.org/research/sotc/by-the-numbers/8-things-industry-
ecigs

31. Hall R, Skopeliti C. UK health expert raises alarm at vaping ‘epidemic’ among teenagers. The
Guardian. https://www.theguardian.com/society/2023/mar/18/uk-health-expert-raises-alarm-at-
epidemic-of-vaping-among-teenagers. Published March 18, 2023. Accessed April 24, 2023.

32. Hartmann-Boycea J, Lindsona N, Butler AR, et al. Electronic cigarettes for smoking cessation.
Cochrane Database of Systematic Reviews. 2022;(11). doi:10.1002/14651858.CD010216.pub7

33. House of Commons. The regulation of e-cigarettes. 2022. Accessed April 24, 2023.
https://researchbriefings.files.parliament.uk/documents/CBP-8114/CBP-8114.pdf

34. Carson-Chahhoud KV, Livingstone-Banks J, Sharrad KJ, et al. Community pharmacy personnel
interventions for smoking cessation. Cochrane Database Syst Rev. 2019;2019(10):CD003698.
doi:10.1002/14651858.CD003698.pub3

35. O’Reilly E, Frederick E, Palmer E. Models for pharmacist-delivered tobacco cessation services: a
systematic review. J Am Pharm Assoc (2003). 2019;59(5):742-752. doi:10.1016/j.japh.2019.05.022

36. Jumbe S, Madurasinghe VW, James WY, et al. STOP— a training intervention to optimise treatment
for smoking cessation in community pharmacies: cluster randomised controlled trial. BMC Medicine.
2022;20(1):212. doi:10.1186/s12916-022-02412-2

37. Brown TJ, Todd A, O’Malley C, et al. Community pharmacy-delivered interventions for public health
priorities: a systematic review of interventions for alcohol reduction, smoking cessation and weight
management, including meta-analysis for smoking cessation. BMJ Open. 2016;6(2):e009828.
doi:10.1136/bmjopen-2015-009828

38. Dhital R, Norman I, Whittlesea C, Murrells T, McCambridge J. The effectiveness of brief alcohol
interventions delivered by community pharmacists: randomized controlled trial. Addiction.
2015;110(10):1586-1594. doi:10.1111/add.12994

39. Stewart D, van Dongen A, Watson M, et al. A pilot cluster randomised trial of the Medicinesand
Alcohol Consultation (MAC): an intervention to discuss alcohol use in community pharmacy medicine
review services. BMC Health Services Research. 2020;20(1):943. doi:10.1186/s12913-020-05797-z



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

48 

48 

40. Le LM, Veettil SK, Donaldson D, et al. The impact of pharmacist involvement on immunization uptake
and other outcomes: An updated systematic review and meta-analysis. J Am Pharm Assoc (2003).
2022;62(5):1499-1513.e16. doi:10.1016/j.japh.2022.06.008

41. Murray E, Bieniek K, Del Aguila M, et al. Impact of pharmacy intervention on influenza vaccination
acceptance: a systematic literature review and meta-analysis. Int J Clin Pharm. 2021;43(5):1163-1172.
doi:10.1007/s11096-021-01250-1

42. Perman S, Kwiatkowska RM, Gjini A. Do community pharmacists add value to routine immunization
programmes? A review of the evidence from the UK. J Public Health (Oxf). 2018;40(4):e510-e520.
doi:10.1093/pubmed/fdy021

43. Kc B, Alrasheedy AA, Leggat PA, et al. Types and outcomes of pharmacist-managed travel health
services: A systematic review. Travel Med Infect Dis. 2023;51:102494.
doi:10.1016/j.tmaid.2022.102494

44. Jones L, Pickering L, Sumnall H, McVeigh J, Bellis MA. Optimal provision of needle and syringe
programmes for injecting drug users: A systematic review. International Journal of Drug Policy.
2010;21(5):335-342. doi:10.1016/j.drugpo.2010.02.001

45. 1 Recommendations | Needle and syringe programmes | Guidance | NICE. Published March 26, 2014.
Accessed April 17, 2023. https://www.nice.org.uk/guidance/ph52/chapter/1-
Recommendations#recommendation-8-provide-community-pharmacy-based-needle-and-syringe-
programmes

46. World Health Organization. Guide to starting and managing needle and syringe programmes.
Published 2007. Accessed April 17, 2023. https://www.who.int/publications-detail-redirect/guide-to-
starting-and-managing-needle-and-syringe-programmes

47. Sweeney S, Ward Z, Platt L, et al. Evaluating the cost-effectiveness of existing needle and syringe
programmes in preventing hepatitis C transmission in people who inject drugs: Cost-effectiveness of
needle and syringe provision. Addiction. 2019;114(3):560-570. doi:10.1111/add.14519

48. January: Needle and syringe programmes | News and features | University of Bristol. Published 2019.
Accessed April 20, 2023. https://www.bristol.ac.uk/news/2019/january/nsp.html

49. Chirewa B, Wakhisi A. Emergency hormonal contraceptive service provision via community
pharmacies in the UK: a systematic review of pharmacists’ and young women’s views, perspectives and
experiences. Perspect Public Health. 2020;140(2):108-116. doi:10.1177/1757913919867356

50. Thomas CM, Schmid R, Cameron S. Is it worth paying more for emergency hormonal contraception?
The cost-effectiveness of ulipristal acetate versus levonorgestrel 1.5 mg. BMJ Sexual & Reproductive
Health. 2010;36(4):197-201. doi:10.1783/147118910793048656

51. Use of effective contraception following provision of the progestogen-only pill for women presenting to
community pharmacies for emergency contraception (Bridge-It): a pragmatic cluster-randomised
crossover trial - PubMed. Accessed April 16, 2023.
https://pubmed.ncbi.nlm.nih.gov/33189179/#:~:text=No%20serious%20adverse%20events%20occu
rred,subsequent%20use%20of%20effective%20contraception.



