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Executive Summary

Health care issues make more headlines – and stir more
debate – than any other issue in the country. They are
a constant source of controversy for governments,
health professionals and the general public. With an
aging population, a growing array of public health
issues, escalating health care costs, dwindling financial
resources and a vast geography, the province of
Newfoundland and Labrador is at the forefront of this
discussion. Residents of this province demand health
care services on par with those in richer provinces, even
when government revenues see a decline.

According to the National Association of Pharmacy
Regulatory Authorities, in their Model Standards
of Practice for Canadian Pharmacists, the scope of
practice for pharmacists is focused mainly on patient
care, drug information, drug distribution, management
and education.1 In their current role, pharmacists’
interactions with patients are based largely around the
dispensing of prescription medications. These events
include, but are not limited to:
• Reviewing each prescription to ensure that dose
and instructions are correct, weighing the clinical
significance of drug interactions and conferring with
the prescribing doctor when necessary
• Dispensing medications safely and effectively
• Counselling the patient on appropriate prescription
medication use and over the counter medication
choices
• Ensuring required procedures are followed for
controlled substances
• Ensuring that medications are managed and stored in
a manner that assures the integrity of the product

The members of the Pharmacists’ Association of
Newfoundland and Labrador (PANL) are committed to
the health and well-being of the people we serve. With
this report, PANL will demonstrate that pharmacists can
contribute to more effective and efficient health care
delivery. There is room to advance pharmacists’ scope
of practice to achieve even greater efficiencies and
enhanced services. Pharmacists are not being used to
their fullest potential. If they were, the benefits would
include:
• Increased access to vital health care services
• Improved quality of care and quality of life
• More efficient and effective usage of health care
resources, including physicians and pharmacists
• Significant financial savings for the Government of
Newfoundland and Labrador

While these tasks are clearly important to health care
delivery, pharmacists are capable of doing so much
more. There is significant potential to make greater use
of pharmacists by expanding their scope of practice.

Model Standards of Practice for Canadian Pharmacists, from the National Association of Pharmacy Regulatory Authorities http://www.ocpinfo.com/Client/ocp/OCPHome.nsf/object/Model_Standards/$file/Model_Standards.pdf
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Pharmacists realize that they are not being used to their
full capacity and are eager to play an expanded role in
patient care. In a 2012 survey of the membership of
PANL, the vast majority of pharmacists said they would
welcome an increased scope of practice in line with their
qualifications and capabilities (see chart below).

PANL is proposing that pharmacists take an expanded
role in health care delivery, in the following areas:
Expanded Medication Reviews
As our population ages, there is an increase in the
number of prescription medications taken per person.

NL Pharmacists Survey on Acceptance of Expanded Scope of Practice
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Benefits of Expanded Scope of Practice for Pharmacists

The expanded services as proposed in this document can provide demonstrable benefit to the health care system.
Based on the Goals stated in the Department of Health and Community Services Strategic Plan 2011-2014, the
benefits of the services are shown below.
PHARMACY SERVICES
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Dimensions
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Access
Quality
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Personal Productivity
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Therapeutic
Substitution

Medication
Reviews

Injections/
Immunizations

The number of medications, varying administration
instructions and potential interactions with over-thecounter products may all contribute to patient confusion
and inability to get the most benefit from therapy. Drug
therapy used appropriately (medication adherence) has
been shown to lead to lower health care use and costs.
Pharmacists are often the first contact for patients when
experiencing problems with managing medications and/
or disease, and have the knowledge and training to
advise their patients on the proper use of medications.

unrecognized by prescribers. Pharmacists already play
a role in encouraging medication adherence. However,
given the scope of this problem in Canada, more work
needs to be done. Pharmacists could increase medication
adherence among patients with chronic conditions
through intervention and follow-up when a medication
is newly prescribed. A higher rate of medication
adherence has been linked to positive clinical
outcomes including decreased rates of emergency
department visits and hospitalization.

Medication Adherence
Medication adherence refers to the extent to which
a patient takes medication as prescribed by his or
her health care provider. Non-adherence is frequently
a hidden problem, undisclosed by patients and

Immunizations
Immunizations are proven effective in preventing
communicable diseases, including viruses that can cause
critical illness and even fatalities. However, current
systems of vaccine delivery have not achieved optimal
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related to tobacco use, including asthma, cardiovascular
disease and chronic obstructive pulmonary disease.
NL can reduce smoking rates by developing the most
complete and effective smoking cessation program
in Canada. To achieve this goal, the Government of
Newfoundland and Labrador should expand access to
smoking cessation services outside traditional physician
office settings to include community-based, pharmacistled cessation programs that are proven to help smokers
quit smoking.

rates of vaccinations in this province. In fact, we have
the lowest influenza vaccination rate in the country.
Pharmacists are positioned and qualified to take an
expanded role administering vaccinations. By doing so,
pharmacists would have a significant and direct impact
on vaccine-preventable morbidity and mortality, thus
improving population health and easing the burden on
an already strained health care system.
Minor Ailments
Minor ailments can be reliably self-diagnosed by the
patient, and could include headaches, insect bites,
heartburn, diaper rash, cold sores, eczema, hemorrhoids,
back pain, sinus congestion, and so on. Studies have
shown that minor ailments comprise up to 40 percent
of family doctor office visits. Physician time would be
best re-directed to patients with complex and chronic
health issues. Studies have shown that a minor ailments
program for pharmacists can provide safe and effective
treatment for patients as well as cost savings to the
health care system in general.

Self-Monitoring of Blood Glucose in Type 2
Diabetes
The prevalence of diabetes in NL will rise from 47,000
in 2010 to 73,000 in 2020, resulting in an increase of
health care costs from $254 million per year to $322
million. One of the contributors is the cost of blood
glucose test strips. Self-monitoring of blood glucose
(SMBG) is in widespread use among patients with
type 1 and type 2 diabetes. Pharmacists interact with
patients when they are purchasing test strips, and are
uniquely positioned to influence patients’ future testing
patterns. This can have an immediate impact on the use
of blood glucose test strips, with the potential to save a
significant portion of the estimated $6.6 million spent
on blood glucose test strips in 2011.

Smoking Cessation
Of the 82,000 tobacco smokers in NL, studies show that
the majority want to quit. Approximately 17% of deaths
in NL are related to chronic diseases caused by or directly
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Expanded Medication Reviews

What Role Can Pharmacists Play?
Pharmacists are the most accessible health care
professional and as a result are often the first contact
for patients when experiencing problems with managing
medications and/or disease. Pharmacists are medication
experts and have the knowledge and training to advise
their patients on the proper use of medications and how
to properly manage side-effects of certain medications.
Medication reviews aim to increase communication
between patient and pharmacist to promote safe and
effective medication use and improve health outcomes.

Managing multiple medications is a complex task.
The number of medications, varying administration
instructions and potential interactions with over-thecounter products may all contribute to patient confusion
and inability to get the most benefit from therapy. Drug
therapy used appropriately (medication adherence) has
been shown to lead to lower health care use and costs.
The Scope of the Problem
The population of Newfoundland and Labrador is aging
quickly. Over the last 30 years, it has aged faster than
any other province in the country. In 2007, people over
the age of 65 made up about 13.9 per cent (69,000) of
the population in this province. This is likely to increase
to 20 per cent within 10 years.

How Can This Benefit the Patient?
Sitting down with a pharmacist and gaining a better
understanding of one’s medications and condition
can improve a person’s health outcomes and drug
adherence. Getting one’s questions answered by a
pharmacist can be empowering and promote proper
medication usage. Once patients are better informed of
their condition and adhering to their medication regime
they are more likely to take care of their condition and
less likely to end up in ER or at their family physician’s
office. All of this in the end will hopefully promote a
better quality of life for these patients.

As our population ages there is also an increase in
the number of prescription medications taken per
person. In 2005, pharmacists dispensed an average
of 35 prescriptions per person aged 60 to 79, and 74
prescriptions per person aged 80 or older, compared
with an overall average of 14 prescriptions per
Canadian. Multiple medication use (taking five or more
different drugs over two consecutive days) was reported
for 53% of seniors in health care institutions and 13%
of those in private households.2

Statistics Canada. (2009, March 18). Medication use among senior Canadians .Retrieved February 20, 2012, from http://www.statcan.gc.ca/pub/82-003-x/2009001/
article/10801/findings-resultats-eng.htm
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How Can This Benefit the Health Care System?
When a patient is more knowledgeable about their
medications they are more inclined to properly adhere
to their medication regime and this may prevent adverse
drug reactions or at least encourage a patient to report
any unwanted side-effects. Patients are also more likely
to experience more fully the intended benefit of the
medication.

