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Editorial
In recent times, medicines optimisation has regularly faced the
problem of interruption of supply. Such shortages and
discontinuations represent real challenges to pharmacy,
frequently requiring immediate action against a background of
inadequate information.
In this issue, Andrew Walker and Mindaugas Rudokas describe
one response to drug shortages, in this case Ranitidine. No
doubt this is something that many are handling but our authors
are to be applauded for taking the time to record their response.
One area of practice in which there is still often scope for
improvement, is shared decision-making.
The editor can recall an example of a switch programme in
which patients were informed that their medication was to be
switched and invited to call a number to discuss the move if
they had concerns but against a background that the decision
had already been made (without the patient’s knowledge or
input) and the sole purpose of the call was to explain why it was
being done.
Laura Picton has a wealth of experience in dealing with patients
with diminished or fluctuating capacity and brings that to bear
in her article which is a very practical approach to shared
decision-making. We will say from the outset, that she does not
cover decision aids in depth which is another very important
topic because space does not permit it. Perhaps one of our
readers would care to contribute something on this subject?

What needs to be done to build the capacity and expertise of
community and outreach services?
In her article, Anja St. Clair-Jones, looks at one such service
which is looking to develop advanced pharmacy practice in
inflammatory bowel disease. There is a model for the United
Kingdom which Anja explains in an article brimming with
helpful information.
Finally, the overuse of short-acting beta-2 agonists (SABAs)
in asthma has been a major concern for almost every health
economy.
Mihir Varia describes a project on a large scale which has
tackled this subject with some success. This kind of work is
never really finished; after one project or process new
opportunities arise to take the work forward in a slightly
different direction and so it continues.
This emphasises one of the key aims of this journal.
We understand that sometimes work is still ongoing but that is
no reason why not to publish work to date. There can always be
a follow-up article later, if desirable.
With that in mind, let me urge you once again to contact us if
you have work that you would like to publish. We will work
with you to make the best of it, so please do not let a lack of
experience in publishing put you off.

Moving specialist services from the hospital setting into the
community is clearly desirable. Indeed, such a shift frequently
appears in development plans and is a definite target for all
integrated care systems.
HYPERLINKS
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Developments in Practice
Ranitidine shortages following international recall:
implications on pre-medication regimens to prevent
hypersensitivity reactions for oncology treatments
Andrew Walker, Oncology Specialist Pharmacist, The Rotherham NHS
Foundation Trust, Mindaugas Rudokas, Oncology Specialist Pharmacist,
Sheffield Teaching Hospitals NHS Foundation Trust
Correspondence to: andrew-k.walker@nhs.net

Ranitidine has become an establish feature in pre-medication
regimens intended to reduce the risk of hypersensitivity
reactions to a variety of chemotherapy agents. The ongoing
supply issues with ranitidine and alternative H2 antagonists has
led to healthcare providers reviewing these pre-medication
regimens and adopting alternative strategies to reduce the
risk to patients. This article sets out to review the background
to the supply issues with ranitidine, provide a brief review of the
published evidence base around its inclusion as a component in
pre-medication regimens, consider the potential implications to
practice in terms of the management strategy options and the
need for greater understanding around the its true value in
reducing the risk to patients.

Background to the recall
In October 2019 the Department of Health and Social Care
issued a supply disruption alert informing healthcare providers
in the UK that all oral formulations of ranitidine were likely to be
out of stock for an extended period of time.1 This announcement
was made following an investigation of ranitidine-containing
products by several international regulatory agencies including
the US Food and Drug Administration (FDA) and the European
Medicines Agency (EMA) following reported contamination
with low levels of a potentially carcinogenic compound.2,3 This
announcement was followed by additional alerts throughout
2019 and into 2020 which extended the remit to cover all
ranitidine-containing formulations, which have now been
unavailable on the international market for a prolonged period.
The shortage has had an impact on the provision of care to
patients across multiple specialities, including those who are
undergoing treatment for malignant disease.
In October 2019 the US-based independent laboratory
investigation service Valisure submitted a citizen petition to
the FDA raising concerns that batches of ranitidine products,
which had been subjected to analysis, had been found to
contain N-nitrosodimethylamine (NDMA).4 The same compound
has previously been isolated in valsartan-containing products
produced by Novartis in 2018 and led to an MHRA and FDA

recall in July5,6 then in valsartan products from other
manufacturers which were also recalled and was later identified
in irbesartan and losartan which was subject to recall in January
and February 2019.7
NDMA has been classified as a probable carcinogen by the
International Agency for Research on Cancer8 and the World
Health Organisation.9 Based on the results of animal model
studies, NDMA promotes tumour formation primarily in tissues
in the gastrointestinal tract and liver and, less frequently, in
the lungs and kidneys.10,11 Nitrosamine chemical continuants,
including NDMA, have been demonstrated to activate RAS
oncogene pathways thereby promoting malignant conditions.12
In addition to its primary carcinogenic potential, enzymatic
metabolism of NDMA by CYP2E1 has been shown to result in
the formation of methyldiazonium, a chemical inducer of
methylation which promotes DNA point mutations, thereby
conferring a systemic carcinogenic risk.13
The risk that NDMA poses to human health based on the levels
of contamination which have been detected in ranitidine
products have been the subject of some debate in the scientific
community.14 NDMA is a ubiquitous environmental chemical
contaminant found in air, water, soil in trace amounts with
estimated average daily intake being around 1 microgram.16 The
initial assessments conducted by Valisure on ranitidine
containing products reported NDMA contamination in excess of
3 million nanograms per tablet thereby exceeding the FDAs
acceptable daily intake limit of 96 nanograms.4 However, these
results were generated from samples which were subject to
conditions beyond those that could be reasonably expected
during manufacturing, transportation, storage or ingestion
thereby introducing potential limitations around the accuracy in
real-world conditions. As part of the analysis technique, samples
of ranitidine products were heated to 130°C, a process which is
known to increase the NMDA levels though heat-activated
chemical degradation pathways in molecules which contain
nitrile and dimethylamine group, such as ranitidine.17 To address
the potential unrepresentative nature of the results published
by Valisure, the FDA shared guidance around alternative
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analysis methods recommending liquid chromatography–high
resolution mass spectrometry (LC-HRMS) or liquid
chromatography–tandem mass spectrometry (LC-MS) with
manufactures to assist the pharmaceutical industry to report
NDMA levels achieved via standardised analysis techniques.16
While initial FDA testing of several ranitidine-containing products
achieved results which indicated NDMA levels similar to those
found in common food, such as smoked or grilled meats,18
several pharmaceutical manufacturers announced voluntary
product recalls as a precautionary measure. In the UK the MHRA
announced voluntary recalls for products from a number of
manufacturers through October and November 2019 and into
2020 while the extent and potential impact of NDMA
contamination is assessed and regulatory agencies provide
further guidance. The impact of manufacturer led recalls has
resulted in a lack of available ranitidine products on the
international pharmaceutical market. In the UK, the Department
of Health and Social Care have issued a number of supply alerts
around ranitidine formulations advising healthcare providers of
the extent and duration of the shortages and providing
recommendations around alternative treatments.1,18 Lack of
available ranitidine products has impacted on patient care across
a range of treatment groups but has had a significant effect on
patients undergoing treatment for malignant disease where it is
used as a pre-medication to reduce incidence of reactions to
chemotherapy or as part of a desensitisation regimen.19

