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EDITORIAL
Best Practice

environment. The article sets out these

Face2Face

Clinical pharmacy services are often

issues and discusses some applications

This describes a relatively new role of a

prioritised on the basis of allocating the

relevant to pharmacy.

Specialist Respiratory Case Management

resource by ward location or specialty. A
new way of working is reported in an

and

achievements

outlines

and

the

challenges.

main
The

article in this edition. A change was made

Individuals with latent TB do not usually

outcomes have been impressive – financial

to triage patients and allocate the

experience any symptoms and are often

savings are always worth hearing about

resource based on the pharmaceutical

unaware of their condition. Latent TB

in these stringent times but the reductions

care needs of individual patients. A traffic

can, however, become active at any time.

in COPD exacerbations and hospital

light referral system facilitates medical and

Those with active TB can pass the

admissions

nursing staff in referring a patient back to

bacteria to others through coughing and

improvement in patient care. This will be

the clinical pharmacy team if the status

sneezing. A person with untreated active

of direct interest to those looking to

of the patient changes. The operation of

TB will, on average, infect 10-15 people

develop respiratory disease services locally.

the system is founded on the use and

every year. Although rates of infection

development of effective IT systems.

remain low (4.4 per 100,000 population

Management Conundrum

Hospital pharmacists will be interested to

in Wales), the number of cases has risen

How can you best help and use the

compare the approach with their situation

gradually in the UK over recent years. TB

talents of those capable, competent and

locally and consider the extent to which

is

with

ambitious pharmacists who have the

change might be appropriate.

medication regimes, which are complex

potential and keenness for promotion

and involve taking many large tablets, is

but who may be not quite ready for the

Most readers will be familiar with the

problematic. A case study is described in

next step – or for whom the next step is

concept of cloud computing, which

this edition in which a patient with a

just not available in practice? Our

enables applications and programs to be

chaotic lifestyle, who was also on opiate

commentators have some ideas to

accessed through the internet rather than

substitution therapy, was successfully

stimulate your thinking.

on a local computer. They may not,

treated through a community pharmacy

however, be so familiar with the different

directly observed therapy (DOT) service.

Leadership

forms of cloud that are available and the

This single example could pave the way

This sections indicates that influence is

reasons. These are outlined in an article in

for a formalised approach that could

not synonymous with authority and then

this edition. Whilst cloud computing

make a significant contribution to public

categorises three types of authority:

offers benefits, it also gives rise to

health by more effectively controlling the

hierarchical, legal and personal. Which

concerns such as security, which is of

spread of TB.

one applies for you and how can you

much

81

Pharmacist

Clarion Call

importance

in

a

healthcare

treatable

but

compliance

demonstrate

a

clear

improve the way you influence others?
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New Ways Of Pharmacy Team Working
Within Acute Hospital Services in NHS
Greater Glasgow & Clyde
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Surgery, Theatres and Critical Care, South Sector: NHS Greater Glasgow and Clyde.
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Abstract
Title
New Ways Of Pharmacy Team Working Within Acute Hospital
Services in NHS Greater Glasgow & Clyde
Author List
Munday A, Forrest R
Summary
Historically, clinical pharmacy services have been provided
to designated wards. To improve patient equity and quality
of care, patients are now triaged as soon as possible after

Background
Hospital clinical pharmacy services are

admission to determine frequency for follow up, irrespective of
subsequent ward location. This is supplemented by a referral
system. The roll out of triage and referral has been supported
by adaptation and development of technology. This
technology also facilitates improved discharge planning.
Patient triage, referral and supporting technology allows
pharmacy workflow to be prioritised for patients in most need
of pharmacist expertise.
Keywords: GG&C, WardView, PharmacyView, patient tracking.

for clinical pharmacist absence was

multidisciplinary discharge planning and

variable and some wards received no

prioritisation for creating the IDL.

routine clinical pharmacy service.
Our hospitals do not currently have

part of the ward based healthcare team
to

To support the discharge dispensing

optimise the effectiveness, safety and

process the pharmacy technical team had

efficiency of drug therapy in partnership

previously moved away from a centralised

with patients. Using our previous service

dispensing model, maximised the use of

delivery model there was insufficient

patients’ own medicines and used pre-

pharmacy staff resource to provide a

labelled medicines in patients’ bedside

comprehensive daily clinical pharmacy

lockers, which were dispensed at ward/

Clinical Pharmacy Triage and
Referral

service to all acute inpatients within NHS

patient level where possible. Medicines

Rather than prioritising the clinical

Greater Glasgow and Clyde (GG&C). This

were supplied in accordance with the

pharmacy service by ward location and

model consisted of regular clinical

Immediate

(IDL)

specialty, the clinical pharmacy team were

pharmacist visits to assigned wards,

generated by the medical staff on the

keen to develop a system to prioritise

which had been prioritised to receive a

patient management system, after being

individual

clinical pharmacy service based on the

reviewed and authorised by a clinical

pharmaceutical care needs. This would

patient cohort and medication risks

pharmacist. However, this had been a

lead to equity of patient care and ensure

associated with the likely medication

largely reactive technical dispensing

patients in most need receive an

prescribed on that ward. Cover/handover

service due to the lack of timely

improved quality of service, irrespective of

providing

pharmaceutical

care

Discharge

Letter

electronic prescribing for all inpatients,
though this is planned for the future.