(adherence level of 91% in the intervention group, as
compared to 79.5% in control group) in one study.3
Adverse drug reactions (ADR) have been estimated to
account for up to two-thirds of drug-related hospital
admissions and ER visits. It has been reported that up to
one-quarter of patients who visit ERs due to ADRs are
admitted to hospital.4
PANL’s Proposal
The following recommendations are developed to
ensure that a comprehensive approach is taken to
the implementation of medication review service in
Newfoundland. The various types of Expanded Medication
Reviews can be implemented in a step-wise approach with
appropriate guidelines and funding in place.

In the literature, Medication Reviews have been shown
to significantly reduce the number of drugs used and
the cost of therapy. A 2000 randomized controlled trial
showed that Medication Review resulted in changes to
medication regimens in 47% of intervention patients.
The service also improved adherence to therapy
Service Type Eligibility Criteria

Requirements

Time Commitment Proposed Fee

Basic
Medication
Review

1. Annually for all
Newfoundland
residents with 3
or more chronic
medications

1. D
 ocument Best Possible Medication
History to facilitate information sharing
and optimize care among health care
professionals and caregivers
2. D
 ialogue with the patient to ensure full
understanding of medication regimen

20-30 min

$52.50

Medication
Review for
Diabetics

1. Annually for all
Newfoundland
residents diagnosed
by a Physician with
Type 1 or 2 diabetes

1. Document Best Possible Medication
History to facilitate information sharing
and optimize care among health care
professionals and caregivers
2. Dialogue with the patient to ensure full
understanding of medication regimen
3. Diabetes Assessment summary outlining
diabetes status and Pharmacist care plan

30-45min

$75.00

Medication
Review
Follow-Up

1. N
 ewfoundland
1. Document Best Possible Medication
resident with 3
History to facilitate information sharing
or more chronic
and optimize care among health care
prescription
professionals and caregivers
medications that
2. Dialogue with the patient to ensure full
received a Medication
understanding of medication regimen
Review and requires 3. Document recommendation to
follow-up based on
prescriber to resolve drug related
health goals
problems

10 min

$25.00

Lowe, C. J., Raynor, D. K., Purvis, J., Farrin, A., & Hudson, J. (2000). Effects of a medicine review and education programme for older people in general practice. British
Journal of Clinical Pharmacology, 50(2), 172.
4
Adverse Drug Reactions – Related Hospitalizations Among Seniors, 2006-2011. Retrived May 18, 2013 from https://secure.cihi.ca/free_products/Hospitalizations%20
for%20ADR-ENweb.pdf
3
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Medication Review Outline
Following are the basic steps of an expanded medication
review service conducted by a pharmacist:
• Patient eligibility is assessed and patient gives consent
to receive the service.
• The pharmacist prints a record of patient’s medications
from the computer record. If patient is not a client of
the pharmacy where the service is performed, patient
is asked to bring in ALL their medications. Pharmacists
connected to the Pharmacy Network would consult
the patient’s electronic health record.
• In a one-on-one consultation, pharmacist reviews
each medication the patient takes, typically starting
with prescription medications, and including nonprescription (NPDs) drugs and natural health products
(NHPs). Pharmacist ensures patient knows the name
of each drug, understands reason for use, dosing
frequency, special instructions for use, storage
requirements, and other important information
for effective use. Pharmacist also confirms that
prescriptions are renewed on time and medications are
not expired.
• A medication review service may lead to identification
of some Drug Related Problems (DRPs). A number
of them may be resolved with pharmacist’s advice

concerning NPDs that leads to a drug interaction.
Other DRPs will require pharmacist to consult with the
prescriber (e.g. patient needs additional medication,
medication is not effective, etc.) or for pharmacist to
make change to the medication (e.g. dose is too low
or too high) and notify the prescriber. This last option
requires regulatory changes to pharmacists’ scope of
practice to allow pharmacists to adapt prescriptions
and enable funding for this service.
• In other provinces, the action of identifying and
resolving DRPs is an additional reimbursed component
to the basic medication review or is a separately
funded service. In British Columbia, the basic
medication review when pharmacist identifies DRP
becomes “pharmacist consultation.” In Ontario, a
pharmaceutical opinion service is provided at the end
of a medication review, if required.
• At the conclusion of a medication review, patient is
provided with a complete medication list that includes
all of their prescriptions, NPDs and NHPs. Medication
review list is signed by both the patient and the
pharmacist, with a copy retained at the pharmacy to
become part of the patient record.
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Current Pharmacist Remuneration in Provinces with Medication Reviews Services

Province

Medication Review Type

Service Fee Service
Frequency

Patient Eligibility Criteria

Ontario

MedsCheck Annual

$60.00

Once per
year

Ontario resident taking 3 chronic prescription
medications

Ontario

MedsCheck Diabetes

$75.00

Once per
year

Resident diagnosed with type 1 or 2 diabetes
and taking medication for the condition

Ontario

MedsCheck

$15.00

No limit

Patients who received MedsCheck Annual or
MedsCheck Diabetes
• Hospital discharge
• Pharmacist decision
• Physician/nurse referral
• Hospital scheduled admission

Follow-up

Ontario

MedsCheck at Home

$150.00

Once per
year

As per MedsCheck Annual, but patient must
be unable to come to the pharmacy

Ontario

MedsCheck LTC Annual

$90.00

Once per
year

Resident of licensed long term care (LTC)
Home

Ontario

MedsCheck LTC Quarterly

$50.00

Up to four
times per
year

Resident of licensed LTC Home who received
MedsCheck LTC Annual

British Columbia Medication Review
Standard (MR-S)

$60.00

Once
every six
months

Resident with 7 unique medications recorded
in PharmaNet (Rx or NPD)

British Columbia Medication Review
Pharmacist Consultation
(MR-PC)

$70.00

Once
every six
months

As above plus when pharmacist identifies a
drug therapy problem

British Columbia Medication Review
Follow-up

$15.00

Up to four
times per
year

Received one of above plus medication change
or to evaluate response to pharmacist’s action
taken to resolve DTP

Nova Scotia

Basic Medication Review
Service (BMRS)

$52.50

Once per
benefit
year

Beneficiary of NS Pharmacare program (except
LTC <65), taking 3 or more chronic prescription
medications

New Brunswick

NB PharmaCheck

$52.50

Once per
benefit
year

NBPDP Plan A (Senior) beneficiaries taking 3 or
more chronic prescription medications

References for Provincial Medication Review programs

Province

Resource

British Columbia http://www.health.gov.bc.ca/pharmacare/pdf/medrevguide.pdf
http://www.medsforme.ca/
Ontario

http://www.health.gov.on.ca/en/public/programs/drugs/medscheck/

Nova Scotia

www.gov.ns.ca/health/pharmacare/pubs/Pharmacists_Guide.pdf

New Brunswick

http://www.gnb.ca/0212/NBPharmaCheck-e.asp

PEI

http://www.peipharm.info/docs/Pharmacheckprogramguide2013.pdf

11

Medication Adherence

Medication adherence can be generally defined as
the extent to which a patient takes medication as
prescribed by his or her health care provider. A person’s
rate of adherence is often expressed as a percentage
representing the amount of medication that is taken as
prescribed. Adherence rates vary greatly, depending on
the type and number of conditions being treated, and
are typically lower for chronic versus acute conditions.
Non-adherence is frequently a hidden problem,
undisclosed by patients and unrecognized by prescribers.
This is problematic considering the significant costs of
non-adherence in Canada.

• Barriers to care or medications
• Cost of medications
• Complexity of treatment
• Pharmacists play a role in encouraging medication
adherence by ensuring that patients receive necessary
information and the most appropriate and affordable
medication. However, given the scope of this problem
in Canada, more work needs to be done.

According to a review article by Osterberg and Blaschke,5
barriers to adherence may arise from a patient’s personal
factors as well as his or her interactions with both health
care providers and the health care system. Some of
the major predictors of poor adherence to medication
include:

Patients who do not take any of their prescribed
medication do not receive any pharmacotherapeutic
benefits; patients who only partially follow their
medication regimen may receive some benefit but are
also at risk for serious complications. Potential negative
outcomes include failed treatments, inappropriate dose
escalation, development of drug-resistant infectious
microorganisms, and misdiagnosis.

