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CHAIRPERSON'S MESSAGE
Dear Pharmacists,
The 58th National Pharmacy Week (NPW) with the theme Pharmacist: Your
Medication Counsellor was celebrated throughout the country. IPA CPD along with a
young enthusiastic team of IPA Student’s Forum conducted various competitions on
the occasion of NPW based on the theme. Pharmacy students from all parts of the
country gave an excellent response to these Video making, Counselling leaflet making
and Comic poster competitions. Thanks to all the judges who spared their valuable
time and did timely evaluation of the large number of entries of NPW competitions.
Most of the judges were satisfied with the good knowledge and creativity shown by the
budding pharmacists.
Draft Amendment to the Schedule K of Drugs and Cosmetics Act 1945 has caused a lot
of agitation in the pharmacy community in the country. The amendment proposes that
medicines can be dispensed by various designated community health workers and not
just by the pharmacists. IPA has clearly objected to such an amendment which is giving
authority to handle medicines to other health workers and IPA strongly believes that
where there are medicines, there should be a pharmacist.
WHO had defined the healthcare role of the pharmacist way back in year 1988. Many
countries developed/made appropriate changes in their pharmacy education,
developed suitable regulations in accordance with the expected role and
responsibilities described by WHO. As a result, pharmacists in most developed and
many LMIC countries have gone much beyond just the traditional role of dispensing
medicines. Integration of pharmacists into teams within healthcare settings fulfils a
much-needed societal role as the stewards of medicines safety. Instead of
strengthening the position of pharmacist, such amendments will be diluting the role
and will be causing dangers to patient safety. IPA has just started pursuing with the
Government for integrating pharmacists in Government’s ambitious health scheme
Prime Minister’s Jan Aarogya Yojna (PMJAY) More about this in the next issue.
Thanks to International Pharmaceutical Federation (FIP) for a very useful Webinar on
Pharmacists and Non-communicable diseases and for giving me an opportunity to be a
speaker in the Webinar. It is the need of the hour that in India, pharmacist plays a role in
early detection, referral, screening, counselling of NCD patients and in health
promotional activities for prevention of NCDs. Though CPD has been busy and active
in various professional activities, many tasks remain undone or on half way and one of
them is stronger advocacy for pharmacist’s role in NCD control just on similar lines as
we developed the DOTS TB Pharmacist model.
The year comes to an end soon. I along with my CPD team wish you all a Merry X’mas
and Happy Holidays. Meet you soon again in the new year!

Manjiri Gharat
Email: manjirigharat@ipapharma.org
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EDITORIAL
In the beginning of November this year, the draft notification of the Ministry of
Health & Family Welfare (MoHFW), Govt of India, suggesting modification in
Sr. No. 23 of the Schedule K of the Drugs & Cosmetics Act created quite a
furore amongst pharmacists in the country. The existing Clause at Sr. No. 23 of
Schedule K is already a diluted one – which permits (i) Multipurpose Workers
attached to Primary Health Centres/Sub-Centres, (ii) Community Health
Volunteers under the Rural Health Scheme (iii) Nurses, Auxiliary Nurse,
Midwives and Lady Health Visitors attached to Urban Family Welfare
Centres/Primary Health Centres/Sub-Centres and (iv) Anganwadi Workers to
hand out drugs without need for a drug license.

The pharmacy think
tank in the country
must examine the
entire working process
in the public health
care system

The pharmacists in the country were oblivious of this clause which has been in
existence for decades. The sleeping pharmacists were stirred from their
slumber when they realized that a further dilution was to happen as per the new
draft notification (permitting ASHA workers, and also exempting Wellness
Centres from some of the provisions of the Drugs & Cosmetics Act). Social
media was soon abuzz nationwide and helped the awakening.
Plenty of objections to this proposed changed have been filed by various
pharmacists and various pharmacy associations in the country, including
meetings with Govt officials requesting to desist bringing about the change.
The MoHFW on the other hand must realize that the Clause 23 in Schedule K
was added 4 decades ago, when the number of pharmacists in the country was
insufficient. Since then, the number of pharmacy colleges have mushroomed
(as on date we have 1985 institutions imparting D.Pharm course, and 1439
institutions imparting B.Pharm course, with an annual student intake of
2,19,279) to a point where a couple of months ago, the Pharmacy Council of
India was forced to bring a moratorium on new D.Pharm and B.Pharm
institutions. Now no new institutions will be given permissions to start these
courses for 5 years from now.
Let us hope that MoHFW realizes their mistake and puts a halt to the proposed
notification to modify Schedule K.
But things should not stop at only that. There are a few more things to be done
following this:
a. The whole Schedule K needs to be reviewed, and changes must be done in
it, which will not only give more roles and responsibilities and recognition to
pharmacists in handling medicines and medicine related matters, but will
also increase the safety of the public/patients when qualified and trained
health professionals – the pharmacists are involved.
b. The pharmacy think tank in the country must examine the entire working
process in the public health care system – right from the various Divisions in
the Director General of Health office, to the Armed Forces, the public sector
undertakings, tertiary hospitals, district, sub-district hospitals, CHCs,
PHCs, Sub-Centres, RMDS (Rural Medical Dispensaries), Wellness
Centres, and the whole lot of National Health Programmes (which most
often have ignored the pharmacist). And then brainstorm and work out in
what way pharmacists can contribute in the better functioning of each of the
above health centres and programmes, define the roles and
responsibilities of pharmacists, the benefits of including pharmacists in
these roles. Thereafter advocate with the MoHFW to induct pharmacists in
these roles across the entire spectrum of public health services and
National Health Programmes, by showing a proof of concept.
c. Simultaneously, the pharmacy professionals must modify the curriculum
and teaching methodologies in pharmacy colleges to bring out pharmacists
who will fit into the above ‘to-be’ chalked-out roles and responsibilities.
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d. The existing pharmacists working in the public health sector must also be
trained and equipped to play the above ‘to-be’ chalked-out roles and
responsibilities.
All this will make the authorities, other health professionals and the public
realize the importance of pharmacists in the public health sector.
Mere lip service or protests and writing and pleading will not help. We will have
to move quick and professionally to do the ground work, prepare a blue-print by
nation-wide consultation, and then go about its implementation. The success is
in proving the potential and the benefits of the pharmacists. Otherwise, we will
continue to bang our heads against the wall.

Raj Vaidya
Email: rajxvaidya@gmail.com
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DRUG INFORMATION
DABIGATRAN

Dosage form :
Oral tablets/capsules.
Strengths available :
75mg, 110mg, 150mg

Prescription Only Medicine

Generic Name: Dabigatran (Pronounced as da-BIG-a-tran).
Common Brands available: Pradaxa, Pradax, Prazaxa etc.
Pharmacological Classification: Anticoagulant (alternate to Warfarin).
Indications:
Ÿ

To prevent stroke and harmful blood clots due to atrial fibrillation or from a hip or knee replacement surgery.

Ÿ

To treat blood clots in the veins in the legs (deep vein thrombosis) or lungs (pulmonary embolism) and reduce their risk of
resurfacing.

Dose:
Ÿ

Adult dose for the Prophylaxis of Deep Vein Thrombosis— 150mg Orally BD;

Ÿ

Adult dose for prevention of Thromboembolism in Atrial Fibrillation— 150mg Orally BD;

Ÿ

Adult dose for Deep Vein Thrombosis/Pulmonary Embolism Prophylaxis Following Hip Replacement Surgery— 110mg
Orally 1-4hr post-surgery and after hemostasis—220mg Orally OD for 28-35 days;
Route

Bioavailability

Elimination half-life

Protein Binding

Oral

3-7%

12-17HRS

35%

Mode of Action:
Binds to active site on thrombin and prevents activation of thrombin mediated coagulation factors and also enhances
fibrinolysis.
Adverse effects:
Ÿ

Signs of an allergic reaction: hives, urticaria, pain or tight feeling in your chest, wheezing, difficulty in breathing, swelling
of face, lips, tongue, or throat.

Ÿ

Can also precipitate Angioedema, oesophageal ulcers or thrombocytopenia.

Ÿ

Common side-effects: stomach pain or discomfort, dyspepsia, indigestion, nausea, diarrhoea.

Contraindications:
Ÿ

In patients that have active pathological bleeding, which can lead to potentially life-threatening bleeds.