New Ways of Working

patients

based

on

their

“. . . the clinical pharmacy team were keen to develop
a system to prioritise individual patients
based on their pharmaceutical care needs.”
Pharmacy Management Volume 32 Issue 3
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Figure 1: Screenshot of WardView
their location. We liaised closely with the

process and ensure appropriate referrals.

see

NHS Tayside pharmacy team which had

However, early implementation in pilot

prescription, reducing the need for calls

developed a patient prioritisation tool.1

sites showed that information technology

to the department to ask if the IDL was

This was adapted and combined with our

(IT) support was required to facilitate the

ready. As a result of this development, the

newly

future roll out of both triage and referral.

IDL system now allows nursing staff to

developed

referral

tool

to

clinical
provide

pharmacy
a

clinical

pharmacy triage and referral system for
all our acute inpatients.

the

status

of

any

discharge

flag up if the patient requires medicines

Technology
At the same time as our pilots for triage

at discharge, which in turn alerts the
medical staff to write the IDL. The IDL
feature shows the status of pharmacist

by

an

and referral were being undertaken,

pharmacist

on

‘WardView’ (patient tracking software

admission, or as soon as possible after

from NuGensis) was being rolled out

admission. A triage tool is used together

within our Board. This is an electronic

with the professional judgement of the

‘whiteboard’ to support patient tracking

WardView requires the ward team to

pharmacist. Patients are allocated as ‘red’

at ward level. Pharmacy were invited to

allocate an estimated date of discharge

(requires review within 24 hours), ‘amber’

contribute to the WardView project

(EDD), which in turn allows our technical

(requires review within a stated period -

board, and we used this opportunity to

team to plan for discharges prior to the

usually 48 hours) or ‘green’ (requires no

add a pharmacy referral button for use by

IDL being generated. We plan to progress

review until discharge). Medical and

ward medical/nursing staff to refer to the

this once the EDD feature is fully

nursing staff can refer any patient at any

clinical pharmacy team to support our

implemented by ward staff. A screenshot

time back to the clinical pharmacy team if

new way of working. In addition, linking

of WardView is shown in Figure 1.

the status of the patient changes. Referral

the information on WardView to the

criteria have been developed to aid this

progress of the IDL allowed ward staff to

Triage
experienced

is

undertaken
clinical

review,

pharmacy

dispensing

dispensing

completed

within

and
the

pharmacy and at ward level.

“Triage is undertaken by an experienced clinical pharmacist on
admission, or as soon as possible after admission.”
85
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On further discussion, it was agreed
that a module tailored to the needs of the
clinical pharmacy team could facilitate
our new way of working. From this a
‘PharmacyView’ module was developed,
in conjunction with NuGensis, that
integrated fully with WardView in real
time, allowing clinical pharmacists to
electronically allocate the patient triage
status, document activity and receive
referrals. This allows the clinical pharmacy
team to integrate current workflow into a
usable and real time updated format.
PharmacyView incorporates a number
of fields to aid workflow. In addition to
patient details, there are fields such as
medication history, inpatient prescription
accuracy, whether the patient has a

Figure 2: Screen shot of PharmacyView
between clinical pharmacy teams. In

to be documented in the electronic

addition, if the patient transfers to a

pharmaceutical care plan and/or the

tertiary centre based in another acute

patient record. The ‘notes’ box decreases

A ‘notes’ box, limited to 140

hospital within our NHS Board the

duplication of effort and focuses on the

characters, is available for use by clinical

information transfers to the admitting

reason for the review, thereby decreasing

pharmacists to document the reasons

ward. The information in the notes

the time taken for the review. A

why a patient requires review. As this

section is not available after discharge

screenshot of PharmacyView is shown in

information transfers with the patient

and is, therefore, only used for short

Figure 2.

when they move from one clinical area to

descriptions

another, this improves communication

handover. All significant issues continue

compliance

device

and

if

a

pharmaceutical care plan is in use.

to

aid

workflow

and

iStock.com/oorka

Triaging for referral: Red - under 24 hours; Amber – within stated time, usually 48 hours; Green – on discharge
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PharmacyView is accessible to all

of data to support the recording of our

authorised pharmacy staff from all

clinical

personal computers (PCs) and mobile

prescription key performance indicators

devices, in addition to the ward electronic
whiteboard. The PharmacyView system
allows a number of filters to be used to
enable any pharmacist logging into a
clinical area to see patients who require
triage, those patients who require review
on that day and all referrals, which
enables effective workforce planning.
This system has facilitated team

pharmacy

and

(KPIs) to facilitate service improvement.