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

49 

49 

52. Ayele AA, Islam MS, Cosh S, East L. Involvement and practice of community pharmacists in maternal
and child health services: A systematic review. Research in Social and Administrative Pharmacy.
2021;17(4):643-652. doi:10.1016/j.sapharm.2020.07.035

53. Buss VH, Deeks LS, Shield A, Kosari S, Naunton M. Analytical quality and effectiveness of point-of-
care testing in community pharmacies: A systematic literature review. Res Social Adm Pharm.
2019;15(5):483-495. doi:10.1016/j.sapharm.2018.07.013

54. Wright D, Little R, Turner D, Thornley T. Diabetes Screening Through Community Pharmacies in
England: A Cost-Effectiveness Study. Pharmacy (Basel). 2019;7(1):30.
doi:10.3390/pharmacy7010030

55. Miller P, Newby D, Walkom E, Schneider J, Li SC. Depression screening in adults by pharmacists in
the community: a systematic review. Int J Pharm Pract. 2020;28(5):428-440. doi:10.1111/ijpp.12661

56. Kirkdale CL, Archer Z, Thornley T, et al. Accessing Mole-Scanning through Community Pharmacy: A
Pilot Service in Collaboration with Dermatology Specialists. Pharmacy (Basel). 2020;8(4):231.
doi:10.3390/pharmacy8040231

57. Elliott RA, Boyd MJ, Tanajewski L, et al. “New Medicine Service”: supporting adherence in people
starting a new medication for a long-term condition: 26-week follow-up of a pragmatic randomised
controlled trial. BMJ Qual Saf. 2020;29(4):286-295. doi:10.1136/bmjqs-2018-009177

58. Rajiah K, Sivarasa S, Maharajan MK. Impact of Pharmacists’ Interventions and Patients’ Decision on
Health Outcomes in Terms of Medication Adherence and Quality Use of Medicines among Patients
Attending Community Pharmacies: A Systematic Review. Int J Environ Res Public Health.
2021;18(9):4392. doi:10.3390/ijerph18094392

59. Smaje A, Weston-Clark M, Raj R, Orlu M, Davis D, Rawle M. Factors associated with medication
adherence in older patients: A systematic review. Aging Med (Milton). 2018;1(3):254-266.
doi:10.1002/agm2.12045

60. Silva R de OS, Macêdo LA, Júnior GA dos S, Aguiar PM, Júnior DP de L. Pharmacist-participated
medication review in different practice settings: Service or intervention? An overview of systematic
reviews. PLOS ONE. 2019;14(1):e0210312. doi:10.1371/journal.pone.0210312

61. Nguyen E, Sobieraj DM. The impact of appointment-based medication synchronization on medication
taking behaviour and health outcomes: A systematic review. J Clin Pharm Ther. 2017;42(4):404-413.
doi:10.1111/jcpt.12554

62. Milosavljevic A, Aspden T, Harrison J. Community pharmacist-led interventions and their impact on
patients’ medication adherence and other health outcomes: a systematic review. Int J Pharm Pract.
2018;26(5):387-397. doi:10.1111/ijpp.12462

63. Patti M, Renfro CP, Posey R, Wu G, Turner K, Ferreri SP. Systematic review of medication
synchronization in community pharmacy practice. Res Social Adm Pharm. 2019;15(11):1281-1288.
doi:10.1016/j.sapharm.2018.11.008

64. Almunef M, Mason J, Curtis C, Jalal Z. Young People and the Management of Chronic Illness by
Primary Care Pharmacists: A Systematic Review. Pharmacy (Basel). 2019;7(3):89.
doi:10.3390/pharmacy7030089



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

50 

50 

65. Yuan C, Ding Y, Zhou K, Huang Y, Xi X. Clinical outcomes of community pharmacy services: A
systematic review and meta-analysis. Health Soc Care Community. 2019;27(5):e567-e587.
doi:10.1111/hsc.12794

66. Newman TV, San-Juan-Rodriguez A, Parekh N, et al. Impact of community pharmacist-led
interventions in chronic disease management on clinical, utilization, and economic outcomes: An
umbrella review. Res Social Adm Pharm. 2020;16(9):1155-1165. doi:10.1016/j.sapharm.2019.12.016

67. Babar ZUD, Kousar R, Murtaza G, Azhar S, Khan SA, Curley L. Randomized controlled trials covering
pharmaceutical care and medicines management: A systematic review of literature. Res Social Adm
Pharm. 2018;14(6):521-539. doi:10.1016/j.sapharm.2017.06.008

68. Al-Arkee S, Al-Ani O. Community pharmacist-led interventions to improve medication adherence in
patients with cardiovascular disease: a systematic review of randomised controlled trials. Int J Pharm
Pract. Published online February 23, 2023:riad013. doi:10.1093/ijpp/riad013

69. Cheema E, Sutcliffe P, Weickert MO, Singer DRJ. A randomised controlled trial of the impact of
structured written and verbal advice by community pharmacists on improving hypertension education
and control in patients with high blood pressure. Eur J Clin Pharmacol. 2018;74(11):1391-1395.
doi:10.1007/s00228-018-2519-0

70. Al-Babtain B, Cheema E, Hadi MA. Impact of community-pharmacist-led medication review
programmes on patient outcomes: A systematic review and meta-analysis of randomised controlled
trials. Res Social Adm Pharm. 2022;18(4):2559-2568. doi:10.1016/j.sapharm.2021.04.022

71. Anthony BF, Surgey A, Hiscock J, Williams NH, Charles JM. General medical services by non-medical
health professionals: a systematic quantitative review of economic evaluations in primary care. Br J
Gen Pract. 2019;69(682):e304-e313. doi:10.3399/bjgp19X702425

72. Presley B, Groot W, Pavlova M. Pharmacy-led interventions to improve medication adherence among
adults with diabetes: A systematic review and meta-analysis. Res Social Adm Pharm. 2019;15(9):1057-
1067. doi:10.1016/j.sapharm.2018.09.021

73. Al Assaf S, Zelko R, Hanko B. The Effect of Interventions Led by Community Pharmacists in Primary
Care for Adults with Type 2 Diabetes Mellitus on Therapeutic Adherence and HbA1c Levels: A
Systematic Review. Int J Environ Res Public Health. 2022;19(10):6188. doi:10.3390/ijerph19106188