Ÿ

Not to be taken by patients that have had a past hypersensitivity episode due to Dabigatran.

Ÿ

The use of Dabigatran should also be avoided in patients with mechanical prosthetic heart valves due to the increased
risk of thromboembolic events (e.g. valve thrombosis, stroke, and myocardial infarction) and also in valvular heart
disease.

Ÿ

Can make the patient bleed more if they have a stomach ulcer or intestinal bleeding.

Ÿ

If patient has a kidney disease (or if they are taking dronedarone or ketoconazole), Dabigatran should not be prescribed.

Ÿ

Avoided during pregnancy as taking Dabigatran may cause bleeding in the mother or the new-born baby.

Interactions:
Ÿ

Fatty foods could delay the absorption of dabigatran (bioavailability is not affected).

Ÿ

Absorption may be moderately decreased if taken with a proton pump inhibitors.

Ÿ

Its excretion through P-glycoprotein pumps is slowed in presence of strong p-glycoprotein pump inhibitors (like
quinidine, verapamil, and amiodarone) thus raising plasma levels of Dabigatran.

Ÿ

Avoid antacids within 24 hours after surgery, or Dabigatran may not work as well.
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Ÿ

Aspirin (salicylates) and NSAIDs (ibuprofen, naproxen, celecoxib) may have effects similar to Dabigatran, This may
increase the risk of bleeding problems if taken during treatment with Dabigatran.
WARNING: Do not stop taking dabigatran unless directed by your doctor. If you stop taking this
medication early, you have a higher risk of forming a serious blood clot (such as a stroke, blood clot in the
legs/lungs).
Your doctor may direct you to take a different "blood thinning" or antiplatelet medication to reduce your
risk.

Counselling to patients:
Take Dabigatran with a full glass of water. Can be taken with or without food.
Swallow the capsule whole and do not crush, chew, break, or open it as doing so can precipitate certain sideeffects.
Ÿ Do not put this medication in a pill box or medication reminder box. It must be kept tightly closed in the original
bottle (or blister package) to protect it from moisture.
Ÿ If a dose is missed, take the medicine as soon as possible, missed dose should be skipped if it is more than 6
hours late for the dose. Do not take two doses at one time.
Ÿ Because Dabigatran keeps blood from coagulating (clotting) to prevent unwanted blood clots, this medicine
can also make it easier for to bleed excessively, even from a minor injury such as a fall or a bump on the head.
Ÿ Consult your doctor at once in case of: bleeding gums, nosebleeds, heavy menstrual periods or abnormal
vaginal bleeding, blood in urine, bloody stools, coughing up blood or vomit that looks like coffee grounds.
Ÿ Avoid alcohol. Heavy drinking can increase your risk of stomach bleeding.
Ÿ Get medical help right away if you have weakness on one side of the body, trouble speaking, sudden vision
changes, confusion, chest pain, trouble breathing, pain/warmth/swelling in the legs.
Ÿ
Ÿ

WARNING: Dabigatran can cause a very serious blood clot around spinal cord if a patient has
undergone a spinal tap or receive spinal anaesthesia (epidural). Bleeding in this area can
cause paralysis that could become permanent.

Dabigatran FDA Alerts:
Ÿ
Ÿ

Lower Risk for Stroke and Death, but Higher Risk for GI Bleeding Compared to Warfarin
Should Not Be Used in Patients with Mechanical Prosthetic Heart Valves (a different blood
thinning medication should be prescribed)

Reference: www.medscape.com
Contributed by:
Prerna .S. Kapdi, M.Pharm Sem 1
Goa College of Pharmacy
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DRUG WATCH
Drug Watch: Methotrexate Induced Bone Marrow Suppression
Background
Methotrexate is now considered the non-biologic
DMARD of choice by many rheumatologists for
treating RA and other rheumatic diseases. Longterm use of Methotrexate can induce severe,
potentially life-threatening adverse events like
myelosuppression. Methotrexate related
myelosuppression is estimated to occur in 2 - 10.2%
of patients with inflammatory rheumatic diseases.
Neutropenia is encountered most often, but anemia
and thrombocytopenia also occur.
Risk factors
Hypoalbuminemia (low serum albumin), hepatic
impairment, renal impairment (slow elimination of
Methotrexate in patients with renal insufficiency
leads to prolonged exposure of bone marrow
tissues to this drug), concomitant use of NSAIDS
and folic acid deficiency are the factors that increase
the risk of myelosuppression with Methotrexate.
Clinical presentation
Patients present with neutropenia (decreased
neutrophils), anemia (decreased hemoglobin,
RBCs), thrombocytopenia (decreased platelets)
and fever.
Prevention and Management
Patients of Methotrexate induced neutropenia and
febrile episodes have a high risk of developing
bacterial sepsis. A broad spectrum parenteral nonnephrotoxic antibiotic, preferably a third generation
cephalosporin should be instituted for neutropenic
fever. Patients can be transfused with packed red
blood cells and platelets. Alternately, recombinant
granulocyte colony-stimulating factors (G-CSFs)
therapy reduces the severity and duration of
neutropenia and the consequent risk of febrile
neutropenia. Recombinant human G-CSF acts on
hematopoietic cells to stimulate production,
maturation, and activation of neutrophils.
Role of Pharmacist
While dispensing the prescription with

Methotrexate, the pharmacist should check for the
risk factors that make patients more prone to
myelosuppression and educate the patient
regarding monitoring the same - namely renal
function, hepatic function, serum albumin. Because
the main route of elimination of Methotrexate is via
renal excretion, and which can be inhibited by many
medications like Aspirin and NSAID's, patients
should be encouraged not to take those
medications without the doctor’s advice. Dosing
schedule should be clearly printed on Methotrexate
boxes/strips/packaging to prevent overdose. Folate
supplementation is suggested to decrease the risk.
References
1. Mori, Shunsuke et al. “Factors Associated
with Myelosuppression Related to LowDose Methotrexate Therapy for
Inflammatory Rheumatic Diseases.” PloS
one vol. 11,4 e0154744. 29 Apr. 2016,
doi:10.1371/journal.pone.0154744
2 . D i p i r o J T. P h a r m a c o t h e r a p y A
Pathophysiologic Approach. 8th ed. The
M c G r a w - H i l l ; 2 0 11 . c h a p t e r 1 0 0 ,
Rheumatoid Arthritis; p.1589-1591.

Contributed by:
Dr. KarthikRakam Pharm. D
President
Pharmacon Society for Pharmacy Practice
Telangana.
Email:rakamkarthik@gmail.com
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Laboratory Information
Haemoglobin A1C

Also Known As: Glycated Haemoglobin, haemoglobin Alc; Hgb Alc; HbAlc)
Clinical Significance:
Haemoglobin A constitutes about 97%-98% of normal adult haemoglobin. About 4%-6% of HbA consists of
HbA molecules that have been somewhat modified by attachment of a glucose molecule onto its beta chain.
This subgroup is called HbA1c. Glycosylated haemoglobin is the amount of glucose permanently bound to
haemoglobin, and its function depends on the blood sugar level. The level of glycosylated haemoglobin
reflects the average blood sugar over a period of approximately 8-12 weeks. High levels reflect inadequate
diabetic control. After normoglycemic levels are stabilized, HgbA1c levels return to normal in about 3 weeks.
Clinical Indications:
1. Monitors blood glucose levels and related control in clients with known diabetes.
2. Evaluates client's degree of adherence to the therapeutic regimen for glucose control that is prescribed.
Normal Findings:
Normal laboratory findings vary among laboratory settings; there have been problems in the standardization
of HbA1c assays.
Hgb A1c 3.5%-6.0% in the nondiabetic
Hgb A1c 7.5%-11.4% in the controlled diabetic
Hgb A1c >15% in the uncontrolled diabetic
Interfering Factors:
Clients with hemolytic or megaloblastic anaemia produce falsely low glycosylated haemoglobin values due
to the shortened life span of the RBCs.
Ÿ Chronic renal failure has been reported to produce falsely high results.
Ÿ

Special Considerations:
Pregnancy: Pregnancy can elevate levels.
Gerontology: Heparin therapy can elevate levels.
Recommended Goals for Monitoring Glycemic Management Using Hgb A1c
Children and adolescents (applicable to all ages in the paediatric category; however,
goals should be individualized especially for type 1 diabetes, and special consideration
should be given to age-related lack of awareness for hypoglycemia when setting goals)

