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CHAIRPERSON'S MESSAGE
Dear Pharmacists,

Time has come that
these human resources

World Pharmacist Day (WPD) - 25th September is fast approaching. IPA CPD is
pleased to announce a competition “GPP Pharmacist” for community pharmacists.
Good Pharmacy Practices (GPP) is the core of pharmacy practice. In India, it is yet to
be established. Based on FIP’s GPP Gudielines, IPA had made GPP Guidelines in the
year 2002 followed by a GPP Training Manual in the year 2005 in collaboration with
WHO India Office and CDSCO. But we are not yet successful in getting GPP in a legal
framework and we have hardly gone beyond medicine selling with very few exceptions.
The bitter truth is that we are not yet able to enforce the basic Drug laws made in the
1940s which mandate presence of a registered pharmacist in the pharmacy. Purpose
of the current WPD competition is to identify those pharmacists who are not just
medicine sellers but are trying to implement GPP in their pharmacy and are offering
patient care services. We would like to felicitate such pharmacists and showcase their
examples to the larger section of Indian pharmacists to motivate them to move in the
direction of GPP. More details about this competition will soon be available on IPA
website www.ipapharma.org and will be circulated through social media.

in health are paid
attention and are
utilised to strengthen
the public health
system. To achieve

In the last few days there has been an increasing restlessness amongst community
pharmacists regarding the news that the draft of rules for Internet pharmacies will soon
get a nod from the Government. It is really unfortunate and disturbing that online sale of
medicines continued even when the dedicated laws did not exist in the country. From a
patient safety point of view, IPA has been expressing concerns and has made
representations to the Government of India regarding the hazards of online sale. And
we are all now anxiously waiting for the final outcomes.

this, empowerment and
training of pharmacists
is required along with
stricter law
enforcement.

There has been news about the severe shortage of medical professionals in the
country and to face this issue, there are quite a few solutions under consideration and
are being discussed. A Bridge Course is proposed for doctors of various streams
(AYUSH), dentists etc. The Government has been thinking of starting a special course
in community health. But in all these considerations, community pharmacists are never
in the scene. It is a missing link in the entire public health system. It is partly due to
the fact that a pharmacist’s role has remained as a shop keeper than as a health
professional. Pharmacy education, regulatory environment have never been
conducive for the health professional role of the pharmacist. But time has come that
these human resources in health are paid attention to and are utilised to
strengthen the public health system. To achieve this, empowerment and training of
pharmacists is required along with stricter law enforcement. There are more than
650,000 retail pharmacies in the country and sky is the limit when we start thinking of
how much and what pharmacists, like their global counterparts, can do for their
patients. The dream for any sensitive pharmacy professional is to see that over a
period time the pharmacies become health destinations for the public. IPA is writing to
the policy makers to pay attention to these existing human resources and bring them in
mainstream public health system.

At FIP CPS, we have come up with an innovative Grant, National Champions for
Change. The CPS, as part of the vision for the Section, wishes to identify
potential champions for bringing change, help them to identify and expose
potential weaknesses of the pharmacy system in their home countries, and
communicate the way they would address those weaknesses: their why, what,
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and how. I appeal to all the pharmacists across the world to participate in this
contest. Details of this Grant are available on Page 21.
The IPA Convention is coming up on 14th and 15th of September 2019 in New
Delhi (see Page 23 for more details) and I appeal all to make plans to attend
this 2 days annual event for rich knowledge and excellent networking. And of
course I hope that many of you have already registered for 79th FIP Congress
to be held in Abu Dhabi from 22 to 26 September 2019.

Happy Reading!
Mrs Manjiri Gharat
Email: manjirigharat@ipapharma.org
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EDITORIAL
Dear Pharmacists,
For the past several years now, a lot of plans, proposals, and discussions have been going
on in the country to provide bridge course training to dentists, and ayurvedic and
homeopathic doctors and then permit them to practice allopathy/modern system of
medicine. The Indian Medical Association, the national body of allopathic doctors has been
opposing this vehemently across the county, and therefore the delay in putting the plan into
practice. Various pharmacy and Pharm.D. professionals also have been bringing up the
issue that even they should be considered and made eligible to be permitted to diagnose
and prescribe.

By motivating Rural

While there have been arguments and counter arguments whether to permit such a practice
or not, the sad reality is that allopathic practitioners are located more in the urban settings,
and there are huge pockets in rural areas, where they shy away from practice. Each one
would of course have his/her right to decide, and has to look at a variety of personal, familial
and socio-economic factors in not practising in the rural areas. There are of course
exceptions, and there are doctors who have done great sacrifices to even stay, practice and
nurture the rural communities and make them part of their lives.

Pharmacists to get into
the learning and
practice mode, which
will not only earn them
satisfaction, and
standing in the society,
it will give boost to
their economic benefits
as well.