H2 antagonists in pre-medication regimens
Ranitidine is primarily used as a premedication for paclitaxelcontaining regimens, but can be included in other regimens,
such as those containing other taxanes and/or those containing
platinum-based agents, which carry a risk of hypersensitivity
reactions.20 Paclitaxel is a chemotherapy agent from the taxane
family used to treat a range of malignant conditions including
tumours which arise in ovarian, breast, lung cervical and
pancreatic tissues. It exerts activity through stabilisation of
tubulin mitotic spindle assembly thereby inhibiting progression
of mitosis and promoting apoptosis. Paclitaxel is associated
with a significant risk of hypersensitivity reactions with initial
clinical trial data demonstrating a reaction rate of up to
40%. 21 To address the potential for treatment-limiting
hypersensitivity reactions healthcare providers implemented
pre-medication regimens with a combination of corticosteroids
and antihistamines (both anti-H1 and H2), which has reduced
incidence of hypersensitivity reactions to <3%.22
Given the success of reducing the incidence of hypersensitivity
reactions with other appropriate pre-medications, ranitidine has
become as an established component of paclitaxel-containing
chemotherapy regimens where it is utilised for its H2 antagonist
properties.21,22 The recent shortages of ranitidine products have
forced healthcare providers to consider alternative courses of
action to ensure the safe and effective use of paclitaxelcontaining regimens and other regimens where it has also been
added as a pre-medication. In the UK, the British Oncology
Pharmacists Association (BOPA) has compiled guidance to assist
healthcare providers in determining the most appropriate
strategies to manage the situation.23 This guidance advocates a
variety of strategies including rationalising use of ranitidine,
using alternative H2 antagonists to replace ranitidine in pre-

78

medication regimens and considering the risk of removing H2
antagonists from regimens altogether.
Rationalising or restricting access to stock based on clinical
requirement is a common response from healthcare providers in
the UK and internationally in times of product shortages.24 This
response helps to support the prioritisation of remaining
medication and, hopefully, to maintain supply to the highest risk
patient groups until restriction can be lifted and normal
provision recommenced. In the case of the ongoing ranitidine
shortage, this approach has allowed many healthcare providers
to maintain supply to oncology services for a number of months
with many switching between IV and oral formulations based
on remaining local supplies. However effective this approach
may prove, it is clear that rationalising use of ranitidine cannot
last indefinitely. Given the length of the ongoing shortage,
which is now greater than 12 months at the time of publication
of this article, it is likely that many healthcare providers have
now exhausted any remaining supplies meaning they will have
had to adopt alternative strategies.

Management strategies and overview of
published evidence
There are a variety of alternative H2 antagonist medication
available which may provide a similar effect to ranitidine as
part of the pre-medication regimen. Published evidence to
establish the safety and efficacy of these alternative agents in
chemotherapy pre-medication regimens is limited but has
provided some data to support use given the ongoing ranitidine
shortage. A small-scale study of patients receiving paclitaxel
for gynaecological cancers suggests comparable rates of
hypersensitivity reactions for patients treated with famotidine as
part of a pre-medication regimen to those treated with
ranitidine.25 Other similar small-scale studies have suggested
that regimens containing cimetidine and nizatidine provide
similar levels of efficacy against hypersensitivity reactions.27
The results provided by these studies are limited due to lack of
standardisation of the non-H2 antagonist elements of the regimens
described and by the small sample sizes. No comparative
head-to-head studies between different H2 antagonists as
part of pre-medication regimens for chemotherapy have been
published to establish superiority of any particular H2
antagonists to inform practice at a national or local level. A
Cochrane review of ranitidine and cimetidine in the treatment
of urticaria also failed to establish superiority due to lack of
high-quality published evidence.28 Published evidence regarding
secondary considerations, such as the impact of different
H2 antagonists (ranitidine, famotidine and cimetidine) on the
metabolism of paclitaxel has concluded that there is little
impact on the pharmacological and toxicity profile between
these agents.29 Wider consideration should be made when
reviewing alternative H2 antagonists to minimise the impact
that potential drug interactions, particularly when using potent
CYP450 enzyme inhibitors such as cimetidine, on patients’
chemotherapy treatment and other regular medications for
non-malignant conditions which can limit the choice of
premedication agents.
The availability of alternative H2 antagonist agents following
international recall of ranitidine has also presented a barrier to
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their widespread adoption as part of premedication regimens. In
the UK, the Department of Health have included updates
around the availability of famotidine, cimetidine and nizatidine
in a number of medicine supply notification in 2019 and 2020,
informing healthcare providers of limited stock within the UK
market.1,18 The guidance issued by BOPA provides healthcare
providers with advice around switching to alternative H2
antagonists but does suggest that organisations may find
challenges in obtaining stock in sufficient quantity to make a
long-term switch a viable option while ranitidine products
remain unavailable.23
Given the challenges of locating suitable alternatives many
healthcare providers have been left with limited choices other
than to consider administering chemotherapy with a premedication regimen without an H2 antagonist component.
Published evidence defining the impact of H2 antagonists on
rates of hypersensitivity reactions from chemotherapy regimens
is limited and conducted in relatively small, non-randomised
studies or case reports. The lack of high-quality published data
has made interpretation of the impact of ranitidine on the rates
of hypersensitivity reactions across different chemotherapy
agents problematic and is a longstanding issue within the field
of oncology. In the UK, ranitidine has generally been restricted
to paclitaxel-containing regimens, which has the strongest
evidence base, and from the lack of evidence for other
chemotherapy agents,21 although local treatment centres may
choose to adopt ranitidine based on preferences of clinicians.
International practice is more variable with ranitidine being
employed as a pre-medication in chemotherapy regimens which
include taxanes, platinum-based compounds, monoclonal
antibodies and immunotherapy agents.
Larger reviews conducted into hypersensitivity reactions following
administration of radiocontrast media by Greenberg et al30
suggest that H2 antagonists may not provide additional benefit to
patients as part of a pre-medication regimen, casting doubt as to
the value of these agents in pre-medication regimens altogether.
In a review of 857 cases of hypersensitivity reactions following
administration of radiocontrast media, a combination of
prednisolone, diphenhydramine and ephedrine successfully
reduced the rate of hypersensitivity reaction from 10.8% to 5%
while the addition of cimetidine was associated with a reaction
rate of 14%, although it should be noted these results were
obtained from a smaller sample size of 100 patients which may
limit the reliability.30 Retrospective studies in patients receiving
paclitaxel as part of breast cancer treatment regimens by Berger
et al described the impact of discontinuing pre-medications
entirely for all cycles following patients’ second dose. In two
studies, Berger et al demonstrated that discontinuing premedications post second cycle does not adversely impact on the
rate of hypersensitivity reaction for patients receiving paclitaxel31,32
providing evidence to support an alternative management
strategy not currently described in the BOPA guidance.
The ongoing international shortage of ranitidine and alternative
H2 antagonists has had an impact on the manner in which
healthcare providers manage premedication regimens intended
to reduce the rate of hypersensitivity reaction following
administration of chemotherapy. In the UK, BOPA have
advocated a variety of strategies to help hospitals to safely
manage the shortage and reduce the potential risk to patients.