A1c%
Less than
7.5%
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Children and adolescents (applicable to all ages in the paediatric category; however,
goals should be individualized especially for type 1 diabetes, and special consideration
should be given to age-related lack of awareness for hypoglycemia when setting goals)

Less than
7.5%

Pregnant females without hypoglycemia (goals are stricter for pregnant females, especially
in the second and third trimesters, related to haemodilution and increased red blood cell
(RBC) turnover which has the effect of independently decreasing A1c)

6%-6.5%

Nonpregnant adults with or without diabetes who do not experience significant
hypoglycemia (see table note)

Less
than 7%

Diabetes (stricter goals are reasonably recommended for certain individuals with diabetes,
e.g., those who are otherwise healthy, are newly diagnosed, are type 2 diabetics being
treated with lifestyle adjustments and limited oral antidiabetic medications such as
6.5% or less
metformin to lower glucose levels, have not yet developed complications related to diabetes,
do not experience significant hypoglycemia)
Diabetes (less strict goals are reasonably recommended for certain individuals with
diabetes, e.g., those who have been diagnosed with diabetes for a lengthy period of time
and have been unsuccessful achieving lower A1c goals; have complications related to
diabetes; have one or more comorbidities; have a short life expectancy; are being treated
with multiple antidiabetic medications, including insulin, to lower glucose levels; have a
documented history of hypoglycemia)

Less
than 8%

Critical Values
>15% of total Hb is an out-of-control diabetic; 14.3%-20% of total Hg reflects ketoacidosis.
Clinical Alert
In clients suspected of hyperglycemia, the potential for diabetic ketoacidosis (DKA) can develop. The health care
provider needs to be alert to early clinical manifestations of DKA (e.g., blood glucose levels >250 mg/dL, ketones in
urine, dehydration, and alteration in level of consciousness).
References:
1. Anne M. Van Leeuwen MA, BS, MT (ASCP), Mickey Lynn Bladh, RN, MSN. 2019. Davis's Comprehensive Manual of
Laboratory and Diagnostic Tests with Nursing Implications - 8th Ed. Philadelphia, PA. F. A. Davis Company. ISBN-10: 080367-495-3, ISBN-13: 978-0-80367-495-0. eISBN-10: 0-8036-9446-6, eISBN-13: 978-0-8036-9446-0.
2. Rick Daniels RN, COL (ret.), PhD, ed. 2014. Guide to Laboratory and Diagnostic Tests - 3rd Ed. Stamford, CT. Cengage
Learning. ISBN-10: 1-285-05313-3, ISBN-13: 978-1-285-05313-4.
3. American Diabetes Association. Standards of Medical Care in Diabetes. (2018). Diabetes Care, 41(Suppl. 1):S1-S159.

Contributed by:
Mr. Anshuman Machahary
Pharm D Intern at KLE CCH & MRC
Mr. G. Harikiran
Pharm D Intern at Gleneagles Global Hospitals
Members of, Pharmacon Society for Pharmacy Practice.
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BRAIN TICKLERS
Q1 Albendazole prescribed for Neurocysticercosis is recommended to be taken
a. Before meal.
b. After meal.
c. With fatty meal.
d. Regardless of meals
Q2. Praziquantel is contraindicated in patients suffering from:
a. Neurocysticercosis.
b. Hypertension.
c. Liver disorder.
d. Amoebiasis
Q3. Which of the following was the first drug used for the treatment of filariasis caused by the nematodes
Wuchereria bancrofti and Brugia malayi?
a. Diethylcarbamazine citrate.
b. Levamisole
c. Albendazole
d. Pyrantel pamoate
Q4. Which of the following antihelminthic drug is also used in rheumatoid arthritis
a. Ivermectin
b. Diethylcarbamazine citrate
c. Chlorquin
d. Levamisole
Q5. First choice of drug for Trichuris trichura infestation is:
a. Pyrantel pamoate
b. Mebendazole
c. Praziquantal
d. Piperazine citrate

ANSWERS on Page No. 25

Contributed by:
Aparna James, M.Pharm Sem1
Goa College of Pharmacy, Panaji
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ABBREVIATIONS
Abbreviations/Acronym

Full form

ACT

Artemisinin-based combination therapy

ART

Antiretroviral therapy

FIC

(WHO) Family of International Classifications

FIP

International Pharmaceutical Federation

FOI

Freedom of information

FTP

File transfer protocol

ICF

Informed Consent Form

ICH

International Conference on Harmonization

Ic50

Inhibitory Concentration 50%

IDE

Investigational Device Exemption

NCE

New chemical entity

NDA

New Drug Application

NME

New molecular entity

PMS

Post-marketing surveillance

POM

Prescription only medicine

Tbili

Total Bilirubin

TK

Toxicokinetics

TTP

Time To Progression

Contributed by:
Ms. Radiya Mahale,
B.Pharm,
Panaji - Goa
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CONSUMER DIALOGUE
Permethrin Shampoo recommended for treatment of head lice
Pharmacist: Hello Ma'am, Good evening, myself XXX, I am the
pharmacist at your service. How can I help you?
Child’s mother: Hello... Good evening, my name is YYY. Our
family doctor has recommended a Permethrin shampoo for
head lice for my 12 year old daughter. Can you please help me
with it?
Pharmacist: Of course Ma'am. Have you used it on your
daughter before?
Child’s mother: No, this is the first time she has had this
problem in all these years. How did she get lice in her hair? I take
utmost care of her health and hygiene. I am so worried.
Pharmacist: Nothing to worry about Ma’am, It is a very
common problem worldwide especially in children. It is not
necessarily a sign of poor personal hygiene. Head lice
infestation can happen anytime but the peak season is at that
time of the year when children get back to school. Children get it
by head-to-head transmission i.e. when they come in close
contact with someone who already has head lice, usually during
play at school.
Child’s mother: Oh, I did not realize that!
Pharmacist - I shall get the shampoo for you……..here it is….
The product is called “LiceKill”, and it contains 1% Permethrin in
a shampoo base. It is easy to use, and if you follow the
instructions, you should have no problems, and your daughter
will have got rid of the lice.
Child’s mother: How do I use this shampoo? Can you please
guide me?
Pharmacist - First wash your daughter’s hair with an ordinary
shampoo but do not use a conditioner. Rinse the shampoo
completely out of the hair, and dry them with a towel. Shake the
LiceKill shampoo bottle well before applying. Then take a small
amount of this Permethrin shampoo on your palm (quantity
depends on the length of the hair; just enough to cover the scalp
and hair) and with your fingers apply it starting from the scalp to
the entire length of the hair, and completely saturate your
daughter’s hair and scalp with it, especially behind the ears and
the hairline at the neck. Please take care that it does not enter
her eyes, as it can irritate or sting. Do not massage or work out a
foam as it could trickle and enter the eyes. Leave the shampoo
on the hair for 10 minutes, but no longer. Then rinse the
shampoo and hair thoroughly with lukewarm water and dry the
hair with a clean towel. Comb out any tangles. Then, while the
hair is still damp, comb the hair with a nit comb.
Patient’s mother: What is a nit comb?