The public health system also has not been able to go so good in deeper pockets, and often,
there isn’t an allopathic doctor (public or private) for many many a miles from various rural
settings. In a few states, in many of the public health centres, where there is no doctor, the
pharmacist (most often having a 2 year Diploma qualification) has been diagnosing and
prescribing allopathic medicines, and then himself dispensing. Out of no choice and public
pressure.
Very often, the solace (and often considered the saviours by the rural populace) are the
ayurvedic or homeopathic doctors who set up their practice in many rural settings, and of
course largely prescribe allopathic medicines. Of course it is against the law, but the
authorities turn a blind eye to it, since there is presently no ready alternate solution to
provide. The requirement of allopathic doctors runs in huge numbers, which could take
decades to make up, and then there is no guarantee that those many would shift to rural
pockets to practice.
And then there a huge number of quacks (with absolutely no formal medical qualification),
who also diagnose and then prescribe a huge range of allopathic medicines. They also
abound in rural pockets, also close to slums, and at times in the urban areas too. Again, no
legal action initiated against them by the authorities.
While the debate and attempts on this go on, unfortunately, the pharmacist practising in the
community is left out of discussion. The role and potential of the community pharmacist is
very much untapped. A community pharmacist in the rural setting is often the only health
care professional for miles together. S/he can definitely play a huge role in improving the
health of the people in his surroundings. Provided s/he is well trained and motivated to
implement the same in actual practice. The Rural Pharmacist can promote various
preventive measures from sanitation and hygiene, lifestyle modifications, preventive
measures for communicable diseases, etc. S/he could set up point-of-care testing facilities
like Peak Flow tests, weight & height, B.P. and blood glucose tests, etc. and not only
promote prevention, but also early detection, counselling, and monitoring for such chronic
cases after the doctor prescribes treatment for them. S/he could diagnose minor illnesses,
and provide guidance on non-pharmacological measures, and if necessary recommend
OTC medications. S/he can be the alert health professional who can refer illnesses which
need medical attention along with a referral note and what preliminary treatment has been
provided by him/her.
If a 8th standard pass ASHA worker is empowered by law to provide basic health services
including diagnosing and recommending a small range of allopathic medicines, why not a
qualified pharmacist ?
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The Government authorities are not likely to dream of these potentials of the Rural
Pharmacist. So, it is upto the pharmacy professional bodies to wake up from their
slumber and tap this vital potential. There is an urgent need to devise a carefully
thought of practical curriculum tailored to the needs of such pharmacists, and then
devise modules and teaching-learning modules, as hard copies as well as delivered
through smart phones. By motivating Rural Pharmacists to get into the learning and
practice mode, this will help the rural poor to get the basic services of a health
professional close to their home. To the pharmacist it will not only give satisfaction, and
standing in the society, it will give boost to their economic benefits as well.

Raj Vaidya
Email: rajxvaidya@gmail.com
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Message by CEO of International Pharmaceutical Federation
Pharmacy is critical for Primary Health Care!

Alongside the threats or
challenges we face as a
profession [technology,
automation, ageing
populations, fiscal
challenges, comorbidities] we face
some major
opportunities.

The one thing we know for certain in these times of change, is that the times
will continue to change. However, alongside the threats or challenges we
face as a profession [technology, automation, ageing populations, fiscal
challenges, co-morbidities] we face some major opportunities. The UN and
WHO have long striven for Universal Health Coverage, which has proved
challenging to achieve, from philosophical challenges for some nations, to
political challenges in other nations, to fiscal challenges in most countries, to
workforce challenges in many.
In order to unlock some of these challenges, face up to them and identify
opportunities and solutions, is the renewal of the PHC (primary health care)
ambition, formerly laid down some 40 years ago in Alma Ata, Kazakhstan, and
updated in Astana in October 2018. The opening up of primary health care and
acknowledging support and recognition of health workers, health care
professionals and health care professions, offers us in pharmacy, and in
particular, community pharmacy a host of opportunities.
For PHC to be a success:
1. We need to increase ACCESS to primary health care.
Pharmacy across all sectors will play an ever-increasing role in delivering
this agenda. We are ideally placed in the community, with no appointments
and open doors to triage the patients and public as they present with
various conditions and questions. How we communicate between hospital
and community - following the patient journey as they move between
sectors and systems will be ever more important to ensure pharmacy plays
its role (as one of the big five health professions) in the delivery of PHC.
FIP can assist by promoting the role pharmacy plays in PHC by providing
evidence of impact of pharmacy services in community and benefit of
working with colleagues in the hospital. FIP will promote pharmacy
services in community and the need for recognition of the workforce and
solutions to health needs in nations, regions and globally.
2. We need to highlight the ways in which we impact disease
PREVENTION
To ensure community pharmacy is enabled and remunerated appropriately
in the prevention of communicable disease (AMS, AMR, vaccination and
immunization) as well as promoting self-care and maintenance of
symptoms and health promotion activities.
Using evidence from countries (of impact, set up and remuneration), FIP
can ensure all agencies and ministers are aware and informed about the
evidence of impact of pharmacy (and specifically pharmacy in community)
on the prevention agenda.
FIP will publish evidence-based reports that influence policy makers, and
also develop support and development opportunities for community
pharmacists (webinars, toolkits, support tools, FAQs and development
opportunities) to lobby, develop and deliver these services.
3. We need to highlight the ways in which we manage NonCommunicable Diseases
Given the facts in front of us, ageing patients and public, co-morbidities,
pharmacy manages patients with NCDs every day. In fact, we manage
patients who are prescribed medicines for all the NCDs highlighted by
UN/WHO (Cancer, Diabetes, COPD and Asthma, and CVD) alongside
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others - from Parkinson’s disease to Dementia, from renal failure to mental health. Pharmacy is fundamental
in the delivery of rational use of medicines, ensuring adherence, optimizing medicines (prescribed and
purchased).
As before, FIP will publish evidence-based reports that influence policy makers (we published a report on
NCDs highlighting the role of community pharmacists) on World Health Day, April 7th 2019. FIP will also
develop support and development opportunities for community pharmacists (webinars, toolkits, support
tools, FAQs and development opportunities) to lobby, develop and deliver these services.
4. We need to highlight the ways in which pharmacy ensures SAFETY
The safety agenda is the bread and butter of pharmacy. At every stage of the medicines process, we are
concerned to ensure safety and are ideally placed to consider all elements, manage the risks and benefits for
patients and all system factors in the medicines supply chain that contribute to the safest use of medicines.
FIP will work with all colleagues and organizations who lead in the support of safe cultures and systems and
provide support and development for our MOs and all community pharmacists to achieve safe medicines for
all. FIP will ensure that global agencies recognize the role and impact of community pharmacy in this regard
as the safety advocates for patients and the public and to work across interfaces and systems to ensure safe
medicines for all.
In 2012, the FIP Community Pharmacy Section vision 2020 for community pharmacists was published and
laid out the way forward. As we near 2020, we can now reframe that vision, aligned to the wider FIP strategy
and through the formulation of our Global Development Goals, we can demonstrate how all elements of
pharmacy, and most importantly community pharmacy, is ESSENTIAL for the delivery of Universal Health
Coverage through Primary Health Care. We will celebrate and showcase the evidence of community
pharmacy’s contribution to these agendas globally, regionally, and locally through our congresses, regional
conferences and through local engagement with our MOs. It’s time to realise this vision and FIP is here to
support pharmacy across our member organisations and nations to deliver! Come to Abu Dhabi and take
part, be part of the change together!

