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Abstract
Background  A new interprofessional model incorporating non-dispensing pharmacists in general practice teams 
can improve the quality of pharmaceutical care. However, results of the model are dependent on the context. 
Understanding when, why and how the model works may increase chances of successful broader implementation 
in other general practices. Earlier theories suggested that the results of the model are achieved by bringing 
pharmacotherapeutic knowledge into general practices. This mechanism may not be enough for successful 
implementation of the model. We wanted to understand better how establishing new interprofessional models in 
existing healthcare organisations takes place.

Methods  An interview study, with a realist informed evaluation was conducted. This qualitative study was part 
of the Pharmacotherapy Optimisation through Integration of a Non-dispensing pharmacist in primary care Teams 
(POINT) project. We invited the general practitioners of the 9 general practices who (had) worked closely with a non-
dispensing pharmacist for an interview. Interview data were analysed through discussions about the coding with the 
research team where themes were developed over time.

Results  We interviewed 2 general practitioners in each general practice (18 interviews in total). In a context where 
general practitioners acknowledge the need for improvement and are willing to work with a non-dispensing 
pharmacist as a new team member, the following mechanisms are triggered. Non-dispensing pharmacists add new 
knowledge to current general practice. Through everyday talk (discursive actions) both general practitioners and non-
dispensing pharmacists evolve in what they consider appropriate, legitimate and imaginable in their work situations. 
They align their professional identities.

Conclusions  Not only the addition of new knowledge of non-dispensing pharmacist to the general practice team 
is crucial for the success of this interprofessional healthcare model, but also alignment of the general practitioners’ 
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Background
New models are emerging worldwide to organise and 
deliver pharmaceutical care. In Canada, Australia, the 
United Kingdom, Ireland and the Netherlands non-dis-
pensing clinical pharmacists (NDPs) have been integrated 
in general practice teams, providing pharmaceutical 
care in close collaboration with the general practitioner 
(GP) [1–5]. This new interprofessional model appears 
to improve quality and safety of pharmaceutical care: 
in practices with fully integrated NDPs, drug therapy 
problems are adequately addressed and less medication-
related hospitalisations occur [6–8]. 

It has been recognised that implementing promising 
interventions in a new context does not automatically 
improve the quality and safety of pharmaceutical care in 
the same way,, as their success can be highly dependent 
on the context in which the intervention is introduced 
[9]. Understanding the breadth of contextual influences 
are vital in conducting complex interventions [10] that 
require social interaction between professionals: such 
interventions could work well in one context, but not at 
all in another [11]. In addition to answering the question 
whether the interprofessional model improves quality of 
care with quantitative studies, we need to understand 
how and why this improvement works (so-called work-
ing mechanisms) and when (so-called context elements). 
Understanding how, why and when are concepts of 
realist evaluation that came about due to challenges in 
implementing interventions in other contexts [9] These 
understandings could help to better interpret results 
found so far and could increase chances of success with 
broader implementation of the model in other practice 
settings.

Earlier theories on how and why new interprofes-
sional models in healthcare could improve quality of care 
show the importance of the addition of new knowledge to 
existing organisations [12–14]. This has also been rec-
ognised for the introduction of clinical pharmacists in 
general practice teams [15] However, establishing new 
interprofessional models in existing healthcare organisa-
tions is challenging and interprofessional collaboration 

is not self-evident [16]. Hence, addition of new profes-
sional knowledge alone may not be enough for successful 
implementation.

When we introduced the interprofessional model in 
the Netherlands in the Pharmacotherapy Optimisation 
through Integration of a Non-dispensing pharmacist 
integrated in primary care Teams (POINT) project [5], 
our initial programme theory was that the addition of 
new knowledge was key. These general practice pharma-
cists add specific knowledge about the pharmacothera-
peutic treatment of elderly patients with polypharmacy 
and multimorbidity, who often have complex pharmaceu-
tical care needs [17]. To make optimum use of this addi-
tional knowledge brought into the practices by NDPs, 
it was considered essential that the NDP had a patient-
centred approach in applying pharmaceutical knowledge. 
NDPs were additionally trained in communication, con-
sultation and clinical reasoning skills [17, 18]. In the pres-
ent study, we challenge and refine our theory on when, 
why and how the interprofessional model of integrating 
pharmacists into general practice works, using a realist 
informed evaluation.

Methods
Setting
In the Netherlands, general practice is provided by a 
team, consisting of GPs, practice assistants and practice 
nurse(s). These general practice teams are increasingly 
located in multidisciplinary health centres, with other 
disciplines such as physiotherapists, dietitians, dentists 
and social services. A community pharmacy is often 
available on-site. Community pharmacists and GPs work 
together to ensure the safe use and timely dispensing of 
medication. They have structural pharmacotherapeutic 
consultation meetings. The level of collaboration between 
community pharmacists and GPs varies throughout the 
country.

Although already implemented in other countries, 
the interprofessional model with an NDP integrated in 
general practice teams is a novel approach in the Neth-
erlands (box 1). In the POINT project, where this study 

and non-dispensing pharmacists’ professional identities. This is essentially different from traditional pharmaceutical 
care models, in which pharmacists and GPs work in separate organisations. To induce the process of identity 
alignment, general practitioners need to acknowledge the need to improve the quality of pharmaceutical care 
interprofessionally. By acknowledging the aspect of interprofessionality, both general practitioners and non-
dispensing pharmacists will explore and reflect on what they consider appropriate, legitimate and imaginable in 
carrying out their professional roles.

