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CHAIRPERSON'S MESSAGE
Dear Pharmacists,
At the outset, Happy New Year to you all! Hope this year brings in a lot more success
and happiness your way.
It is heartening to see that FIP has started organising regional conferences and the 1st
regional conference will be held in April 2019, in Jordan. This certainly will infuse
enthusiasm among the pharmacy professionals in the region and those who cannot
attend the FIP annual congresses can try to make it to the regional ones. It will also give
momentum for further development of the pharmacy profession in the region. I
congratulate FIP President Dominique Jordan and CEO Catherine Duggan for this
initiative. I appeal to all readers to start planning to attend the FIP Congress in Jordan
or in Abu Dhabi which will be held in September 2019.

In India, we cannot
even yet dream for
such stature of the
pharmacists. We have
to go a long way, and
the situation is getting
complicated and
challenging due to
various undesired
developments.

Hearty Congratulations to Mr Paul Sinclair, Chairman, Board of Pharmacy Practice of
FIP and the past President of FIP’s Community Pharmacy Section, for being named in
this year’s Australia Day Honours List. It is a matter of pride for all pharmacists when a
community pharmacist gets such a recognition. Many Congratulation to Paul for this
wonderful and well deserved achievement.
Recently, I can across a poster by the American Medical Association. The poster says
“Add a Pharmacist to the team for a better patient outcome. Pharmacists take on a
variety of roles and add tremendous value to the health system, it frees up physician’s
times and provides clinical care to the patients”. Such recognition from the medical
professionals is truly a wonderful achievement and speaks about the hard work done
by the pharmacists to reach this respected position in a health system. Another news
which caught attention was the Pilot scheme, GP2Pharmacy initiative, in UK. Patients
with minor ailments calling for GP appointments are being referred to Pharmacy of their
choice for pharmacist consultation for minor ailments. This initiative is planned to be
scaled up nationally by NHS. Such developments are so encouraging and endorse the
significant contribution pharmacists make not only for better patient outcomes but also
to share the burden on the health system.
In India, we cannot even yet dream for such stature of the pharmacists. We have to go a
long way, and the situation is getting complicated and challenging due to various
undesired developments. There has been some unrest in the education field as well in
community pharmacy practice. Some of the troubling facts are unemployment among
Pharm D pharmacists, the inequality between the demand and the supply. Another
issue in some states is “Bogus/Fake Pharmacists” who obtain their educational
certificates from some institutes without attending classes. This kind of mal-practice
develops as a serious side-effect when the law enforcement became stricter for
presence of a registered pharmacist in the pharmacies. The issue of internet
pharmacies operating without any specific legal framework continues in the country
and this poses a risk to patient safety.
In all these matters all professional associations need to take a much bigger and active
role to bring in the positive change. We at IPA will be trying to do much more than what
we have done so far in this regards.
I wish to thank the readers from India and from across the globe for the consistent
wonderful response and continued encouragement to this publication. Thank you!!
Happy Reading!
Mrs Manjiri Gharat
Email: manjirigharat@ipapharma.org
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EDITORIAL
Dear Pharmacists,
A few days ago, the Indian Pharmacist Association, Tripura state branch has written to the
Health Dept in their state to permit pharmacists to prescribe certain medicines for patients.
The justification for this being that there are no sufficient doctors available especially in
remote areas, and that the patients are visiting quacks, thus endangering their lives. They
have proposed to the government to utilize the potential and services of pharmacists in
community pharmacies for easy management of minor ailments.
In Jan 2019, the health minister of the state of Odisha declared that its Govt. is considering
the proposal of prescribing medicines by Pharmacists in minor ailments like malaria, fever,
URTI, skin disease, scabies, ring worm, helminthiasis, APD, Diarrhoea, minor injury without
MLC, superficial burns without MLC and drainage of abscess.
This is done considering the acute shortage of doctors and the consequent deficiency in
implementation of healthcare services. It is said that this step to utilize the services of
pharmacists to fill the gaps in healthcare service in the interest of public service, is taken
after due deliberations and on the well considered recommendations.

The country has never
defined OTC/nonprescription medicines.
We do not have such a
list. Nothing is
mentioned ever that
pharmacists can
diagnose minor
ailments and
recommend certain
category of medicines.

Currently, Pharmacist in rural hospitals in Odisha can attend to minor ailment and injuries of
the patients including prescribing of limited range of drugs. If the new policy gets approved
then they will be authorised which will improve the healthcare further especially in rural
belts.
I have been getting similar feedback from quite a few states over the past decade at least,
about such similar practices – pharmacists play the role of the doctor – examining patients,
doing the diagnosis, prescribing medicines, dispensing the medicines they have
prescribed, administering injections and IV fluids which they have prescribed. There simply
is no doctor in those govt health centres (so many vacancies unfilled), so the pharmacist is
the 'doctor'. It has become an accepted routine, though without any written or legal
sanction. Whether dangerous or not is debatable. What is better? No doctor at all (because
the nearest qualified doctor could be many miles away, in addition to the bad roads and very
poor transport facilities) or 'someone' who gives you some treatment (and obviously many
must be benefitting)?
The nation health department in the country, for many years now has authorized ASHAs to
dispense and recommend medicines provided in their Drug Kit in the population they work
with (the list can be seen on page 9 of this issue). An ASHA is a trained female community
health activist (Accredited Social Health Activist), preferably in the age group of 25 to 45
years, literate with due preference in selection to those who are qualified up to 10 standard,
selected from the village itself.
The Govt of Odisha already has a limited list of medicines which the pharmacist can
prescribe. We have not seen such a list from any other state. Now it is proposed to add
many more drugs to this list. If one goes through the proposed list, a whole lot of Schedule H
drugs have been included (including many higher antimicrobials). No doubt health is a
state subject in our country, but how legal is such a power bestowed on pharmacists to
prescribe without national debate and legislation? Without proper Modules, Standard
Treatment Guidelines and training?
On the other hand, the country has never defined OTC/non-prescription medicines. We do
not have such a list. Nothing is mentioned ever that pharmacists can diagnose minor
ailments and recommend certain category of medicines. More than a year back, the drug
control department had set up a Committee of few state drug controllers to make such a list.
But there is no word about what is the status of the progress made.
It is time that urgent steps are taken to have national directives on this. We need to have a
clear cut documentation and legal sanction in whatever has to be done. Whether it be the
quick categorization of an OTC list, the authority for pharmacists to diagnose and
recommend medicines from this lost, with adequate back up of standard treatment
guidelines, written material, self-learning training modules, or the authority to prescribe a
limited range of Schedule H drugs in remote locations of the country where doctors are
unavailable. There has to be uniformity in the country backed by proper legislations. The
confusion has to end. And I hope that the Pharmacy Council of India and the various
professional pharmacy associations come forward to together formulate and propose
something concrete to the government.
Raj Vaidya
Email: rajxvaidya@gmail.com
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GUEST ARTICLE
Community Pharmacy Education & Practice in India – the Need for
Reinventing, Redesigning & Reinforcing
Let me make a clear and important premise for this article, by stating that the largest
number of practicing pharmacists in India are in community pharmacy (about 7,00,000)
and the maximum number of student enrollment is in the D.Pharm program in about
1500 schools of pharmacy. Annual enrollment may be in the range of 50,000 to 60,000.
The figures mentioned are unofficial and approximate. It is of prime importance to
address the issues and challenges around D Pharm education and practice.
As you may be aware, the pharmacy profession in Goa is the oldest in the Indian
subcontinent. The first ever pharmacy course was introduced along with the medical
course in 1842 at the old Portuguese school known as “Escola Medica de Goa” and
later named as “Escola Medica Cirurgica de Goa”. The Pharmacists (Farmaceuticos)
and Doctors (Medica Cirurgiao) were educated and trained in the same medical school
and they had almost the same status in the Goan society. Let me also restate and
remind you that pharmacy education in other parts of India is about 90 years old or
young if you like, with the first college of pharmacy commencingin around 1928 in BHU,
UP with a 3 year degree program.
It is in the public domain that the ER 1991 is followed today religiously for the D.Pharm
program with no substantive change/s based on the market and learner needs. The
delay in making the changes may be to wind up the program in the future to raise the
minimum registrable qualification and standard. It needs thorough rethinking and
reengineering, if the idea in delay in revision of ER 1991 is to windup the program.
Though I have seen the draft D.Pharm regulation 2014 recently, it is not known why it
should take years to implement it.
It is also a fact that we have 3 to 4 different qualifications to register as pharmacist –
D.Pharm, B Pharm, M Pharm & Pharm D to name a few without sub-category to
differentiate the duration and specialties of learning at entry level.
Let us also remind ourselves that 70% of the Indian populations residing in rural and
semi-urban areas are dependent on government health care which is subsidized for
the marginalized class. Only about 20 to 30 % who can afford go to private health care
and it is also becoming costlier by the day for various reasons.
Having made the premise for the article, I would like to share some of my points of view
which have been accumulated over the last 4 decades of experience in teaching,
learning, research, training and administration in India, and in UAE as founding Dean in
a Health Sciences University and travel to many other countries. It is my sincere and
earnest request to decision makers to refocus the attention to the D.Pharm program as
it has stayed and evolved over the decades and probably will stay for some more time
to come if not too long. It will only depend on how we look at the issue/s connected with
the D.Pharm program. I have discussed below few of them. Discussion, debate and
decision making is necessary in an inclusive and rational way after taking all stake
holders into confidence to refocus our attention to D.Pharm education and practice in a
community pharmacy set up in the larger interest of the public and the profession.
1.