as described by PharmacyView, rather

We would like to acknowledge the
pharmacy teams throughout our Board
and, in particular, Carl Fenelon, Senior

The PharmacyView module is now

Clinical Pharmacist, for his leadership in

available to all NHS Boards within Scotland.

the triage and referral pilots, Morven

The Clinical Pharmacy Benchmarking

McArvail and Lindsay Beverley, Clinical

Subgroup

Acute

Pharmacists, for testing and supporting

Pharmacy Services Group in Scotland has

the implementation of PharmacyView

agreed

co-ordinated

and the Acute Lead Clinical Pharmacists

development of PharmacyView to meet

Group for their contributions, support

future patient and service needs.

and leadership throughout this significant

to

of

the

support

National
a

working as work is allocated by a senior
pharmacist dependent on patient need,
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Pharmacies - Get Ready To Move To The Cloud
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Abstract
Title
Pharmacies - Get Ready To Move To The Cloud

models and deployment models and presents the benefits of
cloud computing to pharmacies. Cost considerations are
summarised and some cloud computing apps applicable to
pharmacies are described.

Author list
De Silva T, De Silva S
Summary
This paper traces the development of cloud computing,
outlines the features and how it works. It explains the delivery

Keywords: IaaS, PaaS, SaaS, vitualization, case studies,
control node, hypervisor.

Introduction

update of the company’s prescription

Pharmacies play an important role in the

by the problem. Patients had to wait for

community in which they serve. They

several hours to get their prescriptions

depend on information from numerous

filled.1 This incident demonstrates the

sources such as medical practitioners,

vulnerability of traditional IT applications.

database. All 8,200 stores were affected

vendors, patients, regulatory agencies,
professional bodies, etc and also on
interactions

with

other

healthcare

providers to deliver the services expected
of them. For decades, information
technology

(IT)

has

provided

the

infrastructure to manage a diverse range
of activities in the pharmacy. However,
even the most robust IT solutions can
sometimes fail. When this happens the
consequences can be disastrous for both
the pharmacy and the patients who
expect a reliable service. In August 2014,
Walgreen Pharmacy chain in the USA
with 8,200 stores encountered a major
problem of database failure while
attempting to carry out a maintenance

Cloud computing offers numerous
solutions to resolve such issues and

Development of cloud
computing
The development of cloud computing
was a gradual evolution which emerged
through a series of developments that
started in the 1950s with mainframe
computing.2

manage the daily activities in the
pharmacy in an efficient manner. Whilst

Cloud computing adoption

cloud computing has many benefits, such
as being faster, more cost-effective, more

Cloud computing has experienced a

flexible and potentially more secure than

phenomenal growth worldwide since its

on-site IT solutions, it also carries certain

adoption in late 1960s. Although there is

contractual and legal risks. The purpose

some variation among the different

of this paper is to describe the features of

forecasts on cloud computing spending

cloud

to

there is clear evidence to suggest that the

pharmacy practice and highlight some of

technology is being embraced worldwide.

these key contractual and legal issues.

According to the Gartner Worldwide IT

computing

as

applicable

spending forecast, the leading indicator
of major technology trends, overall IT
spending driven by cloud software will
reach $3.8 trillion in 2015.3

“Whilst cloud computing has many benefits . . .
it also carries certain contractual and legal risks.”
Pharmacy Management Volume 32 Issue 3
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By 2014, United States businesses

Back end

4) Control node, which is

were expected to spend $13bn on cloud

interconnected to other

4

computing and managed host services.

All the servers that respond to a user’s

In the United Kingdom (UK), the growth

request are held in the back end. This

has been rather sluggish. According to

typically

TeleMarketView analysts, the UK market

components:

was only £1.2bn in 2011, a 38% increase

applications servers, computers and a

over the previous year. By 2015 it is

control node.

expected to reach £3.9bn.5

consists
date

of

four

storage

main
devices,

1) Data storage for storage and
retrieval of data by clients or

Cloud computing
architecture and how
cloud computing works
The cloud computing system has two
components: the front end and the back
end. They are connected to each other
through a network, usually the internet.6

Front end

The front end interfaces with the
control node, allowing clients to
interact with the applications and
storage devices. The control node
monitors traffic requests and services
using a set of rules known as
protocols.

applications
Multiple copies of data are stored in

How it works

the cloud for disaster recovery. Each
type of request from the user
requires a dedicated type of server.

The working of cloud computing can be
best explained by the way we access
email. We use a browser such as Google

2) Applications servers

Chrome, Firefox or Internet Explorer to

There are a number of different

access our email. The browser in our

applications servers, each of which

computer (front end) is the interface

can be dedicated for a different

software that communicates with the back

function designed to run one

end of the cloud through middleware.

programme or service.

