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Executive summary
Supporting and empowering individuals to responsibly engage in self-care is an important part of
pharmacists’ daily practice around the world. Self-care spans the whole wellness spectrum, from disease
prevention to the management of symptoms and common ailments. It also encompasses interventions
ranging from advice on non-prescription medicines and medical devices (often described as “over the
counter”) to education on healthy diets, hygiene and mindfulness practices.1 The ability to engage in self-care
empowers individuals to act on their own health and well-being, and it encourages the inclusion of their input
and specific needs when making healthcare decisions. Self-care empowers people and societies to transform
health. Moreover, to promote health equity, health literacy is needed, and there is significant room for
improvement and for greater research in this field.
Self-care has been conceptualised through internationally recognised frameworks.2 The Self-Care Matrix is a
widely accessible framework that conveys the concept of the “totality” of self-care by highlighting the interrelationships between four cardinal dimensions of self-care. These dimensions are:
1.
2.
3.
4.

Person-centred self-care activities;
Self-care behaviours;
Self-care in the context of resource utilisation; and
The prevailing environment as a key enabler of self-care practice.

Self-care is an important contributor to universal health coverage (UHC) through savings in healthcare
expenditure and the reallocation of resources by means of reduced use and pressure on healthcare systems.
For example, patient education and assessment conducted by pharmacists in addition to supporting the
informed choice of non-prescription medicines could relieve the burden placed on healthcare systems, such
as in primary care facilities or emergency departments, from patients seeking consultation for minor ailments,
and lessen the reliance on prescription-only medicines.
Furthermore, many regulatory bodies are supporting technological advancements in healthcare, particularly
those that can support populations to better manage chronic diseases and help prevent potential medical
issues. The expansion of self-care, however, faces structural and regulatory barriers across the world.
Additional areas for improvement include the need for higher levels of health literacy within the population
as well as adequate education and training for the pharmacy workforce to support individuals more
effectively in managing their conditions.
Policies should also further highlight how engaging in self-care can improve health and well-being in
complement with formal healthcare systems. Strong healthcare systems should empower self-carers.
Countries can promote self-care by providing populations with effective, efficient and inclusive primary
healthcare services, quality healthcare information, and accessible preventative care and supplementary care
services through community pharmacies.
Pharmacists are trusted sources of health information within communities, and they contribute to generating
positive health outcomes by empowering individuals to better care for their own health. This is highlighted in
the FIP Community Pharmacy Section Vision 2025. The role of pharmacists is evolving, and their set of
professional competencies continues to change and grow, therefore requiring continuous development to
support their colleagues, their patients, and their communities.
This handbook provides guidance for pharmacists on supporting self-care in six areas of frequent
consultations: sore throat, gastrointestinal complaints, musculoskeletal pain, children’s fever, sexual health,
and disinfection and the pharmacy.
1.

Sore throat is a common condition that is usually self-limiting, and pharmacists can play a supportive
role in the identification of symptoms and their respective management with non-prescription
medicines and non-pharmacological interventions. Because sore throat is one of the most common
symptoms leading to unwarranted antibiotics use, pharmacists can play an important role in the
screening and referral of patients in addition to educating them and monitoring their medicines use.
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2.

Gastrointestinal complaints can be influenced by several lifestyle factors, including diet and stress,
and using certain types of medicines. It is important for pharmacists to consider these factors when
interacting with patients who present with such symptoms. Different non-prescription medicines are
available to treat symptoms related to GI complaints, rendering pharmacies key access points for
trusted advice and access to self-care products which can provide relief and care to affected
individuals. Nutritional advice — one of the fundamental pillars of self-care — was also identified as
an integral part in controlling GI symptoms.

3.

Musculoskeletal pain represents a prevalent issue in the community and can ultimately lead to
disability. They are also a frequent cause of pharmacist consultations. When assessing potential
causes and characteristics of the pain, pharmacists should consider occupational and behavioural
aspects. Different formulations of non-prescription medicines are available for pharmacists to
recommend the most appropriate treatment. Lifestyle factors, such as weight management and
adequate physical exercise, can also be important factors for the prevention and management of
musculoskeletal pain.

4.

Children’s fever is a frequently presented symptom in community pharmacies. Pharmacists have an
important role to play in reassuring and providing relief to patients and their families and caregivers.
Age, vaccination status and recent complaints are important factors that should be considered when
determining the most appropriate management strategies or the need for referral. In addition to
recommendations on medicines, pharmacists are well placed to provide education on other topics
related to fever, such as the correct method to measure temperature, hydration options and at-home
non-pharmacological management options.

5.

Sexual health comprises different conditions that vary with gender and age. Pharmacists must be
sufficiently able to conduct respectful, open-minded conversations, which may sometimes be difficult
to engage in, and provide evidence-based advice on topics with the privacy and discretion they
require. Pharmacists can also actively participate in the prevention and screening of sexually
transmitted infections by leveraging their accessibility through partnerships with referral or
specialised centres. Pharmacists can also advise individuals on the use of a broad range of self-care
approaches for improved sexual health and safer sex practices.

6.

Disinfection and the pharmacy is an essential consideration in the prevention of transmissible
diseases. Cleaning and disinfection should be regularly implemented and practised, even beyond
pandemics and peak seasons of communicable diseases like influenza. To support disinfection in the
pharmacy, it is important that frequently used surfaces and devices, especially those used in point-ofcare testing, are regularly disinfected. Handwashing is also an important strategy that should be
ingrained in the daily routine of pharmacists, and that should be regularly promoted to patients, to
minimise the risk of disease transmission.

This handbook aims to provide the pharmacy workforce with relevant and concise guidance on coaching
practices and person-centred approaches to promoting and engaging in self-care. It discusses current trends
and strategies in self-care and explores the implications, innovations and approaches adopted across several
practice areas. It also aims to support and engage the frontline pharmacy workforce to overcome the barriers,
challenges and realities of self-care while exploring the extent of all its potential benefits, especially those
that contribute to the vision for UHC.

p6 |

Empowering self-care: A handbook for pharmacists

Foreword
By the president of the International Pharmaceutical Federation
In 2018, FIP signed the Declaration of Astana, committing to work towards better primary health care as an
essential step towards sustainable, resilient health systems and universal health coverage. Self-care is an
important component of health care, with important implications for health systems. Self-care includes a
broad scope of areas where individuals can be proactive in sustaining, improving and managing their own
health and well-being, ranging from health promotion, disease prevention and management, to selfmedication. It is imperative that individuals are empowered with the knowledge and the ability to fully
understand and care for their own health in an autonomous way.
Pharmacists are ideally placed to support informed self-care by empowering patients to make better health
choices. These interventions are essential to optimise the use of resources by health systems and can deliver
better health outcomes for individuals and contribute to health system sustainability and broader societal
and economic gains.
Community pharmacists provide education and guidance in multiple areas of self-care, including nutrition and
physical activity, hygiene and disinfection, lifestyle choices, sexual health and other key lifestyle areas. They
dispense and advise on the use of non-prescription medicines and other self-care products and devices. These
services are closely aligned with FIP’s Development Goals 15 (People-centred care) and 18 (Access to medicines,
devices and services). Further, FIP Development Goal 21 (Sustainability in pharmacy) is also relevant in this
context as self-care is a key driver of universal health coverage and an important contributor to healthcare
cost savings and better use of resources.
In 2017, FIP published “Pharmacy as a gateway to care: Helping people towards better care”, a publication that
highlights several aspects of self-care, from its architecture (especially behavioural and system components)
to the understanding and importance of health systems. This reference paper was the basis for the FIP
statement of policy “Pharmacy: Gateway to care”, which included a commitment by FIP to support member
organisations in developing quality standards for self-care services and protocols for self-care provision that
are appropriate to their national context, and to advocate pharmacist-delivered self-care services to improve
and manage health. In 2019, FIP and the Global Self-Care Federation published a joint policy statement
highlighting the responsibilities of pharmacists in dispensing self-care products, supporting patients with
education, collaboration with other healthcare providers and encouraging individuals to make proactive life
choices.
It is within the spirit of these statements and publications that FIP now publishes this handbook, which
provides pharmacists and their professional organisations with a resource to support them in advocating the
important role that the pharmacy workforce can play in supporting self-care. It also provides a person-centred
approach with professional guidance to support self-care in specific areas. It discusses current strategies for
self-care and its various dimension for common symptoms and ailments often managed in the community.
These professional services by pharmacists highlight their commitment to primary healthcare, and they
leverage pharmacies as gateways to care, as trusted sources of advice and medicines, and as accessible
healthcare facilities at the heart of each community.
I encourage you to implement the services described in this handbook in your daily practice and to support
colleagues in your country in doing so. FIP is proud to support the advancement of self-care globally and
committed to equip and empower pharmacy professionals and their organisations to deliver pharmacysupported self-care interventions in the communities that they serve.

Dominique Jordan
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1 Introduction
1.1 Background and definitions
The World Health Organization (WHO) defines self-care as “the ability of individuals, families and communities
to promote health, prevent disease, maintain health, and to cope with illness and disability with or without
the support of a healthcare provider”.3 Considered as the “oldest type of care”, self-care represents one of the
most promising approaches to improving health and quality of life. Self-care also contributes towards
universal health coverage (UHC) and health equity.
The ability to engage in self-care empowers patients to take on active roles in the management of their health
and well-being. It also encourages the provision of patient-centred care, which can consequently improve care
and outcomes at the individual and health system levels.4 Social determinants of health, which are defined as
“the conditions in which people are born, grow, work, live and age, and the wider set of forces and systems
shaping the conditions of daily life”, may notably influence the ability to engage in self-care.5 Examples of
these determinants include income, education, food safety, working life conditions or social inclusion and
non-discrimination, among others. In sum, these factors directly impact patients’ perception on their health,
their capacity to intervene in it and the ways they access health services. An individual’s ability to perform
self-care is often limited by their socioeconomical situation, health literacy level and access to professional
advice.6
As highly accessible healthcare professionals, pharmacists are essential in advocating for and assisting
individuals and families with self-care.7 Pharmacists can contribute to an increase in self-care autonomy
through a number of different interventions. It is imperative that pharmacists invest their knowledge and
expertise as well as operate at the full scope of their practice to improve health and economic outcomes.8

1.1.1 WHO classification of self-care interventions for health
In December 2021, the WHO launched a new resource focusing on self-care interventions and their
classification. Interventions include “evidence-based quality drugs, devices, diagnostics and/or digital
technologies which can be provided fully or partially outside of formal health services and can be used with
or without the support of a health worker”.9
This WHO document aims to promote an accessible and bridging language for researchers, policy-makers and
health programme managers in five key areas:
•
•
•
•
•

Synthesising evidence and research;
Promoting advocacy and communication;
Conducting national inventories and landscape analyses;
Articulating needs based on identified health system challenges; and
Formulating operational considerations for implementation guidance.9

The interventions are grouped around different primary user profiles, including self-carers and caregivers,
health workers, health programme managers and health policy-makers, legislators and regulators. The key
role that pharmacists can play in self-care is acknowledged as supporting, promoting and overseeing self-care
interventions to individuals in their communities towards improved health outcomes. Pharmacists can also
have a role as programme managers and in policy-making roles in their country or region.
Through the above-mentioned roles, pharmacists can respond to peoples’ health needs by supporting self-care
interventions and helping them overcome health system challenges. Those challenges are diverse and include
insufficient number of accessible health facilities, poor health literacy and lack of clear information that is
user-friendly and simple to understand, lack of access or limited service for certain populations, and out-ofpocket expense to individuals.9

1.1.2 Self-Care Readiness Index
The Global Self-Care Federation recently launched a Self-Care Readiness Index that serves both as a framework
for implementing self-care and as an advocacy tool to prioritise self-care on health and social care agendas
locally and internationally. This framework highlights four different enablers of self-care: stakeholder support
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and adoption, consumer and patient empowerment, self-care health policies, and a supportive regulatory
environment.
Pharmacists have a particularly important role in driving the second enabler (consumer and patient
empowerment) as they work in direct contact with patients every day and can thus regularly empower them
to make better-informed health choices. This framework also provides several recommendations that
pharmacists and policy makers should consider and implement for advancing self-care generally:10
•
•
•
•
•
•
•

Launch a global advocacy campaign to clarify and align stakeholders around the WHO’s single and
universally recognised definition of self-care to inspire action and unite diverse stakeholders;
Develop a new “global compact” on self-care with the ultimate goal of bringing forward a new WHO
resolution on self-care;
Increase the quantity and quality of self-care information available to consumers;
Educate and incentivise healthcare providers to recommend self-care products and practices;
Scale up digital health solutions in association with the deployment of multidisciplinary care teams;
Forge a broader alliance of self-care advocates to make the case that investments in self-care result in
healthier populations and lower costs; and
Encourage governments to “connect the dots”, ensuring more coherent healthcare policies and
regulatory frameworks across the multitude of strategies, plans, and programmes that touch on selfcare.

To ensure the optimal delivery to patients of information and services regarding self-care, it is also important
to establish interprofessional collaboration among different stakeholders and healthcare professionals. Like
the index, there are also various models and frameworks that exist which aim to capture the complexity
surrounding the definition and scope of self-care.

1.1.3 Seven pillars framework
The seven pillars framework consists of seven domains or “pillars”, with each pillar describing a set of activities
that individuals may undertake to improve and preserve optimal levels of health and quality of life. They are:11
1.

Knowledge and health literacy

The knowledge and health literacy pillar includes individuals’ capacity to obtain, process and understand the
necessary health information and services to make appropriate health decisions. Improving health literacy
allows patients to adequately interpret information, whether written or verbal.
2.