Trial registration  The POINT project was pre-registered in The Netherlands National Trial Register, with Trial 
registration number NTR-4389.
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was part of, outcomes of the model were measured in 
ten general practices [19]. The practices could take part 
in the POINT study when they were explicitly willing to 
host an NDP and to cooperate in the development and 
evaluation of the new role of NDP. The practices needed 
to have a consultation room available for the NDP and to 
provide the NDP access to the GPs’ electronic medical 
records.

After an induction period of three months, the 
NDPs worked full time in the practices from June 2014 
until May 2015, while concurrently being trained in a 
15-month Clinical Pharmacy Training Program based 
on interprofessional workplace learning, to develop skills 
in communication and clinical reasoning [18]. One NDP 
was unable to finish the training program. Of the remain-
ing nine NDPs, five continued working as an NDP in the 
general practice after the intervention period.

Box 1. Description of the NDP in the POINT project
During the POINT project, the NDPs were given integral 
responsibility for the pharmaceutical care in the practice.
They intervened at the patient level, performing clinical 
medication reviews with elderly patients who use mul-
tiple medications and holding individual consultations for 
patients with specific drug therapy problems; and at the 
practice level, organising quality improvement projects and 
educating GPs and staff members on pharmacotherapy. 
The general outline of how NDPs were expected to fulfil 
their role was pre-specified, but NDPs were encouraged to 
develop their role during the study and to tailor it to the 
practice’ needs.

The training and professional identity development 
of the NDPs were described earlier [18, 20]. Quan-
titative evaluations demonstrated that implementa-
tion of the NDPs in general practice teams resulted in 
improved quality and safety of pharmaceutical care: we 
found a lower risk of medication-related hospitalisations 
amongst elderly patients with polypharmacy, compared 
to usual care [8] and that NDPs identified and adequately 
addressed drug therapy problems [21].

Methodological approach
To evaluate the interprofessional model with an NDP 
integrated in general practice, which can be considered a 
complex intervention, we chose a realist informed evalu-
ation, to explain how and why an intervention works, for 
whom and under what circumstances [22]. Thoroughly 
focussing on the context contributes to a better under-
standing of the (social) intervention effects. The com-
bination of the intervention and its specific context are 
then thought to trigger mechanisms, which in turn pro-
duce both intended and unintended outcomes.

Elements on context, mechanisms and outcomes were 
inferred from the interviews. Context-elements were 
defined as “actors or factors that are external to the 

intervention, present or occurring even if the interven-
tion does not lead to an outcome, and which may have 
influence on the outcome” [23] and mechanism-elements 
as underlying processes or structures, usually hidden, 
which operate in particular contexts and generate out-
comes [24]. Combining these elements, we formulated 
theories on when, why and how the interprofessional 
model of an NDP integrated in general practice improves 
pharmaceutical patient care– an outcome based on find-
ings of earlier quantitative analyses in the POINT project 
[8, 21]. 

Recruitment and data collection
We interviewed GPs from the practices where an NDP 
had worked during the POINT project. To guarantee 
information-rich interviews, we used ‘intensity sampling’ 
(selecting extreme cases to uncover unique understand-
ings) and ‘snowball sampling’ (selecting participants 
through referrals from existing participants) methods: 
we invited the nine GPs who supervised the NDPs at the 
workplace (intensity sampling) and asked them which 
colleague GP (still) had a close working-relationship with 
the NDP in daily practice, and/or a distinct opinion on 
the NDP (snowball sampling) [25].

Semi-structured interviews were conducted between 
March and June 2018 by one researcher who had experi-
ence with doing interviews (VMS, a PhD student and GP 
trainee, who alternates between periods of doing research 
and following general practice training) accompanied by 
a 6th year medical student (AnH, FW). The researchers 
had the skills to build rapport and the interviewees were 
familiar with the POINT project as a whole. Each medi-
cal student joined 9 interviews. Before the interviews, 
senior researchers (EdG, DZ) provided advise to the 
medical students about carrying out interviews and pro-
vided feedback after the first interviews were carried out. 
Interviews lasted between 30 and 45 min and took place 
in a private room at the GPs’ practices. All interviews 
were audio-recorded with a Sony audio recording device 
that was available through our organisation and used by 
researchers within our department to carry out interview 
studies.Some interviews were transcribed verbatim by 
the medical students and some by an agency with whom 
we have made arrangements on privacy. Interviews were 
anonymised by removing personal identifiers and were 
saved by using an encryption key, which was kept secure 
by one of the lead investigators.

The topic guide used for the interviews consisted of 
open questions, and was inspired by the realist evaluation 
framework [26, 27]. Within realist evaluation, the aim 
is to gather insight into how people react to the inter-
vention (understanding how, why and when outcomes 
come about), rather than evaluating opinions about the 
intervention. Participants were asked to describe their 
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experiences of the intervention, rather than asked for 
their opinions about the NDP. The interviewees were 
participating in the overarching POINT project volun-
tarily and were well aware that their opinion, negative or 
positive, was essential for us as researchers. We assumed 
that power dynamics were not at play in this study as 
the interviewees were GPs and most of the researchers 
involved in this study were GPs as well. The topic guide 
was adjusted after a pilot interview with a GP, to ensure 
that each topic was properly highlighted (see Online Sup-
plement S1 for the topic guide).

Data analysis
We analysed the interviews by focussing on the context, 
mechanism and outcome. We used a combined deduc-
tive and inductive approach as coding was guided by 
the initial ideas on how the context and the intervention 
contributed to the outcomes (deductive) and followed by 
looking for new, additional mechanisms within our data 
set (inductive).