The Scope of the Problem
“Drugs don’t work in patients who don’t take them.”
C. Everett Koop, M.D.

• Presence of psychological problems, particularly
depression
• Presence of cognitive impairment
• Symptomless diseases
• Inadequate follow-up or discharge planning
• Side effects of medications
• Patient’s lack of belief in the benefit of treatment
• Patient’s lack of insight into the illness
• Poor provider-patient relationship

Medication non-adherence has an impact on
hospitalization risk and health care costs. In a
study of patients with diabetes, hypertension,
hypercholesterolemia and congestive heart failure,
Sokel, et al. found that hospitalization rates were
significantly lower for patients with high medication
adherence. In fact, for patients with diabetes and

Osterberg L, Blaschke T. Adherence to medication. The New England Journal of Medicine 2005; 353(5):487-97.

5
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hypercholesterolemia “a high level of medication
adherence was associated with lower disease-related
medical costs.”6

non-adherence and estimated total annual costs to be
between $687 million to $1.633 billion dollars.12 As well,
the 2011 Drug Trend Report from Express Scripts13, using
a medication possession ratio (MPR) measurement tool,
found a huge gap between a patient’s perception of their
adherence and actual adherence rates. That report also
estimated that private drug plans alone in Canada wasted
approximately $5 billion in expenditures (although the
figure captures waste attributed to other causes besides
non-adherence). Finally, a 2012 study14 (using data
gathered in 2007) in the Canadian Medical Association
Journal found that approximately 10 percent of Canadians
reported non-adherence due to cost of drugs.

Estimates of medication non-adherence rates vary
greatly. Some articles have suggested rates as high as
50 per cent,7 with one meta-analysis finding an average
non-adherence rate of 24.8 per cent 8 for 17 conditions,
including diabetes, lung disease and cancer. Another
study found that medication class was the strongest
predictor of non-adherence, with newly prescribed
medicines for chronic conditions having the highest
rates of primary non-adherence, or failure to fill a new
prescription (e.g.: 31.4 per cent for diabetes, 28.4 per
cent for hypertension, 28.2 per cent for hyperlipidemia).9

What Role Can Pharmacists Play?
Numerous studies have assessed a wide variety of
interventions for improving medication adherence.15
While many pharmacist interventions have been
shown to benefit adherence in both the shortand long-term, most evidence tends to agree that
improvements in drug use or health care are not
large.16,17,18,19 However, given the significant cost and
health ramifications of this problem, incremental
improvements may still result in valuable cost savings.

Despite a lack of consensus on the exact causes and
prevalence of non-adherence, it is impossible to deny
its pervasiveness. In 2009, US research estimated that
non-adherence costs its health care system $290 billion
in avoidable medical spending every year.10 In Canada,
data on the economic burden of non-adherence is
sparse. In 1995 the Pharmaceutical Manufacturers
Association of Canada released a report estimating
the cost of non-adherence to be approximately $7-9
billion annually. This estimate was equally divided
between direct and indirect (lost productivity) costs.
The largest component of direct costs was due to the
estimated 6.5 per cent of all hospitalizations attributed
to nonadherence.11 More recently, a report released by
Pharmideas Research and Consulting Inc. estimated that
5.4 per cent of all hospitalizations are due to medication

Improving medication adherence is particularly challenging
for patients with chronic conditions, especially those with
multiple conditions.20 Strategies to improve medication
adherence are typically highly focused on modifying
patients’ beliefs, feelings and understanding about their
medications and health conditions.

Sokol MC, McGuigan KA, Verbrugge RR et al. Impact of medication adherence on hospitalization risk and healthcare cost. Medical Care 2005; 43(6): 521-30.
Balkrishnan R. The importance of medication adherence in improving chronic-disease related outcomes: what we know and what we need to further know. Medical
Care 2005;43(6): 517-20.
8
DiMatteo MR. Variations in patients’ adherence to medical recommendations: a quantitative review of 50 years of research. Medical Care 2004; 42(3): 200-9.
9
Fischer MA, Stedman MR, Lii J, et al. Primary medication non-adherence: analysis of 195,930 electronic prescriptions. Journal of General Internal Medicine 2010;
25(4): 284-90.
10
New England Healthcare Institute. NEHI research shows patient medication nonadherence costs healthcare system $290 billion annually, 2009. Retrieved from:
www.nehi.net/news/press_releases/110/nehi_research_shows_patient_medication_nonadherence_costs_health_care_system_290_billion_annually
11
Coambs RB. Review of the scientific literature on the prevalence, consequences, and health costs of noncompliance & inappropriate use of prescription medication in
Canada. Ottawa: Pharmaceutical Manufacturers Association of Canada; 1995.
12
Iskedjian M, Addis A, Einarson T. Estimating the economic burden of hospitalization due to patient nonadherence in Canada. Value in Health 2002; 5:470-1.
13
Express Scripts, 2011 Drug Trend Report www.express-scripts.com/research/research/dtr/archive/2012/dtrFinal.pdf
14
Canadian Medical Association Journal, 2012 www.cmaj.ca/content/184/3/297
15
Haynes RB, Ackloo E, Sahota N, et al. Interventions for enhancing medication adherence. Cochrane Database of Systematic Reviews 2008; (2): CD000011.
16
Peterson AM, Takiya L, Finley R. Meta-analysis of trails of interventions to improve medication adherence. American Journal of Health System Pharmacists 2003;
60(7): 657-65.
17
Kriplalani S, Yao X, Haynes RB. Interventions to enhance medication adherence in chronic medical conditions: a systematic review. Archives of Internal Medicine
2007; 167(6): 540-50.
18
George J, Elliott RA, Stewart DC. A systematic review of interventions to improve medication taking in elderly patients prescribed multiple medications. Drugs &
Aging 2008; 25(4):307-24.
19
Conn VS, Hafdahl AR, Cooper PS, et al. Interventions to improve medication adherence among older adults: meta-analysis of adherence outcomes among
randomized controlled trials. The Gerontologist 2009; 49(4):447-62.
20
Williams A, Manias E, Walker R. Interventions to improve medication adherence in people with multiple chronic conditions: a systematic review. Journal of Advanced
Nursing 2009; 63(20): 132-43.
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Recently a time-limited New Medicine Service (NMS)21
was launched in community pharmacies in the UK by
the National Health Service. This service was designed
to provide early support to patients to “maximise the
benefits of the medication they have been prescribed”,22
which supports Fischer, et al.’s work that identified high
nonadherence rates for newly prescribed medication
for chronic conditions. An evaluation of the initial 18
months of the service (October 1, 2011 to September
30, 2012) has shown promising results.23

requiring antiplatelet/anticoagulant drugs (eight per
cent). At the intervention stage, 35,249 (18.2 per cent)
patients were not taking approximately 36,805 (18.1
per cent) medicines as prescribed. By the follow-up
stage, the same cohort of people, 31.9 per cent of nonadherent patients became adherent to 31.5 per cent of
their medicines after pharmacist intervention.
In 2012, the New Zealand government signed a new
agreement with community pharmacists in which
a number of new clinical services are included. A
medication adherence program has been initiated for
people with long-term conditions. The program is aimed
at improving medication non-compliance in a targeted
group of the population. It provides for pharmacist
intervention and provides continuity of support by
enabling pharmacists to work with their patients over
the course of a year.

The NMS targets patients with certain chronic conditions
(e.g.: asthma, chronic obstructive pulmonary disease,
type 2 diabetes, high blood pressure or bloodthinning) who are prescribed specific new medications.
Eligible patients can then choose to participate in two
consultations (intervention stage and follow-up stage)
following the initial dispensing of the medication and
pharmacist counselling.

If pharmacists are able to help patients manage chronic
diseases by adapting dosages, renewing prescriptions
and monitoring progress, they can:24

The goals of the service are to:
• Improve medication adherence
• Increase patients’ engagement with their condition
and medicines, which will support them in making
decisions about their treatment and self-management
• Reduce medication wastage
• Reduce hospital admissions due to adverse events
associated with medicines
• Increase reporting by pharmacists and patients of
medicine adverse reactions
• Increase positive patient assessments
• Provide evidence based on the effectiveness of the
service
• Enable the development of outcome and/or quality
measures for community pharmacy

• Help the NL Government save an estimated $33.1
million in healthcare costs;
• Reduce emergency room visits by one to two percent;
• Save an estimated $2.7 to $5.3 million preventable
healthcare costs related to adverse drug reactions
(ADR);
• Reduce ADR’s by 15 to 20 percent.
How Can This Benefit the Patient?
Improving patients’ attitudes, beliefs and understanding
regarding their treatment regimens has been shown to
have beneficial effects on medication adherence.25,26
Increasing patient engagement at the time of a
newly diagnosed condition or newly prescribed
medication will support patients in making decisions
about their treatment and self-management.