Mental well-being, self-awareness and agency

Self-awareness and agency represent an important pillar as they are considered as basic starting points for all
future self-care activities. Activities in this pillar include being cognisant of the current state of health
indicators (or common health measurements), such as body mass index (BMI), cholesterol levels and blood
pressure.
3.

Physical activity

Regular moderate intensity physical activity significantly improves cardiorespiratory and mental health. As
such, dedicating sufficient time to sports and activities regularly and reducing sedentary behaviour are
important to consider.
4.

Healthy eating

The healthy eating pillar reinforces the maintenance of a nutritional, balanced diet with appropriate calorie
intake.
5.

Risk avoidance and mitigation

The risk avoidance and mitigation pillar highlights health prevention actions or practices, such as quitting
tobacco, limiting alcohol use, using safe and effective vaccines, practising safer sex and using sunscreen.
6.

Good hygiene

The adoption of regular hygiene practices, such as washing hands regularly, brushing teeth and washing food,
is an additional pillar that contributes to self-care.
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7.

Rational use of products and services

The rational use of health products, services and medicines, including using medicines responsibly and when
necessary, contributed to self-care.

1.1.4 Self-care continuum
The self-care continuum places the individual within a range that describes the extent to which an individual
is dependent on external support and resources. Points in this continuum range from pure self-care, where the
individual is solely responsible for their health choices and health conditions, to pure medical care, where the
healthcare professional holds full responsibility. Examples of activities found within this continuum include
daily choices, minor ailment management and care of major trauma.12
The self-care matrix, explored in detail below, describes a comprehensive point of departure for self-care
thinking by consolidating the seven pillars framework with the self-care continuum as well as aspects relevant
to behavioural considerations and the external environment.

1.2 The self-care matrix
The self-care matrix (SCM) is an important framework that considers the four “cardinal dimensions of self-care”
(Figure 1). The SCM recognises the repercussions made by social and health systems on self-carers in addition
to wider environmental and policy-based determinants of health. It supports the conceptualisation of selfcare in its totality and describes the relationships between self-care activities, behavioural change and
resource use while considering the environment and the culture in which individuals live. Furthermore the,
SCM considers and includes the seven pillars framework and the self-care continuum, which are mentioned in
dimensions 1 and 3 of the SCM, respectively.
The SCM offers a variety of perspectives to enable pharmacists to more thoroughly understand the individual
and societal factors that influence self-care. By acquiring this knowledge, pharmacists will be better equipped
to support patients in maximising their autonomy and to advocate person-centred decision making.
The four cardinal dimensions of self-care are:
1.
2.
3.
4.

Self-care activities, which represent the person-centred set of activities that constitute self-care;
Self-care behaviours and how to sustain them;
Self-care context and individual dependence on external support and resources; and
Self-care environment, including wider determinants of health and the built environment.

By considering how each of these dimensions impact, shape and guide self-care, pharmacists will understand
how individualised solutions can be optimised and appropriately put into practice. Each dimension is further
described below using diabetes management as a contextual example.2
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Figure 1. — The SCM and its different levels2

Reproduced with the kind permission of the figure’s authors.

1.2.1 Self-care activities
The cardinal dimension of self-care activities is concerned with the set of activities that individuals can
perform themselves to maintain or improve their physical health and well-being. These activities directly
relate to individuals’ capacity to self-care in various domains, including health literacy, mental well-being and
personal awareness, healthy eating, physical activity, risk avoidance, good hygiene practices, and the rational
and responsible use of products and services.
Activities, such as at-home disease monitoring, maintaining a healthy diet and self-management of disease
states, are examples of self-care activities. Pharmacists can support patients with strategies to supplement
and improve their disease or treatment knowledge, encourage autonomous monitoring of symptoms,
encourage self-treatment through personalised action plans in response to worsening symptoms or
exacerbations, and enhance accountability in engaging in healthy lifestyle choices.13 This dimension strictly
focuses on what individuals can perform for themselves through their autonomous actions and within the
scope of their knowledge, health literacy and self-awareness while being able to measure such activities.14 In
the example of diabetes management, pharmacist interventions might include improving patients’
knowledge on the disease and the medicines they are taking, fostering their ability to adequately use their
glucose monitoring device, and educating them on adequate foot self-examination skills.

1.2.2 Self-care behaviours
The cardinal dimension of self-care behaviours operates within the context of social groups and individuals’
immediate surroundings. It is concerned with how interactions within these settings contribute to the longterm adoption of health-seeking self-care habits. While this dimension is primarily focused on the individual,
it recognises the impact of social norms and attitudes on engaging in self-care .15 Key factors that operate at
this level include the use of nudges, gamification and technology to promote the routine and sustained
adoption of self-care activities as well as the ways in which individuals interact with these features. The
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behavioural change components that are interlinked within this dimension are exemplified by the behaviour
change wheel, which consists of a synthesis of 19 theories of behavioural change.16 Potential pharmacistdriven interventions concerning diabetes management might include encouraging household-wide adoption
of a diabetes-friendly diet and improved utilisation of technologies to encourage ongoing lifestyle changes
(e.g., applications or devices which track and encourage goal setting for healthy lifestyle habits).

1.2.3 Self-care context
The cardinal dimension of self-care context emphasises the degree of interactions between an individual and
the health system and considers the individual’s underlying reliance on external sources. Dependence on
external resources represents a wide range of activities, from requiring assistance from other members of the
same household to relying on community programmes for transportation and other activities of daily living.
The Kaiser permanent pyramid of self-care model highlights the inverse relationship between the need for
external resources and individual autonomy.17 Pharmacists’ interventions at this level are more closely related
to promoting individualised approaches, such as organising diabetes talks or workshops with other
healthcare professionals.

1.2.4 Self-care environment
The cardinal dimension of self-care environment is concerned with the environment, including the policy,
societal and public health landscapes, the built environment, and even ecological spaces, such as parks and
green spaces. These factors shape major cultural and normative attitudes towards self-care. Interventions and
influencing factors at this level focus less on the individual self-carer and place more emphasis on how selfcare is articulated in the prevailing culture and in society as a whole.2 Through this macro-level analysis, it may
be appreciated how major societal, governmental and socioeconomic structures can both benefit and limit
self-care efforts. Using diabetes management as an example, interventions at this level might include
advocating additional government funding for diabetes supplies or implementing national programmes for
improved access to specialist care. This also allows pharmacists to identify barriers for larger groups of
individuals, such as those in rural areas or low-resource settings who have trouble attending health
appointments due to lack of reliable transportation means. Positioning pharmacies as “community hubs”
where individuals can be supported in their personal self-care journey (e.g., diabetes management services) is
another example.

1.3 Aim and objectives
This handbook provides relevant and concise guidance to self-care for pharmacists and the pharmacy
workforce. It discusses current strategies and explores the implications, innovations and approaches adopted
across several practice areas. Moreover, it aims to educate and engage the frontline pharmacy workforce to
meet the barriers, challenges and realities of self-care across different settings while exploring the benefits of
optimising self-care and its impact on UHC. Lastly, this handbook will describe several common conditions
often managed through self-care and discuss possible treatment options.
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2 The evolution of self-care and its
contribution to the sustainability of health
systems
As populations grow and health needs diversify, the need for access to medical care and the reliance on selfcare will continue to grow as well. By 2030, there will be an estimated shortage of 18 million healthcare workers
worldwide.18 This shortage highlights why self-care, though not a novel concept, has been brought into the
spotlight in recent years and is at the heart of different practices and institutions, such as the emerging
specialty of lifestyle medicine and the WHO. Stakeholders are being increasingly made aware that the current
and traditional models of healthcare will soon be insufficient to meet the healthcare demands of the
upcoming decade.18 Chapter 2 focuses on the current trends in self-care, the necessary resources, and the
barriers that should be overcome to expand the reach of self-care before reflecting on the critical role of selfcare in achieving the UHC agenda.

2.1 Current trends in self-care
Progressing towards self-reliance and an individualistic approach to healthcare has been a point of discussion
for decades. It should be noted that while self-care is considered as the “oldest type of care”, it was for some
time a nearly forgotten concept in the light of the former paradigm of purely biomedical approaches to
treating diseases. Whereas some cultures may have a strong culture of self-care, such as the routine use of
traditional remedies and mindfulness techniques, there is now a focus on the key role of healthcare workers
in developing and advocating evidence-based self-care products, technologies and practices, such as nonprescription medicines or self-monitoring.19

2.1.1 Changes in terminology
One significant change within the healthcare community is the shift in how self-care is defined and
articulated, especially in the context of the proactive care and person-centred medicine approaches. There has
been an effort to move away from more paternalistic and traditional language, such as “my patient” or “doctor
knows best”, to more empowering language, such as “person-centred care” and “shared decision making”. A
notable shift within the pharmacy landscape regards the language surrounding adherence to medication
regimens, replacing the term “non-compliance” with the more widely accepted concept of “non-adherence”.
The increasingly recognised relationship between self-care and patient empowerment not only continues to
impact perceptions and attitudes in self-care, but also highlights the key role of healthcare providers as
enablers of self-care through the advice and access to interventions they provide.20
The concept of person-centred or patient-centred approaches dates to George Engel and his biopsychosocial
model, which highlighted the need for a shift from a “diagnosis focus” to an “individual focus”. Engel argued
that to provide adequate care, the social and psychological aspects are as equally important as more objective,
biological markers.21 Person-centred care is an integral part of self-care and represents an area in which
pharmacists can play a significant role.

2.1.2 Technology and increased access to information
Technology is a key enabler of self-care. Advances in both the amount of health information readily available
and accessibility to health resources, including those available via the internet, have greatly impacted how
individuals are empowered to engage in self-care. This has been facilitated through the use of digital health
tools, electronic prompts and reminders, remote monitoring tools and wearables. In addition, there has been
a shift towards using applications and smartphones to track health test results and support the decision to
seek direct care. This availability of both correct and, in some cases, inaccurate information has significant
implications for pharmacists who are frequently solicited by individuals attempting to sift through all these
data.22
In fact, more and more individuals are using online resources to purchase self-care medicines and devices as
well as to self-diagnose and research treatment options, sometimes even before discussing with a trusted
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healthcare provider. Online symptom checkers, such as Healthily, Ada and WebMD, have facilitated this.
Developers promote such digital health tools as a method for patients to save time and reduce anxiety, and to
provide patients with the opportunity to take control of their own health and well-being. In contrast,
automated systems which provide no clinical judgement or personalised assessments may convey inaccurate
health information and suggest inappropriate interventions. Pharmacists may support self-care through
remote monitoring and the use of the “quantified self” approach, which is the process of systematically
collecting and analysing data about oneself to improve one’s life. Using this approach, pharmacists can
educate patients on the pitfalls of solely relying on online resources, as they will be regarded as the important
facilitators of self-care.
Demographic shifts and strained healthcare budgets, as well as the ongoing COVID-19 pandemic, have also
accelerated the use of digital advice and applications and the development of online pharmacies (epharmacies), particularly with regard to self-care. The use of digital devices for non-communicable diseases is
expected to improve disease monitoring through facilitated health measurements, such as blood glucose, and
the maintenance of logbooks as well as improve medication adherence by preventing missed doses.

2.2 Self-care as a contributor to UHC
The WHO has cited self-care as an important enabler to reaching the goal of UHC.23 It has long been argued that
engaging in self-care significantly contributes to collectively achieving UHC.24
UHC ensures that all individuals, everywhere, can access quality essential health services with financial
protection. It is firmly rooted in the human right to health and requires strong political leadership. Because
affordable, accessible and quality health services unlock individuals’ potential, UHC is considered to be one of
the most cost-effective investments. It is believed that nearly all countries and territories, including lowincome countries and territories, have the capacity to mobilise the resources required to achieve UHC.
Achieving UHC is essential for inclusive development, prosperity, gender equality and fairness.25 Each of the
potential contributions is discussed below.

2.2.1 Reallocation of healthcare resources
Arguably the most intuitive contribution of self-care to UHC regards the improved efficiency in how scarce
resources are utilised. Self-care diverts resource use away from hospital and acute care (primary healthcare)
facilities and rather depends on the autonomy and self-reliance instilled in individuals for common, minor and
self-treatable conditions. When one considers pharmacists’ role in triaging minor health issues in the
community pharmacy, the potential to liberate hospital beds and reduce physician waiting lists is even more
significant. One study in the UK demonstrated that up to 40% of general practice (GP) visits were for minor
illnesses which could likely be managed outside of the clinical setting.20 This shift towards self-care could
allow for more efficient and timely delivery of care, especially for those with more serious conditions or
complaints. Focusing on self-care could even allow for more cost-effective and time-efficient health services
as care and treatments would be more readily available. Furthermore, this would also benefit healthcare
providers as their time and efforts would be more efficiently managed and directed to caring for patients who
require more complex interventions.

2.2.2 Healthcare cost savings
While the reallocation of resources has the potential to significantly impact healthcare costs, another
significant area for savings is in chronic non-communicable disease management. Engaging in self-care to
manage one’s own diabetes or asthma, for example, can provide benefits in preventing hospitalisations.26 It is
important to also consider indirect healthcare costs, such as work absenteeism to schedule and attend
appointments, in addition to the cost of childcare and travel expenses. These savings have the potential to
free resources for patients who require them more promptly and, by extension, make UHC more achievable.27

2.2.3 Improved emergency preparedness
In 2021, an estimated one in five individuals in the world was living through a humanitarian crisis.23 Along with
this instability comes an increased need for autonomy and self-reliance in making rational healthcare
decisions. Improvements in health literacy, individual capacity and capability to engage in self-care all
contribute to empowering individuals in situations where healthcare providers and resources may not be
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readily available. This is also the case when individuals are required to rely on their own knowledge and
problem-solving skills to care for their health and well-being.28 As recently seen with the complexities and
limitations associated with the COVID-19 pandemic, self-care and self-reliance have become less of an option
and rather more of a necessity to care for one’s health in a timely manner.