The mail server and data storage in the

The front end refers to the client’s
computer that is used to access the cloud

components in the cloud

back end in the cloud respond to our
3) Computers

for a variety of services. The applications

A network of computers help cloud

required to access the cloud reside in the

services in connecting through the

front end of the cloud.

internet and also the client network

request by retrieving our emails.

route.
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Virtualization
Cloud computing uses a technology

Delivery models
There are three delivery or service

Cloud computing deployment
models

models.9 These are:

There are four deployment models of

called virtualization to maximise the

cloud computing.10 These are:

utilisation of resources. It refers to the

Infrastructure as a Service (IaaS)

logical partitioning of the resources of a

This is the most basic level of cloud

Private cloud

physical system consisting of a processor

services. The cloud service provider

Private clouds are operated by the

(CPU), memory (RAM), storage (hard disk)

offers the infrastructure in the form

cloud provider exclusively for a

and connection (network) into several

of a virtual operating system. The

specific client and are customised to

logical virtual resources using software

CPU, memory and processing are

meet the needs of the client. The

called a hypervisor. Thereby, the resources

managed by the service provider. The

provider offers more flexibility in

are pooled to serve multiple users; using

end user of information technology

meeting specific application related

multi-tenancy enables users to be served

architects uses the infrastructure

security and privacy requirements.

by the same physical resource. Network,

resources in the form of virtual

Security, maintenance and upgrades

storage and application servers can all be

machines (VMs). Examples of IaaS

are easier to manage and provide

virtualized in this manner.7

applications are Amazon EC2 and

more control over deployment and use.

Rackspace.

Public cloud

Features of cloud
computing

Platform as a Service (PaaS)

The resources of a public cloud are

At this level of service, the cloud

owned and operated by the cloud

The cloud computing system has six

service provider delivers a more

provider for use by other companies

attributes, three delivery models and four

comprehensive environment for

or individuals. Payments are on a

deployment models.8

developing and deploying

pay-per-use basis. The operation

applications by the client. The client

costs on IT expenditure are reduced.

Attributes

can design and implement software

Hardware is no longer a limiting

● On demand self-service: Resources

applications for his/her needs using

factor and so data and storage

are available to all users at anytime

the resources provided by the cloud

become much more flexible.

from anywhere.

service provider. Salesforce.com and

However, they are less secure than

MS Azure are examples of PaaS

other cloud models and are prone to

applications.

malicious attack.

Software as a Service (SaaS)

Hybrid cloud

● Agility: Upgrades can be made and
applied across the network easily in
one instance of software.
● Broad network access: Users can

The provider hosts the applications

A hybrid cloud is a combination of a

access resources from any

necessary for the client. Client in this

private and a public cloud. Individual

standardised devices, like a PC or

instance is only a user. The data

clouds retain their unique identities

tablet, from any location.

associated with the software is stored

but are bound by standardised or

in the cloud. It is delivered as an on-

proprietary technologies that enable

access to same tools and functions at

demand service over the internet.

easy sharing of data and applications.

the same time.

SaaS services can be accessed or

The private cloud serves the

disconnected at any time based on

organisation in secured applications

the end user’s needs. Examples of

and data hosting while having access

SaaS applications are Salesforce.com

to shared applications and data in

and Google apps.

the public cloud.

● Resource pooling: Many users have

● Rapid elasticity: Ability to respond to
a rapid increase in the number of
users and fluctuations in demand.
● Measured service: Resource usage
can be automatically managed by

Community cloud

monitoring, controlling and reporting

In a community cloud many

the usage enhancing transparency.

organisations construct and share the

“Users can access resources from any standardised
devices, like a PC or tablet, from any location.”
Pharmacy Management Volume 32 Issue 3
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cloud architecture, policies and

regulatory

compliance considerations. The

mandates.

standards

and

security

Mobility: Data is available anytime,
anywhere and can be accessed or

organisations have access to the

recovered easily.

same applications and data and share
the costs with the larger group.

Application of cloud
computing in healthcare

How cloud computing
can benefit pharmacies

Cost reduction: Pharmacies can access
the

latest

version

of

pharmacy

management systems as upgrades are

Pharmacies are valuable partners in the

done by the service provider. In addition,

healthcare team. Efficient delivery of

pharmacies do not have to pay for

pharmaceutical products and services

hardware infrastructure or maintenance

Healthcare organisations have been

requires an integrated and collaborative

reducing the IT budget. Claims are easily

dealing with rapidly growing amounts of

approach.

handled with greater accuracy.

electronic records and digital images to

realising

deliver more efficient patient care. Like

collaboration through health information

any other service delivery operation,

exchange (HIE), which improves patient

healthcare

safety and outcomes while lowering the

needs

continuous

and

Pharmacy
the

regulators

potential

benefits

are
of

systematic innovation to remain cost

cost.