Catherine Duggan
Chief Executive Officer
International Pharmaceutical Federation (FIP)
Email: Catherine@fip.org
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DRUG WATCH
Drug Watch: Steroid induced Hyperglycemia
Background
Steroids are one of the most commonly used drugs
in variety of conditions because of their antiinflammatory and immunosuppressive properties.
Their use is limited by the wide variety of side
effects. Steroids are the main cause of drug-induced
hyperglycemia.
Incidence and Risk factors
Steroids can exacerbate hyperglycemia in patients
with known diabetes mellitus (DM). They also cause
DM in patients without documented hyperglycemia
before the initiation of glucocorticoids. Incidence of
steroid induced hyperglycemia can be as high as
46% and glucose levels can increase up to 68%
from the baseline. The main risk factors are history
of DM, prolonged treatment with steroids, high dose,
over weight and older age.
Clinical Presentation and Pathogenesis
Steroids cause hyperglycemia by increasing insulin
resistance, increasing glucose intolerance, reduced
β-cell mass, β-cell dysfunction, and increased
hepatic insulin resistance leading to impaired
suppression of hepatic glucose production. People
taking steroids may present with: dry mouth, blurred
vision, increased thirst, urination, tiredness and
lethargy.
Prevention and Management
At present, no consensus guidelines exist for the
optimal management of hyperglycemia secondary
to glucocorticoids. There is no evidence to confirm
which hypoglycemic drugs and treatment regimens
are more effective in achieving adequate glycemic
control in glucocorticoid-induced hyperglycemia.
Together with lifestyle measures, insulin-sensitizing
drugs are preferred. Pioglitazone, sulfonylureas,
glinides, dipeptidylpeptidase 4 (DPP-4) inhibitors,
glucagon-like peptide 1 (GLP-1) receptor agonists
or insulin therapy can be considered second line
options.

Role of the Pharmacist
It is the responsibility of the pharmacist to educate
the patients and ensure that all patients with highrisk of steroid induced hyperglycemia have access
to blood glucose monitoring, in order to prevent the
development of hyperglycemic emergencies. All
patients should be educated on symptoms of
hyperglycemia and asked to report to their
Physician/Pharmacist. As the doses of steroids are
tapered, the dosage of oral hypoglycemic agents or
insulin should be appropriately reduced to prevent
hypoglycemia. Patients should be followed for up to
12 weeks after completion of steroid therapy to reassess their diabetes status. Patients on agents that
can cause hypoglycemia should be educated to
check their blood glucose levels more frequently
than usual.
References
1. Suh S, Park MK. Glucocorticoid-Induced
Diabetes Mellitus: An Important but Overlooked
Problem. Endocrinol Metab (Seoul).
2017;32(2):180–189
2. Tamez-Pérez HE, Quintanilla-Flores DL,
Rodríguez-Gutiérrez R, González-González
JG, Tamez-Peña AL. Steroid hyperglycemia:
Prevalence, early detection and therapeutic
recommendations: A narrative review. World J
Diabetes. 2015;6(8):1073–1081.

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

DEXAMETHASONE SUPPRESSION TEST

Dexamethasone suppression test measures the response of the adrenal glands to ACTH. Dexamethasone is given and
levels of cortisol are measured. Cortisol levels should decrease in response to the administration of dexamethasone.
1. TYPES OF DEXAMETHASONE SUPPRESSION
TESTS

· Low dose Dexamethasone suppression Test
· High dose Dexamethasone suppression Test
2. PREPARATION AND PRECAUTIONS
Care is needed in patients with suspected or active
peptic ulcer disease (referring physician may
prescribe proton pump inhibitor prior to test). Care is
also needed in patients with diabetes mellitus, as
blood sugars may rise during test. Referring clinician
will advise patient whether they need to increase
dose of insulin, or just test blood glucose more
frequently during the test.

3. PROCEDURE
3.1 Low dose dexamethasone suppression test
Day 1, 9am, base line blood test taken into a plain
clotted tube for cortisol. In patients with virilisation, the
blood will also be tested for other adrenal steroids:
testosterone, dehydroepiandrosterone,
17hydroxyprogesterone and androstenedione as
specified by the requesting clinician. The bottle and
request form should be labeled 2+0 (2mg total dose
over 24h, time = 0).
The patient then takes their first dexamethasone
tablet at 9am. The patient is given 9 tablets of 0.5mg
dexamethasone altogether which includes this first

supervised dose, and one spare tablet in case of
mishap. The patient then takes the following tablets
strictly eight hourly for the next 48 hours: at 3pm, 9pm,
3am and 9am.

Day 3, 9am, patient returns for the second blood
test labeled 2+48, having taken their last dose of
dexamethasone at 3am that morning. In patients
admitted to hospital, an extra blood test is taken
at 24 hours, at 9am on day 2, prior to their fifth
dose of dexamethasone and labeled 2+24.
3.2 High dose dexamethasone suppression test

The procedure for the high dose dexamethasone
suppression test is identical to that for the low
dose dexamethasone suppression test, except
that each dose is 2mg rather than 0.5mg
dexamethasone. Samples are labeled 8+0,
8+24, and 8+48 for 8mg total daily dose, at times
0, 24 and 48 hours. Since this test requires the
patient to take high doses of steroids which may
cause more severe side effects, this is usually
supervised during a hospital admission.
4. INTERPRETATION
A serum cortisol level greater than 1.7 μg/dL after the
single dose or the multiple dose protocol
dexamethasone is considered a positive test. This
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reflex profile then confirms adequate dexamethasone
drug level with a dexamethasone measurement.
5. NORMAL LEVELS
5.1 Low dose:
Overnight -- 8 a.m. plasma cortisol lower than 1.8
micrograms per deciliter (mcg/dL) or 50 nanomoles
per liter (nmol/L)
Ÿ Standard -- Urinary free cortisol on day 3 lower than
10 micrograms per day (mcg/day) or 280 nmol/L
Ÿ

5.2 High dose:
Overnight -- greater than 50% reduction in plasma
cortisol.
Ÿ Standard -- greater than 90% reduction in urinary free
cortisol.