2.2.4 Improved healthy lifestyles and health literacy
An important aspect that contributes to the provision of UHC is the widescale adoption of healthy lifestyle
choices and behaviours by individuals from all walks of life, including improvements in daily habits related to
nutrition, physical activity, mental health, sleep and general health routines.29 Pharmacists are essential in
supporting individuals in establishing and maintaining health-seeking behaviours with positive impacts on
health and well-being. They are also well placed to support individuals in improving their health literacy. They
play a critical role in educating patients on the adoption of healthy lifestyle habits as well as addressing
concerns and dispelling myths regarding such habits.30
The combination of these factors may greatly and positively impact efforts to achieve UHC. Chapter 3 provides
a more thorough discussion of how pharmacists can contribute to these goals.

2.3 Barriers to self-care
Recent events, including the COVID-19 pandemic, emphasised the need to accelerate access to effective selfcare interventions. A significant challenge that many healthcare providers now face is establishing effective
ways to raise awareness about engaging in self-care and to scale up self-care interventions. A non-exhaustive
list of several key barriers is presented below.

2.3.1 Structural and regulatory barriers
Despite recent progress, several barriers, including structural deficits, such as practice time constraints, and
regulatory structures, continue to exist and limit self-care. The decrease in the pharmacy workforce has
reduced the availability of pharmacists to counsel patients, thereby greatly lowering their ability to empower
patients regarding self-care.31 Meanwhile, pharmacists’ rather restricted scope of practice in some regulatory
settings can greatly impede their ability to support self-care.32
These frustrations may also be perceived by patients, which therefore creates an additional barrier to
accessing healthcare. Pharmacists are often best placed to educate and screen patients in addition to
monitoring their medication therapy, but through regulatory restrictions, they may find themselves routing
patients back through a dysfunctional system. This may involve the inability, in some instances, for
pharmacists to supply emergency refills, extend prescriptions or initiate therapies for minor ailments which
could usually be managed in the outpatient setting.

2.3.2 Pharmacists’ perceptions as a barrier
Pharmacists’ perceptions of their own abilities and training can also create a barrier to self-care. The lack of
trust in their skillset to provide sound advice on self-care may be perceived by patients who may feel
inadequately supported to engage in self-care. In some situations, this lack of confidence may be due to
insufficient training and experiential learning within the pharmacy curriculum. Another major limitation to
self-care is a culture of reluctance to change as well as an inflexibility to adapt from a more traditional,
dispensing role to a more progressive role with additional clinical responsibilities.20

2.3.3 Impact of the COVID-19 pandemic
The COVID-19 pandemic has made many individuals pay closer attention to their health and adopt new
behaviours to minimise risk of contracting and transmitting the virus, such as more frequent handwashing
and regular disinfection techniques. With more and more individuals around the world utilising new
technologies and devices, health and wellness have become an increasingly digitised space, with more
diagnostics, treatments and professional assistance available on demand.
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Along with other barriers, the COVID-19 pandemic has brought its own set of challenges and setbacks which
impact on individuals’ abilities to engage in self-care. Due to the contagious nature of the coronavirus, selfisolation measures or quarantine orders have contributed to patient avoidance of healthcare facilities,
especially when novel services, such as telemedicine or improved delivery circuits, have not been
appropriately implemented. Clinics and health establishments have also limited access to regularly scheduled
check-ups and screenings. In some ways, the pandemic has caused a shift to the use of online pharmacies,
thereby limiting availability to individuals who may not have reliable ways to access these digital services.
Furthermore, with generations of students and trainees missing significant amounts of in-person education
and training, concerns have been raised regarding the lack of health literacy.33
Consumers have become increasingly interested in utilising technology to manage their healthcare, especially
in the context of the COVID-19 pandemic which made it difficult for many people to see healthcare
professionals in person. This therefore underscores the need for digital solutions that help consumers manage
their healthcare from home in partnership with their physicians, pharmacists and other healthcare providers.

2.3.4 Need for improved health literacy
Health literacy has been defined as “the degree to which individuals have the ability to find, understand and
use information and services to inform health-related decisions and actions for themselves and others”.34
According to UNESCO, there are still 773 million adults around the world who are unable to read, highlighting
the urgent need for advancement in this area.35 The lack of health literacy is a major barrier to self-care as it
prevents individuals from making informed decisions regarding their health and well-being. Examples of such
decisions include collecting reliable information and accessing available health services. People with low
health literacy tend to abandon self-care and seek advice from a physician earlier than necessary for selflimiting minor ailments.36

2.3.5 Workload efficiency
Pharmacists often face multiple types of pressure at work which can lead to mental health conditions and
burnout. Factors for workload efficiency include workforce capacity, staff management, service provision, the
management of medicine shortages, suitable remuneration models, and safety and wellbeing, among others.
The COVID-19 pandemic aggravated the situation as in many parts of the world pharmacists remained open to
the public during lockdowns.37 The use of digital tools such as stock management software and online training
for staff can be part of the solution.

2.3.6 Lack of appropriate remuneration models
The increasing evidence surrounding the effectiveness and usefulness of pharmacy services supporting selfcare lacks an important shift in pharmacy remuneration models. The global predominance of product-based
remuneration models often binds pharmacists to prioritising dispensing over the provision of other
healthcare services for which they are not remunerated. This renders the provision of such services
unsustainable. Future enablers for promoting self-care include remuneration incentives for services in the
areas of health literacy, disease prevention and health education.38

2.3.7 Education and workforce development
The knowledge and skills required to provide needs-based, self-care services require ongoing updates through
continuous professional development and continuous education activities. Soft skills, including
communication and understanding of behaviour change, are important not only to prepare future healthcare
professionals at undergraduate level to deliver patient-centred self-care services, but to develop and update
their skills throughout their professional lives. Further, the pharmacy workforce require tools and training on
those skills adapted to the real-life needs of each community.38

2.3.8 Interprofessional teamwork
Pharmacies are an integral part of healthcare systems, leading to communication with different healthcare
providers. Challenges in medication management and referral networks arise when communication between
healthcare providers across transitions of care is lacking, or when patient information is not readily accessible
to pharmacists through a patient’s health records. Additionally, pharmacy representation in national policy
making networks and primary care frameworks is essential if pharmacists are to be included in the decisionmaking process of health policy development.38
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All these barriers are important for pharmacists to consider advancing self-care at the local, national and
regional levels. A global overview of the different regulations, scopes of practice, and distribution and
remuneration models with potential direct impacts on the delivery of self-care services can be found in the
FIP report “Community pharmacy at a glance 2021”.
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3 The role of pharmacists in supporting
informed self-care
Chapter 3 begins with a focus on pharmacists’ role in supporting individuals in their self-care journey and
explores the ways in which pharmacists can improve and expand health literacy levels within their
communities. It also considers the future of self-care and the role of organisations, such as FIP and its member
organisations, in supporting pharmacists before concluding with a note regarding the appropriate
management of medicines when guiding self-care decisions.

3.1 Pharmacists as trusted local sources of information
Community pharmacists are front-line, accessible healthcare professionals who are conveniently placed at
the hearts of our communities, conferring them with a unique position to provide care to patients.
Pharmacists have always been and continue to be in close contact with members of their communities,
including individuals from all walks of life. In fact, patients encounter pharmacists more frequently than other
healthcare professionals. Pharmacists routinely educate patients on effective ways to manage minor ailments
and prevent disease through a relationship of trust and loyalty. Pharmacists are also are well trained to
effectively educate patients and provide evidence-based advice on a broad range of topics, including self-care
interventions and the use of non-prescription medicines in the treatment of minor ailments.39, 40 This proximity
allows pharmacists to provide healthcare services focusing on key elements through different approaches,
including patient centricity, medication management, communication and care coordination, timely followup by a healthcare provider, and patient education and coaching.41
There are nevertheless multiple barriers to pharmacists’ involvement in increasing the uptake of self-care
initiatives. These barriers include limited scope of practice, insufficient training, and hesitancy from the
profession to adapt to the ever-changing healthcare environment,20 and they are often compounded with
chronic underinvestment in community pharmacy.

3.2 Pharmacists’ impact on health literacy
Health literacy is largely regarded as one of the principal pillars of self-care, as evidenced by different
conceptual depictions of self-care, and is essential for both making self-directed decisions and for engaging in
meaningful conversations with healthcare providers. Health literacy is greatly impacted by different factors,
such as level of education and access to information resources. Low health literacy is a common issue,
particularly in persons with lower socioeconomic status, those with limited education and older adults.1 The
consequences of poor health illiteracy include difficulties in following directions on treatment regimens,
inability to understand counselling provided by healthcare providers and, ultimately, increased health system
costs due to these misunderstandings.
Furthermore, improving and maintaining adequate levels of health literacy presents a challenge for all
countries and territories, regardless of income.42 Data on health literacy levels is limited and vary according to
the settings in which data were collected. For example, in the United States, an estimated 36% of the
population, which represents approximately 90 million individuals, are limited in their ability to understand
health information. Improving health literacy is essential to improving self-care in all countries and settings.43
There are several ways in which pharmacists can significantly improve health literacy levels as well as assist
and empower individuals in understanding key aspects relevant to their health and well-being needs. This
begins by creating a “shame-free” environment in which individuals can ask questions as well as receive nonjudgmental answers and encouragement to improve their well-being regardless of their level of health
literacy. Pharmacists can achieve this by identifying patients’ abilities and level of engagement in healthrelated discussions. Consequently, they can adjust how their information is delivered. Consultation rooms in
community pharmacies can provide a more suitable environment for patients to express all their questions
and concerns.
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Another method to promote and ensure health literacy includes using the “teach back” technique. This
consists of asking individuals to repeat in their own words what has been previously discussed. This may also
be accompanied by the use of drawings or diagrams. Additionally, pharmacists can utilise a participatory
teaching approach when educating patients, such as allowing an individual to count their tablets as they
explain the medicine or asking the patient to demonstrate the use of a blood glucose monitoring device. These
strategies empower individuals to take on active roles in the management of their own health. When
interacting with patients, it is important that pharmacists remember to use “patient-friendly” language and
avoid healthcare jargon and complicated, elaborate explanations. Not doing so may decrease patients’ ability
to grasp important concepts and miss essential take-away messages.
Another issue often associated with low health literacy is medication non-adherence. Patients who are unable
to access and understand the necessary information on prescribed medication regimens may feel less
engaged in managing their own health, which can lead to non-adherence, poor management of chronic
conditions and a higher likelihood of hospitalisation.43 On this note, FIP recently developed toolkits on
medication review and medicines use review and on medicines reconciliation to support pharmacists in
establishing these important services which contribute to improving medication adherence, medication
effectiveness and health outcomes. A situation of full medication adherence and therapeutic stability might
lead to better self-care as patients are more motivated to explore self-care conditions and solutions for their
minor ailments.44
Another major area where pharmacists can improve health literacy is digital health literacy.45 Digital tools and
the internet have increased the amount of health information available to the general public and have the
potential to help with chronic disease management. However, for many individuals, their lack of experience
and training using technology limits their ability to access and comprehend health information as well as to
analyse results from point-of-care tests and health measurements. This difference can increase the self-care
gap between groups of individuals where health disparities already exist due to such factors as income, access
to technology and education.