74. Oñatibia-Astibia A, Malet-Larrea A, Gastelurrutia MÁ, Calvo B, Goyenechea E. Community pharmacist
interventions to improve adherence to lipid lowering medication and their influence on clinical
outcomes: A systematic review and meta-analysis. J Eval Clin Pract. 2021;27(2):451-463.
doi:10.1111/jep.13451

75. Coutureau C, Slimano F, Mongaret C, Kanagaratnam L. Impact of Pharmacists-Led Interventions in
Primary Care for Adults with Type 2 Diabetes on HbA1c Levels: A Systematic Review and Meta-
Analysis. Int J Environ Res Public Health. 2022;19(6):3156. doi:10.3390/ijerph19063156

76. Mahdavi H, Esmaily H. Impact of educational intervention by community pharmacists on asthma
clinical outcomes, quality of life and medication adherence: A systematic review and meta-analysis. J
Clin Pharm Ther. 2021;46(5):1254-1262. doi:10.1111/jcpt.13419

77. Dokbua S, Dilokthornsakul P, Chaiyakunapruk N, Saini B, Krass I, Dhippayom T. Effects of an Asthma
Self-Management Support Service Provided by Community Pharmacists: A Systematic Review and



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

51 

51 

Meta-Analysis. J Manag Care Spec Pharm. 2018;24(11):1184-1196. 
doi:10.18553/jmcp.2018.24.11.1184 

78. Mubarak N, Hatah E, Khan TM, Zin CS. A systematic review and meta-analysis of the impact of
collaborative practice between community pharmacist and general practitioner on asthma
management. J Asthma Allergy. 2019;12:109-153. doi:10.2147/JAA.S202183

79. O’Dwyer S, Greene G, MacHale E, et al. Personalized Biofeedback on Inhaler Adherence and
Technique by Community Pharmacists: A Cluster Randomized Clinical Trial. J Allergy Clin Immunol
Pract. 2020;8(2):635-644. doi:10.1016/j.jaip.2019.09.008

80. Abdulsalim S, Unnikrishnan MK, Manu MK, Alrasheedy AA, Godman B, Morisky DE. Structured
pharmacist-led intervention programme to improve medication adherence in COPD patients: A
randomized controlled study. Res Social Adm Pharm. 2018;14(10):909-914.
doi:10.1016/j.sapharm.2017.10.008

81. Manfrin A, Tinelli M, Thomas T, Krska J. A cluster randomised control trial to evaluate the
effectiveness and cost-effectiveness of the Italian medicines use review (I-MUR) for asthma patients.
BMC Health Services Research. 2017;17(1):300. doi:10.1186/s12913-017-2245-9

82. Gordois A, Armour C, Brillant M, et al. Cost-Effectiveness Analysis of a Pharmacy Asthma Care
Program in Australia. Dis-Manage-Health-Outcomes. 2007;15(6):387-396. doi:10.2165/00115677-
200715060-00006

83. Brown JVE, Walton N, Meader N, et al. Pharmacy-based management for depression in adults.
Cochrane Database Syst Rev. 2019;12(12):CD013299. doi:10.1002/14651858.CD013299.pub2

84. Stuhec M, Zelko E. A Collaborative Care Model between General Practitioners and Clinical
Pharmacists in a Community Health Centre Setting in Depression Treatment. Psychiatr Danub.
2021;33(Suppl 4):1261-1266.

85. Ashkanani FZ, Lindsey L, Rathbone AP. A systematic review and thematic synthesis exploring the role
of pharmacists in supporting better sleep health and managing sleep disorders. International Journal
of Pharmacy Practice. 2023;31(2):153-164. doi:10.1093/ijpp/riac102

86. Ahmed A, Dujaili JA, Hashmi FK, Awaisu A, Chaiyakunapruk N, Hasan SS. The economic impact of
pharmacist care for people living with HIV/AIDS: A systematic review. Explor Res Clin Soc Pharm.
2021;3:100066. doi:10.1016/j.rcsop.2021.100066

87. Wong YJ, Ng KY, Lee SWH. Community pharmacists-led interventions in tuberculosis care: A
systematic review. Res Social Adm Pharm. 2023;19(1):5-15. doi:10.1016/j.sapharm.2022.09.001

88. Iqbal A, David Knaggs R, Anderson C, Toh LS. Role of pharmacists in optimising opioid therapy for
chronic non-malignant pain; A systematic review. Res Social Adm Pharm. 2022;18(3):2352-2366.
doi:10.1016/j.sapharm.2020.11.014

89. Jordan M, Latif A, Mullan J, Chen TF. Opioid medicines management in primary care settings: A
scoping review of quantitative studies of pharmacist activities. Br J Clin Pharmacol.
2021;87(12):4504-4533. doi:10.1111/bcp.14915

90. Gondora N, Versteeg SG, Carter C, et al. The role of pharmacists in opioid stewardship: A scoping
review. Res Social Adm Pharm. 2022;18(5):2714-2747. doi:10.1016/j.sapharm.2021.06.018



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

52 

52 

91. NHS England. NHS England » Items which should not be routinely prescribed in primary care:
Guidance for CCGs. Published 2019. Accessed April 24, 2023.
https://www.england.nhs.uk/publication/items-which-should-not-be-routinely-prescribed-in-
primary-care-guidance-for-ccgs/

92. Zhang F, Mamtani R, Scott FI, Goldberg DS, Haynes K, Lewis JD. Increasing Use of Prescription
Drugs in the United Kingdom. Pharmacoepidemiol Drug Saf. 2016;25(6):628-636.
doi:10.1002/pds.3947

93. Walker AJ, Curtis HJ, Bacon S, Croker R, Goldacre B. Trends and variation in prescribing of low-
priority treatments identified by NHS England: a cross-sectional study and interactive data tool in
English primary care. J R Soc Med. 2018;111(6):203-213. doi:10.1177/0141076818769408

94. Pouwels KB, Dolk FCK, Smith DRM, Smieszek T, Robotham JV. Explaining variation in antibiotic
prescribing between general practices in the UK. Journal of Antimicrobial Chemotherapy.
2018;73(suppl_2):ii27-ii35. doi:10.1093/jac/dkx501