As the duration of the shortages continue, the true impact on
rates of reported hypersensitivity reactions are likely to become
more apparent as healthcare providers are more likely to
exhaust alternative approaches and adopt management
strategies which remove H2 antagonists from pre-medication
regimens entirely. While the true value of H2 antagonists
remains an area of debate, it is clear that further research to
characterise the impact that they have, separate from the wider
cocktail of pre-medications, is important to inform evidencebased practice. To this end, BOPA intend to conduct a national
service evaluation to assess the impact of removal of H2
antagonist across the UK and Ireland which will provide further
evidence to identify the place and impact of H2 antagonists in
pre-medication regimens.
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Shared decision making
Laura Picton, Pharmacist Specialist, Care Quality Commission

The National Institute for Health and Care Excellence (NICE) says
“Shared decision making is when health professionals and
patients work together. This puts people at the centre of
decisions about their own treatment and care.”1
NHS England says “Shared decision making ensures that
individuals are supported to make decisions that are right for
them. It is a collaborative process through which a clinician
supports a patient to reach a decision about their treatment.”2
A shared decision should be one where clinicians and patients
share information, concepts and ideas; where joint agreements
are made. But I wonder how often shared decision making
between a clinician and patient feels a bit more unbalanced?
Whether the power dynamic, or the accessibility of information,
leaves the recipient in a position where they are not able to
make a truly informed choice.
In 2010 the Secretary of State for Health, Andrew Lansley, said
“No decision about me, without me”. Yet the 2019 adult
inpatient survey3 found that although communication between
staff and patients was improving in certain circumstances, there
were areas in need of improvement. These included the need
for improved communication at the point of discharge and
information sharing in relation to medicines.

Principles and guidance
Shared decision making brings together the expertise of the
clinician and the patient and can involve negotiation and
compromise. The Kings Fund report ‘Making shared decision
making a reality’5 explains that the clinician’s expertise is based
on knowledge of the diagnosis, likely prognosis, treatment
and support options and the range of possible outcomes based
on population data, whereas the patient knows about the
impact of the condition on their daily life, and their personal
attitude to risk, values and preferences. In shared decisionmaking the patient’s knowledge and preferences are taken into
account, alongside the clinician’s expertise, and the decisions
they reach in agreement with each other are informed by
research evidence on effective treatment, care or support
strategies. See Figure 1.6
The General Medical Council has recently published new
guidance to support doctors to make shared decisions with
patients.7 This guidance describes seven principles that should
be applied when making decisions about care and treatment.
• Principle one - All patients have the right to be involved in
decisions about their treatment and care and be supported
to make informed decisions if they are able.
• Principle two - Decision making is an ongoing process
focused on meaningful dialogue: the exchange of relevant
information specific to the individual patient.

Legislation
The Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014 require providers to deliver person-centred
care. These regulations introduce the fundamental standards,
which describe requirements that reflect the recommendations
made by Sir Robert Francis following his inquiry into care at
Mid Staffordshire NHS Foundation Trust. They pinpoint more
clearly the fundamental standards below which the provision
of regulated activities and the care provided to people must
not fall.

• Principle three - All patients have the right to be listened to,
and to be given the information they need to make a decision
and the time and support they need to understand it.

The intention of regulation 9 – person-centred care4 is to make
sure that people using a service have care or treatment that
is personalised specifically for them. Providers must work in
partnership with the person to:
• Assess their needs and preferences
• Deliver care and treatment with a view to achieving
preferences and meeting needs
• Understand the balance of risks and benefits
• Support participation to the maximum extent
• Provide reasonable information
• Make any reasonable adjustments
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• Principle four - Doctors must try to find out what matters
to patients so they can share relevant information about the
benefits and harms of proposed options and reasonable
alternatives, including the option to take no action.

which includes the duty to consult others such as carers, families
and/or advocates where appropriate. Healthcare professionals
must follow the five statutory principle of The Mental Capacity
Act 2005. These are:

• Principle five - Doctors must start from the presumption
that all adult patients have capacity to make decisions about
their treatment and care. A patient can only be judged to
lack capacity to make a specific decision at a specific time,
and only after assessment in line with legal requirements.

1. A person must be assumed to have capacity unless it is
established that they lack capacity.

• Principle six - The choice of treatment or care for patients
who lack capacity must be of overall benefit to them, and
decisions should be made in consultation with those who are
close to them or advocating for them.

2. A person is not to be treated as unable to make a decision
unless all practicable steps to help him to do so have been
taken without success.
3. A person is not to be treated as unable to make a decision
merely because he makes an unwise decision.

• Principle seven - Patients whose right to consent is affected
by law should be supported to be involved in the decisionmaking process, and to exercise choice if possible.

4. An act done, or decision made, under this Act for or on
behalf of a person who lacks capacity must be done, or
made, in his best interests.