7. CLINICAL SIGNIFICANCE
The low-dose dexamethasone suppression tests are
used to assess non suppressible cortisol production
by adrenal incidentalomas and to differentiate
patients with Cushing's syndrome of any cause from
patients who do not have Cushing's syndrome.
Ÿ The high dose test is performed in patients with
confirmed Cushing's to help distinguish between
adrenal and other causes.
Ÿ This test is also performed to aid the differential
diagnosis of polycystic ovarian syndrome from
autonomous androgen secreting tumors.

Ÿ

Ÿ

8. REFERENCES.

DISORDER/DISEASE

1. University of Florida health/Dexamethasone
s u p p r e s s i o n
t e s t /
https://ufhealth.org/dexamethasone-suppressiontest

LOWDOSE TEST

HIGHDOSE TEST

Cushing syndrome No decrease in blood High-dose test is not
caused by an adrenal
cortisol
needed
tumor
ACTH level -- low
Ectopic Cushing
syndrome

Cushing syndrome
caused by a pituitary
tumor
(Cushing disease)

Low-dose test -- no
decrease
in blood cortisol
ACTH level -- high

No decrease in blood
cortisol

No decrease in
blood cortisol

Expected decrease
in blood cortisol

An abnormal response to the low-dose test may mean
that you have abnormal release of cortisol (Cushing
syndrome). This could be due to:
Ÿ Adrenal tumor that produces cortisol
Ÿ Pituitary tumor that produces ACTH
Ÿ Tumor in the body that produces ACTH (ectopic
Cushing syndrome)

2.

"Endobible: Practical guidance on endocrine
diagnosis and management," K. Meeran et al.
(http://www.endobible.com/investigation/dexametha
sone-suppression-test/)

3. Dexamethasone Suppression Screening for Cushing
D i s e a s e / S y n d r o m e
/https://www.labcorp.com/resource/dexamethasone
-suppression-screening-for-cushing-diseasesyndrome#

Contributed by:
Mr. N. Satyavardhan Rao
Mr. Anshuman Machahary
Members, of Pharmacon Society for Pharmacy
Practice Telangana.

Table. 1. ABNORMAL RESULTS VARY BASED ON
THE CONDITION CAUSING THE PROBLEM.
6. DRUG LABORATORY INTERACTION
Estrogen (containing drugs like contraceptive pill and
hormone replacement therapy) induces cortisol
binding globulin and leads to elevations in measured
serum cortisol.

Ÿ

Ÿ

Potent inducers of the cytochrome P450 system
accelerate the clearance of dexamethasone and so
invalidate this test.
E.g. rifampicin, phenytoin,
phenobarbitone, carbamazepine etc.

Ÿ
Ÿ
Ÿ
Ÿ

Other interacting drug classes:
Antibiotics
Anti-seizure drugs
Medicines that contain corticosteroids, such as
hydrocortisone, prednisone
Water pills (diuretics)

Ÿ
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BRAIN TICKLERS
Q1. Which of the following diuretics is used in the treatment of glaucoma ?
a. Mannitol
b. Chlorthalidone
c. Eplerenone
d. Acetazolamide
Q2. Which class of diuretics works by acting on the proximal tubule ?
a. Thiazide diuretics
b. Carbonic hydrase inhibitors
c. Potassium sparing diuretics
d. None of the above
Q3. Which of the following diuretics is an epithelial sodium channel blocker ?
a. Amiloride
b. Mannitol
c. Eplerenone
d. Chlorthalidone
Q4. Which of the following diuretics have anti-androgen effects?
a. Dorzolamide
b. Spironolactone
c. Metolazone
d. Furosemide
Q5. Which of the following diuretics is metabolized into the active substance canrenone?
a. Amiloride
b. Furosemide
c. Spironolactone
d. Bumetadine

ANSWERS on Page No. 16
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ABBREVIATIONS
Abbreviations/Acronym

Full form

AML

Acute Myeloid Leukaemia

APTT

Activated Partial Thromboplastin Time

ASO

Anti-Strptolysin O

ATN

Acute Tubular Necrosis

CLL

Chronic Lymphoid Leukaemia

GCT

Giant Cell Tumor

GFAP

Glial Fibrillary Acidic Protein

GTT

Glucose Tolerance Test

H&E

Haematoxylin and Eosin stain

HLA

Human Leucocyte Antigen

IF

Immunofluorescence microscopy

IHC

Immunohistochemistry

ITP

Idiopathic(immune) Thrombocytopenic Purpura

LE cell

Lupus Erythematosus cell

PMNs

Polymorphonuclear neutrophils

PSA

Prostate Specific Antigen

PTI

Prothrombin Time Index

PTTK

Partial Thromboplastin Time with Kaolin

RHD

Rheumatic Heart Disease

RPGN

Rapidly progressive glomerulonephritis
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OTC CORNER

FOLIC ACID
daily do not seem to be more effective than lower doses.

STRENGTHS: 1mg, 5mg
COMMON BRAND NAMES: Fol 5, Folvite, Ingafol
DOSAGE FORMS: Tablet
MODE OF ACTION:
Ÿ

Folic acid is needed for the proper development of the
human body.

Ÿ

It is involved in producing the genetic material called
DNA and in numerous other bodily functions.

INDICATIONS:
Ÿ

Prevention and treatment of megaloblastic anemia due
to folic acid deficiency, malabsorption syndrome, chronic
hemolytic states, anticonvulsant drugs, pregnancy,
lactation, methotrexate toxicity, renal dialysis.

CONTRAINDICATIONS:
Ÿ

Imprecisely diagnosed megaloblastic anemia,
malignancy.