Pharmacist: A nit comb is a fine toothed comb. Since nits (eggs
of louse) are attached to the hair shaft with a strong glue, they
can be combed out only with a fine-toothed comb.

shampoo work against head lice?
Pharmacist- : It acts instantly by killing the lice and their eggs. If
any live lice are seen seven days or more after this first
treatment, a second treatment should be given, but not before a
week.
Child’s mother: I see. But does this shampoo have side
effects?
Pharmacist- Yes, it could cause some minor side effects in
some individuals. It may cause burning, itching, numbness,
rash and redness on the scalp, and any other area on the skin
where it comes in contact with. But, do not worry, not everyone
experiences this. Headache and dizziness could be
experienced rarely.
Child’s mother: What more precautions should I take while
using this shampoo?
Pharmacist- Do not use this shampoo near eyes, ear, nose or
mouth. If the shampoo does get into the eyes, immediately flush
with large amounts of water. If the eyelashes or eyebrows are
infested with lice, do not use this medication without speaking to
your doctor.
Patient’s mother: Is there any other care that I have to take for
effective treatment?
Pharmacist- Do not rewash hair for 1 to 2 days after treatment.
Comb lice and nits out of hair after treatment every 2 to 3 days.
Check for 2 to 3 weeks until all lice and nits are removed. Retreat
in 7 to 10 days if live lice or nits are found. One application done
properly is usually all that is needed to eliminate head lice. If you
still come across lice, repeat the treatment, but not until 7 days
have passed.
Child’s mother: Can it spread to other members of the family?
What can I do to prevent the spread?
Pharmacist: Yes, it can spread by head to head transmission or
fomite transmission i.e. where a person comes in contact with
an item such as a comb or piece of clothing that has been used
or worn by someone who has head lice. To prevent spread or reinfestation, wash the whole family’s brushes and combs in hot
soapy water. Dry them in the sun. Change and wash all
blankets, bedsheets and pillowcases. Dry them in the sun or hot
clothes drier. Wash, dry clean or hot iron hats, caps, coats or
shirts that have been worn. Vacuum beds and upholstered
furniture used by the person with head lice.
Child’s mother: Thank you so much for providing such
valuable information
Pharmacist: You are welcome Ma'am .. I will always be at your
service.
Our pharmacy contact number is provided on the Patient
Information Leaflet given to you. Contact us whenever you are
in need ….
Contributed by:
Smehal Kolambekar
M.Pharm, Sem1,
Goa College of Pharmacy
Pooja Borker Kamat
Community Pharmacist,
Hindu Pharmacy,Goa

Child’s mother: Oh, it’s that simple. But how does this
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TRACKING BRAND NAMES-IV
TRACKING CONFUSING BRAND NAMES
What does ‘CV’ in the trade/brand name stand for?
We tracked the trade/brand names having the term ‘CV’ in them and the observations obtained were as follows:Over the years, generally, the term ‘CV’ in the trade/ brand name of any pharmaceutical preparation was assumed to
have indicated that it contains “Potassium Clavulanate/ Clavulanic Acid”. However, in India it may also have other
meanings/ translations or depictions. Some of the examples have been noted below.
1. XXXX CV tablet - is an oral tablet containing Potassium Clavulanate in a FDC (Fixed Dose Combination)

XXXX CV tab
Each tablet contains:
Ÿ

Ÿ Amoxycillin 500 mg
Potassium Clavulanate equivalent to Clavulanic
Acid 125 mg

XXXX tab
Each tablet contains:
Ÿ Amoxycillin 500 mg

So, here “CV” has to be interpreted as “Potassium Clavulanate/ Clavulanic acid”. Other examples
include:

Ø ZZZ Dry syrup contains Cefixime; ZZZ CV Dry syrup contains Cefixime and Clavulanic acid.
2. XXXX CV tablet - is an oral tablet containing Clopidogrel in a FDC (Fixed Dose Combination)

YYYY CV tab
YYYY tablet
Each tablet contains:
Ÿ
Ÿ

Rosuvastatin 10 mg
Clopidogrel 75 mg

Each tablet contains:
Rosuvastatin 10 mg

So, here “CV” has to be interpreted as containing “Clopidogrel”. Other examples include:
Ø AAA tablet contains Atorvastatin; AAA CV tablet contains Atorvastatin and Clopidogrel.
From the above examples, it is evident that the prefixes and/ or suffixes used in brand/ trade names could
indicate different things. Hence, CV though commonly known to mean “Clavulanic acid”, it should not be
assumed as such in all cases. CV could mean “FDC of a statin and Clopidogrel”. There are no laid down
Guidelines or Rules for nomenclature of Brand names, hence all this confusion.

Contributed by:
Sidhi Manerikar,
Student of M.Pharm,
Rajaram & Tarabai Bandekar’s PES College of Pharmacy,
Farmagudi-Goa
Pooja Borker Kamat
Community Pharmacist,
Hindu Pharmacy,Goa
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Psychiatric Pharmacy - XIII
MENTAL HEALTH FIRST AID

WHAT IS MENTAL HEALTH FIRST AID?
Mental Health First Aid (MHFA) is a standardized, psycho educational programme developed to empower the public to
approach, support and refer individuals in distress by improving course participants' knowledge, attitudes and behaviours
related to mental ill-health. Or
In simple words it is the help offered to a person who is experiencing mental health problems.
Mental Health First Aid does not teach people to treat or diagnose mental health or substance use conditions. Instead, the
training teaches people how to offer initial support until appropriate professional help is received or until the crisis resolves
The program offers concrete tools and answers key questions like “What can I do?” and “Where can someone find
help?”
WHAT IS MENTAL HEALTH?
Mental health is defined as a state of well-being in which every individual realizes his or her own potential, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his community.
The positive dimension of mental health is stressed in WHO definition of health as contained in its constitution: "Health is a
state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.
10 FACTS ON MENTAL HEALTH BY WHO:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Around 20% of the world's children and adolescents have mental disorders or problems
Mental and substance use disorders are the leading cause of disability worldwide
About 800 000 people commit suicide every year
War and disasters have a large impact on mental health and psychosocial well-being
Mental disorders are important risk factors for other diseases, as well as unintentional and intentional injury
Stigma and discrimination against patients and families prevent people from seeking mental health care
Human rights violations of people with mental and psychosocial disability are routinely reported in most countries
Globally, there is huge inequity in the distribution of skilled human resources for mental health.
There are 5 key barriers to increasing mental health services availability (The absence of mental health from the public
health agenda and the implications for funding; the current organization of mental health services; lack of integration
within primary care; inadequate human resources for mental health; and lack of public mental health leadership)
10. Financial resources to increase services are relatively modest

WHY EVERYONE NEEDS TO HAVE MENTAL HEALTH FIRST AID SKILL?
Mental health problems are common with one in four people worldwide experiencing mental health problems,
but lack of knowledge and the associated stigma may prevent people from seeking appropriate help at an early
stage.
Family, friends, neighbors and colleagues can assist by offering help to someone when they notice the signs
and symptoms of a mental health problem. Where an issue is identified early on it is more likely that a mental
health crisis may be avoided. Mental health first aid skills can be learned by anyone and should be considered
as important as physical first aid because if someone sprains their ankle the chances are you will know what to
do. If they have a panic attack, the chances are you won’t. However, mental health first aid doesn’t teach you to
be a psychiatrist or counsellor. A mental health first aider’s role is to support and guide a person to seek
appropriate professional help.
We are all capable of providing physical, psychological and mental health first aid in an emergency
– Don’t be a bystander, be a first aider!
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THE AIMS OF MENTAL HEALTH FIRST AID ARE TO
1. Preserve life where a person may be at risk of harm
2. Provide help to prevent the mental health problem from becoming more serious
3. Promote recovery of good mental health
4. Provide comfort to a person with a mental health problem.
Mental health first aid will typically be offered by someone who is not a mental health professional, but rather by someone in
the person’s social network (such as family, friend or work colleague) or someone working in a human service occupation,
e.g. teacher, police officer, employment agency worker.
WHY MENTAL HEALTH FIRST AID?
There are many reasons why people can get benefit from training in mental health first aid.
Mental health problems are common
Ø Many people are not well informed
Ø Many people with mental health problems do not get adequate treatment or they delay getting treatment
Ø
Ø
Ø

There is stigma and discrimination associated with mental health problems
People with mental health problems may at times not have insight
Professional help is not always available

Some
people in crisis situations likely need special assistance to be safe, to access basic needs and services, and to
Ø
connect with loved ones and social support.
Ÿ

Children and adolescents, especially those separated from their caregivers.

Ÿ People with health conditions or physical and mental disabilities (i.e., frail elderly people, pregnant women, people

with severe mental disorders, or people with visual or hearing difficulties).
Ÿ

People at risk of discrimination or violence, such as women or people of certain ethnic groups.

MENTAL HEALTH FIRST AID ACTION PLAN
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MENTAL HEALTH FIRST AID IN GENERAL SETTINGS
How should I approach someone who I think might be experiencing mental health problems?
Ÿ

Give the opportunities for the person to talk. It can be helpful to let the person choose when to open up. However, if they
do not initiate conversation about how they are feeling it is important that you speak openly and honestly about your
concerns.

Ÿ

Choose a suitable time to talk in a space you both feel comfortable where there will be no interruptions.

Ÿ

Use ‘I’ statements such as ‘I have noticed....and feel concerned’ rather than ‘you’ statements.

Ÿ

Let the person know you are concerned about them and are willing to help.

Ÿ

Respect how the person interprets their symptoms.