After 18 months 224,554 patients had completed
the NMS program. The prevalent conditions in those
recruited were hypertension (55 per cent), asthma/COPD
(26 per cent), diabetes (11 per cent) and conditions

The NHS in England. Q&A about the New Medicine Service. October 1, 2011. Retrieved from: www.nhs.uk/NHSEngland/AboutNHSservices/pharmacists/Pages/
medicine-service-qa.aspx
22
NHS Employers. New Medicine Service Guidance. May 2012. Retrieved from: www.nhsemployers.org/Aboutus/Publications/Documents/NHS%20New%20
Medicine%20Service%20Guidance%202012.pdf
23
Pharmaceutical Services Negotiating Committee. Summary Report on the PharmOutcomes of NMS data. November 2012. Retrieved from: www.psnc.org.uk/data/files/
PharmacyContract/advanced_service/NMS/PO_NMS_data_evaluation_Nov_2012_summary_report.pdf
24
“9000 Points of Care”, Canadian Association of Chain Drug Stores, 2013
25
Atreja A, Bellam N, Levy SR. Strategies to enhance patient adherence: making it simple. Medscape General Medicine 2005; 7(1): 4.
26
Osterberg LG, Rudd P. Medication adherence for antihypertensive therapy. In: Oparil S, Weber MA, eds. Hypertension: A companion to Brenner and Rector’s The
Kidney. 2nd ed. Philadelphia: Elsevier Mosby, 2005:848.
21
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How Can This Benefit the Health Care System?
A higher rate of medication adherence has been
strongly linked to positive clinical outcomes including
decreased rates of emergency department visits and
hospitalization.

on the new medication, as well as advice on the
importance of medication adherence and potentially
beneficial lifestyle changes. An initial follow-up
intervention would be scheduled to take place seven to
14 days later, either in person or by telephone.

There remains a lack of information on its economic
costs, yet nonadherence continues to be a significant
clinical problem with no immediate resolution in sight.
After reviewing the available worldwide literature,
Bosworth and colleagues conclude that:

At the initial follow-up, the pharmacist would assess
the patient’s adherence to the new medication and, if
any problems were identified, determine the patient’s
need for further information and support. A secondary
follow-up would then be scheduled to take place 14-21
days later.

A resounding theme emerged in this chapter –
despite knowing that nonadherence can lead to
poor patient outcomes, we lack information on the
costs of nonadherence behaviour. The few studies
that exist focused on treatment nonadherence
leading to increased hospitalization. Few economic
evaluations of interventions explicitly consider
the costs and effects of nonadherence behaviour,
and few studies in the health economics or health
services literature have used multivariate modeling
techniques to estimate the costs of nonadherence
for a broad population of patients. Despite this,
nonadherence continues to be a significant clinical
problem in medicine and shows no sign of abating.27

At the secondary follow-up, the pharmacist would
again assess the patient’s adherence and complete the
medication adherence service by:
(a) Confirming the patient is adhering to the medication
regimen
(b) Identifying an adherence problem and working
with the patient to create an adherence plan for the
patient to follow
(c) Identifying an adherence problem and referring the
patient to his or her physician or other health care
provider for review assistance.
Patients would be eligible for a maximum of two
interventions for each new drug prescribed for an
eligible chronic condition. Pharmacists would be
funded $15 for each of the follow-up interventions
provided to the patient.

PANL’s Proposal
Pharmacists could increase medication adherence among
patients with chronic conditions through intervention
and repeated short-term follow-up when a medication is
newly prescribed. Based on the success of the UK’s NMS,
PANL proposes the development of a similar service in
NL, targeting patients receiving a new prescription for
a chronic condition. Also, the recently introduced New
Zealand program provides an important model that
should be considered when developing a NL program.

Conclusion
Despite extensive suggestions on how to improve
adherence, the best research in this area indicates
that the effectiveness of proposed interventions is
limited. Even the most effective interventions, especially
for individuals with chronic conditions, lead to
improvements of only five to 15 per cent in adherence
and treatment outcomes. However, given the prevalence
and estimated costs of non-adherence, interventions are
needed to address the growing problem.

The service would increase access to care for
patients with chronic conditions. Pharmacists could
support patient self-management by providing
education and support related to the patient’s
medication regimen and lifestyle.

This proposal aims to impact the significant annual costs
of up to $9 billion in Canada due to nonadherence.

When presenting the prescription at the pharmacy,
the patient would receive the standard counselling

27

Bosworth HB, Oddone EZ, Weinberger M. Patient treatment adherence: Concepts, interventions, and measurement. Lawrence Erlbaum; 2005.
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Immunizations

Immunization has been proven one of the most effective
ways of preventing communicable diseases, including
viruses that can cause critical illness and even fatalities,
particularly in seniors, infant children and those with
weakened immune systems. However, for a variety
of reasons, current systems of vaccine delivery have
not proven effective in achieving optimal rates of
vaccinations in this province.

Percentage vaccinated for influenza, by selected
characteristics, household population aged 12 or older,
Canada, 1996/1997, 2000/2001, 2003 and 2005
1996/ 2000/
1997 2001

The Scope of the Problem
The immunization rate in Newfoundland and Labrador
is nothing short of abysmal. We are well below the
national average and have been singled out repeatedly
for having the lowest influenza vaccination rate in the
country (a rise from 11% to 22% from 1996 to 2005 is
still well short of the 80% target at that time).28
In 2008 Statistics Canada found that all sampled areas of
NL had vaccination rates that were ‘significantly lower’
than the national average (see chart below). In contrast,
Nova Scotia had ‘significantly higher’ rates and most of
NB & PEI had ‘not significantly different’ rates than the
national average.

2003

2005

Overall
(excluding territories)
Province/Territory

15

27*

28

34*

Newfoundland & Labrador

11

11

16*

22*

Prince Edward Island

16

21*

23

31*

Nova Scotia

19

23*

31*

39*

New Brunswick

15

19*

22*

28*

Quebec

8

18*

20*

25*

Ontario

18

36*

35

42*

Manitoba

14

22*

20

28*

Saskatchewan

13

19*

24*

28*

Alberta

15

23*

23

28*

British Columbia

17

26*

27

33*

Yukon

-

26

21

32*

Northwest Territories

-

25

24

37*

Nunavut

-

24

25

41*

*Significantly different from estimate from previous survey (p < 0.05) not available
Note: All chi-squared tests for trend were significant (p < 0.05)
Sources: 1996/1997 National Population Health Survey; 2000/2001 Canadian Community
Health Survey, cycle 1.1 (fourth quarter); 2003 Canadian Community Health Survey, cycle 2.1;
2005 Canadian Community Health Survey, cycle 3.1

Trends in influenza vaccination in Canada, 1996/1997 to 2005 Jeff C. Kwong, Laura C. Rosella and Helen Johansen. (summarized at http://www.ices.on.ca/webpage.
cfm?site_id=1&org_id=117&morg_id=0&gsec_id=3086&item_id=4377&utility_link_id=3086)
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Our low vaccination rates are likely attributable to the
geographic distribution of the province’s population
and the shortage of health care professionals (primarily
family physicians) to administer vaccinations.

on site, which mitigates security and stability issues
around temperature-sensitive vaccines. Patients could
receive vaccinations from a qualified provider without
experiencing financial penalties or barriers of distance.