These same principles form the basis of the General
Pharmaceutical Council professional standards. To deliver
effected shared decision making, a pharmacy professional
would demonstrate actions from each of these standards. See
figure 2.8

5. Before the act is done, or the decision is made, regard must
be had to whether the purpose for which it is needed can be
as effectively achieved in a way that is less restrictive of the
person’s rights and freedom of action.

Understanding the patient’s experience is the first of the four
principles of medicines optimisation described by the Royal
Pharmaceutical Society and is key to taking a person centred
approach and improving patient outcomes. See figure 3.9

Decisions made under the Mental Capacity Act are decision and
time specific. This means you cannot presume incapacity just
because a decision has been made in a person’s best interest
before. Each decision should be a considered a new taking all
information into account.

Consent to treatment and Mental Capacity

What does good look like?

Providers must make sure that they consider people's capacity
and ability to consent, and that either they, or a person
lawfully acting on their behalf, must be involved in the
planning, management and review of their care and treatment.
Providers must make sure that decisions are made by those with
the legal authority or responsibility to do so, but they must work
within the requirements of the Mental Capacity Act 2005,

A systematic review found that shared decision making
interventions significantly improve outcomes for disadvantaged
people. Addressing people’s level of health literacy when sharing
decisions can also reduce health inequalities.
The principles of shared decision making should be embedded
in all parts of the healthcare system, from commissioning,

Figure 2

Figure 3
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through care pathways, to teams delivering care and treatment
and to patients. The NHS England shared decision making
implementation framework provides some best practice advice.
Figure 4.10
Supportive systems and processes
The implementation of shared decision making is a complex
intervention. Implementation should be clinically-led and all
improvement efforts should be coproduced with people with
lived experience. There should be measurement and monitoring
of shared decision making within services to make sure it is
taking place to a high standard.
Commissioned services
Shared decision making should be built into points along a care
pathway when a decision needs to be made. This is particularly
relevant when people face ‘high value’ decisions where the
choice can have a significant impact (positive or negative) on
their lives. At these decision points, options should include
medical treatments, doing nothing and (where relevant) the
option of psychosocial or community support.
Trained teams
Most health and care staff will need to receive accredited
training to confidently take part in shared decision making
conversations. The skills required involve training in motivational
and health coaching approaches, alongside specific training in
risk communication and in working with people at low
levels of health literacy. A barrier to the uptake of training is
‘unconscious incompetence’- in other words many clinicians do
not understand that they might benefit from training. Pharmacy
specific shared decision making learning can be found via the
Centre for Pharmacy Postgraduate Education (CPPE).
Prepared public
Individuals should be supported to play as active a role as they
wish in decisions about their care. Staff should use healthliterate decision support materials (when such materials are
available) and tailor their conversations to take account of low

health literacy by using specific techniques, building on the
health literacy toolkit.
Ask 3 Questions
Patient education was key to The Health Foundation's MAGIC
(Making good decisions in collaboration) programme.11 The
main aims of the campaign were to increase patients’
awareness of shared decision making; increase their
expectations for a shared decision making consultation; and
provide them with a way of taking part in shared decision
making. This was achieved by encouraging patients to get
answers to three simple questions when they are asked to make
a healthcare decision:
1. What are my options?
2. What are the possible benefits and risks of those options?
3. How likely are the possible benefits and risks of each option
to occur?
It also encouraged patients to think about ‘what’s important to
me’ when making the decisions.
This programme demonstrated that a campaign that focuses on
changing patients’ behaviours and expectations has the
potential to engage patients, health care professionals and the
wider organisation, if it is launched systematically and linked
with strategic aims.
Patients reported that the Ask 3 Questions campaign gave them
‘permission’ to be involved in the decisions.
BRAN
Another tool that can be used to engage patient’s in decision
making is described by Choosing Wisely UK;12 part of a global
initiative aimed at improving conversations between patients
and their doctors and nurses. Choosing Wisely was created in
part to challenge the idea that more is better or in the case of
medical intervention: just because we can, doesn’t always mean
we should.

Figure 4
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The Choosing Wisely principles encourage patients get the best
from conversations with their doctors and nurses by asking
four questions.
• What are the benefits?
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The Goal of excellent pharmacy practice is to ensure our patients have the best possible outcomes from their treatment and care. To
achieve this we have to define quality (what does 'good' look like and how is it measured?), embed quality improvement in IBD
services and care, share good practice, raise the political profile of advanced practice and monitoring and reporting on progress
generating impactful data. Using national service standards and a benchmarking tool to facilitate these goals is an effective way to
enable, mandate and commission advanced practice.

In 2016 the World Health Organisation (WHO) published the
Global Strategy on Human Resources in Health: Workforce
20301 to enable the vision that by 2030 all communities have
universal access to health workers, without stigma and
discrimination. The document estimates that globally 40 million
new jobs in health are needed to obtain Universal Health
Coverage (UHC) by 2030 requiring countries to develop
national plans for health workforce development. This fits in
with nine of the seventeen Sustainable Development Goals2 set
by the United Nations General Assembly in 2015 for the year
2030 and health policy makers will have to refer to both these
documents when developing strategies for health services in
their country.

The question now to answer is how do we ‘optimise’ pharmacy
practitioners, align investment and develop the capacity in
practice.
We have made progress in developing advanced specialist
practitioners in some countries reported in a global report3 in
2015 by the International Pharmaceutical Federation (FIP). The
subsequent FIP document describing Education in the Context
of Workforce Development4 in 2017 states: the continued
development of pharmacy services and the pharmaceutical
sciences relies on a well educated, competent, sufficient and
well distributed pharmaceutical workforce.

The objective of the WHO Health Workforce strategy is to
describe policy levers to shape health labour markets:

To achieve the thirteen ambitious goals set out in the FIP
document it will require country specific solutions and to enable
this transformation of the workforce we need to look at the
behaviour change model, figure 1.