3.3 The future of pharmacy and self-care
Policies should more prominently reflect the benefits of self-care, especially demonstrating how self-care can
improve health and well-being in complement with formal healthcare systems. Strong healthcare systems
should empower self-carers. Governmental health authorities can promote self-care by providing populations
with effective, efficient and inclusive primary care services, especially via community pharmacies, quality
healthcare information, and easy access to preventive care services and supplementary care. In the long term,
systems will benefit from efficient allocation of resources across primary and specialised care services.
Changes are required at both the patient and health system levels. Changing passive patients into proactive
participants involved in the management of their own health as well as evolving healthcare systems from
sickness systems to prevention systems are necessary for the progression of healthcare.
Pharmacy has substantially evolved in recent decades in ways that help the profession support self-care.
However, considering the barriers discussed in Chapter 2.3, there is still much progress to be made. One major
barrier is the way the profession perceives itself. If pharmacy is going to evolve, growing from a “dispensers
and sellers only” mentality to a more clinical, patient-centred entity, significant efforts will have to be made.
Notably, pharmacist interventions in non-prescription (over the counter) medicines therapy is widely
accepted and can lead to improvements in patient outcomes.46 The FIP Community Pharmacy Section vision
for 2025 highlights how empowering pharmacists through the four practice pillars of “review, prescribe,
dispense and administer” breaks down barriers to care by improving choice and access.47
Improved education and training to prepare the pharmacy workforce to support patients as they engage in
self-care is also necessary. Although guidance documents can assist pharmacists with these issues, there still
remains a need for further coursework, sufficient training and experiential learning regarding self-care.
There is a need for increased digital health literacy among pharmacy graduates. As electronic health records
and digitised data become more common, it is essential that graduates can easily understand and work with
these systems and conduct the necessary research to answer self-care questions.
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In today’s globalised world, the advance of self-care in pharmacy will require a concerted and united effort
across multiple countries and territories. The advancement of the pharmacy profession is assuredly a shared
goal among all pharmacy practitioners and advocates across the world. FIP aims to equip and empower
pharmacy professionals to advocate pharmacy-supported self-care while also establishing common clear and
measurable goals. FIP recently joined forces with the Global Self-Care Federation in a joint statement
highlighting pharmacists’ responsibilities in dispensing self-care products, supporting patients with adequate
education, participating in multidisciplinary collaboration and encouraging individuals to make better
proactive health choices. Moreover, the FIP report “Pharmacy as a gateway to care: Helping people towards
better health” highlights the concept of facilitated or advised self-medication as well as the role that
pharmacists can play as facilitators to the self-care decisions consumers take in the selection and use of nonprescription (over the counter) medicines.
The FIP Development Goals established in 2020 set forth a vision for the future of pharmacy, including selfcare, through 21 objectives. Goals 5 (Competency development) and 15 (People-centred care) are particularly
relevant to advancing self-care. Through utilising different tools, documents and handbooks, pharmacists can
strive to become competent stewards of self-care while using a person-centred approach.
Chapters 4 to 9 will present six different key areas for self-care: sore throat, gastrointestinal complaints,
musculoskeletal pain, children’s fever, sexual health, and disinfection and the pharmacy.
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4 Sore throat
Sore throat can be defined as a painful, dry or scratchy feeling in the throat. It is generally a self-limiting
condition that usually has no significant long-term harmful effects on health. Throat pain is one of the most
commonly encountered symptoms in the community pharmacy, especially during winter, and accounts for a
high number of GP visits each year, therefore placing a considerable burden on the health systems.48
Causes of sore throat can vary and can include viral infections, environmental factors, allergies and smoking.
It is less commonly caused by bacteria. The most common occurrence of bacterial infection causing sore throat
is group A streptococcal throat infections or commonly referred to as “strep throat”. Viral infections are
frequently accompanied by cough, runny nose, hoarseness and sometimes conjunctivitis. In contrast,
bacterial infections (strep throat) include symptoms such as fever, white patches on the throat (tonsillar
exudates which indicate the presence of bacteria) and generally high levels of local inflammation.49
Other factors that might cause a sore throat include allergies, postnasal drip, dryness caused by external
factors or irritants, irritation from excessive voice use, or inflammation due to reflux disease. Exposure to
tobacco or chemical irritants, a weakened immune system, and recurrent upper respiratory infections can put
an individual at higher risk of developing a sore throat.50
The routine use of antibiotics for sore throat is not recommended. Sore throat is one of the most common
upper respiratory tract infections where inappropriate and unjustified antibiotics use occurs.51 There are
increasingly more studies on the use of rapid tests to differentiate between viral and bacterial throat
infections to guide antibiotics prescription and minimise the misuse of antibiotics for infections caused by
viruses or other microbial agents.52

4.1 Signs and symptoms
Symptoms of sore throat include:50
•
•
•
•
•
•

Pain or a scratchy sensation in the throat;
Pain that worsens with swallowing or talking (odynophagia);
Difficulty swallowing (dysphagia);
Sore, swollen glands in the neck or jaw;
Swollen, red tonsils; and
A hoarse or muffled voice.

Red flag symptoms include:53
•
•
•
•
•
•

A sore throat that is severe or lasts longer than a week;
Difficulty and painful swallowing (odynophagia or dysphagia), with difficulty in breathing or opening
the mouth;
Joint pain, earache or swelling of the neck;
Fever higher than 38.3ºC (101ºF) with or without shaking, chills and night sweats;
Frequently recurring sore throats; and
Hoarseness lasting more than two weeks.

The presence of any red flag symptoms should lead the pharmacist to refer the patient to the healthcare
system where the patient can see a doctor and get an adequate follow-up and treatment if needed.

4.2 Triage
Community pharmacies can play an important role in screening for bacterial infections through the use of
rapid tests. These tests help distinguish between cases that can be managed with non-prescription (over the
counter) medicines and those that require referral for further examination and a potential prescription for
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antibiotics. Offering these types of screening tests can aid in antimicrobial stewardship efforts within the
community while relieving the pressure placed on health systems by frequent consultations for sore throat.54
In countries and territories without accessible point-of-care diagnostic testing or screening tools, the
tendency for antibiotics to be prescribed is higher than in countries and territories that possess such
capacity.55 As an example, in the UK, there is a community pharmacy-based screening and treatment service
using point-of-care testing.56 This type of service supports the mitigation of antimicrobial resistance by
reducing inappropriate antibiotics use. In comparison, in instances without access to such tests, several tools,
such as the Centor or McIsaac scores, can support pharmacists in screening patients for streptococcal throat
infections.57
In addition to the use of these tests, pharmacists play an important role in accurately collecting patient data
and screening for red flag symptoms in their patient assessments. Specific questions that pharmacists may
ask patients to guide their recommendations on the most appropriate treatment for sore throat include:
•
•
•
•
•
•

Do you have any visible red or white dots in your throat?
Is cough present? Dry or productive? What colour is your sputum?
Do you have fever? For how long? What is the average reading? How did you measure it?
Does it hurt when you swallow? Are you able to adequately eat or drink?
Do you have any known allergies?
Do you feel any other symptoms, such as acid reflux?

The decision to refer the patient or recommend interventions to manage symptoms should be considered on
a case-by-case basis after careful patient assessment. Figure 2 summarises the guidance steps for the
management of sore throat.
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Figure 2 — Chapter summary flowchart for sore throat management

Patient presenting with sore throat in
the pharmacy

Assess causes:

Provide advice on
eliminating or reducing
causal factor

•
•
•
•
•
•
•

If cause
identified

Allergies
Other URTIs
Excessive use of voice
Exposure to irritants
Post-nasal drip
Smoking
Recurrent episodes

•

•

Assess symptoms:
•
•
•
•
•
•

Pain or a scratchy sensation in the throat
Pain that worsens with swallowing or talking
Difficulty swallowing
Sore, swollen glands in your neck or jaw
Swollen, red tonsils
A hoarse or muffled voice

Red flag
symptoms?

•
•

•
•
Possibility of “strep throat”?
•
•
•
Provide symptomatic
treatment and self-care
advice

No

Throat pain of sudden and abrupt onset
Painful swallowing
Red and swollen tonsils, sometimes with white
patches or streaks of pus (tonsillar exsuades)
Tiny red spots on the area at the back of the roof of
the mouth (soft or hard palate)
Swollen, tender lymph nodes in your neck

•
•

A sore throat that is
severe or lasts longer
than a week
Pain swallowing,
breathing or opening
the mouth
Joint pain, earache or
swelling of the neck
Fever higher than 38ºC
(100ºF) with or without
shaking chills and
night sweats
Frequently recurring
sore throats
Hoarseness lasting
more than two weeks

Yes
Yes

Refer to the physician

Management of sore throat
•
•

Address symptoms accordingly
Reinforce the use of non-pharmacological
measures that are adequate to the individual

General non-pharmacological advice

General pharmacological advice
•
•

Consider anti-inflammatory and/or analgesic
tablets, sprays, lozenges or mouthwashes
If present, treat other symptoms that might
affect directly the throat are such as cough,
allergies or gastric reflux.

•
•
•
•
•

Provide lozenges or similar formulations intended to
soothe the throat
Advise the patient to get plenty of rest and drink plenty of
liquids, mostly warm drinks.
Turn on a cool mist humidifier to add moisture to the air.
Rest the voice until the throat feels better.
Avoid smoking or places with a lot of smoke or other
irritants.
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4.3 Pharmacological management
As sore throat is a self-limiting condition, advising patients to get plenty of rest is helpful to allow the immune
system to fight off the infection. The use of non-prescription (over the counter) medicines can also relieve
symptoms associated with sore throat in most cases and prevent unnecessary visits to the doctor.
Pharmacological options usually available in the pharmacy are generally aimed at reducing local pain and
inflammation. These can include anti-inflammatory and analgesic agents, lozenges, sprays, drops and
mouthwashes.58
Concomitant cough may also increase irritation and worsen the sore throat. In these cases, medicines to
reduce cough may be also useful. Moreover, postnasal drip is frequent in conditions like rhinitis or sinusitis
and may cause further irritation in the throat. Post nasal drip is often associated with cough, which can also
increase the symptoms of sore throat.59 Gastric reflux and patient allergies can also lead throat irritation. With
regard to allergies, non-prescription (over the counter) antihistamines may be recommended to help reduce
symptoms and support management of the sore throat.
The most used non-prescription medicines in the management of sore throat are listed in Table 1.
Table 1. Most common non-prescription medicines used in sore throat
Non-prescription
medicines
Paracetamol
(acetaminophen)60

Non-steroidal
antiinflammatory
medicines
(NSAIDs), such as
ibuprofen61

Topical analgesics
(anaesthetics and
antiinflammatories):
•
Benzocaine62
•
Lignocaine
•
Benzydamine
•
Flurbiprofen

Normal
dosage
Adults: 500 to
1,000mg at a
time up to
four times in
24 hours (up
to 4,000mg
per 24 hours,
though the
daily
maximum
dose may be
reduced in
the elderly).
Children: 10
to 15mg/kg
per dose (up
to 60 to
75mg/kg per
24 hours).
Ibuprofen:
Adults: 200 to
400mg up to
three times a
day,
preferably
with food.
Children,
usually
starting at 6
months: 5–
10mg/kg (up
to 40mg/kg
per 24 hours).
One lozenge
dissolved in
mouth;
repeat every
two hours.
Apply one
spray to
affected

Onset of
action
Takes up to
an hour to
work. It keeps
on working
for about five
hours. Always
leave at least
four hours
between
doses.

Duration of use

Ibuprofen
takes 20 to 30
minutes to
work.

It is
recommended to
take the lowest
dose for the
shortest time
possible. It should
be taken in the
presence of
symptoms until
they disappear.

Gastrointestinal
adverse effects.

Generally, use for
less than two
days.

Sensitivity
reactions.
Oral rinse can
cause stinging
sensation.
Mild abdominal
symptoms.

Allow
medication
to stay on
painful area
for at least
one minute
before
spitting it out

It is safe to take
paracetamol
regularly for
many years as
long as the
recommended
dosage is not
exceeded. It
should be taken
in the presence of
symptoms until
they disappear.

Main adverse
effects
Increased
aminotransferase
levels.
Liver toxicity in
overdose.
Hypersensitivity
reactions (rare).

Dizziness.
Potential
exacerbation of
asthma.

Considerations
Dose reduction is
required in liver
disease. Refer to
local protocol or
product information
for dosing guide.
Inform the patient
to check the label to
see whether they
contain
paracetamol, before
taking any other
medicines
Safe in pregnancy
and breastfeeding.

Advise not to use it
for more than 10
days and to not use
for more than two
weeks without
talking to a doctor.

May increase the
risk of bleeding
and of kidney
injury.
No major cautions
for use. Advise not
to use this product
for children younger
than two years due
to risk of serious
side effects.
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Non-prescription
medicines

Normal
dosage
area; spit
after one
minute; may
repeat up to
four times.

Onset of
action
or rinsing the
mouth.

Duration of use

Main adverse
effects

Considerations

4.4 Non-pharmacological management
There are many measures that can be taken to control the symptoms of sore throat. Due to inflammation, the
purpose of non-pharmacological treatments is to soothe the throat and relieve local pain. Advise the patient
of the following management options:50
•
•
•
•
•
•
•

Get plenty of rest;
Gargle with a mixture of warm water and salt;
Drink warm liquids that feel soothing to the throat, such as hot tea with honey, soup broth, or warm
water with lemon, as well as drinking plenty of liquids;
Soothe the throat area with a piece of hard candy or a lozenge (this can also be done with honey);
Turn on a cool mist humidifier to add moisture to the air;
Rest the voice until the throat feels better; and
Avoid smoking and places with a lot of smoke.

4.5 Useful resources and links
•
•
•
•
•
•
•
•

Australian commission on safety and quality in health care – factsheet: should I take antibiotics?
NHS UK – Sore throat
Health Direct (Australia) – Sore throat
News in health (USA) – Soothing a sore throat
Management of Respiratory Disorders and the Pharmacist's Role
Global Respiratory Infection Partnership resources
CDC checklist - Virus or Bacteria
Centor and McIsaac scores

Empowering self-care: A handbook for pharmacists| p25

5 Gastrointestinal complaints
The gastrointestinal (GI) tract is responsible for the digestion and absorption of nutrients from ingested food
and drinks. The most common GI conditions are heartburn, vomiting, dyspepsia, bloating, diarrhoea and
constipation.63
Causes for GI complaints include a diet low in fibre and high in fat, smoking, excessive ingestion of irritant
drinks, stress, lack of ingestion of water or an inactive lifestyle.64 There is a positive association between excess
weight and the frequency of gastroesophageal reflux.65 Neurologic factors may also be contributory as
individuals with depression may be more likely to experience upper GI complaints.66 Changes in intestinal
motility due to inflammation or changes in nutrition or by conditions like irritable bowel syndrome or coeliac
disease can lead to diarrhoea or constipation.67
Although most cases of upper GI complaints might be of low severity, peptic ulcer disease is a complicated
condition, especially if associated with Helicobacter pylori, which warrants extensive treatment with
antibiotics.68 Persistent complaints of GI symptoms might indicate this cause, and pharmacists should
consider referral for testing if this situation is encountered.