Ÿ If the person doesn’t feel comfortable talking to you, encourage them to discuss how they are feeling with someone else.

How can I be supportive?
Ÿ

Treat the person with respect and dignity

Ÿ

Encourage the person to talk to you

Ÿ

Actively listen, in a non-judgmental way

Ÿ

Give the person hope for recovery

Ÿ

Signpost the person to resources or support services which are appropriate to their situation.

Should I encourage the person to seek professional help?
Ÿ

Ask the person if they think they need help to manage how they are feeling

Ÿ

If they feel they do need help, discuss the options they have for seeking help and encourage them to use those
options

Ÿ

Encouraging them to see their General Practitioner is a good place to start

Ÿ

It is important to become familiarised with services available locally and online so you can signpost the person
appropriately.
“Anyone, anywhere can be the one to make a difference in the life of someone with a mental health or
substance use challenge – if they know what to do and what to say.”
“Remember you may be someone’s only chance.”

References:
1. Jorm A, Korten A, Jacomb P, Christensen H, Rodgers B, Pollitt P. “Mental health literacy”: a survey of the public's
ability to recognise mental disorders and their beliefs about the effectiveness of treatment. Medical Journal of
Australia. 1997;166(4):182-186.
2. Mental health: strengthening our response [Internet]. Who.int. 2019 [cited 10 December 2019]. Available from:
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
3. Kitchener B, Jorm A. Mental health first aid training for the public: evaluation of effects on knowledge, attitudes and
helping behavior. BMC Psychiatry. 2002;2(1).
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OTC CORNER

PERMETHRIN
STRENGTHS: 5 %, 1%, 1 %

2

First wash hair with your regular shampoo, but do not
use conditioner. Thoroughly rinse the shampoo out with
water, and towel-dry hair.

3.

Shake this medication well before using. Cover your
eyes with a towel while applying this medication.

4

Completely cover the hair and scalp with the medicine
(especially behind the ears and on the hairline at the
neck).

5.

Avoid getting permethrin in your nose, ears, mouth,
vagina, or eyes. If the medicine gets in any of these
areas, flush with plenty of water.

6.

Do not use more medication than prescribed.

7.

Leave the medication on your hair for 10 minutes or as
directed by your doctor, then rinse with warm water.

8.

Towel-dry your hair and comb out any tangles. A single
permethrin treatment can help prevent lice from coming
back for 14 days.

9.

If eyebrows or eyelashes are infested, do not apply this
medication to those areas without first consulting your
doctor.

COMMON BRAND NAMES:
DOSAGE FORMS: Cream, Liquid, Lotion
Class:
Pharmacological class: It belongs to a class of drugs
known as pyrethrins.
MODE OF ACTION: Permethrin works by paralyzing and
killing lice and their eggs (nits).
INDICATIONS:
Ÿ

This medication is used to treat head lice, tiny insects
that infest and irritate your scalp.

Ÿ

Permethrin is also used to help avoid infestation in
people who have close contact with someone who has
head lice.

CONTRAINDICATIONS:
Ÿ

Contraindicated in patients allergic to ragweed. May
cause breathing difficulty or an asthmatic episode.

Ÿ

Hypersensitivity

Ÿ

Children less than 2 months of age over-the-counter
(OTC)

ADVERSE EFFECTS:
Ÿ

Scalp irritation, including itching, swelling, or redness
may occur with head lice and temporarily worsen after
treatment with Permethrin.

Ÿ

Mild burning, stinging, tingling, or numbness may also
occur.

ADMINISTRATION AND DOSAGE:
The dose of this medicine will be different for different
patients.

Ÿ
Ÿ

The amount of medicine that you take depends on the
strength of the medicine.

Ÿ

Also, the number of doses you take each day, the time
allowed between doses, and the length of time you take
the medicine depend on the medical problem for which
you are using the medicine.

11. To remove nits, use the special comb provided, and
follows the instructions on the package. After combing,
re-check the entire head every day for nits you might
have missed.
12. Remove any nits by combing, by hand using a
disposable glove, or by cutting them out. If live lice are
seen 7 days or more after treatment, a second
treatment with permethrin or another drug may be
needed.
13. For external use only.
14. Store at 20° to 25°C (68° to 77°F).
15. Do not use on children under 2 months of age
Ÿ

near the eyes

Ÿ

inside the nose, ear, mouth, or vagina

Ÿ

On lice in eyebrows or eyelashes. See your doctor.

For topical dosage forms (cream and lotion):`

Ÿ

Ø For head lice:
Ÿ Adults and children 2 years of age and older—Apply to
the hair and scalp one time.
Children up to 2 years of age—Use and dose must be
determined by your doctor.

Ÿ

Ÿ

10. Head lice lay small white eggs (nits) at the base of hair
close to the scalp, especially on the hairline at the back
of the neck and behind the ears. After treatment with
this medication, the infected person should be checked
by another person for lice and nits using a magnifying
glass and bright light.

Ø For scabies:
Adults and children 2 months of age and older—Apply to
the skin one time.

Ÿ

Children up to 2 months of age—Use and dose must be
determined by your doctor.

PATIENT INFORMATION:
1.

Apply this medication as soon as possible after it is
prescribed. When treating head lice, apply this
medication to the hair and scalp only.

REFERENCE:
Ÿ

https://www.webmd.com/drugs/2/drug-59647063/permethrin-topical/permethrin-cream-rinsetopical/details

Ÿ

https://dailymed.nlm.nih.gov/dailymed/fda/fdaDrugX
sl.cfm?setid=6efbbff4-db09-4d9d-93dd6b6ce9271514&type=display

Ÿ

https://www.mayoclinic.org/drugssupplements/permethrin-topical-route/properuse/drg-20065448
Contributed By:Radiya M.Mahale, B.Pharm
Panaji
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Community Pharmacy Practice
Around The World
PHARMACY PRACTICE IN NETHERLANDS