ADVERSE EFFECTS:
Ÿ

Allergic reactions

Ÿ

CNS: Sleep disorders, confusion, irritability, behavior
changes, seizures, excitability

Ÿ

GI: Diarrhea, nausea, abdominal cramps, stomach
upset

Ÿ

OTHER: Rash, skin reactions

Ø For improving the response to medications for
depression: 200-500 mcg daily has been used.
Ø For vitiligo: 5 mg is typically taken twice daily.
Ø For reduction of toxicity associated with
methotrexate therapy for rheumatoid arthritis (RA)
or psoriasis: 1 mg per day is probably enough, but up to
5 mg per day may be used.
Ø For preventing macular degeneration: 2.5 mg of folic
acid, 1 mg of vitamin B12 (cyanocobalamin), and 50 mg
of vitamin B6 (pyridoxine) per day have been used.
Ø

Ÿ

For preventing stroke: 500 mcg to 40 mg of folic acid
per day have been used. The greatest benefit seems to
occur with folic acid doses of 800 mcg per day or lower.
CHILDREN àBY MOUTH:

Ø For gum problems due to regular use of phenytoin
(6-15 years): folic acid 500 mcg daily has been used.
Ø The adequate intakes (AI) for infants are 65 mcg for
infants 0-6 months and 80 mcg for infants 7-12 months of
age.
Ø The recommended dietary allowances (RDAs) for folate
in DFE, including both food folate and folic acid from
fortified foods and supplements are: Children 1-3 years,
150 mcg; Children 4-8 years, 200 mcg; Children 9-13
years, 300 mcg; Adults over 13 years, 400 mcg;
Pregnant women 600 mcg; and breast-feeding women,
500 mcg.
Ø The tolerable upper intake levels (UL) of folate are 300
mcg for children 1-3 years of age, 400 mcg for children 48 years, 600 mcg for children 9-13 years, 800 mcg for
adolescents 14-18 years, and 1 mg for everyone over 18
years of age.

DRUG INTERACTIONS:
Ÿ

Taking folic acid along with fosphenytoin, phenobarbital,
phenytoin, primidone might decrease the effectiveness
of these for preventing seizures.

Ÿ

Do not store above 25°C.

Ÿ

Taking folic acid pills along with methotrexate might
decrease the effectiveness of methotrexate.

Ÿ

Store in the original container in order to protect from
light.

Ÿ

Folic acid might decrease the effectiveness of
pyrimethamine for treating parasite infections.

Ÿ

Do not take after the expiry date on the container (bottle
label or carton) or if the tablets show signs of ‘going off’
such as discoloration..

Ÿ

Do not exceed recommended dosages.

Ÿ

Do not cut, crush or chew sustained release products.

ADMINISTRATION AND DOSAGE:
Ÿ

5mg daily for 4 months, maintenance at 5mg every week.

Ÿ

Pregnancy: 200-500 mcg/day.

Ÿ

ADULTSàBY MOUTH:

PATIENT INFORMATION:

REFERENCE:

Ø For folic acid deficiency: the typical dose is 250 mcg
(micrograms) to 1 mg (milligrams) per day.

Ÿ

Nonprescription Drug Therapy: Guiding Patient SelfCare.

Ø For reducing colon cancer risk: 400 mcg per day.

Ÿ

Pharmacist’s Drug Handbook.

Ø

Ÿ

A To Z Drug Facts

For treating high levels of homocysteine in the
blood:

Ø 200 mcg to 15 mg per day has been used, although daily
doses of 800 mcg to 1 mg appear to be most effective.
Ø In people with end-stage renal disease, high
homocysteine levels may be more difficult to treat, and
doses of 800 mcg to 40 mg per day have been used.
Other dosage plans such as 2.5-5 mg three times
weekly have also been used. Doses higher than 15 mg

Ÿ

Patient Drug Facts

Ÿ

BNF 71

Ÿ

WHO model formulary, 2002

Contributed By:Radiya M.Mahale, B.Pharm
Panaji
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Community Pharmacy Practice
Around The World
Community Pharmacy Practice in New Zealand