95. Curtis HJ, Walker AJ, Mahtani KR, Goldacre B. Time trends and geographical variation in prescribing
of antibiotics in England 1998–2017. Journal of Antimicrobial Chemotherapy. 2019;74(1):242-250.
doi:10.1093/jac/dky377

96. Inside the UK’s Medicine Cabinets. Guides. Published December 8, 2021. Accessed April 26, 2023.
https://www.chemist-4-u.com/guides/pharmaceutical-advice/uk-medicine-cabinets/

97. Hub and spoke dispensing. GOV.UK. Published 2021. Accessed April 24, 2023.
https://www.gov.uk/government/consultations/hub-and-spoke-dispensing/hub-and-spoke-
dispensing

98. Yemm R, Jones C, Mitoko T. Displaying medication costs on dispensing labels as a strategy to reduce
wastage: views of the Welsh general public. Integrated Pharmacy Research & Practice. 2017;6:173.
doi:10.2147/IPRP.S145567

99. NHS Prescriptions (Drug Tariff Labelling) - Hansard - UK Parliament. Published April 26, 2023.
Accessed April 26, 2023. https://hansard.parliament.uk/Commons/2022-10-25/debates/3E1587A3-
3B3F-4974-8700-92C5F5E8B542/NHSPrescriptions(DrugTariffLabelling)

100. Department of Health and Social Care. Good for you, good for us, good for everybody: a plan to reduce
overprescribing to make patient care better and safer, support the NHS, and reduce carbon emissions.
Published online 2021.

101. Pizetta B, Raggi LG, Rocha KSS, Cerqueira-Santos S, de Lyra-Jr DP, Dos Santos Júnior GA. Does drug
dispensing improve the health outcomes of patients attending community pharmacies? A systematic
review. BMC Health Serv Res. 2021;21(1):764. doi:10.1186/s12913-021-06770-0

102. Morecroft CW, Ashcroft DM, Noyce P. Repeat dispensing of prescriptions in community pharmacies: a
systematic review of the UK literature. International Journal of Pharmacy Practice. 2006;14(1):11-19.
doi:10.1211/ijpp.14.1.0003

103. Moecker R, Terstegen T, Haefeli WE, Seidling HM. The influence of intervention complexity on
barriers and facilitators in the implementation of professional pharmacy services - A systematic
review. Res Social Adm Pharm. 2021;17(10):1651-1662. doi:10.1016/j.sapharm.2021.01.013



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

53 

53 

104. Frost TP, Adams AJ. Tech-Check-Tech in Community Pharmacy Practice Settings. J Pharm Technol.
2017;33(2):47-52. doi:10.1177/8755122516683519

105. Adams AJ, Martin SJ, Stolpe SF. “Tech-check-tech”: a review of the evidence on its safety and benefits.
Am J Health Syst Pharm. 2011;68(19):1824-1833. doi:10.2146/ajhp110022

106. Snoswell CL. A meta-analysis of pharmacists and pharmacy technicians’ accuracy checking
proficiency. Res Social Adm Pharm. 2020;16(6):760-765. doi:10.1016/j.sapharm.2019.08.028

107. Campbell PJ, Patel M, Martin JR, et al. Systematic review and meta-analysis of community pharmacy
error rates in the USA: 1993-2015. BMJ Open Qual. 2018;7(4):e000193. doi:10.1136/bmjoq-2017-
000193

108. Hsu HF, Chen KM, Belcastro F, Chen YF. Polypharmacy and pattern of medication use in community-
dwelling older adults: A systematic review. J Clin Nurs. 2021;30(7-8):918-928. doi:10.1111/jocn.15595

109. Polypharmacy: getting the balance right. West of England Academic Health Science Network.
Accessed April 15, 2023. https://www.weahsn.net/our-work/transforming-services-and-
systems/polypharmacy/

110. Zaninotto P, Huang YT, Di Gessa G, Abell J, Lassale C, Steptoe A. Polypharmacy is a risk factor for
hospital admission due to a fall: evidence from the English Longitudinal Study of Ageing. BMC Public
Health. 2020;20(1):1804. doi:10.1186/s12889-020-09920-x

111. Falls in the over 65s cost NHS £4.6 million a day. Age UK. Published June 2010. Accessed April 15,
2023. https://www.ageuk.org.uk/latest-press/archive/falls-over-65s-cost-
nhs/?_ga=2.17313913.1332090488.1681551859-2070358721.1681551859

112. Falls in older people: assessing risk and prevention. Guidance. NICE. Published June 12, 2013.
Accessed April 15, 2023.
https://www.nice.org.uk/guidance/cg161/chapter/introduction?_ga=2.204872016.1332090488.1681
551859-2070358721.1681551859

113. Reeve E, Jordan V, Thompson W, et al. Withdrawal of antihypertensive drugs in older people.
Cochrane Database Syst Rev. 2020;6(6):CD012572. doi:10.1002/14651858.CD012572.pub2

114. Soler O, Barreto JOM. Community-Level Pharmaceutical Interventions to Reduce the Risks of
Polypharmacy in the Elderly: Overview of Systematic Reviews and Economic Evaluations. Front
Pharmacol. 2019;10:302. doi:10.3389/fphar.2019.00302

115. Christopher CM, Kc B, Blebil A, et al. Clinical and Humanistic Outcomes of Community Pharmacy-
Based Healthcare Interventions Regarding Medication Use in Older Adults: A Systematic Review and
Meta-Analysis. Healthcare (Basel). 2021;9(11):1577. doi:10.3390/healthcare9111577

116. Cross AJ, Elliott RA, Petrie K, Kuruvilla L, George J. Interventions for improving medication-taking
ability and adherence in older adults prescribed multiple medications. Cochrane Database Syst Rev.
2020;5(5):CD012419. doi:10.1002/14651858.CD012419.pub2

117. Faulkner L, Hughes CM, Barry HE. Interventions to improve medicines optimisation in older people
with frailty in primary care: a systematic review. Int J Pharm Pract. 2022;30(4):297-304.
doi:10.1093/ijpp/riac036



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

54 

54 

118. Tan ECK, Stewart K, Elliott RA, George J. Pharmacist services provided in general practice clinics: a
systematic review and meta-analysis. Res Social Adm Pharm. 2014;10(4):608-622.
doi:10.1016/j.sapharm.2013.08.006