effective, efficient and timely while

organisations to utilise cloud technology

providing high quality patient care.

resources and gain major benefits.12,13

Accelerated growth of the healthcare

Some of the benefits are:

sector

requires

a

shift

towards

information-centric core delivery models.
Hospitals and physicians need strategies
to enhance flexibility and achieve greater
healthcare value.11 Some of the issues

Moving

to

a

cloud

enables

Sharing: More efficient patient care is
delivered

through

the

sharing

of

information among medical centres,
general

practitioners

and

other

healthcare providers. Information is
available in a timely manner and
healthcare providers can easily access
complete patient histories for effective

Security: Cloud service providers can

decision making. The sharing of a

ensure data security through encryption,

patient’s information requires patient

backing up and verification of data

consent

recovery using permission-based access.

confidentiality. In addition, patients have

and

the

maintenance

of

access to their own medical history

facing the healthcare industry are a

Scalability: Cloud solutions can meet

strong need for cost reduction while

ever-growing pharmacy data storage

improving efficiencies and productivity, a

requirements.

records.
Optimising

drug

therapy:

The

need to modernise legacy applications

availability of patients’ information on-

and systems and a need to comply with

line makes it possible for pharmacies to

Figure1: View of pharmacy cloud
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On-line information enables pharmacists to provide better patient care
perform medicine use reviews and new

process and meeting the changing

chain or hospital pharmacies in a district

medicines services more effectively and

demands of drug use.

may host a private cloud as a third

quickly.

Pharmacists

can

determine

whether medication use is contributing to

component of a pharmacy services cloud.

unexpected effects or achieving the

Pharmacy Services Cloud

desired outcome.

Figure 1 shows the view of a pharmacy

Monitoring

patients:

The

cloud

services cloud using SaaS applications.

Cloud providers can also offer a public
cloud with applications required for
pharmacy activities.
Clients have access to the pharmacy

solution can help pharmacists develop

The NHS is a public cloud with access

services cloud via portals, which are

partnerships with patients for follow-up

to healthcare providers, patients and

examples of SaaS applications. Access to

disease management and monitoring.

other interested parties. The applications

the applications is only through an

include health information, health plans,

administrator, who provides access only

drug alerts, adverse drug reactions and

to those who have permission to do so

information for healthcare providers.

after authentication e.g. password. All

Pharmaceutical Council is a private cloud

pharmacy patient care and health

hosted by the UK General Pharmaceutical

information is stored in the back end

Council with access to pharmacists and

databases which are hosted on virtual or

pharmacies

physical

Drug information: Pharmacists have
valuable information on over-the-counter
(OTC)

products,

herbal

products,

vaccination programmes, allergy, etc at
the touch of a button.
Inventory management: Cloud service
providers

offer

better

inventory

management by streamlining the order

information

and
to

provides
support

relevant
pharmacy

machines

based

on

IaaS

architecture.14

services. In addition, a retail pharmacy

“Healthcare data has stringent confidentiality, security and
privacy requirements. Issues associated with security concerns
are access controls, audit controls, authentication,
transmission security and storage security.”
Pharmacy Management Volume 32 Issue 3
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Challenges of cloud
computing in healthcare
Although cloud computing is expanding
at an accelerated pace, there are still
some challenges which the providers
should focus on in order to assure
confidence

to

clients.15

The

main

concerns are:

data has stringent confidentiality, security
privacy

Reliability: Outages are not uncommon

languages, platforms, data formats,

in cloud computing not only disrupting

databases

services but causing considerable client

and

organisations

applications

have

been

that
using.

requirements.

Issues

hardship.

Healthcare systems are not currently
designed using common modelling
standards leading to different databases
and incompatible systems.

to another is not always possible because
different

providers

use

Cost Considerations
Cloud service providers apply different

Portability: Migration from one platform

Security and privacy issues: Healthcare
and

protocols, operating system programming

different

languages for their platforms.

pricing models to determine the prices for
their services and most of these are
biased towards the service provider.16
According to 451 Research, which employs
most rigorous and comprehensive tools

associated with security concerns are

Performance:

systems

to analyse the data from major cloud

access

controls,

generate a vast amount of data and to

service providers, the cost of running a

authentication, transmission security and

deliver data intensive applications on

multiservice cloud application is $2.56

storage security.

cloud requires a high network bandwidth

per hour or $1,850 per month including

which results in high cost.

the

controls,

audit

Interoperability: Interoperability concerns

healthcare

cost

of

bandwidth,

storage,

databases, computer support and load

are due to the vast amount of different

balancing.17

Issue

Details

Service

Nature of cloud service, scope (determines the type of service level
agreement).

Data

Information security obligations of the cloud service provider (CSP).
Pharmacies have more control over IaaS and PaaS but CSP has
more control over SaaS.