The Dutch Pharmacy Community Pharmacy Practice in The Netherlands
In The Netherlands we have almost 2000 pharmacies. The majority are
community pharmacies, but this number also includes outpatient pharmacies,
called policlinic pharmacies, and service pharmacies (pharmacies open out of
opening hours of community pharmacies). All these pharmacies serve more
than 17 million Dutch citizens. Which means per pharmacy, on average we
serve 8,500 patients. We have though some very small pharmacies serving
about 4,000 patients up to some very big pharmacies serving about 15,000
patients. Also, in the rural areas we have still dispensing doctors, but this
number is decreasing.
Unlike most other European countries, The Netherlands has liberated the
pharmacy market already since 1999. Since then it was allowed that the
owner of a pharmacy does not have to be a pharmacist. This introduced
different owners into the pharmaceutical business landscape. So chainpharmacies were introduced to our country. Initially, the most important
consequence of the liberalization was that existing market parties - in
particular the pharmaceutical wholesalers - tried to strengthen their market
position by buying up pharmacies and setting up pharmacy chains. After that, the variety of pharmacy offerings increased
sharply due to the rise of internet, service and outpatient pharmacies.
Now 20 years later, we see that 92% of all pharmacies are associated with a chain or formula, like franchise formula. All
together 31% are chain-pharmacies, 61% belong to a formula and just 8% of all pharmacies are totally independent. Our
biggest chain of pharmacies has a market-share of 16% while also having a formula accounting up to 8% of the pharmacies.
All together the Dutch market-leader thus accounts for 24%, while the second largest company only has franchise
pharmacies (so they do not own any community pharmacy) and accounts for 23%. Both companies are originally
pharmaceutical wholesalers.
However, it is still obligatory that all dispensing of medicines must take place under the supervision of a pharmacist. That is,
in fact, the only barrier to entry, but circumvented by many pharmacists being employed by the wholesalers. All pharmacies
in The Netherlands have thus 1 full time employment of a managing pharmacist since it is obligatory to have one registered
managing pharmacist per pharmacy location. Our pharmacists work with a team of technicians, who are qualified to
dispense medicines even when the pharmacist is not in the pharmacy present. This is quite exclusive in our country when
looking at many other European countries were the pharmacy has to closed as soon as the pharmacist leaves the
pharmacy-location. All dispensed medicines are still under the responsibility of the pharmacist, and lots of procedures and
checks, also facilitated by the software systems, are incorporated for our pharmacists to be able to take this huge
responsibility. On the other hand it makes it possible for our pharmacists for instance to have meetings with their general
practitioners to discuss on for instance a therapeutic area, prescribing (like on antibiotics), formularies for prescribing etc.
Mostly these meetings are called Pharmaco-Therapeutic Audit Meetings and these are recognised to be of service to the
community as they support multidisciplinary collaboration, from which patients and society benefit.
All our pharmacies have a certified Quality Management System, and can be audited. This is more or less mandatory by our
association of pharmacists (KNMP = Royal Dutch Pharmacists Association), our professionals standard (Charter
Professionalism of the Pharmacist). Also, our official payers, the Health Insurers, require this these days to become eligible
for reimbursement. Next to this we have a mandatory continuing education to keep your “license to practice pharmacy”. All
pharmacists must recertify each 5 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 our association with the KNMP. Our “Charter professionalism of pharmacist” is our foundation for acting
professionally and ethically.
In The Netherlands our, mandatory Insurance System is managed by the Health Insurers. As our wholesalers strengthened
their position, also the Health Insurers did by consolidating in our country and now we have 4 big Health Insurers accounting
for > 86% of all citizens being insured with them.
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Besides the mandatory basic coverage, citizens can add an extra insurance on this basic insurance for getting
better conditions or more freedom of choice. Also there are some “budget” basic coverage insurances but then
one is only allowed for instance to go to a predefined hospital for reimbursement, which may not be your hospital
of choice. When you do choose another hospital you get for instance just 75% reimbursed. All Dutch citizens
have besides to this basic coverage scheme for which they pay (ranging from about 1,000 to 1,500 euro yearly)
also a mandatory pay out of pocket of 385 euro for Healthcare Services, except for General Practitioner visits. All
other expensed are paid for via the national tax system (average healthcare expensed per capita is ~ 5,800
euro).
Prices for products / medicines are not negotiated by our association of pharmacies, nor by a national pharmacy
guild (which we do not have). Actually they are set by / negotiated by our Government with the pharmaceutical
industry. Pharmacy owners can though negotiate on the dispensing fee and fees for pharmaceutical care
services. But these negotiations are very tough and frustrating since it is always like the chicken and egg
discussion: first prove that you add value, and then when you prove it, it is said to be the professional standard of
pharmacists, so no need to pay for it. Also we experience Health Insurers not going into negotiations with single
pharmacies, but just with the big chains and the franchise formula’s management. The latter is allowed under
certain conditions to negotiate for not owned pharmacies, complying with legislation on market power.
But also the task of Health Insurers is not an easy one, since one of their tasks is the task of cost containment
within the Healthcare Market. And this is very difficult since the system and structures are still blocking for
instance to invest in pharmaceutical care although this could for instance prevent bigger expenditure, like
preventing hospitalisation. Budgets are not overarching and also investment and revenues (less expenditure for
instance in hospital) are not synchronous in time.
About pharmaceutical care services - already in the 1970’s, pharmacies in The Netherlands started to have a
software system in place (the pharmacy management system) to support reimbursement, care activities and
storing patient files digitally. One of the most important systems is our G-standard: being maintained by our
association - the KNMP. The G-Standard supports the different processes in healthcare - like prescription,
dispensing, ordering, reimbursement and decision support. Still these were product based services, but it was
the way forward to all kind of patient centric services our pharmacies perform these days. Ranging from
awareness campaigns, up to medicines use reviews and adherence services. It took a long way, but from 2011
onwards, pharmacies are getting reimbursed not only for dispensing but also for 14 predefined pharmaceutical
care services. One of them being the medicines use review, but the Dutch standard was to get reimbursement
only for the clinical use review (so inclusive patient consultation, meeting up with the prescriber and evaluations
before getting the review reimbursed). Other services that can be reimbursed are reconciliation during
hospitalisation and discharge from the hospital, instruction of patient UR drug related devices, like inhalation
instruction. All our Dutch pharmacies have a separate consulting room to talk in private with the patient.
Still the major income stream for pharmacies is the dispensing of medicines.
Of all expenditure on pharmaceuticals, 70% are product/medicine costs and 30% is the fees for pharmacies. (In
our country OTC is a very low income stream for pharmacies: not even 5% and thus neglected in this overview).
In Dutch pharmacies, we dispense more than 77% generics, but this accounts just for 12% of the costs. In 2005,
the Common Preference Policy was introduced in the Netherlands by Health Insurers and this accounted for a
substantial drop in prices, and also a lot of pressure on pharmacies, due to patients not understanding and
complaining in the pharmacies about their medicine boxes being switched again to another brand. These days,
also due to global circumstances like active ingredients not being available, we have a lot of shortages in our
pharmacies, and due to the very low medicines prices in our country, we will not be the first country to get
supplied with proper stocks again. This brings a lot of disturbance in our pharmacy organisations. Pharmacy
teams are dealing with a lot of uncertainty and incomprehension for this situation, while pharmacies do their
utmost to come up with solutions for the patient and prescribers.
Next to this our pharmacies have to deal with the European regulations, like GDPR (General Data Protection
Regulation) and FMD (Falsified Medicines Directive), meaning again a lot of extra handling, scanning, storing
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and new procedures to be covered. The administrative burden in our Dutch pharmacies is huge and obstruct real
pharmaceutical patient care services to be institutionalised in our daily practice.
Out of the 30% expenses on pharmaceutical care being pharmacy fee’s - 99% is for dispensing medicines and just 1% is for
pharmaceutical care services. Question: are pharmacies not delivering pharmaceutical care or are they not registering it for
reimbursement?
Pharmacies do a lot of extra work and check all prescriptions for instance interactions, etc. but this is not being registered
broadly by all pharmacies. In 2016, though there was research published that every year pharmacies correct 10 million
prescriptions mainly prescribed by the general practitioner. It seems that in ten percent of those interventions by
pharmacists there were serious complications or hospital admissions prevented. Unfortunately it was not researched as to
what burden on the health care systems expenditures was prevented. And probably again it would be argued: should this
value be remunerated towards pharmacies, or is it their task and responsibility already?
Wholesalers are more and more facilitating pharmacies to concentrate on patient care activities, so for instance
wholesalers have built central filling facilities that support pharmacies for instance for the bulk of repeat prescriptions. This
means the community pharmacies checks all repeat prescription for their patients in their own pharmacy but will not pick and
label the boxes in the pharmacies. This is done centrally in big dispensing pharmacies located mostly within the warehouse
of the wholesaler (so having stocks directly available) and then the labelled boxes specific to patients are delivered to the
community pharmacy overnight. The community pharmacy then dispenses these medicine box(es) to their own patient
inclusive eventual consultation in their own local and trusted environment.
Finally we have lot of interesting pilots being enrolled to many Dutch pharmacies, like pharmacogenetics testing and
advising, for instance on anti-depressant treatment. Another important field of expertise we unlocked with help of the KNMP
is the interaction management for patients with kidney insufficiency. This is now a days even incorporated in our GStandard. In this G-standard we have these days all kind of clinical rules facilitating pharmacies in their interaction
management and also the contra-indication management to support medicines optimisation. Also we have largely
institutionalised clinical rule algorithms on population searches. So pharmacies make searches via SFK (a company of the
KNMP handling all kind of data on dispensing in the Dutch pharmacies) or are facilitated by their own management to look
for patients not treated via evidence based prescribing guidelines. For instance, all patients with chronic use of NSAIDs - do
they also get the recommended stomach protection medicine? If not: these patients are being consulted or discussed with
the prescriber how to further treat them. Or is it still necessary after 5 years to continue with the bisphosphonates treatment?
Also we enrol all kind of eHealth tools, one important one being a an app (facilitated by the KNMP, Siilo) to which only
registered healthcare professional can subscribe and then have a safe / secured connection to discuss their patients and
support multidisciplinary collaboration. For patients we have all kind of convenient services like ordering online their repeat
prescription and being able to view their own medicines profile - all to help patients and empower them in their medicines
use.
All together, especially these pharmaceutical care services and professional interventions make our work worthwhile and
luckily it still balances due to these patient centric approaches towards a positive work-spirit. We should make sure to
capture this and even build on this further to get the full potential of pharmacists out there to empower patients in their
medicines treatment and improve patient outcomes.
Sources:
https://www.sfk.nl/publicaties/data-en-feiten/data-en-feiten-2019
h t t p s : / / w w w. v o l k s k r a n t . n l / w e t e n s c h a p / j a a r l i j k s - c o r r i g e r e n - a p o t h e k e r s - t i e n - m i l j o e n recepten~b618f515/?referer=https%3A%2F%2Fwww.google.nl%2F
https://www.knmp.nl/producten/gebruiksrecht-g-standaard/informatie-over-de-g-standaard/the-g-standaard-themedicines-standard-in-healthcare

https://www.knmp.nl/knmp/about-knmp
https://www.sfk.nl/english/foundation-for-pharmaceutical-statistics
https://www.knmp.nl/professie/professioneel-handelen/handvest-van-de-apotheker-1/charterprofessionalism-of-the-pharmacist
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Photos of Dutch Pharmacies:

Contributed By:Paulien Schul
Utrecht,Netherlands
Email: paulienschul@changeforps.nl

Volume 8, Issue 6, November - December 2019

IPA CPD e-Times

21
FIP Pharmabridge Training Report
Patient-Centered Community Practice in Australian Pharmacies

By : Dr. Deepak Bhagwat, PhD - Professor & Director, School of Pharmacy, Maharaja Agrasen University,
Baddi, Distt. Solan-174 103 (Himachal Pradesh) India
The author is a recent FIP-Pharmabridge trainee at the School of Pharmacy, at The
University of Sydney and just returned back to India after completion of the one-month
training in the area of Clinical Pharmacy Practice.
Australian Pharmacy schools are more inclined towards rendering quality pharmaceutical
care by providing patient-centered training and exposure to their undergraduate and
masters’ students. The B. Pharm students are generally placed in two-week block
placements for clinical experience in their third year and final year respectively. They are
required to complete at least three, two-week block placements before their course
completion and obtain certain clinical placement checks (such as, Vaccination & immunization and First-aid
Cardiopulmonary Resuscitation-CPR) and clearances (viz., National Police Check and overview & NSW
Ministry of Health verification) for registration with the Australian Health Practitioner Regulation Agency
(AHPRA). After graduating from the B. Pharm programme (4 years degree programme with 192 credits), the
students are placed for supervised practical training in pharmacies as “Intern Pharmacists” where they learn
professional communication, counseling and advising to the visiting customers and patients for one year spread
over 1,824 hours to become registered pharmacist with Pharmacy Board of Australia. An international student is
also required to demonstrate an IELTS score of 7.5 or equivalent in addition to the above criteria.
During the entire training, two days were specifically allocated for the visits in two state-of-the-art pharmacies
located in the New South Wales (NSW) suburbs of Sydney, viz., Nick Logan-Pharmacist Advice at Artarmon,
NSW and John Bell Pharmacist Advice at Woollahra, NSW . These visits were very interesting and informative
for me, as in India we do not have such facilities to provide counseling and vaccination in Pharmacies. Nick
Logan and John Bell Pharmacies are novel models in their concepts and providing the best patient care. These
pharmacies have a separate consultation room, where vaccinations are done and patient is monitored for any
anaphylactic reactions post-vaccination. Regular Blood Pressure and Blood Sugar monitoring are routinely
carried out on the visiting patients. There are two counseling stations, where the patients can discuss about the
history of their disease, any queries related to the medications use, safety, adverse effects and storage
conditions. The pharmacy also has plenty of Self-care Cards (Information Facts Cards) about diseases and
their management that are designed by the Pharmaceutical Society of Australia. Patients can take any of these
free of charge. A separate space is allocated in these pharmacies for advising and answering to any queries or
concerns of the patients.

Front view of the Nick Logan Pharmacy

With Nick Logan
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Vaccination / Consultation Room

Pharmacist counseling the patient

A view of the patient counseling stations

Self-care cards for patients and consumers

Pharmacist advising the patient

Pharmacy Medicine

Prescription Only Medicine

Pharmacist Only Medicine
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There are different sections of the storage and dispensing of medicines in the pharmacy, such as, OTC
medicines (Fig. 8), Pharmacy Medicine (Fig. 9), Prescription Only (Fig. 10), Pharmacist Only Medicines (Fig.
11) respectively. There is a separate section where 'Controlled/ Regulated Medicines' are stored securely under
lock and key. Pharmacist makes all entries in the Controlled Drug Register Book, in accordance with the norms
and requirement of the Govt. of Australia.
Besides Pharmacists, Pharmacy Technicians, Pharmacy Assistants and Intern Pharmacists work in the
pharmacy to sharpen their professional skills of communication with the patient, providing instructions about
using medical devices, counseling them, dispense medicines in the Webster pack (Fig. 14 and 15) and feeding
all details of the patient in the Pharmaceutical Benefits Scheme of Australian Government for reimbursement
under “Medicare” healthcare scheme. The intern Pharmacist learns the professionalism to address the visiting
consumers and provide them the best counseling, advice and hone their compounding and dispensing skills.

Front view of the John Bell Pharmacy

With John Bell

An intern pharmacist dispensing medicine in
the Webster Pak at John Bell 'sPharmacy

Webster Pak sample at John Bell Pharmacy

Nick Logan and Dr. John Bell described the overview of the Australian pharmacies that provides patientcentered care and explained the detailed overview about Pharmaceutical Benefits Scheme (PBS) including the
details of the medicines subsidized by the Australian Government, along with the information for consumers,
caregivers, healthcare professionals and pharmaceutical industry (Fig. 16 and 17). Nick Logan explained about
the Australian “Medicare” healthcare scheme. It is a commonwealth Government programme that guarantees
all Australian citizens and some overseas visitors access to a wide range of health services at little or no cost.
Nick Logan also gave a brief description about drugs and poisons scheduling classification. This is a national
classification system that controls how medicines and poisons are made available to the public as per the level of
the regulatory control over the availability of medicines and poisons to prevent the health and safety of the public
as mentioned in the table below:
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Schedule 1

Not currently in use

Schedule 2

Pharmacy Medicine

Schedule 3

Pharmacist Only Medicine

Schedule 4

Prescription Only Medicine OR Prescription Animal Remedy

Schedule 5

Caution

Schedule 6

Poison

Schedule 7

Dangerous Poison

Schedule 8

Controlled Drug

Schedule 9

Prohibited Substance

Schedule 10

Substances of such danger to health as to warrant prohibition of sale, supply and use

Overview of the Pharmaceutical Benefits
Scheme (PBS)
The pharmacists in Australia are also accredited for vaccination administration to their patients. The pharmacies
have a separate vaccination and consultation chamber, where the patient history, consent is taken before
administration of any vaccine. They are then asked to wait in the chamber for another 15 minutes to avoid any
chances of allergic manifestation post-vaccination. In case any anaphylactic reaction happens, then the
pharmacist injects adrenaline injection using “Epipen device” and calls the ambulance by dialing “000”. This first
aid is provided to the patient till they are shifted to the emergency department of the hospital.
The pharmacies in Australia have websites and mobile applications by which they provide information and
advice to their clients or patients regarding side effects of the medicines, interactions with other medicines,
especially for polypharmacy, interaction of medicines with food, the right time of taking any medicine and details
about how the prescribed medicine works for the indicated disease. The pharmacists also demonstrate to their
patients how to use medical devices, such as inhalers with and without spacers, HumaPen for insulin delivery
etc. for the accurate administration of dose as per the prescribed regimen.
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Brain Ticklers: Answers
Ans 1.
Ans 2.
Ans 3.
Ans 4.
Ans 5.

C: With fatty meal - because the absorption is enhanced.
A: Neurocysticercosis - because a patient suffering from Neurocysticercosis are
usually given phenytoin, carbamazepine or dexamethasone and these drugs
lead to quicker metabolism of Praziquantel - resulting in therapeutic failure.
A: Diethylcarbamazapine - because of its highly selective effect on microfilaria.
D: Levamisole - because levamisole is also an immunomodulatory and restores
depressed T cell functions.
B: Mebendazole - A single 500-mg dose can result in a cure rate of 40%-75%.
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CANCER AWARENESS-II
CANCER RELATED TERMINOLOGIES - I

Below are various terminologies associated with cancer, and their simplified explanation.
TERMINOLOGY
(Acronym/Short form)

Meaning/Explanation

Cancer (CA)

A term for diseases in which abnormal cells divide without control and can
invade nearby tissues.

Tumour

An abnormal mass of tissue that results when cells divide more than they
should or do not die when they should.