119. Maskrey M, Johnson CF, Cormack J, Ryan M, Macdonald H. Releasing GP capacity with pharmacy
prescribing support and New Ways of Working: a prospective observational cohort study. Br J Gen
Pract. 2018;68(675):e735-e742. doi:10.3399/bjgp18X699137

120. Abrahamsen B, Hansen RN, Rossing C. For which patient subgroups are there positive outcomes from
a medication review? A systematic review. Pharm Pract (Granada). 2020;18(4):1976.
doi:10.18549/PharmPract.2020.4.1976

121. Romano S, Figueira D, Teixeira I, Perelman J. Deprescribing Interventions among Community-
Dwelling Older Adults: A Systematic Review of Economic Evaluations. Pharmacoeconomics.
2022;40(3):269-295. doi:10.1007/s40273-021-01120-8

122. Bužančić I, Kummer I, Držaić M, Ortner Hadžiabdić M. Community-based pharmacists’ role in
deprescribing: A systematic review. Br J Clin Pharmacol. 2022;88(2):452-463. doi:10.1111/bcp.14947

123. Alqenae FA, Steinke D, Keers RN. Prevalence and Nature of Medication Errors and Medication-
Related Harm Following Discharge from Hospital to Community Settings: A Systematic Review. Drug
Saf. 2020;43(6):517-537. doi:10.1007/s40264-020-00918-3

124. Coffey A, Leahy-Warren P, Savage E, et al. Interventions to Promote Early Discharge and Avoid
Inappropriate Hospital (Re)Admission: A Systematic Review. Int J Environ Res Public Health.
2019;16(14):2457. doi:10.3390/ijerph16142457

125. Khalil H, Bell B, Chambers H, Sheikh A, Avery AJ. Professional, structural and organisational
interventions in primary care for reducing medication errors. Cochrane Database of Systematic
Reviews. 2017;(10). doi:10.1002/14651858.CD003942.pub3

126. Foot H, Scott I, Sturman N, et al. Impact of pharmacist and physician collaborations in primary care
on reducing readmission to hospital: A systematic review and meta-analysis. Res Social Adm Pharm.
2022;18(6):2922-2943. doi:10.1016/j.sapharm.2021.07.015

127. Thomas R, Huntley AL, Mann M, et al. Pharmacist-led interventions to reduce unplanned admissions
for older people: a systematic review and meta-analysis of randomised controlled trials. Age Ageing.
2014;43(2):174-187. doi:10.1093/ageing/aft169

128. Kooyman CDA, Witry MJ. The developing role of community pharmacists in facilitating care
transitions: A systematic review. J Am Pharm Assoc (2003). 2019;59(2):265-274.
doi:10.1016/j.japh.2018.11.009

129. Heaton PC, Frede S, Kordahi A, et al. Improving care transitions through medication therapy
management: A community partnership to reduce readmissions in multiple health-systems. J Am
Pharm Assoc (2003). 2019;59(3):319-328. doi:10.1016/j.japh.2019.01.005

130. Assiri GA, Shebl NA, Mahmoud MA, et al. What is the epidemiology of medication errors, error-related
adverse events and risk factors for errors in adults managed in community care contexts? A systematic
review of the international literature. BMJ Open. 2018;8(5):e019101. doi:10.1136/bmjopen-2017-
019101



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

55 

55 

131. Alldred DP, Kennedy MC, Hughes C, Chen TF, Miller P. Interventions to optimise prescribing for older
people in care homes. Cochrane Database Syst Rev. 2016;2(2):CD009095.
doi:10.1002/14651858.CD009095.pub3

132. Thomsen LA, Winterstein AG, Søndergaard B, Haugbølle LS, Melander A. Systematic review of the
incidence and characteristics of preventable adverse drug events in ambulatory care. Ann
Pharmacother. 2007;41(9):1411-1426. doi:10.1345/aph.1H658

133. Bou Malham C, El Khatib S, Cestac P, Andrieu S, Rouch L, Salameh P. Impact of pharmacist-led
interventions on patient care in ambulatory care settings: A systematic review. Int J Clin Pract.
2021;75(11):e14864. doi:10.1111/ijcp.14864

134. Choi YJ, Kim H. Effect of pharmacy-led medication reconciliation in emergency departments: A
systematic review and meta-analysis. J Clin Pharm Ther. 2019;44(6):932-945. doi:10.1111/jcpt.13019

135. Ababneh BF, Ong SC, Mahmoud F, Alsaloumi L, Hussain R. Attitudes, awareness, and perceptions of
general public and pharmacists toward the extended community pharmacy services and drive-thru
pharmacy services: a systematic review. J Pharm Policy Pract. 2023;16(1):37. doi:10.1186/s40545-
023-00525-4

136. Crilly P, Kayyali R. A Systematic Review of Randomized Controlled Trials of Telehealth and Digital
Technology Use by Community Pharmacists to Improve Public Health. Pharmacy (Basel).
2020;8(3):137. doi:10.3390/pharmacy8030137

137. Pathak S, Blanchard CM, Moreton E, Urick BY. A Systematic Review of the Effect of Telepharmacy
Services in the Community Pharmacy Setting on Care Quality and Patient Safety. J Health Care Poor
Underserved. 2021;32(2):737-750. doi:10.1353/hpu.2021.0102

138. Ranchon F, Chanoine S, Lambert-Lacroix S, Bosson JL, Moreau-Gaudry A, Bedouch P. Development
of artificial intelligence powered apps and tools for clinical pharmacy services: A systematic review. Int
J Med Inform. 2023;172:104983. doi:10.1016/j.ijmedinf.2022.104983

139. Lim Jit Fan C, Boon Kwang G, Chee Wing Ling V, Woh Peng T, Goh Qiuling B. Remodeling the
Medication Collection Process With Prescription in Locker Box (PILBOX): Prospective Cross-sectional
Study. J Med Internet Res. 2022;24(6):e23266. doi:10.2196/23266