Need based D Pharm curriculum is the cry of the time, from professionals and
public at large. We need to develop specific Learning Outcomes (LO's) for the
D.Pharm program which are different from other related programs like B.Pharm
and M.Pharm. LO's should have link to job responsibilities of a D.Pharm pass out.
Based on the listed LO's, study plan, curriculum and courses have to be redesigned with theory, practical and practice components, credits, appropriate
assessment/s. Job descriptions, designations and growth path need to be
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developed and redefined for Diploma graduates. Though the scope and objectives have been mentioned in the draft
D.Pharm syllabus – 2014, specific student-centric Program LO's and course LO's have not been listed which are need
based, specific and measurable. One wonders why the 2014 draft regulation has not seen the light of the day.
2. Registration of D.Pharm holders as Assistant Pharmacists or Pharmacy Technicians as in other countries. With
my rural upbringing and primary education, I feel that we should not do away with D.Pharm at this stage. Instead there is
a need to maintain and evolve the program to meet the current and future needs. You will find majority of the work force in
rural and semi-urban setting is those with D.Pharm qualification. Dislocation and disturbance to the existing work force,
pay package limitations if B.Pharm or Pharm.D becomes the expected minimum qualification and other issues can be
daunting and tough to deal with.
Other qualifications can be registered as exists in other countries for the purpose of practice- B Pharm as Pharmacist, M
Pharm ( PGs) as Specialist Pharmacist & PhD as Consultant Pharmacist at the entry level. This will provide some clarity
and send a message that all are not same when it comes to practice. Necessary amendments have to be discussed &
initiated in the regulatory perspective in education and practice. This can be a part of Qualification Framework (QF) as
exists in other neighbouring countries.
3. Focused and Modular Community Pharmacy training for 3 to 6 months before registration is the need of the hour.
There is an urgent need to upgrade the training part with more specifics- Preceptor, Preceptor Training, Training site,
Faculty coordinator, Student orientation, Weekly schedule, Assessment etc. Final Grade Point (GP) or other grade such
as Satisfactory, Good or Excellent to be included in the final Marks card / grade sheet. Unless the training is assessed /
examined no one is going to take it seriously. There is an old saying “What is measured gets improved”. I was part of a
TEAM who put this practice school concept to implemtation in UAE for 10 years with more than 20 community
pharmacies and 10 PHC's for the university students training purpose.I inherited this legacy from BITS, Pilani as
practice school faculty in RRL, Jammu in the early 1980's.It is an excellent way of transiting the student trainee from
classroom to the world of work.
Of course the training needs to be implemented properly with checks and balances to assure the quality, effectiveness
and usefulness. With appropriate QF, Job Profiles and growth Rubrics with financial scales and performance based
incentives can make it attractive for youngsters to take up the D.Pharm program.
4. Centers of Excellence (COE) in D.Pharm Education and Practice
There is a need to identify colleges, state wise in the country who offer only D Pharm or D Pharm and B Pharm only to be
developed as COE. The colleges should be reasonably old, 20 to 25 years or more in government / private sector,
accredited if possible, have committed and experienced faculty and facilities. We need to also identify state and city
wise community pharmacies and preceptors who are doing well and are already implementing Pharma Care. Colleges,
Pharmacies and State pharmacy councils if engaged together can do the job. Funding and training such colleges and
pharmacies as COE will go a long way in consolidating education & practice at the D Pharm level. They will be the pride
of the profession to whom patients and public can look with hope and satisfaction.
5. Challenges of the New (21st) century to be imbibed by students and practitioners and Digitization
E-prescription, e- learning, Online- pharmacy, Jan aushadhi, Traditional medicine, Chain pharmacies and other latest
concepts have to be brought into the class room / training programs to keep pharmacists in tune with the times.
Softwares - free and paid available around should find place in colleges & pharmacies to save timeand work efficiently
and faster. Computers, smart phones, hand held devices should be embraced voluntarily to serve patients and public
effectively. These, with excellent communication skills in local languages, interpersonal & managerial skills can turn the
table and lead us to excellent results on the ground.
6. Service ( Practice skills) Vs Knowledge
“Practice maketh a person perfect” is the age old adage. We can take cue from it and adopt Practice School or
Practice Training or Community Pharmacy Internship as an important pre-requisite before D Pharm graduation.
Measuring BP, Blood Glucose, Body weight, BMI, Lung Function Test and Treatment for minor ailments have to be part
of daily practice training. Active participation in community engagement projects, Immunization, Vaccination, national
days based on diseases have to be promoted systematically to take the students closer to community for learning and
service orientation.
Counselling patients in local language for non-prescription & prescription medicines, common ailments, drug
information, patient information literature and community based research projects will make the program interesting
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and engaging for the trainees. Excellent communication with patients and physicians is the key which will open many
doors for learning and practice. In simple words all the concepts of clinical pharmacy have to be transferred to the
community pharmacy setup.
I sincerely urge and appeal to the leaders, regulators, readers and professionals in various categories to take a relook at
the D Pharm education and practice in the country. I am willing to work and contribute my humble might as a TEAM in this
mission.
Together we can make a difference
D Pharm education and practice in a way is bread and butter of the profession next to the pharma industry. If we take
care of it and develop it, it will bring glory to the profession like the industry. It is my belief that our professional panacea is
in community pharmacy practice and not just in high index journal publications, pharmacovigilance, clinical pharmacy
etc.
Let us change for better, as they say “Change is the only permanent thing in life”
Jai Hind and Jai Pharma!!!
References
1. Community Pharmacy Practice in India: Past, Present and Future, Subal Chandra Basak * and Dondeti
Sathyanarayana, South Med Rev. 2009 Apr; 2(1): 11–14; Published online 2009 Apr 16.
2. www.goa.gov.in/department/pharmacy-college
3. Pharmacy education in India and its neighboring countries *Ayushy Sachan1 , Anupam K Sachan1 , Sudhir S
Gangwar2, International Current Pharmaceutical Journal 2012, 1(9): 294-301
Contributed by:
Dr. B.G. Nagavi,
M Pharm, PhD, Senior Consultant, HESDAR Center, Mysuru;
Former Founding Dean – RAKMHS University,
UAE and past Principal, JSS College of Pharmacy, Mysuru, KTK
bgnagavi@hotmail.comhesdarcenter@gmail.com www.hesdarcenter.com