1. Optimize the existing workforce in pursuit of the
Sustainable Development Goals and universal health
coverage (e.g. education, employment, retention)

As a profession we need to develop:

2. Anticipate and align investment in future workforce
requirements and plan the necessary changes (e.g. a fit for
purpose, needs-based workforce)
3. Strengthen individual and institutional capacity to
manage HRH policy, planning and implementation (e.g.
migration and regulation)
4. Strengthen data, evidence & knowledge for costeffective policy decisions (e.g. labour market analysis,
National Health Workforce Accounts)

Capability through education and describe clear development
pathways from foundation to advanced practice
Motivation through professional and financial recognition
(credentialing)
Opportunity through inclusion of well described pharmacy
services in policies & mandate the commissioning of services
This may feel new for a majority of the pharmacy workforce but
we would not expect other medical practitioners to stay static in
their competencies.
The strategy highlights the common competencies needed for
all pharmaceutical practitioners irrelevant of area of practice to
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Optimise, align and strengthen capacity
of advanced pharmacy practice
The Gastroenterology - IBD model

Capability

Motivation

Behaviour

Opportunity

The COM-B system - a framework for understanding behaviour

Figure 1
be developed to ‘optimise the workforce. In the UK the Royal
Pharmaceutical Society (RPS) has set out in the Advanced
Pharmacy Framework (APF) of the RPS Faculty the six clusters of
competencies advanced practitioners need to demonstrate to
be credentialed as stage 1 or stage 2 Faculty members or Faculty
Fellows, figure 2.
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Ongoing research is revealing that over 500,000 people in the
UK have inflammatory bowel disease (IBD), the two main forms
of which are Crohn’s Disease and Ulcerative Colitis; that is at
least one in every 133 people.
IBD is a long-term, fluctuating condition, with periods of relapse
(flare) and remission. The cause is not yet fully understood but
is considered to be a mix of genetic susceptibility, gut bacteria,
environmental factors and a defective immune response.
Crohn’s causes painful ulcers and inflammation in the gut
anywhere from the mouth to the anus but is most common in
the small bowel and colon. The inflammation can affect all
layers of the bowel wall. Ulcerative Colitis causes inflammation
and ulceration of the inner lining of the rectum and colon (the
large bowel).
Symptoms include urgent and frequent diarrhoea often with
blood and mucus, severe abdominal pain, extreme fatigue and
weight loss. IBD does not just affect the gut. It can affect almost
every part of the body and every aspect of life: from digestion,
eyes and joints to energy levels and mental health. People living
with IBD face a lifetime of medication and, in many cases, major
surgery. If left untreated, complications from the conditions can
be life-threatening. With many of these symptoms “invisible”, it
can appear that someone looks healthy, but they are in fact
incredibly unwell. This creates stigma and misunderstanding
surrounding IBD, with thousands of people suffering in silence.
You can develop IBD at any age, but most people are diagnosed
when they are in their 20s – meaning it has a significant impact
on their working life. In a Crohn’s & Colitis UK survey, nearly
20% of people with IBD reported being unable to work due to
ill health. Additionally, 43% of people with IBD had to make an
adjustment to their working life (e.g. home working or flexible
hours) because of their condition.
There is as yet no cure for IBD. Treatment may be medical,
surgical or a combination of both. It aims to manage flare-ups,
support people to stay well and monitor long-term risks.
Medical treatment includes steroids, immunosuppressants and
biologic medicines. Up to 8 in 10 people with Crohn’s are likely
to require surgery at some point during their lives. People with
extensive disease are at risk of potentially life-threatening
complications such a complete blockage or perforation of the
bowel. Lifetime costs for IBD are comparable to those for heart
disease and cancer.
National service standards are currently set for a range of
disease areas and the case study of pharmacy services in
Inflammatory Bowel Disease (IBD) services demonstrates how
advanced specialist practice can be enabled, promoted and
recognised. Through embedding advanced pharmacy practice in
the UK IBD Standards5 2019 we are optimising the
pharmaceutical workforce in IBD, aligning the IBD pharmacy
services to national standards and mandate the commissioning
of expert pharmacy skills in each IBD service. Evidence shows
that people with long-term conditions and using multiple
medicines have better clinical and personal outcomes following
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a structured medication review (SMR). A surgery will only have
a few IBD patients registered and the skill to look after this
mainly young and active but very ill when flaring patient group
is underdeveloped. Personalised care plans and shared care as
well as up-skilling of community health care providers is
essential to prevent hospital admission. Expert pharmacists in
IBD are ideally place to educate, upskill and support primary
care colleagues and promote best care for this patient cohort.
A survey of GPs conducted as part of the RCGP and Crohn’s &
Colitis UK IBD Spotlight Project found that 52% of GPs reported
being less than or not confident in helping a patient with
known Inflammatory Bowel Disease when they came to a clinic
with a flare.
The use of personalised care and self-management plans
competently explained to patients, locally developed treatment
guidelines and an effective flare management pathway as well
as accessible advice for patients and health care providers has a
considerable impact on IBD patients’ lives. IBD is complex and
fluctuating, and its physical and emotional effects can vary
hugely from one person to another. This means that good
multidisciplinary team (MDT) working – both within the core IBD
team, between specialities in secondary care, between
paediatric and adult services and between primary and
secondary care - is essential to deliver high-quality, coordinated,
and personalised care. Pharmacists have a crucial role in advising
the MDT on protocols and optimising medication. They are the
key to providing information about medicines to patients on
discharge, which has been found to be lacking in past IBD
audits, and provide information and support to patients to
facilitate shared decision making, for example when considering
starting a biologic drug. With more and more new treatments
becoming available, their role will only increase.
The first national IBD standards were developed in 2008
describing minimal pharmacy input. Pharmacy was recognised
only once in the IBD team requiring ‘1 pharmacist with special
interest in IBD’ without any description of the required
competencies or service parameters.
In 2018 a multidisciplinary alliance of 17 organisations and
patients (IBDUK) was convened to update the current IBD
standards. To inform the development of medicines
optimisation related standards IBD units with developed expert
pharmacy services were surveyed through the UK Clinical
Pharmacy Association (UKCPA) network to identified quantity
and quality of advanced practice requesting information of
service provision and the relevance of the RPS Framework for
Advanced Practice (APF). An e-Delphi consensus process was
undertaken over 3 rounds by IBDUK to refine a set of evidenceand expert opinion-based recommendations for optimal service
delivery across the patient journey with 80% agreement for
statements to be retained. The new standards identified
informed the benchmarking tool to enable self-assessment
supporting quality improvement and additional resources
requests where needed. Descriptors were developed in 2
consensus workshops by IBDUK with expert pharmacy
representation. Due to development of IBD pharmacy services6
in the intervening years it has been possible to achieve a
consensus on pharmacy as an integral part of the IBD services.
4 units, 2 teaching and 2 district hospitals with developed IBD
pharmacy services were surveyed informing 4 relevant standards