140. Yeo YL, Chang CT, Chew CC, Rama S. Contactless medicine lockers in outpatient pharmacy: A safe
dispensing system during the COVID-19 pandemic. Res Social Adm Pharm. 2021;17(5):1021-1023.
doi:10.1016/j.sapharm.2020.11.011

141. Sng Y, Ong CK, Lai YF. Approaches to outpatient pharmacy automation: a systematic review. Eur J
Hosp Pharm. 2019;26(3):157-162. doi:10.1136/ejhpharm-2017-001424

142. Now or never: Shaping pharmacy for the future | RPS. Accessed November 16, 2022.
https://www.rpharms.com/resources/reports/now-or-never-shaping-pharmacy-for-the-future

143. Murray. R. Community Pharmacy Clinical Services Review. 2016. Accessed April 19, 2023.
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2016/12/community-
pharm-clncl-serv-rev.pdf

144. Weir NM, Newham R, Dunlop E, Bennie M. Factors influencing national implementation of
innovations within community pharmacy: a systematic review applying the Consolidated Framework



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

56 

56 

for Implementation Research. Implementation Science. 2019;14(1):21. doi:10.1186/s13012-019-0867-
5 

145. Sanyal C, Husereau DR. Community-Based Services by Pharmacists: A Systematic Review of Cost-
Utility Analyses. Value in Health. 2019;22(12):1450-1457. doi:10.1016/j.jval.2019.08.013

146. Sanyal C, Husereau D. Systematic Review of Economic Evaluations of Services Provided by
Community Pharmacists. Appl Health Econ Health Policy. 2020;18(3):375-392. doi:10.1007/s40258-
019-00535-x

147. de Barra M, Scott CL, Scott NW, et al. Pharmacist services for non-hospitalised patients. Cochrane
Database Syst Rev. 2018;9(9):CD013102. doi:10.1002/14651858.CD013102

148. Michel DE, Tonna AP, Dartsch DC, Weidmann AE. Experiences of key stakeholders with the
implementation of medication reviews in community pharmacies: A systematic review using the
Consolidated Framework for Implementation Research (CFIR). Res Social Adm Pharm.
2022;18(6):2944-2961. doi:10.1016/j.sapharm.2021.07.017

149. El-Den S, Lee YLE, Gide DN, O’Reilly CL. Stakeholders’ Acceptability of Pharmacist-Led Screening in
Community Pharmacies: A Systematic Review. Am J Prev Med. 2022;63(4):636-646.
doi:10.1016/j.amepre.2022.04.023

150. Zeater S, Benrimoj SI, Fernandez-Llimos F, Garcia-Cardenas V. A model for the financial assessment
of professional services in community pharmacy: A systematic review. J Am Pharm Assoc (2003).
2019;59(1):108-116.e1. doi:10.1016/j.japh.2018.04.029

151. Wickware C. Community pharmacy “conflict of interest” must be tackled in prescribing pilots, says
deputy chief pharmaceutical officer. The Pharmaceutical Journal. Published October 17, 2022.
Accessed April 18, 2023. https://pharmaceutical-journal.com/article/news/community-pharmacy-
conflict-of-interest-must-be-tackled-in-prescribing-pilots-says-deputy-chief-pharmaceutical-officer

152. Lim D, Emery J, Lewis J, Sunderland VB. A systematic review of the literature comparing the practices
of dispensing and non-dispensing doctors. Health Policy. 2009;92(1):1-9.
doi:10.1016/j.healthpol.2009.01.008

153. Brax H, Fadlallah R, Al-Khaled L, et al. Association between physicians’ interaction with
pharmaceutical companies and their clinical practices: A systematic review and meta-analysis. PLoS
One. 2017;12(4):e0175493. doi:10.1371/journal.pone.0175493

154. Goldacre B, Reynolds C, Powell-Smith A, et al. Do doctors in dispensing practices with a financial
conflict of interest prescribe more expensive drugs? A cross-sectional analysis of English primary care
prescribing data. BMJ Open. 2019;9(2):e026886. doi:10.1136/bmjopen-2018-026886

155. Allan GM, Lexchin J, Wiebe N. Physician awareness of drug cost: a systematic review. PLoS Med.
2007;4(9):e283. doi:10.1371/journal.pmed.0040283

156. Yokoi M, Tashiro T. Influence of the Separation of Prescription and Dispensation of Medicine on Its
Cost in Japanese Prefectures. Glob J Health Sci. 2014;6(4):57-62. doi:10.5539/gjhs.v6n4p57

157. Tiong JJL, Mai CW, Gan PW, Johnson J, Mak VSL. Separation of prescribing and dispensing in
Malaysia: the history and challenges. International Journal of Pharmacy Practice. 2016;24(4):302-
305. doi:10.1111/ijpp.12244



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

57 

57 

158. Chou Y. Impact of separating drug prescribing and dispensing on provider behaviour: Taiwan’s
experience. Health Policy and Planning. 2003;18(3):316-329. doi:10.1093/heapol/czg038

159. Eades CE, Ferguson JS, O’Carroll RE. Public health in community pharmacy: a systematic review of
pharmacist and consumer views. BMC Public Health. 2011;11:582. doi:10.1186/1471-2458-11-582

160. Dhital R, Sakulwach S, Robert G, Vasilikou C, Sin J. Systematic review on the effects of the physical
and social aspects of community pharmacy spaces on service users and staff. Perspect Public Health.
2022;142(2):77-93. doi:10.1177/17579139221080608

161. Gauly J, Ross J, Hall I, Soda I, Atherton H. Pharmacy-based sexual health services: a systematic
review of experiences and attitudes of pharmacy users and pharmacy staff. Sex Transm Infect.
2019;95(7):488-495. doi:10.1136/sextrans-2019-054096

162. Hindi AMK, Schafheutle EI, Jacobs S. Patient and public perspectives of community pharmacies in the
United Kingdom: A systematic review. Health Expect. 2018;21(2):409-428. doi:10.1111/hex.12639

163. Anderson C, Blenkinsopp A, Armstrong M. Feedback from community pharmacy users on the
contribution of community pharmacy to improving the public’s health: a systematic review of the peer
reviewed and non-peer reviewed literature 1990-2002. Health Expect. 2004;7(3):191-202.
doi:10.1111/j.1369-7625.2004.00274.x