Mr Paul Sinclair Receives An Honors From Australian Government

Mr Paul Sinclair,Chairman of Board of Pharmacy Practice of International Pharmaceutical Federation (FIP) has received
an honors as AM (Member of Order) from the Government of Australia. The Order of Australia is the principal means of
recognizing outstanding members of the community at a national level Mr Sinclair, awarded the AM “for significant service
to pharmacy, to the community, and to local government”,Paul Sinclair,community pharmacist by profession, spearheaded
the Pharmacy Guild of Australia's Sixth Community Pharmacy Agreement negotiation team, during a period which he
headed the Guild's NSW branch – serving as President from 2013 to 2016.A leading Guild figure for a number of years, Mr
Sinclair has held international pharmacy positions, serving as President of the Community Pharmacy Section of the
International Pharmaceutical Federation, 2014-2018.He also served as Mayor of Campbelltown, one of the largest Sydney
councils, in 1998-99, and was a Campbel town City Councillor from 1995-2004. IPA CPD team congratulates Mr Sinclair
and wishes many more accolades to him in future.
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DRUG WATCH
Drug Watch: Chemotherapy Induced Nausea and Vomiting (CINV)
Background
Nausea or vomiting is caused by a variety of
medications, most common being cancer
chemotherapy medications. Chemotherapy
induced nausea and vomiting is of particular
concern, especially with the increasing number of
patients receiving cytotoxic treatment.
Incidence and Risk factors
CINV occurs in approximately 80% of patients
receiving chemotherapy. Patients with history of
chronic alcohol use, morning sickness, younger
than 50 years of age are at more risk. CINV is more
common in women than men.
Drugs with high emetic risk include (> 90%)
include Carmustine, Cisplatin, Cyclophosphamide,
Dacarbazine, Dactinomycin, Mechlorethamine and
Streptozotocin. Drugs with moderate emetic risk
include (30 - 90%) include Carboplatin,
Cytarabine, Daunorubicin, Doxorubicin, Epirubicin,
Idarubicin, Ifosfamide, Irinotecan, Oxaliplatin and
Procarbazine.
Clinical Presentation and Pathogenesis
Patients usually present with mild to severe distress.
They complain of discomfort. Associated sings
include weight loss; fever and abdominal pain.
Vomiting is triggered by afferent impulses to the
vomiting center in the medulla. Impulses are
received from sensory centers, which include the
chemoreceptor trigger zone (CTZ), cerebral cortex,
and visceral afferents from the pharynx and GI tract.
These afferent impulses are integrated by the
vomiting center, resulting in efferent impulses to the
salivation center, respiratory center, the pharyngeal,
GI, and abdominal muscles, leading to vomiting.
The CTZ, located in the fourth ventricle of the brain,
is a major chemosensory organ for emesis and is
usually associated with cytotoxic agent induced
vomiting.

Prevention and Management
Antiemetic drugs should be used for prophylaxis
and management of CINV. Patients receiving
chemotherapy with high emetic risk should usually
receive a combination of three antiemetic drugs
which include 5-HT 3 - RA (e.g., Dolasetron,
Ondansetron etc) + Dexamethasone + an NK 1
receptor antagonist (e.g., Aprepitant). Patients
receiving regimens with moderate emetic risk
should receive a two-drug combination which
includes 5-HT 3 - RA + Dexamethasone.
Role of Pharmacist
Pharmacist should be aware of emetogenic
potential of chemotherapy regimens and educate
the patients regarding its prevention and
management. He should be thorough with the
clinical practice guidelines for the use of antiemetics
in CINV and educate the physicians on their
importance as they are underutilized by a high
percentage of practitioners.
References
1. Dipiro JT. Pharmacotherapy A
th
Pathophysiologic Approach. 8 Ed. The
McGraw-Hill; 2011. Chapter 42, Nausea
and Vomiting; p.607 – 617.
2. Schwartzberg, L. Chemotherapy-induced
nausea and vomiting: Stateof the art in
2006. J Support Oncol 2006; 4:3–8.

Contributed by:
Dr. KarthikRakam Pharm. D
President
Pharmacon Society for Pharmacy Practice
Telangana.
Email:rakamkarthik@gmail.com
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Laboratory Information