• Statement 1.5: The IBD leadership team should work
with a consultant pharmacist in IBD to ensure good
medicines governance, including medicines optimisation
and cost-effectiveness.
https://ibduk.org/ibd-standards/the-ibd-service/ibd-serviceleadership-team
Does the IBD leadership team work with a pharmacist? (No = D)
Does the IBD leadership team work with an expert or
consultant pharmacist in IBD (or equivalent) with annual
formulary review? (No = C)
Does the IBD leadership team work with a consultant
pharmacist or equivalent in IBD on annual protocol/policy
review, with actions and outcomes, to actively develop
pharmacy services within IBD? (No = B, Yes = A)
• Statement 3.1: All newly diagnosed IBD patients should
be seen by an IBD specialist and enabled to see an
adult/paediatric gastroenterologist, IBD nurse specialist,
specialist
gastroenterology
dietitian,
surgeon,
psychologist and expert pharmacist in IBD as necessary.
https://ibduk.org/ibd-standards/newly-diagnosed/specialistassessment
Are all newly diagnosed IBD patients seen by a member of
the IBD team? (No = D)
Are all newly diagnosed IBD patients seen in a dedicated IBD
clinic with access to adult/paediatric gastroenterologist, IBD
nurse specialist, surgeon, dietitian, psychologist and expert
pharmacist in IBD as necessary? (No = C)
Are patient reported outcomes recorded following new
diagnosis and access to the specialist team? (No = B, Yes = A)
• Statement 6.10: All IBD inpatients should have their
prescribed and over the counter medications reviewed
on admission by a pharmacist who has access to an
expert pharmacist in IBD for advice, with regular
review of medications during their inpatient stay and
on discharge.
https://ibduk.org/ibd-standards/inpatient-care/medicationreview
Does the ward pharmacist have access to an advanced
generalist pharmacist to seek advice for medication review
and optimisation? (No = D)
Does the ward pharmacist have access to an expert
pharmacist in IBD to seek advice for medication review and
optimisation and personalised consultation? (No = C)
Do the patient and ward pharmacist have access to
consultant pharmacist in IBD or equivalent on admission and
during their stay for medication review, optimisation and
personalised consultation? (No = B, Yes = A)
• Statement 7.3: Clear protocols should be in place for
the supply, monitoring and review of medication
across primary and secondary care settings?
https://ibduk.org/ibd-standards/ongoing-caremonitoring/shared-care
Are shared care protocols in place for the review and
monitoring of all IBD medications across primary and
secondary care? (No = D)
Are these agreed between primary and secondary care, with
all relevant information recorded? (No = C)
Are arrangements for shared care discussed and agreed with
patients, with written information provided? (No = B, Yes = A)

Box 1
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key to pharmacy leadership, medicines expert roles and
Multidisciplinary Team (MDT) working for patient from diagnosis
to long-term care. Proposed standards were submitted to the
Delphi process and IBDUK agreed 59 standards in total. All 4
(7%) describing expert practice were incorporated with 100%
agreement.
IBDUK defined 0.6 WTE MDT expert pharmacist (Faculty stage 2
or above) per 250,000 population based on the pharmacy
survey results. It was agreed to define high quality practice
through the Royal Pharmaceutical Society Framework for
Advanced Practice.
The benchmarking tool defined A-D descriptors for expert
practice, demonstrating A = ‘excellent, proactive’ to D = ‘minimal,
inadequate’ care developed and agreed by IBDUK.
The four statements (Box 1) describing IBD pharmacy services
use the benchmarking tool to promote and mandate advanced
practice developed according to Faculty agreed competencies to
ensure high quality patient care.
IBDUK Standards 2019 (ibduk.org) for the first time embed and
describe expert practice as an integral part of the IBD MDT
managing IBD patients. The benchmarking tool encourages the
development of advanced competencies in pharmacy practice.
This in turn supports behaviour change through describing
competencies needed to gain required capability, enabling
recognition and commissioning of advanced pharmacy practice
providing motivation and opportunities.

Declaration of interests
The author has no interests to declare.
References
1. WHO. Global Strategy on Human Resources for Health: Workforce
2030. World Health Organisation 2016.
https://www.who.int/hrh/resources/globstrathrh-2030/en/ (accessed
15/09/2019)
2. UN. Sustainable Development Goals 2030. United Nations General
Assembly 2015
https://www.un.org/sustainabledevelopment/sustainabledevelopment-goals/ (accessed 15/09/2019)
3. FIP Advanced Practice and Specialisation in Pharmacy practice:
Global report. Fédération Internationale Pharmaceutique 2016.
https://www.fip.org/files/fip/PharmacyEducation/Adv_and_Spec_Sur
vey/FIPEd_Advanced_2015_web_v2.pdf
4. FIP. Transforming Pharmacy and Pharmaceutical Sciences Education
in the Context of Workforce Development. Fédération
Internationale Pharmaceutique 2017.
https://www.fip.org/www/streamfile.php?filename=fip/publications
/FIPEd_Nanjing_Report_2017_11.10.17.pdf
5. IBDUK. IBD standards 2019.IBDUK.org (accessed 15/09/2019)
6. A St.Clair Jones, M Smith, (2015), Embedding pharmaceutical care
into the multidisciplinary team, ECCO 2015 Abstract P306.

90

Journal of Medicines Optimisation • Volume 6 • Issue 3 • December 2020

PM CONFERENCES IN 2021

Celtic Conference

Date: 11 March 2021

National Integrated Care Conference for
Respiratory Medicines Optimisation
Date: 23 March 2021

Contracting and Procurement in the New NHS - What
does the future hold for Secondary and Primary Care?
Date: April 2021

The Contribution of Women to Pharmacy
Development and Success
Date: May 2021

National Integrated Care Conference for
Diabetes Medicines Optimisation
Date: 8/9 June 2021

PM National Forum for Scotland
Date: End of August 2021

National Integrated Care Conference for
Cardiovascular Medicines Optimisation
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PM National Forum for Wales
Date: October 2021

PM National Forum for Northern Ireland
Date: November 2021

Conferences in 2021 will be going ahead in either digital or
face to face format subject to National Guidance at the time.

Tackling overuse of short-acting beta-2 agonists
(SABAs) in asthma in primary care
Mihir Varia, MRPharmS, IPresc, MBA, Senior Pharmaceutical Advisor, Pharmacy
& Medicines Optimisation Team, Herts Valleys Clinical Commissioning Group
Correspondence to: mihirvaria@nhs.net
Overview

In relation to asthma and Medicines Management the NHS long
term plan advises –

There are more than 5 million people with asthma in the UK,
with more than 800,000 (17%), suffering from severe or
difficult to control asthma.1 It is these patients with the more
severe, exacerbation prone disease that are more likely to be
admitted to hospital and account for the most significant health
service utilisation.