New Zealand currently has 1051 community pharmacies servicing a population of just under
5 million people. There are 3790 pharmacists on the practice register and 78% of those work
in the 1025 community pharmacies across the country. Pharmacists are registered health
professionals as defined under the Health Practitioner Competency Assurance Act.
Registration and disciplinary functions are fulfilled by the Pharmacy Council of New Zealand.
Members of the Pharmacy Council are appointed by the Minister of Health and include
consumer representatives as well as experienced pharmacy practitioners. All pharmacists
must recertify each year, submitting evidence of continuing professional development against
prescribed standards of competence. Professional advocacy, professional support,
education and the framework for recertification are provided by the Pharmaceutical Society of
New Zealand (PSNZ). Membership is voluntary but PSNZ has the only accredited pathway to
recertification so almost all practicing pharmacists are members. PSNZ is governed by a
board of elected representatives. The Pharmacy Guild of New Zealand represents pharmacy owners in negotiations with
health funders and provides business support services.
New Zealand has a universal public health system. Visits to GPs are subsidised and prescriptions for items listed on the
Pharmaceutical Schedule, managed by the pharmaceutical funding agency PHARMAC, are also subsidised. PHARMAC
have been very successful in driving down the cost of drugs through tendering within therapeutic groups and only fund a
limited list of medicines. Patients pay a $5 fee per item with an annual ceiling of 20 items for a family group. Many New
Zealanders have private medical insurance and may choose to access services outside the public system. Usually these
are for specialist services e.g. cardiology dermatology, orthopedics. There is a small market but significant market in
prescriptions for unsubsidised medicines.
There is no corporate ownership of community pharmacies. Currently a registered pharmacist must hold at least 51% of the
shares in the business and an individual pharmacist may own a controlling interest in up to five pharmacies. Marketing
groups to pool purchasing power and advertising costs have evolved over the years. The largest, Green Cross Health, has
250 pharmacies under the Unichem banner and 60 pharmacies under the Life banner. Green Cross is now a listed company
on the Stock Exchange and have interests in medical centres and community nursing services. Most of the Green Cross
pharmacies are individually owned and operate under a license agreement. About 25% of Green Cross branded
pharmacies are partially owned by Green Cross. Ownership rules are currently under review largely because of the
difficulty in proving who has effective control given some the complicated shareholding structures in existence with groups
like Green Cross.
Community pharmacies can be broadly divided into three groups. Those located inside medical centers rely heavily on
dispensing with 90% of turnover derived from dispensing. The traditional suburban pharmacy has a slightly higher retail mix
with 20% of turnover from retail sales though this is slowly dropping with increased competition from on line sales. Large
format upmarket retail pharmacies are based in shopping malls or high street locations and may have up to 80% of their
turnover from retail sales. In the past eighteen months two new players threaten to disrupt the market. Chemist Warehouse
from Australia and the home grown Bargain Chemist have huge supermarket styled stores with cheap prices, low staff
numbers and a big on line presence. To gain market share they are offering prescriptions free of the $5 co payment. In
locations where the new entrants have established themselves there have already been some pharmacy closures
Community pharmacies provide numerous professional services apart from dispensing. The Community Pharmacy
Anticoagulation Monitoring Service for patients taking warfarin is available from 120 pharmacies nationally. Pharmacists
measure the patient INR using a finger prick test and set the warfarin dose for the next test under a set of protocols
(Standing Orders) delegated by the patients GP. Since 2012 pharmacists have been able to train and provide vaccinations
against influenza, shingles, meningitis and whooping cough. Most of the vaccinations are provided at patient cost but in
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recent years pharmacists have been paid by the Government to vaccinate people aged over 65 and pregnant women
against influenza. PSNZ continue to advocate for pharmacists to be able to provide all subsidised vaccinations.
Harm reduction strategies for drug addiction including methadone and suboxone dispensing are provided through selected
community pharmacies. A national needle exchange programme is available from many pharmacies as a way of reducing
the risk of aids or hepatitis from sharing dirty needles.
Funding for health services in New Zealand are managed by twenty regional health authorities. There are different priorities
in different regions so different services are commissioned locally. Several regions contract pharmacies to provide
emergency hormonal contraception. Others pay for services such as Medicines Use Reviews, oral rehydration therapy,
gout monitoring and treatment of streptococcal throat for children at risk of rheumatic fever. A review of Primary Care
services currently under way might well see the number of funding authorities reduce and services standardized.
Medicines in New Zealand fall into five legal classifications. Prescription only medicines can only be supplied from a
pharmacy on the prescription of a registered prescriber. General sale medicines are available from any retail outlet.
Pharmacy medicines must be sold from a pharmacy under the general supervision of a pharmacist. Pharmacist Only
Medicines (POMs)must be sold directly by a pharmacist and the patient details must be recorded. Examples of POMs
include oral fluconazole for thrush, chloramphenicol eye drops for bacterial conjunctivitis, diclofenac 25mg tablets and
Postinor tablets for emergency hormonal contraception. A consultation with the patient to ensure the medicine is suitable for
the patient is always involved.
A newer category of medicine provides a mechanism for pharmacists to prescribe and supply medicines that are otherwise
prescription only. There are strictly defined condition for each individual medicine in this category rules including indications
that require referral to a GP. Trimethoprim for uncomplicated urinary tract infections in women aged 16 to 65 years was the
first medicine to be classified in this manner. After a slow start the diagnosis and treatment of uncomplicated urinary tract
infections has become a standard part of community pharmacy practice. Since then pharmacists have been enabled to
prescribe sildenafil for erectile dysfunction and to given the ability resupply a selected list of oral contraceptives that were
originally prescribed by a doctor within the last three years.
In 2014 the Ministry of Health called for nominees for a panel to write the first NZ Pharmacy Action Plan. During 2015 a group
of pharmacists, doctors nurses and Ministry staff wrote the Pharmacy Action Plan 2016 to 2020. The plan recognizes the
fact that the bulk of the pharmacist workforce in New Zealand is comparatively young with 55% under the age of 40. This
woirkforce is highly trained and under utilized. By contrast the GP workforce is much older and it is estimated that up to 25%
of the GP workforce will retire in the next 5 years. Demand for health services is increasing as the baby boomer generation
reach retirement age.
The plan recommends better use of technology and pharmacy technicians to free up time for pharmacists to play a greater
role in patient facing services. Recently an Accuracy Checking Technician role was introduced so that pharmacists, having
carried out a clinical check on the prescription, do not have to be involved in the dispensing process. Around fifteen percent
of community pharmacies already have robotics either in the form of tablet dispensers or blister pack fillers. This number is
expected to grow swiftly as the price of robotics decreases. A Minor Ailments scheme provided within community
pharmacies to relieve pressure on general practice is envisaged in the Action Plan. The scheme will define conditions that
can safely be diagnosed and treated within the scope of practice of a pharmacist (eg vaginal thrush, acute bacterial
conjunctivitis, scabies).
Roles for pharmacists working inside general practice as prescribers and as medicines advisors are also part of the Action
Plan. To some extent this is happening already. There are 24 pharmacists registered in the prescribing scope and another
cohort of sixteen in training. In addition there around thirty pharmacists working alongside GPs as clinical advisors. When
clinical advisory roles were first established it was thought pharmacists would spend eighty percent of the time with patients
and twenty percent of the time in quality improvement. In practice the GP organisations that employ these pharmacists say
the greatest value of the pharmacist has been in analysing prescribing data and improving the quality of prescribing by
group and individual prescribers.
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The next few years will be an interesting time for community pharmacy owners in New Zealand. Those who see the
opportunities provided by extending professional services are likely to flourish. Those who stick to the traditional role as a
dispenser and retailer may find themselves marginalised by the discounters. Never has it been more important for the
professionalism of our pharmacists to shine through.