All interview transcripts were coded independently by 
two researchers (VMS, and a 6th year medical student 
AnH or FW), using NVivo version 11.13. In the inductive 
coding, first, the exact words or phrases that were used 
by the interviewees were used as codes. Then, a more 
interpretative approach was used to capture the essence 
of the codes. Codes were regularly discussed within the 
research team (VMS, EdG, DZ, AdB), resulting in refined 
coding and suggestions for the identification of additional 
codes and themes. Discrepancies and ambiguities in cod-
ing and interpretation were resolved in discussion. In 
these regular discussion meetings, the senior researcher 
in qualitative research (EdG) gave feedback. She was not 
familiar with the interviewees and could take a more 
distant position during coding and interpretation. With 
this iterative, cyclical analysis we identified elements on 
context and mechanisms that, combined with outcomes 
previously found in our quantitative analyses [8, 21] 
resulted in a refined and deepened programme theory. 
The SQUIRE checklist was followed while writing the 
manuscript [28]. 

Results
In total, 18 GPs were interviewed, with a mean age of 50 
and on average 19 years of work experience (Table 1).

We conceptualised our interpretations of the inter-
views into context, mechanisms and outcome (Table  2) 
which we will discuss in more detail below.

GPs acknowledge the need to improve and are willing to 
engage
Two context elements were essential for the new inter-
professional model. First, whether GPs acknowledged 
the need to improve the quality of pharmaceutical care 
both in their practices, and on a personal level. One GP 
described it as follows:

‘’I felt unsafe and I feared the possibility of being 
brought into court because of prescribing errors. (…) 
And now, I feel better, I am much closer to deliver-
ing good pharmaceutical care instead of wondering: 
‘what don’t I know, what do I know, lots of things are 
happening [with this patient] and I don’t know what 
is going on’. Pharmaceutical care is such a complex 
domain.’’(Participant 8).

Second, whether GPs were willing to engage in this 
improvement, whilst general practice is becoming more 
complex. As one GP said:

“[as a GP] you need to know of a lot. Especially as 
secondary care is increasingly transferred to pri-
mary care, it is all just becoming very specialised, so 
yes we do need extra knowledge.” (Participant 2).

The need for improvement was further endorsed by the 
decline in quality of pharmaceutical care that was experi-
enced by the GP after the NDP left their practice. Return-
ing to the traditional model with only the community 
pharmacist, often instigated by a lack of financial reim-
bursement for the interprofessional model with the NDP 
by healthcare insurers, felt like “it all collapsed in ruins” 
(Participant 1).

Aligning professional identities through discursive actions
Conforming with the initial programme theory, the GPs 
recognised that NDPs brought new knowledge into their 
clinical practice:

Table 1  Baseline characteristics GPs
GPs (n = 18)

Female 10
Age (years) 50 ± 9.2
Working experience (years) 18.8 ± 10.7
GP practice in urban setting 14
Employment
  Salaried 7
  Partner in general practice partnership* 11
Data are presented as mean ± SD or number

Urban setting is defined as more than 100.000 inhabitants

* General practice with two or more owners

Table 2  Overview of contexts, mechanisms and outcome
Context Mechanism Outcome
• GPs acknowledge the need to 
improve the quality of pharmaceuti-
cal care
• GPs are willing to engage in this 
improvement

• NDP adds new 
knowledge to 
general practice
• Professional iden-
tity alignment

• Im-
proved 
quality of 
care
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“Through their background, [the NDP] provides 
depth, they can explain in detail on what the medi-
cine does with the body, or interactions with other 
medicines, and I think… as a GP your pharmaceuti-
cal knowledge is more shallow.” (Participant 3).
 
“They [the NDP] linked that to their knowledge on 
medications, to taper medications or to find an 
alternative, so they of course have the knowledge 
that I as a GP have not.” (Participant 1).

In addition to this anticipated mechanism (adding new 
knowledge to the general practice team) we found that 
over time GPs and NDPs changed their professional 
identities.

By working as an interprofessional team, the GPs and 
the NDPs better understood what the other found appro-
priate (fitting behaviour in a certain context),legitimate 
(conforming to principles they recognize to be valid) and 
imaginable (collectively considering a broad range of pos-
sibilities and solutions to address issues). An example 
was that GPs increasingly valued differences in work 
approaches: NDPs work pro-actively while GPs work 
mainly reactively. In daily practice, an NDP pro-actively 
invites patients to their clinic with potential health con-
cerns due to the combination of medication that they are 
using and their comorbidities. The NDP works together 
with the patient to prevent medication harm. A GP on 
the other hand reacts to the current presenting complaint 
of the patient. Another example of the GP and NDP bet-
ter understanding what the other found appropriate and 
legitimate was observed by a GP who noticed that the 
NDP, over time, increasingly pursued patient-centric 
approaches:

“I think that a pharmacist really has to get used to 
being located in general practice. General practitio-
ners are kind of strange people, doctors think differ-
ently. (…) You know, in the beginning you have to get 
used to that and then (…) what a real difference is, is 
whether you see a list with medications or whether 
you see the patient using them. (…) That is the trans-
lation from practice to the medications, and that 
is the translation a pharmacist needs to complete, 
mainly in the beginning.” (Participant 7).