What Role Can Pharmacists Play?
Clearly, pharmacists are uniquely positioned to address
these challenges in a way that is efficient and costeffective. Pharmacists are located within easy driving
distance of almost every resident of the province.
They currently receive and dispense a wide variety
of medications so distribution channels are already
in place. Pharmacists are experienced in the storage
and safe handling of medications and can administer

While Newfoundland did have a fairly high H1N1
vaccination rate when compared to other provinces,
this was an exceptional, well-publicized situation
and improvements are still needed to pandemic
preparedness. Allowing pharmacists to more directly
contribute to these efforts will further increase access
and uptake and result in a more efficient and effective
pandemic preparedness plan. British Columbia, Alberta,
Ontario, New Brunswick and Nova Scotia have already
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identified appropriately trained pharmacists as key
delivery mechanisms in an effective pandemic response.
NL Health & Community Services highlighted this issue
in the vaccine section of their Pandemic Influenza
document:

A 2003 pilot study in Nova Scotia found that individuals
preferred being able to get their vaccinations at the
pharmacy rather than the doctor’s office. There are 285
pharmacy locations in Nova Scotia with the ability to
provide on-demand vaccinations of residents.

“While production will be a national initiative, the
Department of Health and Community Services, with
the Regional Health Authorities, must be prepared
for the challenges of secure storage, distribution
and safe administration of the vaccine as rapidly as
possible.”

Perhaps most importantly, patient vaccination rates have
improved through expansion of pharmacist-provided
immunizations.
Reimbursing pharmacists to provide such services
would help eliminate barriers to patient access, increase
patient uptake and result in improved population health.
Significant cost savings to the health care system could
be realized, due to a reduced burden on more expensive
arms of the system and better prevention of illness and
disease.

Pharmacists are positioned and qualified to take an
expanded role administering vaccinations. By doing so,
pharmacists would have a significant and direct impact
on vaccine-preventable morbidity and mortality, thus
improving population health and easing the burden on
an already strained health care system.

How Can This Benefit the Patient?
Vaccine preventable diseases have a huge impact on
the health and well-being of the general population,
and certain target populations in particular. A large
percentage of Newfoundlanders and Labradorians –
including the elderly and chronically ill – fall into higher
risk categories and would benefit from increased access
to immunization services.

More than 100,000 vaccinations were provided to
Canadians by pharmacists during 2010-2011. In the
United States the numbers are much higher, as 150,000
pharmacists are certified to inject. The Centre for Disease
Control (CDC) in the U.S. reports that pharmacists
provide 20% of influenza vaccinations. This increased
access is instrumental in improving immunization rates
among individuals without a regular physician or medical
clinic. Many adults patronize a pharmacy when they are
well and often avoid the doctor’s office when they are
sick. This frequent exposure of patients to pharmacists
offers ample opportunity to identify high-risk groups,
provide education and facilitate action. Pharmacists
are often engaged in the community as well and could
provide the service outside of their facility for community
groups, churches, workplaces, etc.

Influenza is the leading cause of death from infectious
disease in Canada and pharmacists are ideally situated
in our communities to increase vaccination rates and
minimize morbidity, mortality and overall burden on
the health care system. Considering the ease of access,
frequent contact and trusted role that pharmacists enjoy
with patients, they are in a position to communicate
accurate information (and dispel misinformation) about
injections and administer them immediately, upon
dispensing.

Pharmacists are already performing injections successfully
in various other jurisdictions, where their services have
been shown to be safe, cost effective, readily accessible,
and a vital contributor to the nation’s public health
goals.29 Pharmacists are already providing injections in
British Columbia, Alberta and New Brunswick. During
the first three months of this service in New Brunswick,
pharmacists vaccinated more than 15,000 residents at
$12 per injection (drug cost not included).
29

How Can This Benefit the Health Care System?
The provision of vaccinations by pharmacists will
result in financial savings to the health care system as
spending on hospitalizations from vaccine preventable
illnesses, drug spending on medication in community
for preventable illness and public spending for
administration of injections is decreased by moving the
task to a lower cost health care provider.

J Am Pharm Assoc. 2011;51:704–712
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By enabling pharmacists to administer vaccinations, the
province could:

Based on available data it is expected to take, on
average, 10 minutes to complete each vaccination.
Pharmacists who provide injections should be
compensated at the same rate as physicians for this
service, however based on projected time to complete
and cost, we are recommending that pharmacists
be compensated $17.10 for each vaccination they
provide under provincial government public vaccination
programs. This fee would include both the service
charge and “tray” costs (relating to sterile gloves,
syringes and other supplies) but exclude the cost of the
drug.

• Save an estimated $1.1 million in provincial health care
costs;
• Increase vaccination rates by one to three percent.
PANL’s Proposal
PANL recommends the Government of Newfoundland
and Labrador enact legislation enabling pharmacist
administration of vaccinations. Similar legislation is
currently in place in British Columbia. All pharmacists
who choose to inject would need to complete an
education and training program, as defined by the
Newfoundland and Labrador Pharmacy Board. This
could include valid and up-to-date First Aid and CPR
certification. Ongoing practice experience and/or
professional development would also be required to
ensure continued proficiency.

The provision of this service by pharmacists will
potentially improve the efficiency and effectiveness
of the health system by increasing the number of
professionals capable of meeting population needs in a
timely manner at a reasonable cost.
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Minor Ailments

Minor ailments are those that can be reliably selfdiagnosed by the patient. Laboratory tests are not
required to diagnose the condition, which must be
self-limiting. Treatment of the condition should not
mask other underlying conditions, and only minimal or
short-term follow-up is needed. Taking a medical and
medication history should reliably differentiate more
serious conditions.

In the 2010 NPS, primary care physicians said their
greatest challenges are increasing complexity of patient
caseloads, management of patients with chronic disease
and increasing patient expectations. Their workload
pressure was also increasing as the number of family
doctors continued to fall short of current needs.
The population is aging, presenting at clinics more often
and in worsening health, so the GP’s time will become
even more valuable. The current health care model
has family physicians as the initial contact point, and
while the vast majority of Newfoundland and Labrador
seniors have a regular family physician, the challenge of
accessibility is significant. According to “Health Care in
Canada, 2011: A Focus on Seniors and Aging”, prepared
by the Canadian Institute for Health Information, In
2009, less than half of seniors could get same- or
next-day appointments in 2009, and more than onethird (34%) reported waiting six or more days for an
appointment. This leads to an increase in the use of ERs
and walk-in clinics, both of which increase health care
costs while putting potentially vulnerable seniors at risk.

Minor ailments could include headaches, insect bites,
heartburn, diaper rash, cold sores, eczema, hemorrhoids,
back pain, sinus congestion, and so on. Some people
manage such ailments on their own, with over the
counter medications, but many others take the matter to
their family doctors. In fact, it is estimated that general
practitioners spend one-quarter to one-third of their
time dealing with minor ailments.
The Scope of the Problem
In 2011/12, the Government of Newfoundland and
Labrador spent $440 million on MCP Physician Services,
for office visits concerning conditions that required
examination and history, including conditions that would
be considered minor ailments. Studies have shown that
minor ailments comprise up to 40 percent of GP office
visits.

Because current workload pressure is predicted to
increase along with the complexity of care delivered
in the primary care setting, the time physicians spend
on minor ailments is not an optimal use of a critical
health human resource. Physician time would be best
re-directed to patients with complex health issues with a

The National Physician Survey (NPS) conducts annual
surveys of Canadian physicians, residents and students.
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How Can This Benefit the Patient?
Enabling pharmacists to treat minor ailments
would create new avenues of access to health care
professionals and reduce pressure on doctors, allowing
them to focus on patients with more serious and
complex conditions. Pharmacists could provide more
education on self-care and better use of medications and
health care services. Early intervention by the pharmacist
may also result in earlier detection and referral of more
serious conditions. Those patients in rural Newfoundland
and Labrador who must drive a considerable distance to
see a physician would enjoy ready and convenient access
to a health care professional for basic minor ailments
treatment.

greater need for stretched health care resources. Studies
have shown that pharmacists can provide safe and
effective minor ailments treatment for patients as well as
cost savings to the health care system as a whole.30
What Role Can Pharmacists Play?
National and provincial governments are working
to ensure maximum competency for all health
care professionals. In Newfoundland and Labrador,
pharmacists have been granted additional authority to
better use their full range of knowledge and skills to
help reduce pressure in the primary care system. These
expanded roles include medication reviews, adapting
and renewing prescriptions, and providing emergency
supplies of medication.

How Can This Benefit the Health Care System?
Treatment of minor ailments by pharmacists will reduce
health care pressures and allow physician resources to
focus on more serious and urgent cases. These changes
could increase capacity in the health system and possibly
reduce health care costs.

Nova Scotia has recently introduced a program through
which pharmacists were granted authority to prescribe
for minor ailments.