5.1 Signs and symptoms
The most common symptoms associated with upper GI complaints are abdominal discomfort, which can be
present in the form of bloating, pain or cramps, nausea or vomiting, acid reflux (heartburn), difficulty in
swallowing (dysphagia), and loss of appetite due to the discomfort.69
On one hand, diarrhoea might cause abdominal pain and cramps, a sense of urgency in having to use the toilet
(sudden onset of three or more loose stools per day or increased frequency as compared with baseline), and
nausea. In most cases, acute diarrhoea is self-limiting and resolves after a couple of days. Chronic diarrhoea is
usually associated with a chronic gastric disease, such as inflammatory bowel disease, and should be
monitored by a physician.70 On the other hand, constipation is characterised by slow bowel movements
(passing fewer than three stools a week or decreased frequency as compared with baseline) and a feeling of
incomplete emptying of the bowels (suboptimal sense of relief following defaecation). This may be caused by
changes in nutrition, changes in bowel structure, fissures or sometimes cancer.71
Red flag symptoms include the presence of blood in the vomit (haematemesis) or stool (haematochezia), dark
or black faeces (melena), persistent vomiting, progressive unintentional weight loss (up to 5% of the body
normal weight over six to 12 months without an identifiable cause), chest pain, or severe difficulty in
swallowing (dysphagia).72 If patients present any of these symptoms, they should be promptly referred for
further evaluation.73

5.2 Triage
Pharmacists can support patients in making an accurate assessment of their condition by asking simple
questions that characterise the frequency, nature and severity of symptoms. Pregnant women may also suffer
with reflux due to an altered position of the GI tract. The use of drugs with minimum systemic absorption (such
as sucralfate or alginic acid) are preferred in this specific patient population.74
Community pharmacists are critical in screening for different conditions related to the GI tract. Examples of
colorectal cancer screenings exist in community pharmacies and are useful in the identifying cases that would
require referral for medical assessment.75, 76 Considering the potential risk of complications and severe disease,
thorough patient education and assessment are also paramount as patients might rely on the use of nonprescription (over the counter) medicines for extensive periods and refrain from seeking medical advice.76, 77
Several questions can be used to understand the main symptoms associated with upper GI tract conditions:78
•

Does it burn in the area above your stomach?
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•
•
•
•
•
•
•
•

Does it feel worse when you eat too much?
For how long have you had these symptoms?
Are you taking any anti-inflammatory medicines or other medicines that may irritate the GI tract?
Do you have nausea or vomiting? Is there any blood in the vomit?
How frequently do you usually use the toilet? Has this frequency increased or decreased?
How is the consistency of the stool? Is there any blood?
Have you got a temperature?
Have you been travelling abroad?

Figure 3 provides an overview of the information in this chapter and a flowchart for the management of GI
complaints in the community pharmacy.
Figure 3 — Chapter summary flowchart for GI complaints management
Patient presenting with upper GI
symptoms

Assess causes:

Provide advice on
eliminating or
reducing causal factor

•
•
•
•

If cause
identified

•
•

Gastric ulcer
Low fiber and high fat diet
Smoking
Excess of coffee or eating
Stress
Insufficient water intake

•

Assess symptoms:
•
•
•
•
•
•
•

Abdominal discomfort
Bloating, pain or cramps,
Nausea or vomiting,
Acid reflux (heartburn)
Difficulty in swallowing
Appetite loss
Frequency of defecation

Red flag
symptoms?

•
•
•
•
•

Presence of blood
in the vomit or
stools
Persistent
vomiting
Progressive
unintentional
weight loss
Chest pain
Severe difficulty
in swallowing.
Dark or black
stool

Management of GI complaints
•
•
•

Address symptoms accordingly.
Reinforce the use of non-pharmacological
measures that are adequate to the individual.
Recurrent gastric complaints that do not
improve with symptomatic treatment.

Antacids
Alginates
H2 antagonists
PPI
Loperamide
Laxatives

Recurrent GI
problems?
Suspicion of
H. pylori?

Refer to the
physician

General non-pharmacological advice

General pharmacological advice
•
•
•
•
•
•

Yes

•
•
•
•
•
•
•
•

Avoid smoking and alcohol, avoid stress and excess
weight.
Use of comfortable clothes that are not tight around the
waist and chest.
Avoid eating before exercising.
Avoid food that is spicy, greasy or acid.
Limit the amount of food ingested before sleeping.
Eat smaller, more frequent meals.
Raise the chest and head above the waist level.
Adjust fibre content according to bowel movements.
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5.3 Pharmacological management
Pharmacists are key players in helping individuals with frequent GI complaints. Moreover, as they frequently
interact with regular patients and have access to their medication data, they can also identify medicines that
may contribute to GI symptoms, such as NSAIDs.79 Pharmacists should also be aware that medicines used to
relieve GI symptoms can significantly alter the pH of the stomach, which may ultimately interfere with the
absorption of other medicines. A complete review of the patient’s current medication regimen is therefore
necessary to ensure appropriate management options.80 Different pharmacological options exist for the
treatment of upper GI tract symptoms:78, 81
•
•
•
•

•
•
•

Antacids are normally recommended for short or intermediate term relief, as they are salts (minerals)
that act by neutralising gastric acid.
Alginates precipitate in the form of a gel that physically creates a coating around the stomach mucosa,
acting as a protective barrier against the acid.
Anti-histaminic (H2) medicines provide longer relief than antacids and act by blocking the secretion of
gastrin and acid that appears after a meal.
Proton pump inhibitors (PPI) can be obtained without a prescription (over the counter) in most
countries and territories. They are mostly associated with chronic use, representing one of the most
effective treatments for frequent reflux symptoms, and are often recommended as initial treatment
in uncomplicated cases.82 PPIs act by inactivating the active form of the proton pump, resulting in
decreased acid secretion. The different drugs available in this class have different availability as nonprescription medicines according to local regulatory frameworks. PPIs should be used at the lowest
effective dose for the shortest possible time.
For nausea and vomiting, several agents exist, including ginger tablets and dimenhydrinate.
Domperidone and metoclopramide are prescription-only medicines that are also commonly used.
For diarrhoea, the most commonly used drug is loperamide, which is available without a prescription
in many countries and territories.
For constipation, there are a range of laxatives with different mechanisms of action that can be used.

The most common used non-prescription (over the counter) medicines used in the management of GI
complaints are listed in Table 2.
Table 2 — Most common non-prescription (over the counter) medicines used in upper GI complaints
Non-prescription
medicines
Upper GI
medicines:
Antacids and
alginates83

Normal dosage

Upper GI
medicines:
H2 antagonists84

Usually come
as a tablet or a
liquid to take
by mouth. It is
usually taken
up to two to
four times a
day on an
empty
stomach.
Usual dose of
one tablet first
thing in the
morning. Can
be used up to
twice a day on
an empty
stomach.

Upper GI
medicines:
PPIs85

Usually take
one tablet or
sachet up to
four times per
day.

Onset of
action
Effects of
antacids
normally last
for around
four hours.

Effects
usually
provide relief
from 15
minutes of
their intake.

Commonly,
these
medicines
are taken 30
minutes
before the
first meal of
the day.

Duration of use
Use it according
to the duration
of symptoms
and do not take
it for longer
than seven days
without
checking with a
doctor.
If symptoms last
longer than two
weeks, stop
taking over the
counter H2
antagonists and
visit your doctor.

If you have a
peptic ulcer,
your doctor may
prescribe PPIs
for up to two
weeks.

Main adverse
effects
Antacids do not
usually have many
side effects if they
are taken only
occasionally and
at the
recommended
dose.

Considerations

Most common
side effects
include headache,
dizziness,
constipation and
diarrhoea.

This medicine might
not be available
without a
prescription
according to local
regulatory
frameworks.

Side effects from
PPIs are rare. You
may have a
headache,
diarrhoea,
constipation,
nausea or itching

PPIs are normally
well tolerated.

Antacids can affect
how well other
medicines work, so
advise not to take
other medicines
within two to four
hours of taking an
antacid.

PPIs should be used
at the lowest
effective dose for
the shortest
possible time.
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Non-prescription
medicines

Loperamide86

Laxatives
(preferred
order):87
1.
2.
3.

Bulk-forming
Osmotic
Stimulant

Normal dosage

Usual dose of
two capsules or
tablets, taken
immediately
following a
loose stool.
Then one
capsule or
tablet after
each loose
stool to a
maximum of
eight per day.

Usual dose
depends on the
compound and
pharmaceutical
form but is
normally used
once or twice a
day for the
duration of the
symptoms.

Onset of
action

Usually
works within
one hour.

Duration of use

Use in acute
situations. Do
not take for
more than 48
hours.

Main adverse
effects

Side effects
include
constipation,
flatulence and
headache.
Using for too long
can cause
constipation.

Suppositories
have a
quicker onset
of effect
(around 15 to
30 minutes).
Can take up
to two or
three days to
work. Some
laxatives
must be
taken first
thing in the
morning or
last thing at
night.

Use until soft
and formed
stools are
produced
without
straining.
Gradually
reduce the
medication.

Intestinal
obstruction,
perforation or
inflammation. Can
also cause
bloating and
flatulence.
Using for too long
can cause
diarrhoea.

Considerations
Patients should be
warned that
rebound acid
secretion often
occurs following
withdrawal of
treatment, even
after periods as
short as four weeks.
Many patients will
be able to manage
symptoms during
this withdrawal
period with
alternative
medicines, such as
antacids.
Do not give
loperamide to
children under 12
years old unless
their doctor has
prescribed it.
Reinforce the
importance of
adhering to dietary
and lifestyle
measures (drink
plenty of water and
exercise regularly).
Avoid in infective
diarrhoea, unless
essential for travel.
Reinforce the
importance of
adhering to dietary
and lifestyle
measures (drink
plenty of water, eat
a high fibre diet,
and exercise
regularly).

5.4 Non-pharmacological management
GI complaints are commonly associated with lifestyle factors. It is important for patients not to smoke or drink
excessive alcohol as well as to avoid stress and excess weight. The use of comfortable clothes which are not
restrictive or tight around the waist and chest may also help relieve symptoms in some cases. Avoiding eating
before exercising may also help to reduce symptoms. Other tips include getting adequate sleep, waiting
sufficient time between the final meal and bedtime, and avoiding lying down immediately after eating.
Nutrition can play an important role in the prevention of these conditions. Avoiding food that is spicy, greasy
or acidic in addition to excessive caffeine or alcohol can help maintain a neutral pH of the stomach. Before
going to bed at night it is important to limit the amount of food ingested. For patients with frequent GI
complaints, advice should be given to eat smaller, more frequent meals as this will facilitate digestion and
avoid the feeling of bloating. In cases of constipation, high fibre diets (at least 30g per day) are advised. Of note,
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FIP has developed a toolkit on Nutrition and weight management services that can support pharmacists in
delivering correct nutritional advice to patients.
Lying on the left side may help reduce the movement of stomach acid towards the oesophagus. A similar
strategy may be to recommend to patients that they raise the chest and head above their waist level while
they are lying down.
Natural supplements containing digestive enzymes and components to aid in digestion, such as pancreatin or
amylase, may be useful for certain individuals. Plant infusions, such as peppermint, may also help with
digestion.88 Finally, the use of probiotics or oral rehydration solutions may also be adequate for relief.

5.5 Useful resources and links
•
•
•
•
•
•
•
•

NHS UK Heartburn and acid reflux
NHS UK Diarrhoea and vomiting
National Institute of Health (USA) - GERD
International Foundation for GI Disorders (IFFGD) – common conditions
IFFGD sites – further resources
National Institute of Health – Digestive diseases
The minute counsellor - Guide to Heartburn and PPI
World Gastroenterology Organisation “Coping with Common GI Symptoms in the Community”

p30 | Empowering self-care: A handbook for pharmacists

6 Musculoskeletal pain
Musculoskeletal pain affects around 1.71 billion people worldwide and comprises more than 150 conditions
that affect mobility. Common examples include mechanical lower back pain, tendon problems, osteoarthritis,
gout, and more complex immune diseases such as rheumatoid arthritis. It is estimated that at least half of the
world population has experienced musculoskeletal pain in their lives and around one in five experiences
chronic pain.89
In ageing populations, musculoskeletal pain will be more frequent, leading to a higher burden of this illness
and greater frequency of the associated disability. Musculoskeletal conditions are also the biggest
contributor to years lived with disability (YLDs) with approximately 149 million YLDs, accounting for 17% of all
YLDs worldwide. Musculoskeletal pain is one of the main reasons behind the need for rehabilitation services
and represents the reason for consultation for approximately two-thirds of all adults in need of
rehabilitation.90 Musculoskeletal issues commonly occur with other long-term conditions (multimorbidity).
Overweight and obese people might suffer from pain in the lower back, knees and feet. This may in part be due
to the excessive force placed by the patient’s increased weight on their joints.91 Another functional aspect that
contributes to the presence of pain is low levels of muscle mass, also known as sarcopenia. Weak muscles lead
to increased joint strain, causing tendon inflammation and leading to reduced limb function (which may
translate into things like difficulty undoing jars or getting out of a chair), reducing mobility and ultimately
quality of life.92
The pathophysiology of musculoskeletal pain has not been entirely elucidated, but local joint problems (such
as inflammation and tissue degradation), systemic factors and central (sensitisation) factors may be involved.
The common triggers that exacerbate musculoskeletal pain usually consist of repetitive and forceful actions,
and they especially affect individuals who are weak and those with prolonged static positioning. Joint pain
can uncommonly also be secondary to other causes, such as infection, autoimmune disorders or injuries.93