Evidence base
Overuse of SABAs has been recognised as a problem for many
years. The National Review of Asthma Deaths (NRAD)2 found
the following evidence
“There was evidence of excessive prescribing of reliever
medication. Among 189 patients who were on short-acting
relievers at the time of death, the number of prescriptions was
known for 165, and 65 of these (39%) had been prescribed more
than 12 short-acting reliever inhalers in the year before they died,
while six (4%) had been prescribed more than 50 reliever inhalers.
Those prescribed more than 12 reliever inhalers were likely
to have had poorly controlled asthma.”
As a result the NRAD report advises - “All asthma patients who
have been prescribed more than 12 short-acting reliever inhalers
in the previous 12 months should be invited for urgent review of
their asthma control, with the aim of improving their asthma
through education and change of treatment if required.”
The management of asthma in the UK is based on guidance
from NICE3 and BTS/SIGN guidance.4 As management of asthma
has evolved (in line with national guidance), it is clear that
SABAs play a smaller role in the management of asthma. Their
use in monotherapy is not generally supported in the guidelines,
although there are those with infrequent, short-lived wheeze
and normal lung function in whom monotherapy with a SABA
may be sufficient.

Review of the use of SABAs in patients is therefore supported by
the national long term strategy. When reviewing SABA use it is
important to consider the type of device a patient is using and
where possible encourage (with education) to have all the
patients inhalers switched to those which use significantly less
fluorinated gases. It is important that when switches take place to
minimise patients being left on different types of devices (mixture
of MDI and DPI) as this would affect outcomes in these patients.

Pharmacological management of asthma
The aim of asthma management is control of the disease. In
practice subjective asthma control is defined by the Royal College
of Physicians (RCP) questions – this tool is also recommended
by NICE.6
The usual primary care measure (QOF indicator) measures the
percentage of patients with asthma, on the asthma register,
who have had an asthma review in the last 12 months with an
assessment of asthma control using the three RCP questions.
Good control is defined as – over the last month

National strategy

• no daytime symptoms

NHS England has outlined a programme to improve the
treatment and support of people with respiratory disease and
deliver the commitments outlined in the NHS long term plan.5
Hospital admissions for lung disease have risen over the past
seven years at three times the rate of all admissions generally
and therefore medicines optimisation in relation to respiratory
medicines remains a key focus for the NHS.
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“We will do more to support those with respiratory
disease to receive and use the right medication. 90% of
NHS spend on asthma goes on medicines, but incorrect use
of medication can also contribute to poorer health outcomes
and increased risk of exacerbations, or even admission.
Pharmacists in primary care networks will undertake a range of
medicine reviews, including educating patients on the correct
use of inhalers and contributing to multidisciplinary working. As
part of this work, they can also support patients to reduce the
use of short acting bronchodilator inhalers and switch to dry
powder inhalers where clinically appropriate, which use
significantly less fluorinated gases than traditional metered dose
inhalers. Pharmacists can also support uptake of new smart
inhalers, as clinically indicated.”

• no night-time awakening due to asthma
• no need for rescue medication
• no asthma attacks
• no limitations on activity including exercise
• a normal lung function (in practical terms FEV1 and/or PEF
>80% predicted or best)
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• minimal side effects from medication.

Implementation of a local project

BTS/SIGN guidance advises to consider moving up the
pharmacological management ladder if using three doses a
week or more of the SABA.

The above information was discussed with GP stakeholders and
it was agreed to prioritise and support work in this area. The
following steps were taken to support the work:

The average salbutamol inhaler contains 200 puffs and each
dose is two puffs. Therefore controlled asthma would be where
a person uses one inhaler per year (taking two or less doses a
week). In other words individuals who use more than one
inhaler per year indicate an episode of uncontrolled or partially
controlled asthma. This suggests a restriction of twelve inhalers
per year is a high limit and in practice supports the idea that
once we have very few patients using 12 SABA inhalers a year
a lower future threshold could be defined.

1.1 Using prescribing records to identify over-prescribing
of SABAs.

Inhaler technique
Poor inhaler technique is associated with poor asthma control.
It is vital that patients receive the appropriate training to use
their prescribed inhaler properly. This may take several
consultations and regular checks on technique for success to be
achieved and maintained. It is widely recognised that
deficiencies in inhaler technique exist in both patients and
healthcare professionals.7 Broadly speaking using inhalers well
can be problematic for many patients, even those who believe
they have good technique!
There are two main types of inhaler device: Metered dose
inhalers (MDI) and dry powder inhalers (DPI). These two
different device types require very different inhaler technique.
Studies suggest that patients who are prescribed both types of
inhaler have less good outcomes.8 It is likely that this is because
of poor inhalation technique with at least one, if not both
devices. Therefore at medication review it can be useful to
standardise the inhaler device.

Explore other factors
If the patient has good inhaler technique and is adherent to
their preventative medication, a search for other factors may
help. For example
• The possibility of occupational asthma
• Smoking cessation
• Other triggers like allergen.

Local Picture in Herts Valleys CCG
Asthma is a major driver to acute care episodes. A local review
of the latest available NHS Right Care commissioning for value
– Respiratory focus pack9 indicated that NHS Herts Valleys CCG
was an outlier in 2016 as
• Prevalence of asthma was lower than that of similar CCGs
• Non-elective spend on asthma was 20% higher than similar
CCGs.
• Spend on SABAs at Herts Valleys CCG was higher than that
of the best 5 CCGs &
• Acute care episodes were higher than comparable CCGs.