PAPANICOLAOU SMEAR

SPECIMEN: Cervical and endocervical cells.
SIGNIFICANCE OF TEST:
The Papanicolaou (PAP) smear is primarily used for
the early detection of cervical cancer. Human
papillomavirus (HPV) is the most common sexually
transmitted virus and primary causal factor in the
development of cervical cancer. Therefore, specimens
for HPV are often collected simultaneously with the Pap
smear.
INDICATIONS:
Ÿ Diagnosis of cervical dysplasia.
Ÿ Diagnosis of endometriosis, condyloma, and
vaginal adenosis.
Ÿ Diagnosis of genital infections (herpes, Candida
Ÿ spp.,
Ÿ Trichomonasvaginalis,cytomegalovirus,
Ÿ Chlamydia, lymphogranuloma venereum, HPV,
Ÿ and Actinomyces spp.).
Ÿ Diagnosis of primary and metastatic neoplasms.
PROCEDURE:
Preparation Of Patient:
1) Check factors which affect the results - include the
presence of any substance in the vagina which can
lower the accuracy of a Pap smear.
2) Women should avoid douching or engaging in
sexual intercourse for two to three days prior to
having a Pap smear, patient's menstruation status
to be checked as they interfere with results.
3) Assist the patient into a lithotomy position on a
gynecological examination table (with feet in

stirrups). Drape the patient's legs.
Collection of sample:
Ÿ A plastic or metal speculum is inserted into the
vagina and is opened to gently spread apart the
vagina for inspection of the cervix. The speculum
may be dipped in warm water to aid in comfortable
insertion.
Ÿ After the speculum is properly positioned, the
cervical and vaginal specimens are obtained using
a synthetic fiber brush, which is inserted deep
enough into the cervix to reach the endocervical
canal.
Ÿ Maintaining gentle pressure the brush is then
rotated in a clockwise direction 360º for a total of
five (5) times. A plastic or wooden spatula is used
to lightly scrape the cervix and vaginal wall.
Ÿ The brush is then rinsed in the specimen vial.
Ÿ

The swab is touched to a microscope slide, and a
small amount of saline is dropped on the slide. The
slide is examined by microscope to determine the
presence of harmful bacteria or Trichomonas.
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A Schiller's test entails applying an iodine solution to
the cervix. Normal cells pick up the iodine and stain
brown.
Abnormal cells do not pick up any colour.
Ÿ Patients with abnormal Pap smear results may
have a cervical loop electrosurgical excision
procedure (LEEP) performed to remove or
destroy abnormal cervical tissue.
Ÿ Laser ablation is another technique that can be
employed for the precise removal of abnormal
cervical tissue.

(A) Atypical squamous cells of
undetermined significance (ASCUS).

(B) Low-grade squamous
intraepithelial lesion (LSIL).

(C)High-grade squamous
intraepithelial lesion (HSIL).

Conventional Collection
Specimens from both the brush and the spatula are
plated on the glass slide. The brush specimen is plated
using a gentle rolling motion, whereas the spatula
specimen is plated using a light gliding motion across
the slide. The specimens are immediately fixed to the
slide with a liquid or spray containing 95% ethanol. The
speculum is removed from the vagina. A pelvic and/or
rectal examination is usually performed after specimen
collection is completed.
ThinPrep Collection
The ThinPrep bottle lid is opened and removed,
exposing the solution. The brush and spatula
specimens are then gently swished in the ThinPrep
solution to remove the adhering cells. The brush and
spatula are then removed from the ThinPrep solution,
and the bottle lid is replaced and secured.
INTERFERING FACTORS
The smear should not be allowed to air dry before
fixation.
Lubricating jelly should not be used on the speculum
because the viability of some organisms is adversely
affected by gels and disinfectants.
Improper collection site may result in specimen
rejection. Samples for cancer screening are obtained
from the posterior vaginal fornix and from the cervix.
Samples for hormonal evaluation are obtained from the
vagina.
Douching, sexual intercourse, using tampons, or using
vaginal medication within 24 hr prior to specimen
collection can interfere with the specimen's results.
Collection of other specimens prior to the collection of
the Pap smear may be cause for specimen rejection.

Contamination with blood from samples collected
during the patient's menstrual period may be cause for
specimen rejection.
INTERPRETATION and NORMAL FINDINGS:
Factors To Consider For Interpretation:
The patient's age, date of last menstrual period, parity,
surgical status, postmenopausal status, use of
hormone therapy (including use of oral
contraceptives), history of radiation or chemotherapy,
history of abnormal vaginal bleeding, and history of
previous Pap smears are essential for proper
interpretation.
Reporting of Pap smear findings may follow one of
several formats and may vary by laboratory.
BETHESDA SYSTEM
Specimen type: Smear, liquid-based, or other.
Specimen adequacy:
Satisfactory for evaluation—endocervical
transformation zone component is described as
present or absent, along with other quality indicators
(e.g., partially obscuring blood, inflammation).
Unsatisfactory for evaluation—either the specimen is
rejected and the reason given or the specimen is
processed and examined but not evaluated for
epithelial abnormalities and the reason is given.
General categorization:
Negative for intraepithelial lesion or malignancy.
Epithelial cell abnormality (abnormality is specified in
the interpretation section of the report).
Other comments
Interpretation/result:
1. Negative for intraepithelial lesion or malignancy
A. List organisms causing infection:
Trichomonas vaginalis; fungal organisms
consistent with Candida spp.; shift in flora
suggestive of bacterial vaginosis; bacteria
morphologically consistent with Actinomyces spp.;
cellular changes consistent with herpes simplex
virus
B. Other non-neoplastic findings:
Reactive cellular changes associated with
inflammation, radiation, intrauterine device;
glandular cell status post-hysterectomy; atrophy.
2. Epithelial cell abnormalities
A. Squamous cell abnormalities
Squamous cell carcinoma
B. Glandular cell
Adenocarcinoma
3. Other - Endometrial cells (in a woman of 40 year or
greater)
REFERENCE:
1. Beckmann CRB, Ling FW, Laube DW, et al.
Obstetrics and Gynecology, 4th Edition.
Baltimore: Lippincott Williams & Wilkins, 2002.
Copyright ©2002 Lippincott Williams & Wilkins.
2. Schnell, Z., Van Leeuwen, A. and Kranpitz, T.
(2006). Davis's Comprehensive handbook of
laboratory and diagnostic tests-- with nursing
implications. Philadelphia: F.A. Davis.
3. Nayar, R. and Wilbur, D. (2015). The Pap Test
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and Bethesda 2014. Journal of Lower Genital Tract Disease, 19(3), pp.175-184.
4. Solomon, D., Davey, D., Kurman, R., Moriarty, A., O'Connor, D., Prey, M., Raab, S., Sherman, M., Wilbur, D. and
Wright, T. (2002). The 2001 Bethesda System: Terminology for Reporting Results of Cervical Cytology. Obstetrical
&Gynecological Survey, 57(8), pp.505-507.
5. Wiese, W., Patel, S., Patel, S., Ohl, C. and Estrada, C. (2000). A meta-analysis of the Papanicolaou smear and wet
mount for the diagnosis of vaginal trichomoniasis. The American Journal of Medicine, 108(4), pp.301-308.