Audit rights

Audits and access rights and pre-contractual audit.

Disaster recovery

Warranty relating to data integrity and liability for data loss.

Compliance with law

Obligation for compliance with changes in laws.

Intellectual property

Ownership position in the cloud platform.

Termination

Minimum and maximum terms for termination.

Exit management

Exit strategy, data retention period.
Portability and migration of data and applications.

Limitations and exclusion of
liability

CSPs limit and exclude their liability.
Selection of a CSP.

Insurance and certification

Insurance cover and level of insurance of the CSP.

Change control

A clear and comprehensive governance and change control procedure.
Table 1: Contractual issues
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Plan to move to the cloud

Contractual issues

When

organisation

There are a number of contractual issues

company chose Huddle due to its credible

considers moving services to the cloud

to be considered when entering into a

off-the-shelf solution for collaboration

several factors including staffing, budget,

cloud computing contract and it is highly

and its ease of implementation. Data

technologies, organisation culture and

recommended that organisations conduct

security was a concern and access to

relevant government regulations have to

a risk assessment of the contractual

customer data in the Boots Advantage

be considered. The model proposed by

terms. These issues are summarised in

loyalty card was restricted to certain

Kuo18 involves four stages:

Table 1.

Internal Protocol (IP) addresses only.19

Case studies in brief

Day Lewis Pharmacy

throughout the system to support
important critical business decisions. The

a

healthcare

Stage 1: Analyse the current status of the
service

process

and

identify

the

Day Lewis Pharmacy is a well-established

fundamental service objectives.

Alliance Boots

Stage 2: Evaluate the opportunities and

In

challenges of adopting cloud computing

implemented

pharmaceutical company specialising in
Boots

all health matters with over 1,600

programme

employees in 200 locations. A team of

by using a SWOT (strengths, weaknesses,

Huddle, which included tools for projects

five support staff and area network

opportunities and threats) analysis.

and collaboration. The Huddle tools

managers

August

2008,
the

Alliance
SaaS

installed,

managed

and

enabled the company to focus on

maintained over 900 desktops and

Stage 3: Develop an implementation

customers, make trading decisions,

mobile devices. Updating, managing,

plan to move to the cloud.

create

develop

tracking, auditing work group machines

marketing activities. Initially it was used

were time consuming and difficult. Day

internally

Lewis Pharmacy installed the Selection’s

Stage 4: Deploy the cloud computing
infrastructure and draw up a plan to monitor
the healthcare service improvement.

store

layouts

for

and

communication

and

collaboration but later it was extended to

cloud

based

System

Management

the tendering process. Huddle now

Service, which made the operations more

By using a structured approach it is

provides Customer Insight material which

efficient and less costly. The company was

possible to develop a flexible, less

is accessible by global teams through a

able to use the already assigned capital

expensive and more efficient IT services

web browser. Communication has vastly

expenditure budget to undertake a

that benefit the end user.

improved and material now flows freely

complete desktop refresh.20

Source

Product

Application

Kit Check

http://kitcheck.com/producttour/#tourAnchor

Checking medication kits in
hospital pharmacies.

MedHok

http://medhok.com/who-weserve/specialty-pharmacy

Medication management to
improve drug adherence and
clinical outcome.

Mazama

www.pharmcomp.com/solutions.html

1) Mazama Inventory.
2) Rx3000 Pharmacy System.

Bynde Technologies

http://www.startupblink.com/startup/Byn
de-Technologies-Inc

Outpatient monitoring tool to
track patients’ response to
medication.

Google Apps

http://www.gocloudfriendly.co.uk/gapps/p
harmacy

Manages pharmacy business,
staff and pharmacy guidelines.

Table 2: Some cloud computing applications for pharmacy practice
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Some cloud computing
apps for pharmacy
practice

Pharmacists have been looking for new
challenges to offer more efficient public
services. Cloud computing technology
offers numerous solutions to meet the
ever growing needs of the healthcare

Table 2 shows some cloud computing

sector.

applications used in pharmacy practice.

Declaration of interests
● Dr Titus De Silva is the author of
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Business Managers’ (Taylor & Francis,

Pharmacy practice is more than
electronic

prescribing,

monitoring

medication

history

dispensing.

and

USA, 2013).
● Dr Sam De Silva has nothing to
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“Cloud computing technology offers numerous solutions
to meet the ever growing needs of the healthcare sector.”
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Introduction
Individuals with latent pulmonary tuberculosis (TB) usually do
not experience any symptoms and are often unaware of their
condition. Those with active TB can pass the bacteria to anyone
they come into prolonged close contact with; commonly
through coughing and sneezing. One particular problem with
treating TB, once diagnosed, is inadequate compliance by the
patient to medication regimes. A case study is reported to
describe the medication management of a patient diagnosed
with active TB by means of a directly observed therapy (DOT)
service provided by a community pharmacist.
Method
The patient, who had a history of illicit opiate use, was
receiving methadone dispensed and supervised three times
a week with ‘take home’ doses to cover bank holidays
provided through a Supervised Administration (Consumption
of Prescribed Medicines) service from a community pharmacy
was diagnosed with active TB. A DOT service for TB treatment