Prescribing data was run using EMIS Enterprise to
understand the number of SABA inhalers that were being
issued to patients with a diagnosis of asthma over a period
of 12 months. EMIS Enterprise is a system that allows the
CCG to pull information from the computerised notes and
prescribing system most commonly used in our area (EMIS).
The information enables us to ask clinical staff to focus on
doing clinical work without them needing to submit data to
demonstrate the changes made, as we can pull information
centrally. Consents have to be in place to use this system,
but because the data produced is anonymous patient level
consent is not required. We have a small number of
SystmOne practices where we do not have the pull system
in place these practices had to provide audit data to
demonstrate their achievement of the targets set.
This information was shared with the individual practices so
that they could understand the scale of the problem.
EMIS Enterprise searches run in the CCG use pseudoanonymised data and for the searches to be relevant to the
practice the data would need to be attributable to an
individual patient. Therefore a search was also designed that
could be shared with all practices to upload so that they
could have the details at an individual practice and patient
level.
Practices were supported to upload the data and
instructions were provided on how to manipulate the data
so that the practices could see number of inhalers issued per
patient over the last 12 months. Practices were encouraged
to review all patients who had been issued 8 or more
inhalers over the last 12 months. They were advised to
prioritise the patients by number of inhalers issued.
It was agreed that the review of these patients aligns with
the strategic vision of the CCG for respiratory care and
would be included in the CCGs long term conditions
specification. The long term conditions specification
financially incentivises member GP practices to deliver
evidence based best quality outcome for patients.
By following this process practices could plan ahead and
over time book in the higher risk patients for review at their
practice and by following the stepwise guide in local and
national guidance reduce the overuse of SABA inhalers,
while identifying any patients that had uncontrolled or
partially controlled asthma. This was supported with
education for health care professionals.
1.2 Local guidelines to support management of chronic
asthma in adults10 and education
It was agreed that respiratory training events will be
developed together with the consultant led community
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respiratory service to provide training to general practice staff
to improve respiratory outcomes. The training aimed at
increasing awareness of local guidelines on management of
chronic asthma and supporting healthcare professionals in
addressing safety concerns related to SABA overuse. Formal
feedback on the training sessions went directly to the
consultant led community respiratory provider and we
received a summary which suggested that the training
sessions were well received. We became aware though the
training that we needed to reach the specialist nurses in
respiratory care not just GP leads, who are the traditional
group that we usually provide prescribing training sessions for.
Separately a community pharmacy training event on
respiratory medicines was conducted as this would support
with medication review in line with local and national
guidelines and inhaler technique support when conducting
Medicines Use Reviews (MURs) and New Medicines Services
(NMS). It was also recognised that the Centre for Pharmacy
Postgraduate Education (CPPE) provide a session on inhaler
technique that community pharmacists and clinical
pharmacists in GP practices were encouraged to undertake.
For patients it was recognised that patients could be
signposted to right breathe or asthma UK to access training
on appropriate inhaler and spacer use. The right breathe
website11 also includes an on-line app that patients may also
find useful.
1.3 Regular feedback sessions
The GP prescribing lead for each practice attends a locality
prescribing meeting that is held every two months. These
meetings provide an opportunity to benchmark progress with
CCG objectives, to share knowledge and/or discuss any
concerns.

Meetings were therefore used to develop shared learning and
highlight areas like:
• Reviews need to be individualised. For example patients
may have misunderstood the instructions and be taking the
SABA twice daily and the preventer on an as needed basis.
• When conducting the review, monitor quantities of the
preventer medication. The patient may be taking their
preventer medication only sporadically. In particular this may
be due to misconceptions with use of steroid containing
medication. In such situations, the rationale for preventer
treatment must be made known to the patient in the
context of an individual personal risk / benefit assessment.

Outcomes
• An overall reduction in the use of SABAs
The project was run in 2017 to 2018 and it resulted in a 7%
(12,000 inhalers) reduction in the number of SABA inhalers
prescribed by practices in the CCG. This reduction in use of
SABAs has continued to further improve as data from 2019
shows a further 3% (5,000 inhalers) reduction in SABA use.
At the end of the project a number of practices were
audited. The audits demonstrated a reduction in the number
of patients who were on 12 or more inhalers. The project
helped increase awareness of the need to monitor SABA use
and it has been incorporated into asthma reviews.
Open prescribing is a national database that is freely
available to the public and has a safety indicator that looks
at prescribing of SABA compared to prescribing of inhaled
corticosteroids and SABA. The indicator provides a trend and
encouragingly for Herts Valleys CCG (see Graph 1 below)

Graph 1 on Short Acting Beta Agonist inhalers from the Safety section of Open Prescribing12
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Admissions - Asthma related emergency activity and costs by financial year
2016-17

2017-18

2018-19

2019-20

Activity - Total

697

522

467

524

Costs - Total

£727,109

£616,272

£590,480

£626,681

Table 1 showing admissions data for asthma related emergency activity and costs by financial year for Herts Valleys CCG
demonstrates that since the work was undertaken in 20172018 there has been a decrease in SABA use (emergency
reliever therapy) compared to inhaler corticosteroid
(maintenance therapy) and SABA use. This suggests that
patients who have poor control are more likely to be on a
maintenance therapy (than the national average).
Furthermore, it is encouraging to see that there has been
progressive improvement in this indicator and that the CCG
are now performing better than the national average. The
trend has been downwards in general apart from during the
acute phase of Covid-19 where both national and local data
had a spike in SABA use.
• A reduction in asthma related emergency activity and
costs
The project was run in 2017-2018 and the corresponding
emergency asthma related activity (and cost) across the CCG
showed a 25% (£110k) reduction. This continued to
improve in 2018-2019 with a further 10% decrease in
activity (£26k reduction in cost). In 2019-2020 there has
been an increase in activity although reassuringly the activity
remains 25% (£100k) below that at 2016-2017 (period prior
to undertaking the project). Overall the data is encouraging
and in line with clinical expectations. The project has
supported identification and review of patients who over use
SABAs and have poorly controlled asthma. Patients have had
their treatments optimised resulting in better outcomes as
reflected in lower emergency activity and costs.
When setting up a project of this nature it is important
that commissioners work with the delivery partners e.g.
Specialist respiratory services, GPs, third sector support
(Asthma UK) and that the plan is co-ordinated with local
guidelines and education to support the change. It is
encouraging to see that there has been a decrease in the
number of patients who have a high use of SABAs, reduced
asthma related emergency activity and that the change has
been maintained. This suggests there has been an overall
improvement in asthma control and that the project has
supported healthcare professionals deliver better care and
patients achieve better respiratory outcomes. It also
demonstrates that while reducing overuse of SABA inhalers
sounds simple to do - it needs considerable support to bed
this into routine practice. We believe this work will be of
interest to others because it could be replicated and we feel
it is important because overuse of SABAs is a risk factor for
sudden death in asthmatic patients.
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LINKEDIN
There is a JoMO LinkedIn Group. It is a closed group but everyone who requests the JoMO will be permitted
to join. Readers are encouraged to comment upon and discuss items about medicines optimisation.

TWITTER
Readers are encouraged to follow Pharmacy Management on @pharman to use our dedicated
Twitter hashtag (#jmedopt) to draw attention to and debate topical issues
having to do with medicines optimisation.

A regular webinar programme from PM to share skills
and learnings to enhance the future for pharmacy.

PM Academy Webinars taking place in 2021 Speakers and Topics will be finalised in the New Year
Wednesday 10 February
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