164. Patel PM, Vaidya V, Osundina F, Comoe DA. Determining patient preferences of community pharmacy
attributes: A systematic review. J Am Pharm Assoc (2003). 2020;60(2):397-404.
doi:10.1016/j.japh.2019.10.008

165. Qudah B, Thakur T, Chewning B. Factors influencing patient participation in medication counseling at
the community pharmacy: A systematic review. Res Social Adm Pharm. 2021;17(11):1863-1876.
doi:10.1016/j.sapharm.2021.03.005

166. Bhagavathula AS, Obamiro K, Hussain Z, Tesfaye W. Workplace violence against pharmacists: A
systematic review and meta-analysis. J Am Pharm Assoc (2003). 2023;63(1):23-31.
doi:10.1016/j.japh.2022.07.012

167. Spelten E, Thomas B, O’Meara PF, Maguire BJ, FitzGerald D, Begg SJ. Organisational interventions
for preventing and minimising aggression directed towards healthcare workers by patients and patient
advocates. Cochrane Database Syst Rev. 2020;4(4):CD012662.
doi:10.1002/14651858.CD012662.pub2

168. NHS England » Next steps for integrating primary care: Fuller stocktake report. Published 2022.
Accessed April 24, 2023. https://www.england.nhs.uk/publication/next-steps-for-integrating-
primary-care-fuller-stocktake-report/

169. NHS England » Medicines: improving outcomes and value. Published 2023. Accessed April 24, 2023.
https://www.england.nhs.uk/medicines-2/

170. OECD. Realising the Potential of Primary Health Care. Published 2020. Accessed April 3, 2023.
https://www.oecd.org/health/realising-the-potential-of-primary-health-care-a92adee4-en.htm

171. El-Awaisi A, Joseph S, El Hajj MS, Diack L. A comprehensive systematic review of pharmacy
perspectives on interprofessional education and collaborative practice. Res Social Adm Pharm.
2018;14(10):863-882. doi:10.1016/j.sapharm.2017.11.001



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

58 

58 

172. Hindi AMK, Jacobs S, Schafheutle EI. Solidarity or dissonance? A systematic review of pharmacist and
GP views on community pharmacy services in the UK. Health Soc Care Community. 2019;27(3):565-
598. doi:10.1111/hsc.12618

173. Bollen A, Harrison R, Aslani P, van Haastregt JCM. Factors influencing interprofessional collaboration
between community pharmacists and general practitioners-A systematic review. Health Soc Care
Community. 2019;27(4):e189-e212. doi:10.1111/hsc.12705

174. Ogundipe A, Sim TF, Emmerton L. Health information communication technology evaluation
frameworks for pharmacist prescribing: A systematic scoping review. Res Social Adm Pharm.
2023;19(2):218-234. doi:10.1016/j.sapharm.2022.09.010

175. Aly M, Schneider CR, Sukkar MB, Lucas C. Educational needs of community pharmacy staff in minor
ailment service delivery: A systematic scoping review. Curr Pharm Teach Learn. 2020;12(10):1269-
1287. doi:10.1016/j.cptl.2020.05.013

176. Choi E, Lee IH. Relational continuity of care in community pharmacy: A systematic review. Health Soc
Care Community. 2022;30(1):e39-e50. doi:10.1111/hsc.13428

177. Seda V, Moles RJ, Carter SR, Schneider CR. Assessing the comparative effectiveness of
implementation strategies for professional services to community pharmacy: A systematic review. Res
Social Adm Pharm. 2022;18(9):3469-3483. doi:10.1016/j.sapharm.2022.03.019

178. Aly M, Schneider CR, Sukkar MB, Lucas C. Educational needs of community pharmacy staff in minor
ailment service delivery: A systematic scoping review. Curr Pharm Teach Learn. 2020;12(10):1269-
1287. doi:10.1016/j.cptl.2020.05.013

179. Sinopoulou V, Gordon M, Rutter P. A systematic review of community pharmacies’ staff diagnostic
assessment and performance in patient consultations. Res Social Adm Pharm. 2019;15(9):1068-1079.
doi:10.1016/j.sapharm.2018.10.003

180. Seubert LJ, Whitelaw K, Hattingh L, Watson MC, Clifford RM. Interventions to enhance effective
communication during over-the-counter consultations in the community pharmacy setting: A
systematic review. Res Social Adm Pharm. 2018;14(11):979-988. doi:10.1016/j.sapharm.2017.12.001

181. Appalasamy JR, Selvaraj A, Wong YH, Dujaili JA, Kow CS. Effects of educational interventions on the
smoking cessation service provided by community pharmacists: A systematic review. Res Social Adm
Pharm. 2022;18(9):3524-3533. doi:10.1016/j.sapharm.2022.01.008

182. Crespo-Gonzalez C, Dineen-Griffin S, Rae J, Hill RA. Mental health training programs for community
pharmacists, pharmacy staff and students: A systematic review. Res Social Adm Pharm.
2022;18(11):3895-3910. doi:10.1016/j.sapharm.2022.06.006

183. Hussain FN, Paravattil B. Assessment of Educational Inhaler Technique Interventions Among
Community Pharmacists: A Systematic Review. Integr Pharm Res Pract. 2020;9:23-31.
doi:10.2147/IPRP.S239215

184. Community Pharmacy Workforce Survey. Health Education England. Published September 14, 2021.
Accessed April 18, 2023. https://www.hee.nhs.uk/our-work/pharmacy/community-pharmacy-
workforce-survey



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

59 

59 

185. Thin SM, Nakpun T, Nitadpakorn S, Sorofman BA, Kittisopee T. What drives pharmacists’ turnover
intention: A systematic review. Pharm Pract (Granada). 2021;19(4):2559.
doi:10.18549/PharmPract.2021.4.2559

186. Ghavamabad LH, Vosoogh-Moghaddam A, Zaboli R, Aarabi M. Establishing clinical governance model
in primary health care: A systematic review. J Educ Health Promot. 2021;10:338.
doi:10.4103/jehp.jehp_1299_20