The person-centred approach was also reflected in the 
communication between the GP and NDP:

I notice that we come to the point much faster and 
quickly identify what the important issues are 
(about the care for the patient). They (NDP) often 
preselects what they need to discuss (…). It is also the 

experience they have gained over time. (Participant 
5)

Alignment of identities took place through discursive 
actions: as the GPs and NDPs talked in the corridors or 
during short daily meetings, about specific patients, their 
context and pharmacotherapeutic considerations. Align-
ment took time and was highly supported by the com-
munication and clinical reasoning skills acquired by the 
NDPs during the training program, as NDPs learned 
to transition from drug-centred to patient-centred 
care, facilitating the NDPs’ identity changes. One GP 
described:

They (NDP) were quite good at communicating as a 
community pharmacist, but they also learned that 
in general practice communication has a slightly dif-
ferent allure. (…) That you connect with what moves 
people and not just fire your questions at someone. 
An ongoing conversation instead of a (…) barrage of 
questions. (Participant 6)

Alignment of identities between GPs and NDPs occurred 
through everyday talk which does not occur with com-
munity pharmacists. Discursively aligning what is appro-
priate, legitimate and imaginable did not occur with 
pharmacists who work in another organisation. One GP 
illustrated how he experienced the discourse with the 
NDP and with the community pharmacist differently:

“To collaborate with someone with both medical 
knowledge as well as pharmaceutical background, 
that results in a nice cooperation. I sometimes visit 
the community pharmacist but that is different. You 
still have… then it is often all about logistics, while 
with [NDP] you notice that they just do much more 
with patients and, well, they have a much more 
medical background.” (Participant 8).
 
Another GP explained: “Because [name of NDP] 
is situated in the general practice, I can very easily 
walk over to their desk or put a memo in their work 
agenda and vice versa. It’s very easy to make contact 
with each other.” (Participant 7).

Providing shared care for specific and complex patient 
problems enabled different opportunities for aligning 
identities as both enable GPs and NDPs to recognise, 
acknowledge and utilise the others’ expertise. For spe-
cific care, such as patients with a single drug therapy 
problem,GPs entrusted patients to the NDP or consulted 
the NDP for advice. In these situations, the GP easily 
agreed with the NDP’s recommendations, without much 
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discussion. For example, in a patient with persistent pain 
who was referred to the NDP by the GP, the GP stated:

“you know, when [NDP] says that starting pregaba-
lin is the best option now, then I think Oh, good idea, 
well, let’s do that; as I do trust them, yes.” (Partici-
pant 9).

For complex care– patients with multimorbidity, poly-
pharmacy and multiple pharmaceutical care problems– 
the GPs recognised the importance of combining both 
their own and the NDPs expertise. The GPs experienced 
the need for face-to-face collaborative care meetings with 
the NDP to optimise the pharmaceutical care of these 
patients, for example when jointly carrying out clinical 
medication reviews in elderly patients. One GP described 
the importance of interprofessional collaboration in 
discussing such complex clinical medication review 
outcomes:

“Sometimes, you [as a GP] think, what else is going 
on there? And then I wonder… they [the NDP] are 
trained as a pharmacist, and they looks through 
certain glasses. And I look through slightly different 
glasses. I definitely think these glasses are comple-
mentary, but I feel that sometimes there is a need 
for my broader scope, […] to see the wider picture, 
not focusing solely on the medication. Sometimes it 
is priority to make sure someone can stay home, or 
has a good quality of life, rather than to control the 
blood pressure; there is more to life than a controlled 
blood pressure.” (Participant 5).

As a consequence of frequent and successful joint care 
meetings between GPs and NDPs, the following mecha-
nism occurred: GPs started to think and feel differ-
ently about sharing (part) of their responsibility with 
the NDPs, amid the complexity of patients’ care needs. 
The GPs gradually entrusted parts of the provided care 
to NDPs, but meanwhile remained convinced that they 
should be able to provide the NDP-led care themselves– 
even though the GP recognised they actually would not 
be able to, especially in the complexity of care:

“They [NDP] are better at it [providing pharma-
ceutical care] than I am. But I, as a GP, should be 
able to do it, too. […] That is how it always has been. 
Whether it stays like that, I don’t know.” (Participant 
9).
 
“No, I think I cannot do all that what they [NDPs] 
can. […] I think that I should be able to do clinical 
medication reviews, but I am not sure whether I 
would be able to do it that good, no.” (Participant 6).

 
“So, I wouldn’t be able to do the same [as the NDP], 
even if I could take the same amount of time for the 
patient, because I do not have the knowledge.” (Par-
ticipant 1).

Improved quality of care
The main outcome of the intervention was improved 
quality of care. A new, interprofessional model of phar-
maceutical care, in which GPs and NDPs work closely 
together, through different mechanisms resulted in both 
perceived improvement of pharmaceutical care, as well 
as, as we have shown in our other studies, objectively 
demonstrated improvement outcomes [8, 21]. The newly 
formed model is not just another model of providing 
pharmaceutical care, but one in which interprofessional 
collaboration between GP and NDP becomes well estab-
lished, as recognised by this GP:

“Together, they make a very strong team.” (Partici-
pant 1).

Discussion
Our findings indicate that in a context where GPs 
acknowledge the need for improvement and are willing 
to engage in this improvement, working mechanisms are 
triggered. NDPs add new knowledge to current general 
practice. Through discursive actions both GPs and NDPs 
change in what they consider appropriate, legitimate and 
imaginable in their work situations. They align their pro-
fessional identities. This contributes to the formation of 
an interprofessional healthcare model, in which shared 
care is provided by GPs and NDPs, resulting in improved 
quality of care.