6.1 Signs and symptoms
Low back pain is one of the most prevalent types of pain, being the single leading cause of disability in 160
countries, especially in younger age ranges. This is an important cause for premature work absenteeism, which
leads to significant direct and indirect health costs.94 Symptoms can fluctuate during the day and be affected
by work shifts, schedules and rest patterns.95 Furthermore, there are established guidelines for the
classification of chronic pain that can be applied in primary care settings, developed by the International
Classification of Diseases of the WHO.96
Time may also be an important factor in hyperalgesia and larger pain areas because musculoskeletal pain
develops over time, possibly linked to different mechanisms, such as sensitisations, central integration, and
expansion of receptive fields for pain.97 In older populations, neuropathic pain and central pain syndromes
may also be present. Chronic pain also contributes to other conditions, such as low physical activity levels,
poor mobility, frailty, depression and poor sleep quality.98
Pain can be related to a particular joint or referred to another site (e.g., shoulder pain is commonly felt midupper arm). Common symptoms related to joint pain include weight-bearing or movement-related pain, disuse
stiffness (e.g. after sitting for a prolonged period), fatigue and muscle twitches.99
Red flag situations that warrant further investigation for conditions such as fracture or infection include:100
•
•
•
•
•

Older age at new symptom onset;
Night pain;
Fever and sweats;
Neurological features; and
Previous history of malignancy.
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6.2 Triage
The most useful question to ask people with joint pain is to appropriately characterise their pain. This includes
identifying how long they have morning pain or stiffness, descriptions of the type of pain they feel (soreness,
numbness, feelings of electrical shocks, etc.) and what provides them with relief (rest or activity).
People with osteoarthritis may have five to 10 minutes of morning stiffness after getting out of bed before the
joint “frees up”. In some cases, the pain may get worse again throughout the day, especially following
prolonged time on their feet. Morning stiffness is ruled out if individuals feel their stiffness is present all day.
If there is more than 60 minutes of morning stiffness, it may be worth referring the patient to their physician
or to a rheumatologist for further assessment.
Asking patients about activities of daily living, such as the ability to undo jars or if they can easily get out of
deep chairs, is a simple way of flagging muscle weakness, which is commonly associated with tendon
inflammation and joint pain. It is important to ask about gout history and to look for swollen joints, especially
in male patients, to rule out gout as a contributing factor to musculoskeletal pain.
Occupational activities and work responsibilities carried out by patients can also influence the severity and
recurrence of musculoskeletal pain and lower back pain in particular.101 For example, many jobs require
extensive hours in a seated position, which can contribute to lower back pain. Referral to appropriate
healthcare professionals may also help to minimise the risk of developing long term musculoskeletal pain.
Figure 4 provides an overview of the information in this chapter and a flowchart for musculoskeletal pain
management in the community pharmacy.
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Figure 4 — Summary chapter flowchart for musculoskeletal pain management
Patient presenting with musculoskeletal
pain-related symptoms

Assess causes:

Provide advice on
eliminating or reducing
causal factor

If cause
identified

•
•
•
•
•
•
•

Weak muscles
Acute trauma
Chronic injury
Overweight
Repetitive and forceful actions
Prolonged static positioning
Pain secondary to infection, autoimmune
disorders, or cancer
•
Assess symptoms:

•
•
•
•
•

Aching and stiffness
Burning sensations in the muscle
Fatigue
Muscle twitches
Local pain that worsens with movement

Red flag
symptoms?

•
•
•
•
•

Presence of older
age in new symptom
onset
Night pain
Fever
Sweats
Neurological
features
(neuropathic pain)
Previous history of
malignancy
Yes

Management of musculoskeletal pain
•
•

Refer to the physician

Address symptoms accordingly
Reinforce the use of non-pharmacological
measures that are adequate to the
individual

General non-pharmacological advice
General pharmacological advice
•
•

Consider oral or local anti-inflammatory and/or
analgesic tablets, sprays, creams, or patches
Adapt the formulation to the type of patient (e.g., a
spray might be better for an older patient)

•
•
•

•

Avoid the use of the affect limb/area
Indicate patches, creams or sprays that do not have a
pharmacological effect, if appropriate
Provide support and orthopedic materials if available in
the pharmacy (e.g., elastic foot)
Refer to community resources for physical exercise or
therapy if adequate

6.3 Pharmacological management
A pain management plan should be multimodal (e.g., physical, pharmacological, psychological) and developed
in close partnership with the patient. Treatment objectives include reducing pain, enhancing physical
function and promoting return to work or other valued activities. All these goals can improve the overall
health-related quality of life.102 Pharmacists can support these goals through ongoing monitoring using
motivational approaches and providing patients with advice on pharmacological and non-pharmacological
management, with referrals to other members of the healthcare team, if needed.
The management of musculoskeletal pain by pharmacological means can be challenging as many individuals
will respond differently to different types of medication. It is, however, important to reach therapeutic doses
of the initial agent before switching to a different analgesic, with the aim of minimising the risk of medicine-
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specific adverse effects, such as gastric complications with NSAIDs.103 The medicine should always be adapted
to the patient, e.g., some of them may have mobility restrictions and prefer oral formulations.
To consider the pharmacological options described below, pharmacists should consider the different factors
that influence treatment options. These factors include: patient choice and characteristics; cost, access and
insurance coverage; type, pattern and severity of pain; and aspects related to drug response and drug
monitoring.104, 105
Pharmacists can advocate self-care for acute pain through the use non-prescription (over the counter)
analgesics by a multi-modal approach while referring to other healthcare professionals only when needed.
The first step generally includes topical NSAIDs. Topical treatments for pain may also be used for the treatment
of chronic joint pain, especially in the knee or hand, or where there are limitations the oral route of
administration. Different potential therapies, NSAIDs or capsaicin, are commonly found in creams or gels and
are readily available.106
For increased analgesia, opioids may also be considered, but they are only available by prescription in most
countries and territories. Because of the risks of interactions with other medicines and their adverse effect
profile, opioids should not be used on a long-term basis as tolerance and dependence can develop.107 The
combination of different medication classes is also common. Of note, there is literature that highlights the
absence of evidence on the efficacy of low-dose codeine, which is found in many non-prescription
formulations, normally in combination.108
Cannabis-based products have been tried for the management of chronic pain around the world, but there is
limited evidence of their benefits for musculoskeletal pain.109 Pharmacists can play an important role in
inquiring about the use of cannabis-based products to assess for potential effectiveness and safety as well as
provide strategies to reduce harm and enhance therapeutic outcomes with these products.110
The most common non-prescription medicines used in the management of musculoskeletal pain are listed in
Table 3.
Table 3 — Most common non-prescription (over the counter) medicines used in musculoskeletal pain
Non-prescription
medicines
Paracetamol
(acetaminophen)60

Non-steroidal antiinflammatory
medicines (NSAIDs):
e.g., ibuprofen61

Topical antiinflammatories are
available as gels, gel
patches, sprays, or

Normal
dosage
Adults: 500
to 1,000mg
at a time up
to four
times in 24
hours (up to
4,000mg per
24 hours,
though the
daily
maximum
dose may
be reduced
in the
elderly).
Ibuprofen:
Adults: 200
to 400mg up
to three
times a day,
preferably
with food.

To be
applied to
the affected
body areas

Onset of
action
Takes up to
an hour to
work. It
keeps on
working for
about 5
hours.
Always leave
at least 4
hours
between
doses.

Duration of use

Oral
ibuprofen
takes 20 to
30 minutes
to work.

It is
recommended
to take the
lowest dose for
the shortest
time possible. It
should be taken
in the presence
of symptoms
until they
disappear.

Effect of pain
reduction
usually
happens

It is safe to take
paracetamol
regularly for
many years as
long as the
recommended
dosage is not
exceeded. It
should be taken
in the presence
of symptoms
until they
disappear.

Use for the
duration of
symptoms or up
to 21 days or as

Main adverse
effects
Increased
aminotransferase
levels.
Liver toxicity in
overdose.
Hypersensitivity
reactions (rare).

Gastrointestinal
adverse effects.
Dizziness.

Considerations
Dose reduction is
required in liver
disease. Inform
the patient to
check the label to
see whether they
contain
paracetamol,
before taking any
other medicines.
Usually safe in
pregnancy and
breastfeeding.
Advise not to use
it for more than 10
days without
talking to a
doctor.

Potential
exacerbation of
asthma.
May increase the
risk of bleeding and
of kidney injury.
Dryness, redness,
itching, swelling,
pain, hardness,
irritation, swelling,

Advise not to
apply the
medicine to skin
that is broken,
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Non-prescription
medicines
foams. They contain
an anti-inflammatory
medicine such as
ibuprofen,
diclofenac, felbinac,
ketoprofen or
piroxicam and come
in various brand
names

Normal
dosage
four times
daily.

Onset of
action
within 15
minutes
from the
application
and lasts up
to several
hours.

Duration of use
recommended
by a doctor.

Main adverse
effects
scaling or numbness
at application site.

Considerations
peeling, infected,
swollen, or
covered with a
rash.

6.4 Non-pharmacological management
The treatment of musculoskeletal pain includes multiple non-pharmacological therapies, such as physical and
psychological therapies. Physical modalities can include muscle strengthening, exercise programmes and
physical activity.111 For some patients, using hot or cold packs can provide short-term pain relief. These agents
also have favourable safety profiles despite limited evidence on effectiveness. Pharmacists can also educate
patients on the appropriate use of relevant orthotic materials, if available in the pharmacy, such as walking
sticks (knee or hip pain) or thumb splints (base of thumb pain), to support patients and improve their mobility.
Physical exercise plays an essential preventive and therapeutic role in muscle strengthening. Muscle strength
is positively associated with reduced joint pain. Even if exercise helps reduce pain severity and improves
physical function, it may be perceived as a barrier or inconvenience to some patients as compared with
pharmacological options which require less time and effort investment for relief.112 For patients with lower
limb osteoarthritis, the use of a pool facility to perform exercise may be useful (walking in the water being the
simplest and safest form).
Pain education is an important part of psychological approaches to relieving pain. Pharmacists can provide
such education and can correct misinformation when interacting with patient. Other psychological
approaches include cognitive behavioural therapy, mindfulness-based stress reduction, and acceptance and
commitment therapy. As pharmacological options have limited robust evidence to support their use for most
types of musculoskeletal pain, these non-pharmacological approaches are important to include in the
management of this condition while respecting patients’ beliefs and preferences.113
Referral to community facilities that can provide support with rehabilitation, physiotherapy or other pain
coping strategies, such as meditation or relaxation techniques, should also be considered.114
Other management options to consider include a reduction in workload and increased rest. In addition, a
reduction in weight of approximately 5–10% has been associated with improvements in knee pain and
disability.115 Weight loss is challenging for many patients, which may contribute to fear and apprehension and
ultimately result in a lack of physical activity and low dedication to weight reduction. In instances where the
patient is motivated to lose weight, referral to specialised healthcare professionals or formal weight loss
programmes should be considered.116

6.5 Useful resources and links
•
•
•
•
•
•

WHO MSK factsheet
NHS UK MSK pain videos
The pain toolkit resources
MSK Hub – Useful links
Versus Arthritis
Musculoskeletal Australia
Paracetamol/ibuprofen combinations for acute pain

Empowering self-care: A handbook for pharmacists| p35

7 Children’s fever
A fever is an elevation of body temperature as a natural response to an ongoing infection. Temperature in
children can be measured via rectal, axillary or oral routes or with the aid of infrared devices used in the ear
or on the forehead. In infants under the age of four weeks, body temperature measurements with an electronic
thermometer in the axilla may be performed. In children aged four weeks to five years, body temperature
measurements by electronic or chemical dot thermometer in the axilla or infra-red tympanic thermometer
may be taken.117 However, rectal measurement of temperature is highly accurate and represents the preferred
way to measure temperature where feasible.118 Fever is identified via rectal measurement with a temperature
over 38ºC (100ºF), via oral measurement with a temperature over 37.8ºC (100.4ºF) and via axilla measurement
with temperature over 37.2ºC (99ºF).119
Fever, often worrying to parents and caregivers, is normally caused by a self-limiting illness that can be safely
managed with non-prescription (over the counter) medicines.120 Children’s fever represents a common reason
for consultation in community pharmacies, and pharmacists and their teams should therefore be well
equipped to address this condition and screen for red flag signs and symptoms (see below) that would warrant
further investigation. Through education on the appropriate use of anti-pyretic medication and safety netting
advice, including how to access care out of hours, parents and families are further empowered to engage in
the self-care of their children, and the use of emergency departments and other health resources can be
reduced and optimised.121
Physician referral is warranted when a child aged under three months has a fever higher than 39ºC (102.2ºF) measured by electronic or chemical dot thermometer in the axilla or infra-red tympanic thermometer - or
when a child of any age presents with persistent high fever for five days or more, is not drinking or
breastfeeding, is vomiting and dehydrated, or is having convulsions. Other warning symptoms of severe
disease requiring urgent referral to emergency services include non-responsiveness, abnormal breathing or
grunting, neck stiffness, and a rash that does not fade on pressure. In most cases, fever is cause by viral
infection, and therefore antibiotics are not required. However, if a bacterial cause is suspected, children
should be urgently referred for assessment.122

7.1 Triage
Community pharmacists play an important role in supporting parents with questions about childhood fever,
even if the child is not physically present at the pharmacy. Reported parental perception of a fever should be
considered valid and taken seriously by healthcare professionals.123 If the child is present in the pharmacy,
pharmacists should adequately assess the child by verifying if they are energetic or if they appear quiet,
unwell or somnolent. Wherever possible, the temperature should be measured.
Pharmacists should be capable of recognising life-threatening and serious illnesses in young children,
including meningitis, sepsis and measles. As most pharmacists do not routinely physically examine young
children, assessments are usually based on patient history and interpretation of signs and symptoms.
Furthermore, physical signs of serious illness in the very young can be difficult to assess. Utilising tools, such
as categorising symptoms into red flag, amber, and green symptoms as depicted by the UK National Institute
for Health and Care Excellence traffic light system, may be useful for identifying the risk of serious illness in
children.124
Pharmacists can also use the opportunity to inquire about vaccination status, previous childhood diseases,
such as measles, and reinforce the positive aspects of immunisation that protect against future illness.
Questions pharmacists can ask to support their screening of fever include:
•
•
•
•
•

How old is the child?
How long has the child had fever? Are they getting better or worse?
How high is the temperature? How was it measured?
Have any medicines been given to help control the fever? If so, which medicine and how was it
administered?
Does the child have any other symptoms, such as a rash or difficulty breathing?
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•
•

Is the child behaving normally?
Are they eating and drinking as normal, and have they had a wet nappy/been to toilet to urinate in
past 12 hours?