Contributed by:
Dr. Karthik Rakam Pharm. D, President
Pharmacon Society for Pharmacy Practice
Telangana.
Email:rakamkarthik@gmail.com

List of Drugs being provided in ASHA Kit
(ASHA = Accredited Social Health Activist)

1

Disposable Delivery Kit for deliveries
at home

13

ORS sachets

2

Paracetamol tablet

14

Condoms

3

Paracetamol suspension

15

Oral Contraceptive Pills

4

Iron & Folic Acid tablet

16

Spirit

5

Punarnava Mandur (Ayurvedic tablets)

17

Soap

6

Dicyclomine tablet

18

Sterilized cotton

7

Tetracycline ointment

19

Bandages

8

Zinc tablets

20

Pregnancy Detection Kit

9

Povidone Iodine ointment

21

Rapid Diagnostic Kit

10

Gentian violet paint

22

Slides for Malaria & Lancet

11

Cotrimoxazole suspension

23

Emergency Contraceptive Pill

12

Cotrimoxazole paediatric tablets

24

Sanitary Napkins
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BRAIN TICKLERS
Q1. Which of the following helps to push a productive cough out?
a. Chlorpheniramine
b. Phenylephrine
c. Guaiphenesin
d. Dextromethorphan
Q2. A cough which becomes worse when a person lies in a lying down position indicates a possibility of :
a. Asthma
b. GERD
c. Eosinophilia
d. Heart failure
Q3. Which of the following nasal drops could cause rebound congestion if used for more than 5 - 7 days?
a. Normal saline
b. henylephrine
c. Xylometazoline
d. All of the above
Q4. Which of the following could cause irritability in children, hence preferably not given in the night ?
a. Pheniramine
b. Dextromethorphan
c. Codeine
d. Phenylephrine
Q5. What is the maximum daily dose of Paracetamol for adults?
a. 1500 mg
b. 2000 mg
c. 3000 mg
d. 4000 mg

ANSWERS on Page No. 11
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ABBREVIATIONS
Abbreviations/Acronym

Full form

aa

Of each

ABC

ATP-binding cassette (transporter)

ACL

Anterior Cruciate Ligament

ACR

Albumin Creatinine Ratio

ACS

Acute Coronary Syndrome

ACT

Artemisinin-based Combination Therapy

ADEM

Acute disseminated encephalomyelitis

ADCC

Antibody Dependent Cellular Cytotoxicity

ADPKD

Autosomal Dominant Polycystic Kidney Disease

AERD

Aspirin Exacerbated Respiratory Disease

AGS

Anti-gas gangrene Syndrome

DMARD

Disease Modifying Anti-rheumatic Drugs

DVT

Deep Vein Thrombosis

GBC

Gall Bladder Carcinoma

GOAT

Galveston Orientation and Amnesia Test

GOD

Glucose oxidaseAntibodies

GTT

Glucose Tolerance Test

Brain Ticklers: Answers
Q1C
Q2b
Q3C
Q4d
Q5d
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Psychiatric Pharmacy - XIII
SCHIZOPHRENIA

Schizophrenia is a severe and chronic mental disorder characterized by disturbances in thought, perception and
behaviour.
Schizophrenia interferes with a person's ability to think clearly, manage emotions, make decisions and relate to others. If
untreated, it impairs a person's ability to function to their potential. It is a complex, long-term medical illness that affects
everybody differently. The cause and course of the illness is unique for each person, and therefore finding the exact cause
of schizophrenia often proves to be difficult.
Extent of the problem: One percent of the world's population or one in every 100 people will develop the disorder in their
lifetime. It has a uniform global prevalence. The most common onset is in the teens and 20s. It is uncommon for
schizophrenia to be diagnosed before 12 years of age or after the age of 40. Although it affects men and women with equal
frequency, schizophrenia most often appears earlier in men - in their late teens or early twenties. It appears in women in
their late twenties or early thirties. Schizophrenia affects more than 21 million people worldwide, and in India there are
around 1 million cases per year. One in two people living with schizophrenia does not receive care for the condition.
Schizophrenia occurs in all societies regardless of class, colour, religion, and culture - however there are some variations in
terms of incidence and outcomes for different groups of people.
Schizophrenia is not as common as other mental disorders (lifetime prevalence between 0.3%-0.7%). However, it can
cause significant impairment in occupational and social functioning. Completing education and getting/retaining a job are
negatively impacted by symptoms of the illness. Many have few or limited social relationships outside of their immediate
family.
Causes:
The exact causes of schizophrenia are unknown. Research suggests that certain changes in brain chemistry and structure
lead to schizophrenia. These changes are thought to be caused by a combination of genetic and environmental factors.
Those using brain altering recreational drugs have an increased risk of developing schizophrenia.
Having a first degree relative such as a brother or sister with schizophrenia increases the risk of developing schizophrenia
by about 10%. Having one parent with schizophrenia raises the risk of schizophrenia by around 13%
Symptoms:
Schizophrenia involves a range of cognitive, behavioural, and emotional symptoms, and it can be difficult to diagnose.
There is no simple physical or laboratory test for schizophrenia, and there are no objective physical signs. Diagnosis
involves the recognition of a constellation of symptoms negatively impacting social or occupational functioning.
The symptoms of schizophrenia are broadly divided into:
a.Positive symptoms – (also known as “psychotic” symptoms because they include psychotic behaviours and
can cause people diagnosed with the disorder to lose touch with reality.
Ÿ
Ÿ
Ÿ
Ÿ

Hallucinations (hearing or seeing things that are not real)
Delusions (or the belief in things not real or true)
Thought disorders
Movement disorders

(In psychosis, psyche means mind, and osis means illness. It is defined as the experience of loss of contact with
reality and usually involves hallucinations and delusions).
b. Negative symptoms - these affect emotions and behaviours, reduction of a capacity, such as motivation.
Ÿ
Ÿ
Ÿ
Ÿ
Ÿ