Especially as the number of elderly patients with 
chronic conditions rises, GPs generally recognise that 
general practice requires a more diverse skill mix, and 
pharmacists’ expertise is suggested to be of additional 
value here [29, 30]. Although all GPs acknowledged there 
was a need for improvement of the pharmaceutical care 
provided in their practices, some GPs considered lack of 
time to provide pharmaceutical care as the main problem. 
Other GPs acknowledged that a gap in their own knowl-
edge may hinder the provision of better pharmaceutical 
care. In our model, this element of the context clarifies 
whether the mechanism “willing to share their respon-
sibility with NDPs” occurred. GPs who are acknowledg-
ing a personal knowledge gap seem more willing to share 
their responsibility with NDPs as opposed to GPs who 
only acknowledge a need for improvement on a practice 
level (related to lack of time). Recognising this difference 
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between the contexts might be key for the implemented 
intervention to result in success [31]. 

When designing the interprofessional healthcare 
model, we assumed the addition of new knowledge by 
the NDPs to general practice to be a key working mecha-
nism [17]– in line with previous theories [12–14]. A pre-
vious UK study, investigating stakeholder experiences 
of this interprofessional model with NDPs integrated 
into general practices, also found GPs appreciating the 
additional knowledge brought by NDPs [15]. However, 
additional knowledge is not always optimally utilised, 
because of existing boundaries between and within 
health professions that can lead to interprofessional 
conflicts [16, 32]. Ryan and colleagues describe chal-
lenges in realising effective interprofessional collabora-
tion [15]. In their study, a GP compared the “perceived 
threat to professional boundaries and identity to that 
observed during the introduction of nurse practitioners, 
although suggested that this sentiment might be stron-
ger since everything a nurse can do a GP can probably do, 
whereas anything a pharmacist can do the GP probably 
can’t” [15, p. 8]. Perhaps this limited degree of overlap 
between the two professions (GP and NDP) explains that 
professional boundaries between GPs and NDPs needed 
to be redrawn, and (interprofessional) identity work was 
needed.

A professional identity can be defined in terms of 
‘spaces of action’, which are “what professional actors find 
appropriate, legitimate and imaginable in their work situ-
ations, given the existing cultural conditions” [33]. Spaces 
of action are not fixed. New spaces of action can be co-
constructed and boundaries between interprofessional 
spaces of action can be redrawn, as spaces of action are 
the result of everyday work interactions, so-called discur-
sive actions. In these discursive actions, the professional 
identities of both GPs and NDPs started to change. This 
process of aligning professional identities took place both 
explicitly and implicitly: GPs and NDPs became aware 
of what the other considers appropriate, legitimate and 
imaginable and started sharing ideas about these consid-
erations, thereby re-drawing and aligning their profes-
sional identities.

We found that discursive actions were the means for 
the identity aligning process to take place; for example: 
knocking on each other’s door for ad hoc consultations 
during the day, coffee break meetings, asking the other to 
shortly pop over during a patient consultation to assess 
the patients’ pharmacotherapy directly together, or quick 
questions via digital notes in the patient records system. 
During these interactions, GPs and NDPs discussed 
specific patients and their context or pharmacothera-
peutic considerations, thereby questioning each other’s 
routine, asking questions like “why do you do what you 
do?”. These discursive actions made GPs and NDPs both 

explicitly and implicitly reconsider what they thought 
appropriate, legitimate and imaginable in their work sit-
uations: the identity aligning process could take place, 
allowing for effective interprofessional collaboration.

Earlier studies already recognised ‘proximity’ between 
GPs and pharmacists, and them both working ‘on-site’ as 
important elements to enable interprofessional collabo-
ration [15, 34]. A Canadian study on GPs’ experiences of 
prescribing pharmacists (both community pharmacists 
and NDPs, the latter being described as ‘team pharma-
cists’) reported that “the proximity of team pharmacists 
allowed physicians to develop trust and mutual respect 
with pharmacists; however, proximity alone did not 
facilitate collaboration.…All participants were hesitant 
to trust pharmacists with whom they were unfamil-
iar, especially in community settings.” [34, p.92] Besides 
the need for proximity, our study stressed that GPs and 
pharmacists need to be familiar with each other, i.e. 
work collaboratively to learn to speak the same language. 
Another study, in the United Kingdom, reported that “a 
strong preference was expressed [by GPs] for the phar-
macy team to be located in house all day. In practices 
where the pharmacy team was located on-site, partici-
pants reported easy personal access and the ability to ask 
informal questions.” [15] That same study reported that 
”where the pharmacy team was located off-site, however, 
they were viewed as a separate entity and aspects of com-
munication were lost.” [15] We agree with those studies 
that proximity and working on-site are important, but we 
think that in this proximity GPs and NDPs not only need 
to get familiar but need to align their professional identi-
ties, which, in our view, incorporates deeper underlying 
mechanisms taking place than simply getting to know 
each other: it requires both parties to change. We believe 
that proximity and working on-site describe the essen-
tial conditions that are needed for this alignment process 
to take place: they allow for discursive actions to occur. 
‘GPs in our study reported a difference between collab-
oration with NDPs and collaboration with community 
pharmacists, so, we hypothesise that despite (frequent) 
proximity between GPs and community pharmacists and 
(frequent) mutual relationships, community pharmacists 
and GPs may not have aligned their professional identi-
ties, whereas NDPs and GPs may have.