Pharmacies located inside medical practices are common

Pharmacist Christine Macleod discusses the results of an INR test with a patient in a
community pharmacy
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Life pharmacies have a strong retail orientation with high end
cosmetics sold alongside medicines

Contributed By:Graeme Smith
Immediate Past President
Pharmaceutical Society of New Zealand
Email: graemes05@yahoo.co.nz

ANSWERS TO BRAIN TICKLERS:Ans 1:- Acetazolamide. It reduces intraocular pressure.
Ans 2:- Carbonic hydrase inhibitors act on the proximal tubules. e.g. Acetazolamide.
Potassium sparing diuretics and the thiazides work at the late distal convoluted tubule.
Loop diuretics work at the Loop of Henle.
Ans 3:- Amiloride is an epithelial sodium channel blocker. It is a sub-class of the potassium sparing diuretic class.
Ans 4:- Spironolactone. It prevents dihydrotesterone from binding with the androgen receptor. This may result in
gynaecomastia and impotence in males (as an ADR).
Ans 5:- Spironolactone is metabolized into canrenone in the body. This is the major active which acts in the body.
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NEWS AND TRAINING

Pharmacy Practice Summit 2019 at Chitkara College of Pharmacy, Punjab
The aspect of Pharmacy Practice that involves extensive expert opinion on
use of drugs, prescription efficacy, options for precision and customized
medication, monitoring and improved therapeutics, is an essential corollary
to the healthcare team.
Indian Pharma industry has made its mark in formulation manufacturing
capacity, global regulatory compliance, generics and branded generics.
Community Pharmacy and Pharmacy Practice Services represent areas
with scope for ideas, strategy, and implementation with global regulatory
standards. For extensive deliberation on the same, "Pharmacy Practice
Summit 2019" was organized at Chitkara College of Pharmacy, Chitkara
University, Punjab as a Collaborative Summit by institutions offering Pharm
D programs in North India, partnering with Indian Pharmaceutical
Association, Association of Pharmacy Teachers of India, Indian Hospital
Pharmacist Association and pharma industry.

Dr. Dixon Thomas

Dr. S.Ponnusankar

The dignitaries included Dr. Dixon Thomas, Gulf Medical University,
UAE, Mrs. Manjiri Gharat, Head, Community Pharmacy Division,
IPA, Dr. S Ponnusankar, Head, Pharmacy Practice, JSS Univ Ooty,
Dr. Avneesh Kumar, Director, DRME, Punjab, Shri. N K Ahuja,
Controller, Food and Drugs Administration, Haryana, Dr. Gurbir
Singh, Fortis Mohali, Dr. Shweta Prabhakar, Quality, Fortis, Dr.
Vidushi Sharma, Clinical Pharmacologist, Fortis, Dr. R K Goel, Prof,
DPSDR, PU Patiala, Dr G D Gupta, ISF Moga, Dr H C Patil Adesh
Inst, Bhatinda, Mr Sunil Verma, Director, ACI, Ms Payal Behl, CEO
Child Welfare, HP. After technical sessions, a stimulating panel
discussion on “Global Clinical and Community Pharmacy Services:
The missing link in India” was held with an intensive deliberation and
proposals for PCI and IPA.

Also APTI Oration Excellence Awards were conducted for faculty from Punjab with parallel student’s Group
discussion competition on topics including ICH regulatory Guidelines, Pharma Entrepreneurship, New Drug
approvals and e-Poster presentations on Pharmacy Practice, Clinical and Community Pharmacy.

Mrs. Manjiri Gharat being felicitated by Dr. Sandeep Arora
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64th Railway Week Award Conferred on Pharmacist Mr. Reddeppa Sunkara
Mr S.Reddeppa Jt Secretary, Hospital Pharmacy Division of IPA and Chief
Pharmacist of South Central Railway was conferred the 64th Railway Week Award
for the year 2018-19, in recognition of his commendable services as a Hospital
Pharmacist. He was awarded for the best work rendered in maintaining pharmacy
stores and for procurement of medicines and surgical items. Earlier also he had been
similarly awarded during 1995, 2002 & 2016 at Zonal level and in 2009, 2011 & 2015
at the Divisional level.
Indian Railways celebrate the Railway Week every year during the month of April to
commemorate the advent of Railways in India on April 16, 1853 from Mumbai to
Thane. During these celebrations the identified outstanding employees are
awarded with cash awards and merit certificates at Zonal, Divisional and National
levels for their exemplary performances.

“NIYUKTI” The Job Fest 2019 Organized in association with
Indian Pharmaceutical Association (IPA),
Delhi Branch at Lloyd School of Pharmacy, Noida
NIYUKTI is an annual job fest organized by the LLOYD Group of Institutions for the past 4 years. So far it has hosted
4000+ students, and out of these, nearly 1700 students have found their first placement. This year the Indian
Pharmaceutical Association (IPA), Delhi Branch (IPA DSB) under the dynamic leadership of Dr. Naresh Sharma,
collaborated with LLOYD institute of management and technology (pharmacy) to organize NIYUKTI Job Fest on
Sunday, April 7th, 2019. The Job Fest was organized specifically for the candidates of Pharmacy and Management
educational background. This job fest witnessed more than 1700 student’s registrations from 236+ different colleges
from Haryana, Rajasthan and Delhi region. Recruiters from more than 50 different companies like Alkem, Cipla,
GlaxoSmithKline, Mankind, Turacos, Arbro, Hetro Drugs, Torrent Pharmaceuticals, Apollo Hospitals, AIMIL, Belco
Pharma, Blueocean, Florencia Healthcare, Knoll Healthcare, Mascot Healthseries, Nutrilife, ORN Remedies,
Raptakos, Sastasunder Healthbuddy, Systopic, Vissco, Zuche Pharmaceiticals, and many more.
Dr. Gyanendra Nath Singh (Former Drug Controller General of India), Shri. S L Nasa (Registrar, Delhi Pharmacy
Council), Prof. Roop Krishen Khar (Immediate Past President of IPA-Delhi State Branch), Prof. Farhan Jalees Ahmad
(Past President of IPA-Delhi State Branch), Prof. R K Goyal (Vice Chancellor, DPSRU), and Dr. Gaurav Kumar Jain
(Hon. Secretary of IPA-Delhi State Branch) participated along with Wasiuzzaman Khan (President, Student’s Forum
of IPA-Delhi State Branch) and team. Student’s Forum of Indian Pharmaceutical Association (IPA), Delhi State Branch
provided a very fruitful platform for both the recruiters and job seekers thereby making this job fest successful.
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IPA's participation at IMICF, China