Introduction

was established and commissioned from the community
pharmacy providing the patient’s methadone. The experience
of the pharmacist providing the DOT service for TB treatment
was assessed by a semi-structured interview drawing on three
broad themes of knowledge/information, communication and
service provision.
Results
Findings and learning points have been summarised.
Discussion
The community pharmacist reported a positive experience in
providing the service, found the work rewarding, gained a sense
of job satisfaction and gained new knowledge in doing so.
Conclusion
There is limited published evidence of the role of community
pharmacists in the UK in providing treatment services for
patients with TB. It is hoped that the case study will be
regarded as an example of good practice which can be
shared to enhance the role and improve medication
management and compliance for this group of patients.
Keywords: case study, tuberculosis, medication, opiate,
supervised.

Active TB is a serious condition and can
lead to complications and death if

Agency,

Tuberculosis (TB) is an infectious disease

untreated. It mostly affects the lungs

infection remain low in Wales relative to

caused by the bacterium Mycobacterium

(pulmonary) but can affect other parts of

other areas of the UK, there are still

tuberculosis. TB disease can be latent or

the body.2 Symptoms include coughing

approximately 130 active TB cases

active. Individuals with latent TB usually

(sometimes coughing up blood), chest

reported annually in Wales (4.4 per

do not experience any symptoms and are

pains, fatigue, weight loss, chills, fever and

100,000 population).5 As the presentation

often unaware of their condition. Not

night sweats. If untreated it is possible

of TB in the UK increases, the public

everyone with latent TB will develop TB

that one person with active TB infection

health importance of identifying and

disease. Latent TB can become active at

(ATBI) will infect, on average, between 10

treating TB increases.

any time. Those with active TB can pass

and 15 people with TB every year.

3

prolonged close contact with; commonly
through coughing and sneezing.1

2010).

Although

rates

of

4

One particular problem with treating

the bacteria to anyone they come into

99

the last 20 years (Health Protection

There has been a gradual rise in the

TB, once diagnosed, is inadequate

number of cases reported UK-wide over

compliance by the patient to medication
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regimes.6 Patients often complain of
difficulty in swallowing the tablets due to
their size, the volume and duration of the
treatment and common, unpleasant
adverse effects. Non-adherence has been
identified as a factor contributing to the
emergence of multi-drug resistant TB
(MDR-TB).1
This

case

study

describes

the

medication management of a patient
diagnosed with active TB by means of a
directly observed therapy (DOT) service
provided by a community pharmacist.
The community pharmacist participated
in a semi-structured interview as a way
of evaluating the service and their
experience in doing so is reported in this
case study.

Case presentation
An unemployed Caucasian male, aged 20
- 25 years, diagnosed with pulmonary TB
by the local respiratory team, which
includes a hospital TB specialist, was
identified as an individual who would
benefit from accessing a community
pharmacy DOT service. The patient could
be described as someone leading a
chaotic

lifestyle

who

had

missed

numerous appointments booked at the
local

hospital

for

assessment

and

treatment of the TB. The hospital service
would usually provide the TB medication
via the hospital pharmacy with a supply
sufficient, for example, for monthly or 3
monthly therapy.

iStock.com/PrettyVectors

Coughs and sneezes spread diseases – including TB!
three times a week, with ‘take home’

community pharmacy providing the

doses to cover bank holidays provided

patient’s methadone. This was a new

through a Supervised Administration

service for the community pharmacy.

(Consumption of Prescribed Medicines)
service from a community pharmacy
located in close proximity to the CDAT.
This was a different pharmacy to the one
where his regular, monthly GP prescribed
medication was supplied but was located
in the village of his temporary residency.

The patient, who had a history of illicit
opiate use, was under the care of the
local Community Drug and Alcohol Team

The General Practice at which the
patient was registered was contacted by
letter and telephone and informed of the
medications being provided by the
various services. This was to ensure that
any interactions or adverse drug reactions
could be identified and action taken if
needed at the earliest possibility.