Over time, in the process of aligning identities, GPs 
may start to reconsider responsibilities. GPs feel respon-
sible for the integral care provided to patients, includ-
ing pharmaceutical care. This seems to be a core aspect 
of the GPs’ professional identity. For GPs, reconsidering 
responsibilities with other professionals is a delicate bal-
ance. On the one hand, the GP wants to be responsible 
for and in control of patient care, as becomes clear in the 
following quote of a Canadian GP: “If they [pharmacists] 
are going to make clinical decisions about a patient, and 
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they [pharmacists] don’t call me [to get my consent], that’s 
inappropriate”. [34, p.91] On the other hand, the same GP 
had less problems with an NDP making clinical decisions 
as confirmed by the following quote: “[The NDP] did not 
need to seek approval prior to prescribing whereas com-
munity pharmacists should.” [34, p.91] It is possible to 
adjust the GPs identity by aligning with the NDPs’ profes-
sional identity. Our results indicate that mutual interac-
tions between GPs and NDPs is an essential first step.

Strengths and limitations
While many evaluations of interventions ignore the con-
text in which the intervention is implemented, we instead 
aimed to better understand this context by using a realist 
informed approach. Taking the context into account pro-
vided additional insight into what could help to success-
fully implementat the interprofessional model with an 
NDP in other general practices.

This study had several limitations. Firstly, due to logis-
tic reasons there was quite a large time frame between 
the ending of the intervention period (May 2015) and 
the interviews (March until June 2018). During this time, 
in five of the nine practices the NDPs continued work-
ing after the intervention period ended, while in the 
rest of the practices the NDPs stopped working, bring-
ing different experiences to the fore. Secondly, there was 
little opposition to NDPs amongst the interviewees. This 
might be related to the selection of GPs and practices 
willing to engage to begin with. This limits possibilities to 
mirror different contexts. Lastly, we chose to include GPs 
only, for feasibility reasons. To obtain a broader over-
view of the context in which the NDPs were integrated, 
insights in the perspective of the full general practice 
team, including practice assistants and nurses would have 
added value.

Implications for future pharmaceutical care and future 
research
The process of professional identity alignment is essential 
to make the interprofessional healthcare model work. It 
is important to highlight that this process is difficult, for 
both GPs and NDPs, and that it takes time. Understand-
ing how the process takes place could help to optimise 
broader implementation of our interprofessional health-
care model.

Future follow-up research should investigate the health 
innovation sustainability of this interprofessional model 
on quality of pharmacotherapy in general practice, With 
the introduction of pharmacist prescribers in other coun-
tries like the United Kingdom, this may also be impor-
tant with regards to roles and responsibilities of an NDP 
in general practice. Future research is needed to evaluate 
how and when this advanced role fits within the inter-
professional model with an NDP. Also, the perspectives 

on the model of other stakeholders, such as policy mak-
ers, governmental bodies, professional organisations and 
healthcare insurers needs further investigation. We sug-
gest that the relationship between financial sustainability 
and the importance of social factors (e.g. social interac-
tion between professionals) should be the focus of future 
research too.

The need for additional training of pharmacists to work 
in general practice was recognised before [15, 35], yet we 
would like to specifically stress the importance of addi-
tional interprofessional training to further facilitate the 
process of identity alignment. Interprofessional training 
is a collaborative educational approach that involves both 
GPs and NDPs, working together to learn with, from and 
about each other. This training aims to improve team-
work, communication and the quality of patient care by 
fostering a deeper understanding of each other’s profes-
sional roles and responsibilities. It assists GPs and NDPs 
to develop the skills needed to work together effectively 
in a person-centred healthcare environment. We used 
a work-place based learning approach to develop these 
skills through practical experience and on-the-job activi-
ties [18]. In literature on interprofessional teams it was 
recognised that professional identity formation is a social 
activity, and professional identities are explored in rela-
tion with others [36]. Interprofessional training, like 
workplace learning, offer ample opportunities for infor-
mal conversations and reflections that will accelerate the 
process of identity alignment [37, 38]. 

Conclusion
The new interprofessional healthcare model with the 
NDP integrated in general practice teams not only works 
through addition of new knowledge in general practice, 
but also via NDPs and GPs aligning their professional 
identities. This is essentially different from traditional 
pharmaceutical care models, in which pharmacists 
and GPs work in separate organisations. When broader 
implementation of the interprofessional model with 
NDPs in general practice is sought, GPs need to acknowl-
edge that the need for improvement of the quality of 
pharmaceutical care requires focussing on interprofes-
sional teamwork. Then, both GPs and NDPs will explore 
and reflect on what they consider appropriate, legitimate 
and imaginable in carrying out their professional roles for 
collaboratively providing the best pharmacotherapy to 
their patients.

Abbreviations
NDP	� Non-dispensing pharmacist
GP	� General practitioner
POINT	� Pharmacotherapy optimisation through integration of a non-

dispensing pharmacist integrated in primary care teams
RE	� Realist evaluation



Page 9 of 10Hazen et al. BMC Health Services Research          (2024) 24:502 

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-024-10703-y.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
We thank all 18 GPs participating in this study, and Annemiek Heijne and 
Fokeline Weerheim for their contributions. We also thank Matthew Grant for 
proofreading the manuscript.

Author contributions
All authors (AH, VMS, EdG, AdB, JdG, NdW and DZ) participated in the design 
of the study. VMS was engaged in the data collection. VMS, AH, EdG, AdB 
and DLMZ were involved in the data analyses. VMS and AH drafted the 
paper. All authors (AH, VMS, EdG, AdB, JdG, NdW and DZ) contributed to the 
interpretation of the findings and critical review of the paper.