For doctor, a distraction from more pressing
medical concerns
Patient suffers
from a
minor ailment

Books GP
appointment
or visits ED

Sees doctor, obtains
Rx

Visits
Pharmacist

For patient, time away from family, recreation or work
In the existing system (above), patients follow a convoluted path to get their prescriptions.
In the proposed new system (below), it’s a much more streamlined process.

Patient suffers
from minor
ailment

Visits
Pharmacist

Receives Rx;
Pharmacist
notifies GP

(Whittington, Z. et al., 2001. “Community Pharmacy Management of Minor Conditions – the ‘Care at the Chemist’ scheme”,
The Pharmaceutical Journal, 266 (March 31): 425-28)
30
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Receives Rx

PANL’s Proposal
The proposed Newfoundland and Labrador minor
ailments program would enable pharmacists to:
• Consult with a patient
• Assess whether treatment is needed
• Provide the appropriate medications
• Refer the patient to another health care professional
where necessary

Legislative Changes Required
PANL would support the Department of Health
and Community Services and the Newfoundland
and Labrador Pharmacy Board (NLPB) in developing
the legislative framework necessary to enable NL
pharmacists to treat minor ailments.
Training for Pharmacists
Pharmacists would need appropriate education and
training prior to providing these services. This education
would address assessment and documentation skills,
treatment guidelines and protocols, standards of care,
and limits and conditions of this scope of practice. The
training would also promote change management to
increase uptake of this service by pharmacists. PANL
and the NLPB have worked together in the past to help
educate pharmacists, and would be able to do the same
for minor ailments. Nova Scotia has a training program
in place, which could potentially be adapted to our
province.

In Nova Scotia, Pharmacists are able to prescribe for the
following conditions:
• Dyspepsia (indigestion)
• Gastro-esophageal Reflux Disease (acid reflux)
• Nausea
• Non-infectious Diarrhea
• Hemorrhoids
• Allergic Rhinitis
• Cough
• Nasal Congestion
• Sore Throat
• Mild Headache
• Minor Muscle Pain
• Minor Joint Pain
• Minor Sleep Disorders
• Dysmenorrhea (menstrual cramps)
• Emergency Contraception
• Xerophthalmia (dry eyes)
• Oral Ulcers
• Oral Fungal Infection (thrush)
• Fungal Infections of the Skin (such as Athlete’s Foot)
• Vaginal Candidiasis (yeast infection)
• Threadworms and Pinworms
• Herpes Simplex (cold sores)
• Contact Allergic Dermatitis (skin reaction from coming
into contact with an allergy)
• Mild Acne
• Mild to Moderate Eczema
• Mild Urticaria (including bites and stings, hives)
• Impetigo
• Dandruff
• Calluses and Corns
• Warts (excluding facial and genital)
• Smoking Cessation

Proposed Remuneration Model
The Nova Scotia model, on which the proposed NL
model is based, estimates that the assessment and
consultation associated with minor ailments – as well
as documentation required – will take about 15 to 20
minutes. If a prescription results from the assessment,
the pharmacy filling the prescription would charge a
dispensing fee. Note that the patient can choose to have
the assessment at one pharmacy and the prescription
filled at another, if they so choose.
To optimize the use of professional resources, PANL
suggests combining funding for consultation and
assessment. Based on calculations of time and other
resource requirements, we estimate that the service
could be provided by pharmacists for approximately
$22.50, or two-thirds of the fee paid to physicians for a
similar service.

In Newfoundland and Labrador, the list may be similar or
may have some differences, as determined by the NLPB.
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Financial Savings
Based on projections from the Pharmacy Association of
Nova Scotia, during the first year in a publicly funded
minor ailment program, 75% of pharmacies would
conduct one minor ailment assessment per day (six
days per week) for the first half of the year and 1.5
per day for the second half. This would amount to
approximately 64,350 minor ailment assessments in the
first year. After five years, the total number of minor
ailments seen by pharmacists is projected at 121,600
annually.

Community pharmacists in the UK and elsewhere in
Canada are successfully providing treatments for minor
ailments, helping to streamline patient care and ensure
that patients receive timely, expert advice without having
to make an appointment with their family physician.

If we apply the Nova Scotia model as the basis for
calculation, pharmacists in this province would see
approximately 44,928 minor ailments per year. The
assumption is that visits to the pharmacist would replace
and offset visits to the physician, with cost savings
achieved through the lower fee schedule. Based on
a proposed fee of $22.50 for pharmacists (using 192
pharmacies X 75 percent over 312 days, then calculating
pharmacist fees against physician fees) the savings
would be $1.6 million by the third year. The savings
are projected at $561,000 annually. These fee-related
cost savings are in addition to the value of optimized
physician time, resulting in enhanced management of
patients with serious and complex medical conditions.
Evaluation
An evaluation framework should be developed to
measure and demonstrate the effectiveness of treatment
of minor ailments by pharmacists.
Conclusion
Pressures on the health care system in Newfoundland
and Labrador affect patients, physicians and taxpayers.
By enabling pharmacists to assess and treat minor
ailments, we will be making better, more effective use
of our trained health care professionals, while improving
access to timely and affordable health care for everyone
in the province, particularly those in rural areas.
According to a recently released report from the Institute
for Clinical Evaluative Sciences: “Approximately onequarter to one-third of all visits to GP/FPs are of probable
low acuity and could potentially be dealt with by a nonphysician health care provider.”

23

Smoking Cessation

According to “Tobacco Use in Canada” (2013),
approximately 82,000 people smoke tobacco in NL, and
studies show that the majority of people who smoke
want to quit.

While the Government of Newfoundland and Labrador
has done significant work related to tobacco control
– including the Tobacco Control Act, The Smoke-Free
Environment Act 2005, and Smokers’ Helpline – the
province’s strategy should not end there. A recent study
had the province ranked toward the bottom compared
to other provinces in terms of reducing smoking rates.
Clearly, much more needs to be done.

The Scope of the Problem
Tobacco-related illnesses are the leading cause of
preventable death in Newfoundland and Labrador.
Approximately 17% of deaths in NL are related to
chronic diseases caused by or directly related to
tobacco use, including asthma, cardiovascular disease
and chronic obstructive pulmonary disease. Based on
mortality rates documented by Statistics Canada for
2009-2012, this translates to 14-16 people every week.

What Role Can Pharmacists Play?
NL can reduce smoking rates by developing the most
complete and effective smoking cessation program
in Canada. To achieve this goal, the Government of
Newfoundland and Labrador should expand access to
smoking cessation services outside traditional physician
office settings to include community-based, pharmacistled cessation programs that are proven to help smokers
quit smoking.  

The Canadian Centre on Substance Abuse concluded
that, in 2002, smoking cost the province an estimated
$363.7 million annually in direct health care costs and
indirect costs including productivity lost due to illness
and premature death. It is expected that these costs
would be higher today as the health impacts of smoking
can be delayed up to 30 years, and the cost of providing
health care continues to rise. This is a staggering toll on
our economy, our health care system and, above all, our
people.31

Pharmacists are well-placed to advise smokers on
the appropriate use of their NRT (Nicotine Reduction
Therapy) and to regularly monitor their cessation
progress.32 Evidence shows that pharmacist-led cessation
programs can lead to quit rates that are five to 11 per
cent higher than rates among those attempting to quit

Office of the Premier, Ministry of Health. BC rolls out program to help smokers quit [news release]. September 27, 2011. Retrieved from www2.news.gov.bc.ca/news_
releases_2009-2013/2011PREM0117-001206.htm
32
Khan K, Anderson JR, Du J, Tinker D, Bachyrycz AM, Namdar R. Smoking Cessation and Its Predictors: Results from a Community-Based Pharmacy Tobacco Cessation
Program in New Mexico. Ann Pharmacother 2012; 46:1198-1204.
31
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without a structured program.33 In the UK, for example,
pharmacists are credited with facilitating at least
100,000 of the NHS’s 500,000 quit attempts.

Community pharmacists have medication expertise and
are familiar with smokers’ NRT needs, medication history
and chronic conditions. Their support helps ensure that
smokers use cessation medications that are right for
their individual medical needs. The proper, safe and
effective use of cessation medications by smokers, with
the support of their pharmacists, ensures the avoidance
of medication complications that can often lead to costly
hospitalizations.