One of the primary goals when encountering a child with fever should be to improve the child’s overall
comfort, advise parents on maintaining adequate intake of fluids, and closely monitor the child during their
period of unwellness, including during the night. Community pharmacists can advise parents to keep a
thermometer at home to allow for regular monitoring of the temperature.
If a child presents with vomiting or diarrhoea, the route of administration of medicines should be adapted to
avoid absorption losses and dehydration. The label and product information can provide reliable information
regarding weight-based dosages. Parents should be reminded of the correct dosage regimen and should be
educated on the proper use of administration devices, such as oral syringes. Parents should also be advised to
note the dose and timing of administered medicines to facilitate follow up.
Figure 5 provides an overview of the information in this chapter and a flowchart for children’s fever
management in the community pharmacy
Figure 5 — Chapter summary flowchart for children’s fever management

Children presenting with symptoms
•

•
Assess child:
•
•
•
•
•
•

Check temperature, if possible
Check responsiveness/energy level
Question about fluid intake
Verify if vomiting or diarrhea is present
If possible, verify vaccination status
Check for amber/red flag symptoms

Red flag
symptoms?

•
•
•
•
•

Persistent high fever
Not able to drink or
breastfeed
Vomiting
Presents convulsions
Non-responsiveness,
Abnormal breathing or
grunting
Rash that does not
fade on pressure
Yes
Refer to the physician

General
pharmacological advice
If distressed or
uncomfortable only!
•
•

Paracetamol
(acetaminophen)
Ibuprofen

General non-pharmacological
advice
•
•
•
•

Provide enough hydration to
the child (rehydration salts)
Maintain a correct ambient
temperature and adequate
clothing
Check the temperature
frequently
Ensure sufficient rest
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7.2 Pharmacological management
Antipyretic medication is not usually required to reduce fever unless the child is uncomfortable or distressed.
The most frequent antipyretic medicines used in children are paracetamol (acetaminophen) and ibuprofen.125
In the case of liquid formulations, it is important to ensure the dose is adequately determined and measured.
Paracetamol (acetaminophen) is usually used with doses of 10 to 15mg/kg given every four to six hours, up to
a maximum of 60 to 75mg/kg depending on local guidelines and product labelling. Different pharmaceutical
formulations are available for children of different ages, including suppositories, syrup, chewable tablets and
soluble powders. Parents should be counselled not to give any other medicines which contain paracetamol or
ibuprofen at the same time and to ensure that the most suitable age-based formulation for their child is used.
Ibuprofen is as effective as paracetamol when used to reduce fever, normally used with doses of 5 to 10mg/kg.
Due to its acute use for febrile illness, there is a low probability of developing the common side effects for
ibuprofen, such as gastric inflammation.126 In children who have been diagnosed with asthma, preference
should be given to paracetamol to avoid any potential respiratory side effects, although the probability of
complications is not high. Prior tolerance to ibuprofen of children with asthma may reassure patients,
caregivers and healthcare professionals, and it should be adequately documented.127
When administering antipyretic medicines, parents should be advised to continue only if the child appears
distressed. The agent of first choice can be changed to an alternative agent if the child’s distress is not
alleviated. It is, however, not recommended to use both ibuprofen and paracetamol simultaneously. Parents
and pharmacists should only consider the concomitant, alternating use of these agents if the distress persists
or recurs before the next dose is due, with careful monitoring of administered doses.
The use of aspirin is not recommended as it might cause the risk of developing Reye’s syndrome in children.128
The most commonly used non-prescription (over the counter) medicines used in the management of children’s
fever are listed in Table 4.
Table 4 — Most common non-prescription (over the counter) medicines used in children’s fever
Non-prescription
medicines
Paracetamol
(acetaminophen)60

Non-steroidal
anti-inflammatory
medicines
(NSAIDs):
Ibuprofen61

Normal
dosage
Children: 10
to 15mg/kg
per dose (up
to 60 to
75mg/kg per
24 hours) .

Children,
usually
starting at 6
months: 5–
10mg/kg (up
to 40mg/kg
per 24
hours).

Onset of action

Duration of use

Takes up to an
hour to work. It
keeps on
working for
about five
hours.

It should be given
only if the child is
distressed or
uncomfortable in
the presence of
symptoms until
they disappear
and according to
the child’s weight.

Oral ibuprofen
takes about 20
to 30 minutes to
work.

It is recommended
to give the lowest
dose for the
shortest time
possible. It should
be given only if
the child is
distressed or
uncomfortable in
the presence in
the presence of
symptoms until
they disappear
and according to
the child’s weight.

Main adverse
effects
Increased
aminotransfe
rase levels.

Considerations
Refer to local protocol
or product
information for
dosing guide.

Liver toxicity
in overdose.
Hypersensitiv
ity reactions
(rare).
Gastrointesti
nal adverse
effects.
Dizziness.
Potential
exacerbation
of asthma.

Recommend not to
use it for more than
five days.
Do not recommend for
use in children with
chicken pox.
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7.3 Non-pharmacological management
Hydration remains a priority when managing a child with fever. It is important to maintain adequate hydration
levels to support the normal physiological functioning of the body and prevent dehydration. Signs of
dehydration include dry mouth, lips and eyes, low urinary frequency, and increased thirst and tiredness. In the
presence of these signs, caregivers should be encouraged to visit a healthcare professional for further advice.
To maintain adequate body temperature, children with fever should not be wearing excessive amounts of
clothing or be covered by many clothes or blankets. In the case of extensive sweating, a regular change of
clothes should be considered. The child’s room should be neither too hot nor too cold, with an average
temperature of 18ºC (64ºF).122

7.4 Useful resources and links
•
•
•
•
•
•
•
•
•
•

WHO learning module on fever
NHS (UK) - Fever in children
NHS (UK) - Paracetamol for children
NHS (UK) – Fever in children flowchart
NHS (UK) Fever Pathway
NICE Guidelines for assessment and initial management of fever
Royal Children’s Hospital Melbourne (Australia) - Paracetamol and Ibuprofen
Kids Health - Fever for parents
Stanford Children’s health – Fever in children
How to give medicines: liquid medicine using an oral syringe from a bottle without a bung
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8 Sexual health
Promoting sexual health is fundamental for the social development of communities and is a major contributor
to the overall health status and well-being of individuals. Achieving positive and respectful approaches to
sexuality and sexual health depends on access to comprehensive, reliable and quality information as well as
clear data on the dangers of high-risk sexual practices.129
Sexual health-related issues comprise a variety of different conditions, which differ in prevalence according
to sexual orientation and gender identity, sexual expression and relationships. The most common sexual
health-related issues are the consequences of unprotected sexual practices. Issues include the transmission
of the human immunodeficiency virus (HIV) and other sexually transmitted infections (STIs). In addition to
these conditions, there are also cases of unintended pregnancy and abortion, sexual dysfunction, or violence
and harmful practices, such as female genital mutilation.129
Community pharmacists can serve as a close ally to individuals with sexual health-related conditions. This is
linked to the trust and accessibility associated with pharmacists around the world. In daily practice,
pharmacists may encounter several situations linked to sexual health and should therefore be prepared to
face them with respect, open-mindedness and sensitivity.130 There are nevertheless several barriers to
meaningful interactions between pharmacists and patients regarding sexual health, which include the lack of
privacy, the high sensitivity of certain topics, and the lack of training to engage in these topics.131
Pharmacies can also promote sexual health through awareness and educational campaigns, especially among
higher risk groups within the community. In their communities, pharmacists may encounter individuals with
different beliefs and therefore different views regarding sexual practices and sexual health. Pharmacists can
also have various beliefs regarding these topics. Despite that, as healthcare professionals, pharmacists’
priority needs to be to promote health and prevent disease by providing evidence-based advice and services
to their patients, or to refer them to other appropriate professionals or facilities if their own beliefs preclude
them from providing care directly. Pharmacists are also responsible for providing products and devices — and,
in many parts of the world, also education and services — that improve sexual health.
.

8.1 Signs and symptoms
Signs and symptoms for sexual health-related conditions are varied and differ greatly. Common general
symptoms can include:132
•
•
•
•
•

Itching, burning or tingling around the genitals;
Blisters, sores, spots or lumps around the genitals or anus;
Dryness and pain during intercourse;
Erectile dysfunction;
Black powder or tiny white dots in the underwear — these could be droppings or eggs from pubic lice.

The pharmacist should assess the severity, intensity and duration of the above symptoms. In some cases, and
depending on product regulations in each jurisdiction, pharmacists may be able to recommend nonprescription medicines or other products to manage these symptoms and improve sexual health and wellbeing, or they should refer patients to a medical doctor for diagnosis. In the section “Useful resources and
links” below, you can find detailed information for the management of most of these symptoms.
Pharmacists should always refer patients for evaluation if any of the following symptoms are present:133
•
•
•
•
•
•
•

Altered vaginal discharge;
Discharge from the penis;
Pain or burning on urination;
Severe itch, rash, warts, lumps or blisters around the genitals or anus;
Pain or bleeding during or after sex;
Bleeding between periods or breakthrough bleeding on contraception; and
Pain in the testicles or lower abdomen.
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8.2 Triage
Pharmacists are well equipped to identify patients with at-risk sexual behaviours and offer personalised
advice on testing procedures and on available community resources offering services specifically related to
sexual health. In some countries and territories, there is even the possibility to have tests in a pharmacy. These
include tests for STIs, such as chlamydia, HIV, human papilloma virus (HPV) and hepatitis C.134
In those specific instances, pharmacists can support the entire process, including testing, liaising and referring
to other healthcare professionals, and providing support in initiating the appropriate treatment for patients
with positive testing results. For most of these tests, privacy and confidentiality are essential when explaining
methods for sample collection. Care must also be taken when interpreting the results of the tests, especially
with regard to the psychological aspects related to positive test results. Wherever possible, referral for a
confirmation of the result in a clinical biology laboratory or specialised facilities may be relevant to determine
the steps for further management and follow up.
Contraception is another area in which pharmacists play an important role in providing support and advice.
Pharmacists can support the dispensing, education and, in some countries and territories, prescribing of
hormonal contraception and administration of injectable contraceptives. In many countries and territories,
pharmacists are autonomous in prescribing and dispensing emergency contraception. Moreover, patients can
seek advice on the use of contraceptives, such as condoms, lubricants and other hygiene products, to engage
in self-care with regard to sexual health.
Finally, pharmacists can make significant impacts in sexual health with regard to vaccination, such as with
the HPV vaccine. Frequent interactions with individuals in the community pharmacy are ideal opportunities
to inquire about a patient’s vaccination status.135
The use of private consultation rooms should always be encouraged when engaging in conversations about
sexual health because a private and confidential environment facilitates productive discussions.136
Figure 6 provides an overview of the information in this chapter and a flowchart for sexual health
management in the community pharmacy
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Figure 6 — Chapter summary flowchart for sexual health management

Patient presents in the pharmacy
•
•
•
•

Assess reasons for visit:
Need for advice on contraception
Support with STIs

Red flag
symptoms?

•
•

Symptoms related to sexual health
•

Altered vaginal discharge
Discharge from the penis
Pain or burning in urination
Itch, rash, lumps or blisters
around the genitals or anus
Pain or bleeding during or
after sex
Bleeding between periods or
breakthrough bleeding on
contraception
Pain in the testicles or lower
abdomen

Yes
Provide sexual health advice and help
patient consider an adequate
contraceptive method. Provide condoms
and oral contraception as appropriate.

Provide
symptomatic
treatment if
present and selfcare advice
accordingly

Provide testing services if available. Assess
risk factors and behaviours and provide
sexual health advice.

Identify the cause of the complaint or
symptoms. Assess the presence of fungal or
bacterial infection in the genital area.
Prioritise privacy if possible.

Need for further
advice/follow-up?

Positive result or
need for follow-up.

Refer to the physician or
indicated resource in the
community

Need for further
testing or follow-up.