Funding
For the POINT study, a research grant was obtained from the Netherlands 
Organisation for Health Research and Development (grant agreement 
number 80-833600-98-10206). Implementation of NDPs during the study was 
financed by an unconditional grant of the Foundation Achmea Healthcare, a 
Dutch health insurance company (project number Z456). Both study sponsors 
had no role in the design of the study, nor in the data collection, analyses, 
interpretation of the data, in the writing of the report or in the decision to 
submit the manuscript for publication.

Data availability
The datasets used and/or analysed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All the procedures were followed in accordance with the Declaration of 
Helsinki. All interviewees provided written informed consent for participation 
in the present sub study of the POINT project. The POINT project was 
exempted of formal medical-ethical approval by the Medical Ethical 
Committee University Medical Centre Utrecht (METC protocol number 
13-432 C).

Consent for publication
Not applicable, since no identifying information/images of the participants are 
present in the manuscript.

Competing interests
The authors declare no competing interests.

Author details
1Department of General Practice, Julius Center for Health Sciences 
and Primary Care, University Medical Center Utrecht (UMCU), Utrecht 
University, Universiteitsweg 100 3584 CG Utrecht. Postal address STR 
6.131, P.O. Box 85500, 3508 GA Utrecht, The Netherlands
2Department of Pharmacotherapy, - Epidemiology and – Economics, 
University of Groningen, Antonius Deusinglaan 1, Building 3214,  
9713 AV Groningen, The Netherlands
3Tilburg School of Social and Behavioral Sciences, Warandelaan 2,  
5037 AB Tilburg, The Netherlands

Received: 31 December 2023 / Accepted: 9 February 2024

References
1.	 Dolovich L, Pottie K, Kaczorowski J, Farrell B, Austin Z, Rodriguez C, et al. Inte-

grating family medicine and pharmacy to advance primary care therapeutics. 
Clin Pharmacol Ther. 2008;83(6):913–7.

2.	 Tan E, Stewart K, Elliott RA, George J. An exploration of the role of pharmacists 
within general practice clinics: the protocol for the pharmacists in practice 
study (PIPS). BMC Health Serv Res. 2012;12:246.

3.	 Jameson JP, VanNoord GR. Pharmacotherapy consultation on polypharmacy 
patients in ambulatory care. Annals Pharmacotherapy. 2001;35:835–40.

4.	 Cardwell K, Clyne B, Moriarty F, Wallace E, Fahey T, Boland F, et al. Supporting 
prescribing in Irish primary care: protocol for a non-randomised pilot study of 
a general practice pharmacist (GPP) intervention to optimise prescribing in 
primary care. Pilot Feasibility Stud. 2018;4:122.

5.	 Hazen ACM, Sloeserwij VM, Zwart DLM, de Bont AA, Bouvy ML, de Gier JJ, 
et al. Design of the POINT study: Pharmacotherapy Optimisation through 
Integration of a non-dispensing pharmacist in a primary care team (POINT). 
BMC Fam Pract. 2015;16:76.

6.	 Tan ECK, Stewart K, Elliott RA, George J. Pharmacist services provided in gen-
eral pratice clinics: a systematic review and a meta-analysis. Res Social Adm 
Pharm. 2014;10:608–22.

7.	 Hazen AC, de Bont AA, Boelman L, Zwart DL, de Gier JJ, de Wit NJ, et al. The 
degree of integration of non-dispensing pharmacists in primary care practice 
and the impact on health outcomes: a systematic review. Res Social Adminis-
trative Pharm. 2018;14:228–40.

8.	 Sloeserwij VM, Hazen ACM, Zwart DLM, Leendertse AJ, Poldervaart JM, de 
Bont AA et al. Effects of non-dispensing pharmacists integrated in general 
practice on medication-related hospitalisations. Br J Clin Pharmacol. 
2019;1–11.

9.	 Pawson R, Tilly N. Realistic evaluation. London: SAGE; 1997. p. 235.
10.	 Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process 

evaluation of complex interventions: Medical Research Council guidance. 
BMJ. 2015;350:h1258.

11.	 Wong G, Westhorp G, Manzano A, Greenhalgh J, Jagosh J, Greenhalgh 
T. RAMESES II reporting standards for realist evaluations. BMC Med. 
2016;14(96):1–18.

12.	 Williams KY, O’Reilly CA. Demography and diversity in organizations: a review 
of 40 years of research. Res Organizational Behav. 1998;20:77–140.

13.	 Ancona DG, Caldwell DF. Demography and design: predictors of New Prod-
uct Team performance. Organ Sci. 1992;3(3):321–41.

14.	 DeDreu C, West M. Minority dissent and team innovation: the importance of 
participation in decision-making. J Appl Psychol. 2001;86(6):1191–201.

15.	 Ryan K, Patel N, Lau WM, Abu-Elmagd H, Stretch G, Pinney H. Pharmacists in 
general practice: a qualitative interview case study of stakeholders’ experi-
ences in a West London GP federation. BMC Health Serv Res. 2018;18(1):1–13.

16.	 Mitchell RJ, Parker V, Giles M. When do interprofessional teams succeed? 
Investigating the moderating roles of team and professional identity in 
interprofessional effectiveness. Hum Relat. 2011;64(10):1321–43.