Expanding NL’s cessation services to include pharmacistled programs would benefit the province by addressing
the current gap in support services for smokers. An
annual survey of outpatient visits in BC determined
that more than 70 per cent of smokers visit a physician
annually, with most reporting wanting to quit.34

Pharmacist-led cessation services provide smokers with
ongoing counselling support, which is widely recognized
as a vital and effective part of a smoking cessation
program. Ongoing counselling has been found to
increase smoking-cessation rates by 50 per cent. And the
increased number of convenient settings where smokers
can access this service improves the odds that smokers
can quit successfully.

However, 32 per cent of patient charts did not include
information about tobacco use, while 80 per cent of
identified smokers had no documentation of cessation
assistance.
Clearly, Newfoundlanders and Labradorians who want to
quit smoking need better access to cessation programs.
Pharmacist-led smoking cessation programs would
provide the support services people need to successfully
quit smoking.

How Can This Benefit the Patient?
Pharmacist-led smoking cessation treatments lower
smoking rates and save lives and money. The immediate
and long-term health benefits of quitting smoking are
well documented, from reducing the risk of heart disease
to preventing respiratory infections and chronic lung
diseases, to reducing post- operative complications.35

How Can This Benefit the Health Care System?
Pharmacist-led smoking cessation programs have been
successfully implemented in a number of health care
systems and delivered benefits in several ways, including
incremental cost savings that result in substantial
reductions in provincial health care expenditures.
Pharmacist-led smoking cessation programs have been
shown to be cost- effective alternatives to self-directed
quit attempts.37 In the US, comparisons of community
pharmacy-based smoking cessation programs with
self-directed quit attempts found the incremental costeffectiveness of the pharmacist-led program to be
US$844 to US$1,662 per life year saved (depending on
the smoker’s age).

Quitting smoking also reduces the risk of cancers, which
is significant considering that smoking is responsible for
30 per cent of all cancer-related deaths and more than
85 per cent of lung cancer-related deaths.36

Analysis in the UK determined that pharmacist- led
cessation programs had a lower cost per quality-adjusted
life year gained (benefits quitters receive) compared with
self-directed quit attempts and group services.

This suggests that current physician-led cessation
programs are not adequately meeting the demand for
support services.

Sinclair HK, Bond CM, Stead LF. Community pharmacy personnel interventions for smoking cessation. Cochrane Database of Systematic Reviews. 2004.
Ferketich AK, Khan Y, Wewers ME. Are physicians asking about tobacco use and assisting with cessation? Results from the 2001–2004 national ambulatory medical
care survey (NAMCS). Prev Med 2006; 43(6):472-6.
35
Smoke-Free Ontario – Scientific Advisory Committee. Evidence to Guide Action: Comprehensive Tobacco Control in Ontario. Toronto, ON: Ontario Agency for Health
Protection and Promotion, 2010.
36
Centers for Disease Control and Prevention. The health consequences of smoking: a report of the Surgeon General. Dept. of Health and Human Services, Centers for
Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, Atlanta, GA. 2004.
37
Kahende JW, Loomis BR, Adhikari B, Marshall L. A Review of Economic Evaluations of Tobacco Control Programs. International Journal of Environmental Research and
Public Health
33

34
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PANL’s Proposal
PANL proposes that the Government of Newfoundland
and Labrador collaborate with community pharmacy
to develop and implement a pharmacy-led smoking
cessation program, funded by the Ministry of Health, to
provide residents with the improved access, medication
expertise and ongoing counselling they need to
successfully quit smoking. The cessation program would
be modelled after the Ontario Pharmacy Smoking
Cessation Program.39

Further evaluations of community pharmacy-based
cessation programs that included counselling meetings
for smokers determined that the cost-effectiveness of
using pharmacists compares favorably with other disease
prevention medical interventions, such as screening for
hypertension or hypercholesterolemia.
In the US, a pharmacist-led smoking cessation program
run by the Department of Veterans Affairs showed a 16
per cent quit rate, with annual savings of $691,200 and
a net cost benefit of $551,200.

Similar to the program in Ontario, the NL program
would consist of an initial patient assessment to
determine readiness to quit. For patients ready to quit,
the assessment would be followed by a consultation
to document the patient’s smoking habits/history and
previous quit attempts and to determine a plan to quit.

According to the Conference Board of Canada
research report related to chronic lung disease,38 the
economic burden for those with chronic lung disease is
approximately $2,450 per person. The economic burden
for the provincial government is approximately $200
million – the vast majority of it attributable to smokers.
In NL, a pharmacist-led smoking cessation program
could help an additional five to 11 per cent of smokers
quit, potentially resulting in millions in avoided health
care costs. If approximately eight per cent of smokers
using NRT and 15 per cent using prescription smoking
cessation drugs successfully quit, the result would be
approximately 16,000 successful quitters. The costs
of NRT and prescription smoking cessation drugs for
every unsuccessful quit attempt range from $240-$340,
respectively, for a standard 12-week treatment.

Patients agreeing to further consultations with their
pharmacist would be eligible for continued smoking
cessation consultations. This regular follow-up with
the patient would be documented to ensure program
continuity. Ideally, the consultations would take place
when NRT or prescription smoking cessation drugs are
received at the pharmacy.
PANL also proposes that the program include a minimum
of three and a maximum of eight consultation sessions,
each lasting approximately three minutes, which have
been shown to increase the chances of prolonged
abstinence.40 This approach is supported by evidence
from Ontario, where pharmacist-led smoking cessation
interventions with three consultations were shown to
result in a higher quit rate when compared with a single
consultation intervention (27.7 per cent vs. 18 per
cent)41

In the past year, more than 80 per cent of all NRT issued
as part of the BC Smoking Cessation Program was
picked up at community pharmacies. This translates to
120,000 smokers picking up NRT from their pharmacist
and 40,000 smokers picking up prescription smoking
cessation drugs. A pharmacist-led cessation program
providing improved patient access to follow-up
counselling could help reduce these NRT and cessation
drug costs, which would contribute to the province
avoiding health expenditures of $1.37 billion.

The model of intervention should be based on the Five
A’s (ask, advise, assess, assist, arrange), as recommended

www.conferenceboard.ca/press/newsrelease/12-03-01/chronic_diseases_are_taking_a_toll_on_canadians.aspx
Pharmacy Smoking Cessation Program Ontario Ministry of Health and Long Term Care. September 1, 2011. Retrieved from www.health.gov.on.ca/en/pro/programs/
drugs/smoking/
40
CAN-ADAPTT. Canadian Smoking Cessation Clinical Practice Guideline: Summary Statements. Toronto, Canada: Canadian Action Network for the Advancement,
Dissemination and Adoption of Practice-informed Tobacco Treatment, Centre for Addiction and Mental Health. 2011.
41
Pharmacy Smoking Cessation Program Ontario Ministry of Health and Long Term Care. September 1, 2011. R
38

39
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by the Canadian Action Network for the Advancement,
Dissemination, and Adoption of Practice-Informed
Tobacco Treatment (CAN ADAPTT) and as implemented
in the Ontario Smoking Cessation Program. Other
techniques such as FRAMES (feedback about personal
risk, responsibility of patient, advice to change, menu of
strategies, empathetic style, promote self-efficacy) could
also be explored. Pharmacists would be required to
complete training on smoking cessation counselling prior
to participating in the NL program.

PharmacyNetwork the patient’s quit status at the end of
a 12-week course of NRT or smoking cessation therapy.
PANL and the Ministry of Health would collaborate on
developing program evaluations and documentation
requirements to ensure financial accountability.
PANL’s proposed program is summarized in the figure
below. If the proposed service was offered to each
patient who received NRT or prescription smoking
cessation drugs in 2011/12 (160,000 patients) with an
average cost of $100 per patient, it would generate a
potential net cost avoidance of $52-134 million dollars
to the health care system, based on the increased
number of smokers who would quit smoking.