Diminished or lack of emotional expression
Flat affect/mood
Decreased feelings of pleasure orinterest in life
Inability to start and follow through with activities.
Hostility and aggression
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Diagnosis :
There is no single laboratory or brain imaging test for schizophrenia. Treatment professionals must rule out multiple factors
such as brain tumours, other possible medical conditions and other psychiatric diagnoses, such as bipolar disorder.
The specific DSM-5 criteria for schizophrenia are as follows:
Ÿ The presence of 2 (or more) of the following : (1) delusions, (2) hallucinations, (3) disorganized speech, (4)
grossly disorganized or catatonic behaviour, and (5) negative symptoms - Each present for a significant portion of
time during a 1-month period (or less if successfully treated), with at least 1 of them being (1), (2), or (3).
Ÿ For a significant portion of the time since the onset of the disturbance, level of functioning in 1 or more major areas
(e.g., work, interpersonal relations, or self-care) is markedly below the level achieved before onset; when the onset
is in childhood or adolescence, the expected level of interpersonal, academic or occupational functioning is not
achieved
Ÿ Continuous signs of the disturbance persist for a period of at least 6 months, which must include at least 1 month of
symptoms (or less if successfully treated); prodromal symptoms often precede the active phase, and residual
symptoms may follow it, characterized by mild or subthreshold forms of hallucinations or delusions
Ÿ Schizoaffective disorder and depressive or bipolar disorder with psychotic features have been ruled out because
either (1) no major depressive, manic, or mixed episodes have occurred concurrently with the active-phase
symptoms or (2) any mood episodes that have occurred during active-phase symptoms have been present for a
minority of the total duration of the active and residual periods of the illness
Ÿ The disturbance is not attributable to the physiologic effects of a substance (eg, a drug of abuse or a medication) or
another medical condition
Ÿ If there is a history of autism spectrum disorder or a communication disorder of childhood onset, the additional
diagnosis of schizophrenia is made only if prominent delusions or hallucinations, in addition to the other required
symptoms or schizophrenia are also present for at least 1 month (or less if successfully treated)
Treatment:
Schizophrenia is a treatable disorder, which can be controlled. But there is no complete cure as yet. The earlier that
schizophrenia is diagnosed and treated, the better is the outcome of the person and the better the recovery.
The treatment of schizophrenia requires a multi-pronged approach that includes Medication, Cognitive Behavioral therapy
(CBT), and psychosocial rehabilitation. The details of the same we shall in the forthcoming issues of ETimes.
About 20% of persons with schizophrenia make suicide attempts on more than one occasion. Many more have significant
suicidal thoughts. Suicidal behaviour can be in response to hallucinations. Suicide risk remains high over the lifespan of
persons with schizophrenia, and 5 - 6% of people with schizophrenia die by suicide.
With appropriate treatment, over a period of time, individuals living with schizophrenia often do better in terms of coping
with their symptoms, and maximizing their functioning, while minimizing their relapses. Recovery is possible for most
people, though it is important to remember that some people have more trouble managing their symptoms. Caring for a
family member with schizophrenia can be challenging and families benefit from education and supportive programs.
Community and family support is very vital. Communities and families who care and understand, and who are guided and
educated about schizophrenia can offer strong support to their loved ones. This can help in appropriate treatment, care,
and also reduce the chances of relapse.
References :
1. Diagnostic and Statistical Manual of Mental Disorders (DSM-5), American Psychiatric Association (APA).
2. NAMI – National Alliance n Mental Illness www.nami.org
3. College of Psychiatric and Neurologic Pharmacists. www.cpnp.org
4. https://psychopharmacologyinstitute.com/
5. www.psycom.net
6. http://www.scarfindia.org
7. https://www.who.int/mental_health/management/schizophrenia/en/
8. Pathology and Therapeutics for Pharmacists – A basis for clinical pharmacy practice. Russell Greene and
Norman D Harris.
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OTC CORNER

LIQUID PARAFFIN
SYNONYMS:Liquid Petrolatum, Mineral oil

DURATION OF ACTION:

COMMON BRAND NAMES: NONE

Onset: When administered orally: produces laxation after

DOSAGE FORMS: Liquid

6- 8 hr.

MODE OF ACTION:
Ÿ

Lubricates fecal material to facilitate passage.

DRUG INTERACTIONS:

Ÿ

It appears to loosen the bond that continues to hold both
live and dead lice eggs to the hair shaft after pediculicide
treatment. Surviving eggs can cause reinfestation if not
removed. It does not kill head lice or its eggs.

Ÿ

Ÿ

It provides a layer of oil on the surface of the skin and
prevents water evaporation from the skin surface.
Regular use of moisturizers restores the skin`s
smoothness; softness and flexibility by helping the skin
retain moisture. They should be applied frequently,
particularly before or after washing, to prevent the skin
drying out.

This medicine may prevent the absorption of fat-soluble
vitamins (Vit A, D, E and K. These should not be taken at
the same time of day as liquid paraffin.

ADMINISTRATION AND DOSAGE:
Ÿ

For constipation:- By mouth

Ÿ

Adult: 10-30ml daily if required, to be administered at
night.

PATIENT INFORMATION:
INDICATIONS:

1.

Advise pregnant women against use of castor oil.

Ÿ

Treatment of constipation in adults and children
>12months.

2

Avoid contact with eyes. If contact occurs, immediately
flush with water.

Ÿ

To aid in cleaning lice eggs from the hair shaft.

3.

Shake well before using.

Ÿ

It is used as moisturizer in skin preparations

CONTRAINDICATIONS:
Ÿ

Gastro-esophageal reflux disease- increased risk of
aspirations

Ÿ

Pregnancy: The safety of this medicine for use during
pregnancy has not been fully established. As with all
medicines, you should seek medical advice from your
doctor before taking this medicine if you are pregnant.
medicines, you should seek medical advice from your
doctor before taking this medicine if you are pregnant.

Ÿ

Ÿ

Breastfeeding: It is not known if this medicine passes
into breast milk. As with all medicines, you should seek
medical advice from your doctor before taking this
medicine if you are breastfeeding.
Children less than 3 years old.

Ÿ

People with nausea, vomiting or persistent abdominal
pain.

Ÿ

This medicine should not be used if you are allergic to
one or any of its ingredients. Please inform your doctor or
pharmacist if you have previously experienced such an
allergy.

ADVERSE EFFECTS:
Ÿ

Anal irritation after prolonged use.May cause
constipation after catharsis.

Ÿ

Anal seepage of paraffin after prolonged use.

Ÿ

Granulomatous reactions in intestinal mucosa caused
by absorption of small quantities of liquid
paraffin(especially from the emulsion).

Ÿ

Lipoid pneumonia following aspirations.

Ÿ

Itching, redness and swelling of the scalp.

4

Protect eyes with a dry towel.

5.

Cleanse affected area before application.

6.

Apply to wet hair after rinsing out the pediculicide. Apply
enough to saturate each hair shaft and cover the entire
scalp, making sure to cover the area around the ears
and back of neck.

7.

Do not apply to eyelashes or eyebrows.

8.

Leave on the hair for approximately 10 minutes. Rinse
with lukewarm water and dry with a hair dryer..

9.

Apply to the affected area as directed. Check individual
package labels for directions.

10. Do not use tight-fitting dressings.
11. Hands should be washed after use.
12. May stain clothing of fabrics.
13. May cause itching, redness or swelling of the scalp.
Notify your doctor if these symptoms persist.
14. In order to prevent accidental ingestion by children, the
remaining contents should be discarded after use.
15. Store at room temperature and keep away from
moisture and sunlight. Do not freeze the liquid forms.

REFERENCE:
Ÿ

Patient Drug Facts

Ÿ

BNF 71

Ÿ

Australian Medicines Handbook, 2005.

Contributed By:Radiya M.Mahale, B.Pharm
Panaji
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Community Pharmacy Practice
Around The World
Pharmacy Profession
IN JORDAN