Mrs Manjiri Gharat, Chairperson IPA Community Pharmacy Division, Mr Jayseelan, Chairman, IPA Industrial Pharmacy
Division and Mr Satish, Secretary, IPA Industrial Pharmacy Division participated in the International Medical Innovations
Cooperation Forum (IMICF) held in the city of Fangchenggang, China from 26th to 28th May 2019. They represented the
Indian pharmaceutical sector at India China Roundtable Meeting. Mr Jayseelan spoke on how India - China collaboration in
terms of pharma exports can be increased. In a subforum, Mrs Manjiri delivered a talk on elderly population, NCDs and the
pharmacy profession. Mr Jayseelan on behalf of Indian Drug Manufacturers Association signed an MoU with the SCO
Forum. Experts from SCO (Shanghai Cooperation Organisation) and member countries attended this Forum to exchange
ideas and innovations in the healthcare sector.

Establishment of Raigad Local Branch of Indian
Pharmaceutical Association (IPA)
The inauguration of the IPA's local branch in Raigad district of Maharashtra took place on 12th May 2019 at D. Vishpute
Pharmacy College, New Panvel at the hands of Chief Guest, Dhanraj Vispute (President Adarsh Education Institute), Dr.
Shiva Prasad - President IPA Maharashtra State Branch (IPA MSB) and Mr Sahebrao Salunkhe,Former Assistant
Commissioner,FDA. Mr Salunkhe had taken keen interest for the formation of this local branch. Mr Nitin Maniar , Secretary
IPA MSB, Dr. Anand Shedge, Vice President IPA MSB ,Mr Rakesh Tirupde Deputy Commissioner Food and Drug
Administration (FDA) Nagpur Division., Mr Girish Hukre,Assistant Commissioner FDA Raigad, and other senior pharmacy
professionals Dr. Mohan Kale, Dr. Sandeep Shah, Dr. Manish Bhatkar, Mr.Sheetal ChandanK G Gadewar, Dr.
Madhusudhan Ghadge Dr. Jhade were present on the occasion.
This local branch of IPA is named as INDIAN PHARMACEUTICAL ASSOCIATION RAIGAD LOCAL BRANCH Mr.
Leeladhar Patil of Vishal Medical, Nagothane is President of Raigad Branch, and Dr. Mohan Kale, Principal-KGRD
College of Pharmacy, Karjat is Secretary of the Branch. IPA CPD Exe Member and IPA MSB Treasurer Santosh Ghodinde
successfully organized this program with his team.
Around 80 pharmacists from different divisions of IPA were present for this program.
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Felicitation of IPA CPD Executive Members at Pune, Maharashtra

Mr. Ratnadeep Kurtarkar

Mr. Santosh Ghodinde

IPA CPD Executive Committee Members and senior community pharmacists Mr. Ratnadeep Kurtarkar from Ponda, Goa
and Mr. Santosh Ghodinde, Panvel, Maharashtra were felicitated during the Pharmacy Practice Conference at Bharati
Vidhyapeeth’s Poona College of Pharmacy, Pune on 18th May 2019 in appreciation of their valuable contribution to
Community Pharmacy Practice.
Heartiest Congratulations to both of them and IPA CPD is proud of their contributions and achievements to the pharmacy
profession.

Work towards sustainable health for all highlighted in FIP's annual report
Building a world where everyone benefits from access to safe, effective, quality and
affordable medicines and pharmaceutical care (FIP’s strategic imperative), and the
work that the profession (FIP, its member organisations, individuals and partners)
has done towards this is highlighted in FIPs 2018 annual report, released this week.
Entitled “Working towards sustainable health for all”, the report showcases how FIP
has worked on the profession and practice, health benefits for communities, and
education and workforce, and through numerous collaborations and partnerships.
Examples range from supporting colleagues in Argentina on deregulation and
advocating for advanced and specialist roles for pharmacists, to engaging
distributors on medicines shortages and telling ministers how we ensure patient
safety. “Only by working together healthcare professionals, authorities, citizens
can we bring about a sustainable future in health,” said FIP’s immediate past
president Carmen Pena.
For further details visit :

https://fip.org/files/content/publications/2019/FIP-

Annual-Report-2018.pdf
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Champions for Change

Pharmacists worldwide: Change! Why, what and how.
The CPS, as part of the vision for the Section,

pharmacy leaders, experienced with change and

wishes to identify potential champions for change,

dedicated to advancing community pharmacy.

help them to identify and expose potential
weaknesses of the pharmacy system in their

The winner will be offered the chance to communicate

home countries, and communicate the way they

his/her vision for change through a 1h long webinar

would address those weaknesses: their why,

hosted by the CPS. The winner will also be offered

what, and how.

support by the CPS by having the slides supervised in
order to facilitate a high-quality webinar.

The CPS will search for those champions
collecting their opinions through the CPS

The winner will furthermore be recognised with a

extensive network and by promoting this project

personalised certificate by the CPS.

through the Section´s communication tools.
The deadline for submissions of the questionnaires is
An electronic survey tool will be used to collect

the 1st of July 2019.

answers, that will be evaluated by international
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ONCOMING WORLD HEALTH DAYS
May 31
World No Tobacco Day
June 5
World Environment Day
June 14
World Blood Donor Day
June 19
World Sickle Cell Day
June 26
International Day Against
Drug Abuse

June 28
World Hepatitis Day
July 11
World Population Day
July 28
ORS Day
August 1
World Lung Cancer
Awareness Day
August 1 to 7
World Breastfeeding
Week

FORTHCOMING EVENTS
AND MEETING
September 14-15, 2019
IPA Convention, Vigyan Bhavan,
New Delhi
www.ipapharma.org

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

May 22-27, 2020
7th FIP Pharmaceutical Sciences
World Congress, Montreal, Canada,
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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