Benign

A growth that is not cancer. It does not invade nearby tissue or spread to other
parts of the body.

Malignant

Cancerous. Malignant cells can invade and destroy nearby tissue and spread
to other parts of the body.

Metastasis (Mets)

Adenoma

Adenocarcinoma

Lymphoma

Sarcoma

Adenosarcoma

Melanoma
Myeloma
(Multiple myeloma)
Leukaemia

Acute Leukaemia

The spread of cancer cells from the place where they first formed to other
parts/organ/s of the body.
A tumour (benign) of the glandular tissue. It is not cancer
Cancer that begins in glandular (secretory) cells. Glandular cells are found in
tissue that lines certain internal organs and makes and releases substances
in the body, such as mucus, digestive juices, or other fluids.
Cancer that begins in cells of the immune system
Cancer that begins in bone or in the soft tissues of the body, including
cartilage, fat, muscle, blood vessels, fibrous tissue, or other connective or
supportive tissue.
A tumour that is a mixture of an adenoma (a tumour that starts in the gland-like
cells of epithelial tissue) and a sarcoma (a tumour that starts in the bone,
cartilage, fat, muscle, blood vessels, or other connective or supportive tissue).
Cancer that arises in melanocytes
Cancer that arises in plasma cells (a type of white blood cell made in the bone
marrow).
Cancer of the body's blood-forming tissue, including the bone marrow and the
lymphatic system. It causes a large numbers abnormal blood cells (usually the
white blood cells) to be produced and enter the bloodstream.
A rapidly progressing cancer that starts in blood-forming tissue such as the
bone marrow, and causes large numbers of white blood cells to be produced
and enter the blood stream.
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Acute Myeloid Leukaemia
(AML) [Acute Myelogenous
Leukaemia], [Acute
Myeloblastic Leukaemia],
[Acute Nonlymphocytic
Leukaemia (ANLL)]

A rapidly progressive malignant disease in which too many myeloblasts
(immature white blood cells that are not lymphoblasts) are found in the
bone marrow and blood.

Acute Lymphocytic
Leukaemia (ALL) Acute
Lymphoblastic Leukaemia

A type of leukemia (blood cancer) that comes on quickly and is fast growing.
There are too many lymphoblasts (immature white blood cells) in the blood
and bone marrow.

Acute Promyelocytic
Leukaemia (APL)

An aggressive type of acute myeloid leukaemia in which there are too many
immature blood-forming cells (promyelocytes) in the blood and bone marrow.

Acute Nonlymphocytic
Leukaemia

An aggressive (fast-growing) type of acute myeloid leukemia in which there
are too many immature blood-forming cells in the blood and bone marrow.

Adenoid cystic
carcinoma

A rare type of cancer that usually begins in the salivary glands.

Adenocarcinoma
in situ (AIS)

A condition in which abnormal cells are found in the glandular tissue that
lines certain internal organs, such as the uterus, cervix, lung, pancreas,
and colon.

Adenosquamous
carcinoma

A type of cancer that contains two types of cells: squamous cells (thin, flat
cells that line certain organs) and gland-like cells.

Adrenal cancer

Cancer that forms in the tissues of the adrenal glands

Adrenocortical
carcinoma

A rare cancer that forms in the outer layer of tissue of the adrenal gland

Chronic Myeloid
Leukaemia (CML)

An indolent (slow-growing) cancer in which too many myeloblasts are found
in the blood and bone marrow

References :
https://www.cancer.gov/publications/dictionaries/cancer-terms
http://www.crcfl.net/index.php/cancer-info/common-terms/
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NEWS AND TRAINING

National Pharmacy Week Celebrations - Royal School of Pharmacy
Royal School of Pharmacy, The Assam Royal Global University, Guwahati celebrated the 58th National
Pharmacy week on 22nd and 23rd of November 2019. The purpose of the celebration is to create awareness about
the pharmacist role as a medication counselor. As part of the celebration, a guest lecture was delivered by Dr.
nd
Ramu Adela, Department of Pharmacy Practice, NIPER, Guwahati on 22 of November 2019. Speaking on the
occasion, Dr. Adela emphasized the importance of safe and effective use of medicine. He has also elaborated
the bad side of self medication and over use of antibiotics. At last an interaction session was conducted for the
students, where they got the chance to clear their doubts on effective use of medicine. Students of Royal School
of Nursing, Royal School of Medical and Allied Sciences and Department of Biotechnology have also attended
the event with full enthusiasm. Dr. Subhashis Debnath, Principal in charge, Royal School of Pharmacy thanked
Dr. Adela for his effective presentation and talk.
rd

Medical camp and street drama were also organized by Royal School of Pharmacy (RSP) on 23 of November
2019 at Tetelia Boripara L P School, Assam. During the event faculty and students of RSP interacted with the
local people and aware them about the safe use of medicine.
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Valedictory Function by Indian Pharmaceutical Association- Delhi Branch on National
Pharmacy Week (NPW) 2019 activities
The National Pharmacy Week was celebrated by Indian Pharmaceutical Association (IPA)- Delhi Branch
during which several activities were performed in different institutes such as Jamia Hamdard, DPSRU,
Anangpuria College of Pharmacy, RKGIT College, Amity University, NIPER Mohali, LLOYD and more. Several
activities such as community drive, rallies/road show, ITEC programme (participants from 13 countries countries
attended), number of competitions including e-articles, e-poster, photography, meme it out etc, 30 plantation
drive, google form review article and ECO brick activity were held during this week.
Indian Pharmaceutical Association- Delhi Branch organized a valedictory function for the various activities held
at National Pharmacy Week 2019 on 26th November 2019 at Convention Centre, Jamia Hamdard. The function
was graced by Smt Yogita Singh, Vice President, Bhartiya Janta Party (BJP), Delhi, Dr. Naresh Sharma,
President, IPA-Delhi Branch, Prof. Mohd. Amir, Dean, SPER, Jamia Hamdard, Prof. Farhan J. Ahmad, Past
President, IPA-Delhi Branch and Mr Sameer Ahuja, EC member, IPA-Delhi Branch. Dr Naresh Sharma in his
speech educated the students about theme of National Pharmacy Week and highlighted emerging scenario in
the field of pharmacy. The Chief Guest of the function Smt. Yogita Singh addressed the students and
encouraged them to play their role of medicine counsellor in the society and work for the welfare of the nation.
Prof. Farhan J. Ahmad congratulated everyone for showing keen enthusiasm in participating in each and every
activity held during NPW and advised that which such efforts we can promote pharmacy profession all around
the nation. Dr Sushma Talegaonkar, EC Member, IPA-Delhi Branch and Isha Aggarwal, Member IPA-Students
Forum briefed about number of professional drive, competition, activities performed by the pharmacy students
in different institutes to uplift the image of profession. At the end all the winners of different competitions during
NPW, were awarded with a certificate of appreciation by the dignitaries. Member of Student's Forum, IPA-Delhi
Branch under the leadership of Mr. Wasiuzzaman Khan, President, IPA-DB SF, also executed a community
pharmacy drive in which they interacted with several community pharmacist during the NPW and appreciated
their contribution towards the welfare of pharmacy profession. These students were also awarded with a
certificate of appreciation during the valedictory function. For organizing the valedictory function of NPW 2019
activities Dr. Gaurav Jain (General Secretary, IPA-Delhi Branch) and his team was also acknowledged and
appreciated with the certificate of appreciation. Finally the function was concluded with the vote of thanks by Mr.
Sameer Ahuja.

Valedictory Function: Dignitaries with pharmacy students who contributed in NPW 2019
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Results of NPW Competitions
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ONCOMING WORLD HEALTH DAYS
Day
December 1
January 28, 2020
World AIDS Day
December 2
World Leprosy Day
National Pollution Prevention
January 31, 2020
Day
World Leprosy Eradication
December 3
Day
International Day of Persons
February 4, 2020
With Disabilities
World Cancer Day
December 9
February 6, 2020
World Patient Safety Day
International Day of Zero
Tolerance to Female Genital
December 12
Mutilation
Universal Health Coverage

February 12, 2020
Sexual Reproductive Health
Awareness Day.
February 15, 2020
International Childhood
Cancer Day

FORTHCOMING EVENTS
AND MEETING
December 20-22, 2019
71st Indian Pharmaceutical Congress,
Chennai, December 20-22, 2019

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.
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