Pharmacy Profession In Jordan:
Modern Jordan; A Country located in the MiddleEast of “high human development” as classified by the 2010 Human
Development Report, wasfounded in 1921 and recognized by the League of Nations as kingdom having currently a
populationof more than 8.5 million inhabitants where the average family ranges as 5.4, the growth rate isaround 2.3% and
the percentage age population is 40 % of those under 15 years.
HEALTH SECTOR: The government and the privatesectors provide their health services to 87% of thetotal population. The
former provides its services to67 % of the insured while the latter caters for therest 20%. Jordan has been admitted as a
WTOmember in 2002, Laws and regulations were passed to comply with the Patent Laws and the IntellectualProperty
Rights; consequently most of the International Pharma Industry does have presencein the Jordanian market. Bolar
provision allows Jordanian pharmaceutical manufacturers to be thefirst mover advantage on expiring patents if they are
located in Jordan.
In 2017, Jordan was ranked as FIFTH in the MedicalTourism globally and SECOND in the region. This classification confers
with the availability of highcaliber of health services such as well-equipped hospitals, highly specialized doctors,
advancedmedical equipment, well trained health providers, latest innovation in molecules. The availability oforiginal and
good quality of medicines have to undergo regulatory registration, testing, pricingand market release by the Official
Regulatory Body, Jordan Food & Drug Administration (JFDA).While the Governmental Sector depends on the tender
business in its supplies and purchasesseeking low competitive prices of genericsemphasizing its policies on providing
primary health care, the private sector is more dependent onproviding sophisticated services in a highly dynamicand
competitive environment .
JORDAN LOCAL PHARMACEUTICAL INDUSTRY
(facts & figures): Pharma Industry is present since1960 accounting currently to twenty one manufacturing companies,
having a size of twobillions. USD as investment with a total market (local & export) at export price in US Dollars was883
million while the share of the export share was 750 m / USD as recorded by the Central Bankof Jordan / 2011.
JORDAN is a regional market leader in thePharma Industry, manufacturing brandedgenerics and exporting to over 70
countriesaround the world. The pharma industry employs% of the workforce, and its exports comprise over12 % of total
exports. Leading manufacturersown plants around the world and are venturinginto BIOTECHNOLOGY where traditionally
theymanufacture antibiotics, anti-ulcers, hormones,anti-aids, anti cancer etc.
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KEY ADVANTAGES TO THE INDUSTRY: Two factors are of prime advantage: the cost competitive location for the
manufacturing / sales hub with access to a regional health care & pharmaceutical market with 4.5 B/yearly for Saudi Arabia
alone.The second key advantage is being a Centre of Excellence for clinical trials where drug trials cost50% less than in
Europe or US. A third added value is the larger skilled labor pool amounting to8800 direct / indirect employees and a growing
pool of students in pharmaceutical degreeeducation. Eleven universities & para medical subjects, 6 clinical research
centres with EMEAFDA accreditations.
PHARMACY PROFESSION REGULATIONS
The total number of University's pharmacy facultiesis 19 faculties (Private & Public). Referring to Jordan Pharmacists
Association (JPA) registrar andas of January 2018:
1. The total Number of active communitypharmacies is 3250 Pharmacy
2. The total Number of registered of pharmacistsis 18260 (6174 Males and 12086 Female)
3. The total Number of Pharmacists working in the government sector is roughly around 928
Pharmacists.
PHARMACY PROFESSION in JORDAN is highly regulated and governed by four separate yetintegrative official
bodies namely :
1. Health Professions & Institutions Licensing Directorate (HPILD): responsible for accreditation and licensing.
2. Jordan Food & Drug Administration (JFDA): responsible for registering , pricing, and market releasing medicines as
well as inspecting the pharmaceutical institutions.
3. Jordanian Pharmacists association (JPA): is the only body representing the interests of all pharmacists in all
professional walks.
4. Higher board for Health (a recent one)
PHARMACY PRACTICE: In compliance with the current laws, every pharmacist has to be a member of the JPA, only a
pharmacist can own and manage a pharmacy, a pharmacist is to be present in the pharmacy for dispensing medication.
Jordan is considered as a hub in the region for pharmacy education where 19 faculties of pharmacy do exist and provide the
five year plan of education while 2 state universities do offer the PHARM D program where most of these graduates work in
hospitals.
In the last ten years, the market has witnessed a shift in ownership of pharmacies whereby chain pharmacies, virtual
pharmacies and individuallyowned ones. Still all these forms of ownerships are to have the same number of pharmacists
licenses. By law, the pharmacist is to dispense the ethical medicines in accordance to a prescription. OTC products are sold
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without the prescription.
Medicines are exclusively sold in pharmacies. Doctors are not allowed to sell medicines except
with a special permission from the Health Minister if his clinic is in a remote area.
GOOD PHARMACY PRACTICE (GPP): In 2008,the concept of GPP was officially launched under
the patronage of the Health minister during the convening of JPA annual conference. The GPPBoard is working on
achieving its mission byactivating the role of the pharmacist as a healthcare provider focusing on the patient and developing
the pharmaceutical servicesrendered by the pharmacist for the benefit andsafety of the patient. Some of these services
focused on :
1. Setting the standards of Good PharmacyPractice representing the basic guidelinesand SOPs that will guide
the community pharmacist with respect to pharmacypremises, management of staff, supply
andpurchases of medicines, good storagepractice. These standards were set toachieve an ethical and
professional practicethat would positively reflect the professionalimage of the role of the
pharmacist topatient
and the society at large.
2. Held several professional conferencespromoting the concept of quality system,total quality management
3. Held several training focusing on patientcounseling
4. The GPP board launched three publicationsnamely “Fact Card Booklet” an easy – use –guide for the OTC
products, a guide aboutPregnancy and the Child while the thirdbooklet details all pharmaceutical formsavailable
helping the pharmacist to counselpatient about the proper use.
5 .Created a web page specially designed forpharmacists to communicate and interact onJPA website.
JPA is in the process of adopting the project for immunization in community pharmacy as well as introducing different
cognitive services.,
Contributed By:Samira Shammas Goussous
Vice-President,FIP and Past ExCo Member of FIP CPS
E-mail: farabi.rx@gmail.com)
{Reproduced from IPA Publication:Community Pharmacy Practice around the World:Part One (www.ipapharma.org) .
Article was originally written and published in IPA CPD eTimes in the year 2014.}
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NEWS AND TRAINING

Education and Felicitation of Community Pharmacists by IPA Delhi Branch
The Indian Pharmaceutical Association, Delhi State Branch (IPA DSB), under the
leadership of Dr. Naresh Sharma, President, IPA DSB and Deputy Drugs Controller
(India), Delhi State has initiated a campaign for community pharmacists from December
2018 onwards to educate and appreciate the pharmacists serving the community at a
pan India level. During the saidperiod, the team of IPA, various activities like seminars,
competitions and health camps throughout Delhi. The highlight was a drive conducted by
the volunteersthanking the “Real Heroes”of our society- “The Pharmacists”.The main
objective of this drive was to honor the pharmacists for their unparalleled contribution
towards the health care sector. The volunteers interacted with them to understand the
present needs of the pharmacists as well as the customers and collected all the data to
bring it into the public domain to create awareness.
The pharmacists were given the badge “Dear Pharmacist, We are proud of you!” and a
Poster with the theme “Pharmacists of a Healthy India”.The volunteers effortlessly visited
46 pharmacies covering each zone of the Delhi state.