The program would be operated over a defined period
and be regularly evaluated to assess its clinical impact
and cost effectiveness. Pharmacists could also be
included in program evaluation by entering into the

Pharmacist-Led Smoking Cessation Program Remuneration Model

Point of Contact
Assessment

Description
ASK client if he/she smokes
ADVISE smoker to quit
ASSESS patient readiness to
make a quit attempt now

First Consultation

ASSIST the client in making a
quit attempt

Follow-up
Consultation(s)
Maximum 8
annually.
Program Evaluation

ARRANGE for follow-up
contact, either in person or via
telephone
DOCUMENT patient’s success
status with the program

Outcomes
Remuneration
If the client is NOT ready to make a
$0
quit attempt or does not want further
consultation services: Provide client with
information.
If the client is ready to make a quit
attempt and set a quit date: Proceed to
or schedule First Consultation.
• Set a quit date
$50
• Create quit plan
• Provide practical counselling
• Provide handouts or refer to other
community supports
• Determine quit status
$15
• Assess pharmacotherapy use
• Discuss triggers and strategies to
overcome them
Document:
$5
• Patient succeeded in quitting smoking
• Patient did not succeed in quitting
smoking
• Patient did not indicate whether he/
she quit smoking

Evidence shows that a successful smoking cessation program needs face-to-face, ongoing support from a health
care professional. A pharmacist-led smoking cessation program in Newfoundland and Labrador would address this
shortfall, expand access to cessation services, improve the odds of successful quit attempts and result in significant
savings in health care costs.
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Self-Monitoring of Blood Glucose
in Type 2 Diabetes

Self-monitoring of blood glucose (SMBG) is in
widespread use among patients with type 1 and type
2 diabetes. A recent (2010) systematic review by the
Canadian Agency for Drugs and Therapeutics in Health
(CADTH) provides evidence that most patients with
type 2 diabetes who are not on insulin can reduce the
amount of testing they do without negative health
effects. Evidence shows that in this group, routine
self-monitoring of blood glucose will not result in
any clinically significant improvement in glycemic
control.42 The Canadian Diabetes Association (CDA)
has also revised its guidelines and moved away from
recommending daily testing to establish protocols
on an individual basis. If a patient is on a stable oral
regimen and glycemic control is within the target range,
infrequent SMBG monitoring is appropriate.

factors contribute to the highest prevalence rate in
2010 and forecast for 2020. According to the Canadian
Diabetes Association the prevalence of diabetes in
NL will rise from 47,000 in 2010 to 73,000 in 2020,
resulting in an increase of health care costs from
$254 million per year to $322 million.43 One of the
contributors to that high health care cost is the cost of
blood glucose test strips. In fact, blood glucose test strips
were the third-highest BC PharmaCare expenditure,
accounting for $52.5 million of which $22.8 million
was spent on testing among patients with non-insulindependent type 2 diabetes.44 When scaled back to the
population of NL, approximately $6.6 million is spent
on blood glucose test strips and $2.9 million of that is
testing among patients with non-insulin-dependent type
2 diabetes.

What is the Scope of the Problem?
The NL population has a far higher risk for diabetes
given that NL has the oldest population among
Canadian jurisdictions, the highest rates for overweight
and obesity in Canada, the highest pre-diabetes rate,
and close to lowest median family income. These risk

The Canadian Medical Association Journal (CMAJ)
published a study in 2009 that outlined the usage of
blood glucose test strips. The study revealed that test
strip use increased by almost 250% from 1997 to 2008,
with 52.6% (n = 263 513) of included patients receiving
a prescription during 2008. Almost half of these patients

British Columbia Pharmacy Association. British Columbia Pharmacy Association (BCPhA) Clinical Service Proposal Self-Monitoring of Blood Glucose in Type 2 Diabetes.
http://www.bcpharmacy.ca/
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Canadian Diabetes Association. At the tipping point: Diabetes in Newfoundland & Labrador. http://www.diabetes.ca/
44
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were at low risk for drug-induced hypoglycemia. In
2008, over 117 million test strips were dispensed in
Ontario; however, more focused policy scenarios could
have reduced this number by between 9.5 million and
74.5 million test strips.45

help ensure that patients are testing themselves only
when required. Furthermore, access to a pharmacist
for help with diabetes management is convenient for
patients.
How Can This Benefit the Health Care System?
Pharmacist input and influence on the level of testing in
the patient population will have an immediate impact on
the use of blood glucose test strips, with the potential to
save a significant portion of the estimated $6.6 million
spent on blood glucose test strips in 2011 (a number, it
should be noted, that is projected to grow in the future).
Unlike other health care professionals involved in
providing diabetes education (physicians, care providers
in hospital-based clinics), pharmacists interact with
patients when they are purchasing test strips. This
creates a unique opportunity to influence patients’
future testing patterns.

What Role Can Pharmacists Play?
For people with diabetes, information on their disease
comes from a variety of health providers, including
pharmacists. Patients purchase blood glucose test strips
from pharmacists who are well-positioned to inform
and educate patients with non-insulin-dependent type 2
diabetes about proper self-monitoring of blood glucose
and proper use of blood glucose test strips according to
the current CDA recommendations.
It is also well known that management of diabetes
involves much more than glucose testing. And
pharmacists can educate patients about other essential
elements of self-management including:

PANL’s Proposal
PANL recommends utilizing community pharmacists to
educate and support patients with diabetes to follow
the principles of testing as outlined by the CDA. This
information can be found easily on the CDA’s website or
at www.diabetes.ca.

• Eating a healthy, nutritious diet
• Exercising regularly
• Maintaining a healthy weight
• Taking all prescribed medications as directed
• Monitoring blood pressure
• Managing cholesterol
• Maintaining good foot care

This proposal anticipates that over the next five years,
pharmacist intervention will be provided to at least three
quarters with non-insulin-dependent diabetes and will
reduce their testing frequency by 50 per cent, resulting
in a cost savings of approximately $1.1 million annually
or $5.5 million over five years.

How Can This Benefit The Patient?
SMBG may lead to a lower quality of life for some type 2
patients. Many patients are uncertain what the numbers
mean and as a result may even become frustrated.
As well, pain upon testing is often experienced by
patients and this effect can be amplified in the elderly.
There may also be an out of pocket expense to the
patients themselves when blood glucose test strips are
purchased.

Pharmacists will provide a standardized consultation
with non-insulin-dependent diabetes patients. Each
patient intervention will include a review of the patient’s
current testing patterns and will create a testing protocol
that is appropriate for that patient. The consultation
will include the provision of other self-management
information. A report will be generated for patients as
well as their physicians.46

Pharmacists are ideally positioned to advise patients
about individualized glucose testing as recommended in
the accepted guidelines. Easy access to this advice will

Canadian Medical Association Journal. Blood glucose test strips: options to reduce usage. http://www.cmaj.ca
British Columbia Pharmacy Association. British Columbia Pharmacy Association (BCPhA) Clinical Service Proposal Self-Monitoring of Blood Glucose in Type 2 Diabetes.
http://www.bcpharmacy.ca/
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For planning purposes and to estimate savings potential,
we propose setting the service at $50 per pharmacist
consultation. The cost for providing this service to 6,250
patients (approximately half of patients in NL with
diabetes, not using insulin) over the five years will be up
to $1.5 million, resulting in a net saving of $4 million.
The savings are ongoing beyond the first five years and
will increase in line with the rising number of people
diagnosed with diabetes in NL.
Conclusion
Governments have a significant opportunity to utilize
pharmacists to control drug costs. Pharmacists have
a role in non-insulin-dependent type 2 diabetes
management. By implementing a SMBG consultation
service focused on educating patients about purposeful
testing, pharmacists will reduce the burden of testing
on these patients, while equipping them with tools to
better manage their disease.47
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Summary

substitutions, prescribing for minor ailments, initiating
prescription drug therapy, ordering and interpreting lab
tests, and administering a drug by injection. Alberta
and New Brunswick have expanded pharmacists’
scope of practice the furthest to include seven of
the eight activities; Saskatchewan and Nova Scotia
have implemented six. Nunavut and the Yukon are
the only jurisdictions that have made no changes
to pharmacists’ scope of practice… Many provinces
have expanded scope of practice for pharmacists,
providing patients with better access to the care and
medications they need on a continuing basis. Drug
information systems and e-prescribing facilitate this
process. However, variations in scope of practice across
the country continue to contribute to unnecessary
pressures on family physicians for services that could be
provided by pharmacists.”

A recent report by the Health Council of Canada
makes the case quite eloquently for an expanded scope
of services for pharmacists. “Progress Report 2013:
Health Care Renewal in Canada” says that expanding
pharmacist services will enhance health care delivery and
create significant efficiencies.
“Expanding the scope of practice for pharmacists is an
important step in ensuring that drugs are used safely
and effectively and is a way to increase efficiencies
within the system,” says the report, on page 23.
“Currently the scope of practice for pharmacists
varies across the country. The Canadian Pharmacists
Association identifies eight activities within pharmacists’
scope of practice: providing emergency prescription
refills, renewing/extending prescriptions, changing
drug dosages/ formulations, making therapeutic
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