187. Williams H, O’Hare AJ. Patient Safety Spotlight: managing the risks associated with providing
community pharmacy clinical services | General Pharmaceutical Council. Published January 2023.
Accessed April 18, 2023. https://www.pharmacyregulation.org/regulate/article/patient-safety-
spotlight-managing-risks-associated-providing-community-pharmacy

188. Like Magic? (“Every system is perfectly designed…”). Accessed March 31, 2023.
https://www.ihi.org/communities/blogs/origin-of-every-system-is-perfectly-designed-quote

189. Srinivasan M. Cultural Influences on Primary Care Delivery. J Gen Intern Med. 2016;31(11):1265-
1266. doi:10.1007/s11606-016-3852-6

190. Provider payment methods and UHC Technical brief strategic purchasing for UHC. WHO 2017.
Accessed March 22, 2023.
http://apps.who.int/iris/bitstream/handle/10665/258894/provider_payment_methods_fr_uhc.pdf?
sequence=1

191. Barber SL, Lorenzoni L, Ong P. Price Setting and Price Regulation in Health Care: Lessons for
Advancing Universal Health Coverage. OECD; 2019. doi:10.1787/ed3c16ff-en

192. Hanson K, Brikci N, Erlangga D, et al. The Lancet Global Health Commission on financing primary
health care: putting people at the centre. The Lancet Global Health. 2022;10(5):e715-e772.
doi:10.1016/S2214-109X(22)00005-5

193. Primary Care - OECD. Accessed March 23, 2023. https://www.oecd.org/health/health-
systems/primary-care.htm

194. World Health Organization. Primary care. Accessed March 23, 2023.
https://www.who.int/teams/integrated-health-services/clinical-services-and-systems/primary-care

195. Starfield B, Shi L, Macinko J. Contribution of primary care to health systems and health. Milbank Q.
2005;83(3):457-502. doi:10.1111/j.1468-0009.2005.00409.x

196. RCGP. Mental health in primary care. Published 2017. Accessed March 23, 2023.
https://www.rcgp.org.uk/representing-you/policy-areas/mental-health-in-primary-care

197. Lorenzoni L, Marino A, Morgan D, James C. Health Spending Projections to 2030: New Results
Based on a Revised OECD Methodology. OECD; 2019. doi:10.1787/5667f23d-en

198. NHS England » Medicines optimisation. Accessed March 29, 2023.
https://www.england.nhs.uk/medicines-2/medicines-optimisation/

199. Medication Without Harm. Accessed April 6, 2023. https://www.who.int/initiatives/medication-
without-harm



Community pharmacy clinical services: literature review / The King’s Fund and the Nuffield Trust 

60 

60 

200. Financing Primary Health Care. Research Brief. April 2022. LSHTM. Lancet Commission. Accessed
April 5, 2023. https://www.lshtm.ac.uk/media/59966

201. World Health Organization. Regional Office for Europe. Medicines Reimbursement Policies in Europe.
World Health Organization. Regional Office for Europe; 2018. Accessed April 19, 2023.
https://apps.who.int/iris/handle/10665/342220

202. Acosta A, Ciapponi A, Aaserud M, et al. Pharmaceutical policies: effects of reference pricing, other
pricing, and purchasing policies. Cochrane Database of Systematic Reviews. 2014;(10).
doi:10.1002/14651858.CD005979.pub2

203. Gemmill MC, Thomson S, Mossialos E. What impact do prescription drug charges have on efficiency
and equity? Evidence from high-income countries. International Journal for Equity in Health.
2008;7(1):12. doi:10.1186/1475-9276-7-12



Nuffield Trust is an independent 
health think tank. We aim to improve 
the quality of health care in the UK 
by providing evidence-based research 
and policy analysis and informing 
and generating debate.

The King’s Fund is an independent 
charity working to improve health and 
care in England. We help to shape policy 
and practice through research and 
analysis; develop individuals, teams and 
organisations; promote understanding 
of the health and social care system; and 
bring people together to learn, share 
knowledge and debate. Our vision is 
that the best possible health and care is 
available to all.

59 New Cavendish Street
London W1G 7LP
Telephone: 020 7631 8450
www.nuffieldtrust.org.uk
Email: info@nuffieldtrust.org.uk

Published by the Nuffield Trust.
© Nuffield Trust 2023. Not to be reproduced 
without permission. 

Design by wordtoprint.co.uk. Templates by soapbox.co.uk.

http://www.nuffieldtrust.org.uk
mailto:info@nuffieldtrust.org.uk

	Contents
	Summary
	Community pharmacy: literature scan
	Literature scan approach

	1 Community pharmacy services
	1.1 Minor ailments services
	Antibiotic prescribing
	Independent prescribing services
	1.2 Public health services
	Nicotine cessation
	Weight management
	Alcohol
	Immunisations
	Influenza vaccines
	Travel vaccines
	Sexual health services
	Emergency hormonal contraceptive service
	Quick-start contraceptive service
	Chlamydia testing

	Maternal and child health services
	1.3 Chronic condition services
	Screening
	New medicines service
	Medicines reviews, education and counselling
	Specific age groups and conditions
	Young people (aged 10-24)
	Cardiovascular disease and hypertension
	Diabetes
	Asthma and COPD
	Other conditions


	1.4 Pharmacy medicines services
	Prescribing
	Over-prescribing
	Medication dispensing
	Repeat dispensing
	Technicians dispensing
	Polypharmacy
	Discharge from hospital and readmissions
	Residential care
	Outpatient care
	Emergency department care
	1.5 Pharmacy technologies
	Drive-through pharmacies
	Technology-based health tools
	Hub and spoke
	Locker-boxes
	Automation

	2 Implementation enablers
	Pilots to national roll-out
	Remuneration and reimbursement
	Prescribing with dispensing
	Pharmacist capacity
	Pharmacy spaces
	Public support, awareness and expectation
	Collaboration with general practice
	Information technology
	Evidence-based guidelines
	Continuity of pharmacy care
	Competence and confidence
	Workforce retention
	Clinical governance
	Risk management

	3 Payment models
	Primary care goals
	Changing funding models
	Leadership and accountability
	Design
	Setting prices
	Value for money
	Complexity
	Monitoring, evaluation and revision


	References