Pharmacists felt motivated and felt very special by this gesture of IPA DSB and it
made them realize that their good work is valued by the society.
Furthermore, they appreciated and congratulated IPA DSB for this unique initiative.
Their remarks were transformed into a collage and the same was utilized during a
rally across New Delhi for public awareness about Pharmacy Profession.
Volunteers collected the data by delivering questionnaire to the
pharmacists.Highlights of the analyzed data are as follows:
Ÿ
Ÿ
Ÿ
Ÿ
Ÿ
Ÿ

Ÿ

Maximum discount offered by the pharmacists is up to 10%.
Almost all the pharmacists were found aware of Janaushadhi scheme
More than 80% of pharmacists counsel their customers about the dose regimen, proper administration of
medicine and possible side-effects
Pharmacists were aware about the recently banned drugs.
Less than 30% of the pharmacists acknowledged that there are prescription errors
All the pharmacists reconfirm with the doctors before dispensing the medicines. Importantly, it was noted
that if the pharmacist is unable to reach the doctor, no medicines were dispensed under the state of
confusion.
Mixed opinions were received with respect to online pharmacy.

The volunteers also effectively created awareness about the latest updates and amendments in the existing
policies, safe use of antibiotics and anti-diabetic drugs and the vital role of a pharmacist in the health care sector
among the general public. They were also educated to reserve a separate rack labelled for Generic Drugs.
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PHARMACOVIGILANCE DRIVE BY IPA DELHI STATE BRANCH
Indian Pharmaceutical Association, Delhi Branch (IPA DSB) released a poster on pharmacovigilance and guided the
hospital staff and pharmacists to report adverse events to the National Coordination Centre, Pharmacovigilance
Programme of India, Indian Pharmacopoeia Commission, Ministry of Health and Family Welfare, Ghaziabad, Uttar
Pradesh, India.
This drive was guided by Dr. Naresh Sharma, President, IPA DSB and Deputy Drug Controller (India), and was
coordinated by Wasiuzzaman Khan, President of Student Forum, IPA DSB.
Two pharmacies of eminent hospitals, Sanyog Pharmacy of Majeedia Hospital, Jamia Hamdard and Batra
Dispensing Counter, Batra Hospital and Medical Research Centre were visited and counselled by the volunteers.

PHARMACY CONCLAVE AT Dr. L H HIRANANDANI HOSPITAL, POWAI, MUMBAI
Dr L H Hiranandani Hospital in Collaboration with the Indian Pharmaceutical Association (IPA)
organized the 7th Pharmacy Conclave on 24th January,2019 at, Powai,Mumbai. The theme was “Pharmacist: An
Integral Part of Healthcare Team”. Delegates from various fields including regulatory bodies, practicing pharmacists,
academicians, and pharmacy students attended the conclave.IPA President Dr. T V Narayana was the Chief Guest
and the Key Note Speaker was Dr Pallavi Darade,Commissioner,Food and Drug Administration,Maharashtra
State.Mrs Manjiri Gharat delivered a talk on “Pharmacists for a Healthy India”. Mr. Mahesh Zagade,ExCommissioner,FDA,Maharashtra interacted with the audience about the Drugs and Cosmetics Act ,Pharmacists and
Patients.Dr Mohanraj Rathinavelu delivered talk on Medication Therapy Management ,Dr Dipak Bharambe delivered
a talk on Medication Errors and Mrs Manisha Pal spoke on Revenue Flow Management in Pharmacy. The Conclave
was attended by more than 100 pharmacists. Organising committee of Dr Sujit Chatterjee,CEO,Dr Manish
Gupta,Medical Director and Mrs Manisha Pal,InCharge Pharmacy along with other team members contributed to the
success of the Conclave.
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Awareness Camp on Rational use of Medicines at Anand,Gujrath
An awareness camp on rational use of medicines was organized by IPA-CPD, IPA Anand Local Branch in association with
Anand Pharmacy College, Anand, at Mogar village of Anand district on 19th December, 2018. Objective of the camp was to
make aware villagers regarding rational use of antibiotics. Students explained how generic medicines differ from branded
medicines by poster presentation. They walked in the street of Mogar village holding flash cards showing the role of
pharmacists and how they are helpful in patient counseling. They approached people on anone-to-one basis in the village
and explained to them about the objective of the awareness camp. The camp was coordinated by Mr. Shreyas Divakar
under the guidance of Dr. Veena Patel, Hon. Secretary, IPA Anand local branch and Dr. Tejal Gandhi, President, IPA Anand
Local Branch.

Health Awareness Camp at Anand,Gujrath
A free medical health checkup camp was organized by IPA CPD, IPA Anand Local Branch & Anand Pharmacy College in
association with Anand Homeopathic Hospital on 20th December, 2018 at Mogar Village, Anand, Gujarat, where around 65
patients were examined.
Free physical examination along with blood sugar and BMI were carried out by the team of Homeopathic doctors and
student volunteers of Anand Pharmacy College. Doctors advised them various medicines and consultation during the
camp. Students counseled them regarding diet, exercise, weight control in diabetes by poster presentation.
The camp was successfully organized under the guidance of Dr. Tejal Gandhi, Principal, Anand Pharmacy College and was
coordinated by Dr. Veena Patel, Associate Professor, Anand Pharmacy College. During the camp Dr. Hiteksha Panchal and
Mr. Shreyas Divakar, Assistant Professor, APC accompanied and guided student volunteers.
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ONCOMING WORLD HEALTH DAYS
National Deworming Day
January 28
February 12
World Leprosy Day
January 31
Sexual Reproductive Health
World Leprosy Eradication
Awareness Day.
Day
February 15
February 4
International Childhood
Cancer Day
World Cancer Day
March
February 6
Colorectal Cancer
International Day of Zero
Awareness Month
Tolerance to Female Genital
March 6
Mutilation
World Glaucoma Day
February 10

March 9
World Kidney Day
March 11
No Smoking Day
March 15
World Disabled Day
March 16
Measles Immunization Day
March 20
World Oral Health Day
March 24
World Tuberculosis (TB) Day

FORTHCOMING EVENTS
AND MEETING
February 16-17, 2019
10th National IPA Students Congress - 2019 at
Vikas Institute of Pharmaceutical Sciences,
Rajahmundry, Andhra Pradesh

April 25-26,2019
1stFIP Regional Conference, Eastern
Mediterranean Region, Amman 2019,
www.amman2019.congress.pharmacy

September 22-26, 2019
79th Annual Congress of FIP,
Abu Dhabi, United Arab Emirates,
www.fip.org

JOIN
Indian Pharmaceutical Association and select Community Pharmacy Division (IPA CPD)
www.ipapharma.org, ipacpdetimes@gmail.com
Provide your feedback to this issue of the CPD E-Times; pass it to more pharmacists and also send in
your thoughts/issues/ problems faced by you in pharmacy practice.
IPA CPD Editorial Team
Manjiri Gharat • Raj Vaidya • Dixon Thomas
Editorial Assistants: Amruta Deshpande, Anu Rao, Radiya Mahale
For private circulation to healthcare professionals only
Disclaimer: Drug information is for health care professionals only. We try our level
best to gather updated healthcare information, but it is better advised to refer and
consult other relevant resources before taking a practice decision. Views of the
authors are not necessarily, the views of IPA CPD, editors, and the IPA and/or
editorial board members are not responsible for any damage caused due to
information published in IPA CPD e-Times. Editorial board hold the right to do any
corrections while publishing e-Times and committed to publish corrections on the
published content when noticed in writing. Subjected to Mumbai Jurisdiction only.
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