8.3 Pharmacological and non-pharmacological
management
Advice on sexual conditions varies widely according to a patient’s gender and age in addition to sexual activity
and additional factors. Pharmacists will encounter a variety of different scenarios regarding sexual health,
and they should be ready to manage different situations in their daily routine. Pharmacists are well positioned
to liaise with family planning consultations and specialised centres within the community and support the
long-term management of these patients.
Pharmacists are often involved in the dispensing of medicines, and the monitoring and follow-up of
individuals who take regular hormonal contraception. This involves different medicines that are prescribed
alone or in combination and can be present in the form of tablets, patches, injectable devices, intra-uterine
devices or vaginal rings. Collaboration and communication with GPs is essential to optimise the continuous
monitoring of contraception and avoid unwanted pregnancies. In some countries and territories, pharmacists
can also initiate the prescription of this type of contraception, facilitating access to these services and
improving patient satisfaction.137 The use of different types of contraception can provide advantages
depending on a patient’s lifestyle and preferences. For example, the use of vaginal rings allows for the local
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release of a lower dose of hormones, eliminates forgetfulness, and may reduce discomfort associated with
modified bleeding patterns.138
Besides regular contraception, pharmacists are also instrumental in the prescription of emergency
contraception and the associated counselling.139 Providing an emergency contraception service normally
involves a series of questions to ensure the responsible, safe and effective use of the medicines involved. As
with most, if not all, conversations regarding sexual health, discussions regarding emergency contraception
should be addressed with privacy and discretion. The most common molecules used as emergency
contraception are levonorgestrel and ulipristal. Knowledge about the menstrual cycle and fertile windows are
important pieces of information to determine the most appropriate course of action. Patients should be
warned that, after emergency contraception, disruption of the menstrual cycle and occasional bleeding can
occur.140
Dryness or pain experienced during intercourse may be improved through the use of appropriate lubricants.
It is important to highlight that water-based lubricants are safe to use with latex condoms, while oil-based
lubricants may lead to condoms breaking and therefore represent a hazard for transmission of diseases or for
unwanted pregnancies.
Vaginal itching, burning or pain during intercourse may be associated with fungal infections such as
candidiasis. In some jurisdictions, pharmacists may be authorised to dispense antifungal NPMs for treating
such infections, together with the provision of advice and indications for non-pharmacological measures.
For infestations by pubic lice, pharmacists can provide advice on the treatment options available locally and
the required hygienic measures to eliminate lice and nits from the body and clothes. More information is
available via the link under useful resources.
Pharmacists can support individuals with sexual dysfunction through education on specific medicines used
in erectile dysfunction and female sexual dysfunction. These medicines present in different formulations,
from oral tablets to injectable pens. In countries where treatment options for erectile dysfunction are
available as NPMs, pharmacists play an important role in assessing the suitability of such treatments for
specific patients and in supporting men in using them correctly and safely.141 Pharmacist education is
especially important to ensure the safe and effective use of these medicines and the management of potential
side effects.

8.4 Useful resources and links
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

WHO factsheet on Sexually Transmitted Infections
WHO factsheet on contraception methods
WHO factsheet on HIV/AIDS
University of Manchester, Sexual health in pharmacies open learning programme
NICE guidelines for sexual health
Public Health England, The offer for sexual health, reproductive health and HIV
CDC actions on missed contraception
FSRH UK Clinical Guideline on Emergency Contraception
Global Advisory Board (GAB) for Sexual Health and Wellbeing
World Fertility and Family Planning 2020: Highlights
NHS UK: emergency contraception
CDC Birth Control Methods
CDC Factsheet on HPV
CDC Factsheet on vaginal candidiasis
Erectile dysfunction
Female sexual dysfunction
CDC Factsheet on pubic lice
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9 Disinfection and the pharmacy
Disinfection can be defined as “the treatment of surfaces/equipment using physical or chemical means such
that the amount of microorganisms present is reduced to an acceptable level”.142 This can be achieved using
chemical disinfectants, such as alcohol, or other inactivating agents, like ultraviolet light. Some disinfectants
can be used in combination, such as hydrogen peroxide and peracetic acid.143
The lack of regular disinfection measures contributes to the dissemination of transmissible diseases, the
burden of which in healthcare systems is estimated to reach 1.4 million patients worldwide.144 This highlights
the importance of maintaining clean working conditions in the pharmacy, especially as the community
pharmacy represents a healthcare facility frequently visited by patients, such as immunocompromised
individuals, who may be at greater risk of contracting infections. Educating the public on appropriate hygiene
measures is key to reducing levels of transmission of microorganisms and to protecting more vulnerable
groups. Disinfection is an important way of inactivating or eliminating contagious microorganisms, such as
flu.145
It has also been theorised that targeted hygiene practices, which represent risk management approaches to
break down the chain of transmission of pathogens, can provide benefits with regard to antibiotics use and
therefore contribute to the reduction of antimicrobial resistance.146
Pharmacists can promote disinfection and the prevention of disease transmission in their workplaces: 147
•

•

•

In the community pharmacy, pharmacists can actively participate in the proper selection and
dispensing of disinfectants, increase the supply and production of hand sanitisers, and promote
thorough hygiene among both staff and patients.
As educators, pharmacists can teach and raise awareness among health professionals and the public
about disinfection, counsel patients and caregivers on proper disinfection methods, and provide
training sessions on infection prevention and control practices in the workplace.
In the hospital setting, pharmacists can participate in infection prevention and control committees,
work towards preventing contamination of medicines prepared or dispensed by the pharmacy,
promote adherence to hygiene standards, and strive for zero tolerance of healthcare-associated
infections.

The production of disinfecting solutions is usually performed by pharmaceutical manufacturers, but
community pharmacies may also participate. The production of alcohol-gel disinfectants in some countries
and territories was extremely important during the COVID-19 pandemic, considering the restricted access to
and shortage of these products. The COVID-19 pandemic was an ideal opportunity for pharmacists to
understand and champion the importance of appropriate disinfection practices in daily routines as well as
while dispensing medicines, testing or vaccinating for COVID-19.148
Pharmacists can ensure their workspaces are equipped with infection-resistant materials and with reliable
access to the necessary compounding ingredients, quality control tests, workforce and equipment.
Furthermore, training for the preparation of disinfectant solutions should also be considered.149
Although most members of the pharmacy team are aware of the importance of proper hygiene measures,
several barriers continue to exist. Aspects such as wearing gloves and managing personal protective
equipment as well as establishing a multi-phased disinfection protocol and other guidelines can be
challenging due to the workload they bring and sustained efforts they require.150
The disinfection of surfaces in the community pharmacy is an important measure to implement, especially,
but not only, in times of pandemics or seasonal conditions like flu. Regular disinfection plays a central role in
infection inhibition and in the control of transmissible diseases outbreaks. Surfaces that are frequently in
contact with pharmacy staff and patients should be regularly disinfected. These include counters, chairs,
working equipment and private consultation areas, as well as payment devices, door knobs and point-of-care
testing apparatus.151. A guideline from FIP developed in March 2020 contains a summary of the different
disinfectants that can be used depending on the objects that require disinfection (Figure 7).152
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Figure 7 — Objects for disinfection and types of disinfectants152

Pharmacists can support populations and communities through education on and increased awareness of
hygiene. Frequently encountered themes in this area include adequate hand hygiene, which has been the
subject of several health campaigns around the world.153 In addition, pharmacists can reinforce the benefits
of additional hygiene measures, such as the use of face masks, among their patients. Integrating hygiene
practices into their daily routine reduces patients’ risk of contracting and transmitting diseases, ultimately
reinforcing their engagement in self-care.
Disinfection can apply to adequate hand-washing practices, especially as hands come into contact with a
variety of surfaces throughout the day.154 Pharmacists should wash their hands on a regular basis, especially
before and immediately after the provision of health services which require direct patient contact, such as
vaccination or testing. The aim is to minimise the possible transmission of microorganisms during their daily
tasks.155
The e-Bug campaign (Figure 8) operated by the UK Health Security Agency is an educational campaign
encompassing a variety of resources that focus on the prevention and transmission of diseases in addition to
providing basic explanations on microorganisms. This readily available resource includes training materials
and simple videos that can be used for younger audiences, but can also be shared with the general population.
It is available in more than 20 languages.156,157

Empowering self-care: A handbook for pharmacists| p45

Figure 8 — “Beat the bugs” educational handout157

9.1 Useful resources and links
•
•
•
•
•
•
•
•
•
•
•

FIP Guidelines for pharmacists and pharmacy workforce
CDC disinfection guidelines
CDC factsheet on disinfection
CDC guidance for pharmacies
CDC disinfecting your facility
WHO Cleaning and disinfection of environmental surfaces in the context of COVID-19
WHO guidelines on hand hygiene in health care
WHO infographic “How to Handwash?”
WHO guide to local preparation of hand rub formulations
E-bug educational programme
Global Hygiene Council educational resources

p46 | Empowering self-care: A handbook for pharmacists

10 Summary of key points
10.1 Sore throat
•
•
•
•
•
•

•

Sore throat is a common condition that is usually self-limiting, and pharmacists play an important role
in the screening and identification of symptoms and subsequent management.
Causes for sore throat are varied, and it is therefore important to identify and treat the underlying
cause or reduce exposure to the cause.
Screening for red flag symptoms of sore throat is a key point to consider as referral for further
investigations may warrant the prescription of antibiotics or other prescription-only medicines.
As the treatment of sore throat is one of the main causes of unjustified antibiotics use, pharmacists
are essential in adequately screening for cases which may truly require antibiotics treatment.
Community pharmacies can play a role in utilising point of care tests to detect “strep throat” and
therefore contribute to more adequately utilising and allocating healthcare resources.
Pharmacological indications for sore throat are usually anti-inflammatory or analgesic medicines that
help to reduce symptoms. Other medicines may be necessary to treat underlying causes of sore throat,
such as gastric reflux or allergies.
Non-pharmacological management is equally important to soothe the affected area and provide
enough time for the area to recover.

10.2 Gastrointestinal complaints
•

•
•
•
•

•

Gastrointestinal (GI) conditions can be heavily influenced by lifestyle factors. It is therefore important
for pharmacists to adequately assess and consider such factors when collecting data from the patient
and recommending management options.
Effective history taking of symptoms is essential to make differential diagnoses.
Chronic diarrhoea needs to be investigated by a medical practitioner, particularly if weight loss or
blood in stool are present
Referral for screening and testing for the presence of Helicobacter pylori can be important for people
with recurrent GI issues.
Different non-prescription (over the counter) medicines are available to treat symptoms related to
upper GI complaints, and pharmacists can play an important supportive role in providing relief and
care to people suffering from these conditions.
Nutritional and lifestyle advice is a key aspect in controlling GI complaints.

10.3 Musculoskeletal pain
•

•
•
•

Musculoskeletal pain is a prevalent condition, with back pain being the most common presentation.
Pharmacists should consider occupational aspects when assessing the origin and characteristics of
the pain.
Triage of musculoskeletal pain requires simple questioning about duration of early-morning pain and
stiffness, among other characteristics.
Different medicines and formulations are available as non-prescription treatment options when
considering the individual’s preferences, type of pain, occupation and lifestyle.
Lifestyle factors, such as maintaining an adequate weight and performing sufficient physical exercise,
can be important factors in the prevention and management of musculoskeletal pain.
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10.4 Children’s fever
•

•
•
•

Children’s fever is a condition that pharmacists can frequently face in their daily practice.
Pharmacists’ role in managing this condition includes providing relief for the child, but also reassuring
their parents and caregivers.
The child’s age, recent complaints, and response to stimuli are important to determine the most
appropriate management options.
The most frequently used non-prescription (over the counter) medicines for fever are paracetamol
(acetaminophen) and ibuprofen.
Pharmacists can provide advice on the correct method of temperature measurement, maintenance of
hydration, and non-pharmacological options.

10.5 Sexual health
•

•
•

•
•

Sexual health encompasses different conditions and situations that vary according to different
factors, such as gender and age. Pharmacists must be sufficiently trained to carry out comprehensive
counselling and productive communication to provide services in those topics with the privacy and
discretion they require.
Screening services and testing for sexually transmitted infections can represent major roles for
pharmacies, considering their accessibility and proximity.
Knowledge of community services and resources as well as specialised centres within the community
is important for the pharmacy workforce to adequately support patients who require further
screening options or specialised follow up.
Pharmacists can use the range of products and services available at the pharmacy to promote sexual
health and safer sex practices.
Pharmacists’ duty of care means that they must refer patients to other practitioners and services in
situations where their own beliefs preclude the provision of certain services.

10.6 Disinfection and the pharmacy
•

•
•
•
•

Disinfection is a key aspect for the prevention of transmissible diseases and should be routinely
practised, especially, but not only, during pandemics and during peak seasons of other communicable
diseases.
To promote disinfection in the pharmacy, frequently encountered surfaces, devices and other
materials should be regularly disinfected.
Hand-washing is an important aspect that should be an integral part in the daily routine of all
members of the pharmacy team to prevent the transmission of diseases.
Pharmacists possess the knowledge and skills to develop different disinfection solutions as well as
create awareness materials and educate patients on the importance of disinfection.
Education is a key feature in disinfection and should target individuals from all age groups.
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11 Conclusion
This handbook aims to provide an overview of the importance of self-care for both pharmacists and patients,
including conceptual frameworks on self-care, considerations regarding current trends and barriers, and
relevant information on different self-care conditions.
Self-care is not without risks. It bears the potential for unnecessary testing, inaccurate diagnoses, untimely
consultations, and inadequate treatment and management options. However, increasing healthcare spending
and foreseeable healthcare worker shortages underscore the need for sustainable, cost-effective measures.
Moreover, responsible engagement in self-care is perceived as a direct contributor to achieving universal
health coverage. It is, therefore, imperative that advocating and engaging in self-care go together with
ensuring thorough education, improving and maintaining health literacy, and facilitating access to the
necessary tools and resources. Furthermore, regulatory frameworks, multi-level stakeholder participation and
policy interventions surrounding the availability of medicines, screening, and testing supplies, in addition to
the expansion of the scope of pharmacy practice, should be well established and should focus on the
promotion of self-care.
Pharmacists are medicines experts and, when working in the community, are accessible, reliable, front-line
healthcare professionals. They are, therefore, essential players in educating and empowering patients and
their communities to engage in self-care, ultimately contributing to optimising healthcare resource utilisation
and expenditure as well as improving outcomes for patients and for healthcare systems.
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