17.	 Hazen ACM, de Bont AA, Leendertse AJ, Zwart DLM, de Wit NJ, de Gier JJ, et 
al. How clinical integration of pharmacists in General Practice has impact on 
Medication Therapy Management: a theory-oriented evaluation. Int J Integr 
Care. 2019;19(1):1–8.

18.	 Hazen A, de Groot E, de Gier H, Damoiseaux R, Zwart D, Leendertse A. Design 
of a 15-month interprofessional workplace learning program to expand the 
added value of clinical pharmacists in primary care. Currents Pharm Teach 
Learn. 2018;10:618–26.

19.	 Hazen A, Sloeserwij V, Pouls B, Leendertse A, de Gier H, Bouvy M, et al. Clinical 
pharmacists in Dutch general practice: an integrated care model to provide 
optimal pharmaceutical care. Int J Clin Pharm. 2021;43(5):1155–62.

20.	 Hazen ACM, de Groot E, de Bont AA, de Vocht S, de Gier JJ, Bouvy ML, et 
al. Learning through Boundary Crossing: professional identity formation of 
pharmacists transitioning to General Practice in the Netherlands. Acad Med. 
2018;93(10):1531–8.

21.	 Hazen ACM, Zwart DLM, Poldervaart JM, de Gier JJ, de Wit NJ, de Bont AA 
et al. Non-dispensing pharmacists’ actions and solutions of drug therapy 
problems among elderly polypharmacy patients in primary care. Fam Pract. 
2019;1–8.

22.	 Salter KL, Kothari A. Using realist evaluation to open the black box of knowl-
edge translation: a state-of-the-art review. Implement Sci. 2014;9(115):1–14.

23.	 Marchal B, van Belle S, van Olmen J, Hoerée T, Kegels G. Is realist evaluation 
keeping its promise? A review of published empirical studies in the field of 
health systems research. Evaluation. 2012;18(2):192–212.

https://doi.org/10.1186/s12913-024-10703-y
https://doi.org/10.1186/s12913-024-10703-y


Page 10 of 10Hazen et al. BMC Health Services Research          (2024) 24:502 

24.	 Astbury B, Leeuw FL. Unpacking Black boxes: mechanisms and theory build-
ing in evaluation. Am J Evaluation. 2010;31(3):363–81.

25.	 Patton M. Purposeful sampling. Qualitative evaluation and research methods. 
Beverly Hills: SAGE; 1990. pp. 169–86.

26.	 Pawson R. The science of evaluation: a realist manifesto. 1st ed. London: 
SAGE; 2013.

27.	 Hewitt G, Sims S, Harris R. Using realist synthesis to understand the mecha-
nisms of interprofessional teamwork in health and social care. J Interprof 
Care. 2014;28(6):501–6.

28.	 Ogrinc G, Davies L, Goodman D, Batalden P, Davidoff F, Stevens D. SQUIRE 
2.0 (standards for QUality Improvement Reporting Excellence): revised 
publication guidelines from a detailed consensus process. BMJ Qual Saf. 
2016;25(12):986–92.

29.	 Anderson C, Zhan K, Boyd M, Mann C. The role of pharmacists in general 
practice: a realist review. Res Social Administrative Pharm. 2019;15:338–45.

30.	 Löffler C, Koudmani C, Böhmer F, Paschka SD, Höck J, Drewelow E, et al. Per-
ceptions of interprofessional collaboration of general practitioners and com-
munity pharmacists - a qualitative study. BMC Health Serv Res. 2017;17:224.

31.	 Norman AC, Elg M, Nordin A, Gäre BA, Algurén B. The role of professional 
logics in quality register use: a realist evaluation. BMC Health Serv Res. 
2020;20(1):1–11.

32.	 McNeil KA, Mitchell RJ, Parker V. Interprofessional practice and professional 
identity threat. Health Sociol Rev. 2013;22(3):291–307.

33.	 Lokatt E, Holgersson C, Lindgren M, Packendorff J, Hagander L. An interpro-
fessional perspective on healthcare work: Physicians and nurses co-con-
structing identities and spaces of action. J Manage Organ. 2019;2019:1–17.

34.	 Faruquee CF, Khera AS, Guirguis LM. Family physicians’ perceptions of phar-
macists prescribing in Alberta. J Interprof Care. 2019;1:10.

35.	 Freeman C, Cottrell WN, Kyle G, Williams I, Nissen L. Integrating a pharmacist 
into the general practice environment: opinions of pharmacist’s, general 
practitioner’s, health care consumer’s, and practice manager’s. BMC Health 
Serv Res. 2012;12:229.

36.	 Best S, Williams S. Professional identity in interprofessional teams: findings 
from a scoping review. J Interprof Care. 2019;33(2):170–81.

37.	 Pecukonis E, Interprofessional Education. A theoretical Orientation Incor-
porating Profession-Centrism and Social Identity Theory. J Law Med Ethics. 
2014;42(s2):60–4.

38.	 Thomson K. When I say… informal conversations. Med Educ. 
2020;54(4):287–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Non-dispensing pharmacists integrated into general practices as a new interprofessional model: a qualitative evaluation of general practitioners’ experiences and views
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Setting
	﻿Methodological approach
	﻿Recruitment and data collection
	﻿Data analysis

	﻿Results
	﻿GPs acknowledge the need to improve and are willing to engage
	﻿Aligning professional identities through discursive actions
	﻿Improved quality of care

	﻿Discussion
	﻿Strengths and limitations
	﻿Implications for future pharmaceutical care and future research

	﻿Conclusion
	﻿References