Service provided
The TB Specialist Nurse visited the

(CDAT) and was prescribed opiate

There was no routine enhanced service

pharmacy at two weekly intervals to

substitution therapy using WP10MDA

provision for TB medication in the Health

review the patient, liaise directly with the

prescriptions.

received

Board area. A DOT service was therefore

pharmacist and deliver prescriptions.

methadone, dispensed and supervised

established and commissioned from the

The

patient

“Non-adherence has been identified as a factor contributing
to the emergence of multi-drug resistant TB (MDR-TB).”
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Treatment

consisting of isoniazid 900mg three times a

isoniazid 900mg three times a week and

week, rifampicin 900mg three times a

rifampicin 900mg three times a week for the

The goals for treatment of TB are to cure

week, pyrazinamide 2.5g three times a

remaining 4 month continuation phase.

the individual patient and to minimise the

week and ethambutol dose 2g three times a

transmission to others.7

week, initially for two months. This involved

In this case, the patient was prescribed a
standard course of treatment for TB

21 tablets on day one. After the initial phase
of two months, treatment was reduced to

Pyridoxine 10mg daily for six months was
also prescribed on an unsupervised basis.
All administration of TB medication
was supervised by the pharmacist, with

Table 1: Summary of issues relating to knowledge and
information reported during interview

Knowledge/information
Communication

Learning point

No formal training provided.

The pharmacist accessed available
resources and considered formal
training unnecessary.

the exception of bank holiday doses
when the pharmacy was closed.
The regime of the TB medication was
tailored so that the patient would be
supervised and collect both the TB
medication and methadone during the
same visit to the pharmacy. This was done
by the patient routinely attending the
pharmacy three times a week (on
Monday, Wednesday and Friday, with

Staff members concerned about

An information sheet for staff would

‘take home’ doses where there were

personal risk.

have been useful.

bank holidays. In this particular case there
were five bank holidays during the six
month medication regime.

Table 2: Summary of issues relating to communication
reported during interview

Communication
Issue

Results
Outcome and follow-up

Learning point

The patient regularly attended the
pharmacy for supervised administration

No formal training

Regular contact with TB Specialist

and collection, when appropriate, of the

Communication was good but not

Nurse and Health Board pharmacy

prescribed TB medication for the full

always immediate as required.

lead helped to address any problems

course of treatment but there were some

before they arose.

occasions when they did not present at
the pharmacy and a number of doses

Patient was surprised to be given 21

Pharmacist role in counselling patient

tablets.

on importance of taking total volume

were not therefore administered (n=12
for isoniazid and rifampicin; n=2 for
pyrazinamide). For this reason the

of medication over treatment duration

treatment duration was extended slightly

aided compliance.

beyond the intended six month duration.

The pharmacist’s experience

Patient found the DOT service

Feedback from patient to pharmacist

acceptable.

complimentary.

Interaction of TB medication with

Example of the role of the pharmacist

communication and service provision

methadone identified early and

in identifying interaction and liaising

(Tables 1, 2, 3).

addressed.

with partner agencies to avoid

The semi-structured interview to identify
the pharmacist's experience fell into three
broad themes of knowledge/information,

problems and improve/stabilise
patients’ conditions.

a) Knowledge/ information
The community pharmacist was not
provided with any formal training about
TB or the provision of the service and, in

Daily record sheet a useful tool.

Helpful for locum cover,

their opinion, ‘no formal training was

reimbursement and evaluation.

necessary’. The learning gained from
providing the DOT service was described
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as improving the pharmacist’s knowledge

The pharmacist described the service to

pharmacist communicating with the TB

about TB. The pharmacist received

the patient as ‘it couldn’t have been made

Specialist Nurse and the CDAT the daily

information about TB from various

any easier for the patient. The patient was

dose of methadone was increased

resources e.g. the British National

asked to do this and complied’. When the

incrementally from 50ml to a maintenance

Formulary, Immunisation against infectious

patient was asked by the pharmacist for

dose of 90ml for the duration of the TB

disease

feedback on the service, it was reported

treatment. The patient remained stable on

that ‘Everything’s been tidy’.

the methadone, continued to engage with

(published

by

the

Joint

Committee on Vaccination), Immunisation
and the TB Specialist Nurse.

During week one of treatment, the

the substance misuse service and no
longer reported side effects.

Community pharmacy staff members

patient presented at the pharmacy

were slightly concerned and anxious about

complaining of nausea and vomiting. The

The Health Board provided the

any personal risk to themselves. This was

pharmacist suspected that the patient was

pharmacy with a daily record sheet to

quickly addressed by the TB Specialist

also experiencing opiate withdrawal

record any particular issues such as missed

Nurse providing education and information

symptoms arising from the interaction

doses and/or reported side effects. This

to the staff. The pharmacist suggested that

between methadone and rifampicin

was a useful form of communication

‘an information sheet for staff however

causing a reduction in reduced effect of

between service providers.

would have been useful if available’.

the methadone. As a result of the

b) Communication (between service

Table 3: Summary of issues relating to communication
reported during interview

providers and the patient)
Communication

between

service

Service provision

providers was reported to be ‘good’

Issue

although ‘not always instantaneous’.
However, ‘when messages were left, calls
were returned and issues discussed and
resolved in a timely manner’.
The

pharmacist

received

regular

contact with the TB Specialist Nurse and
ad hoc face-to-face and telephone

Learning point

Prescriptions were correctly written

Ensured no delay in provision of

and delivered on time.

service.

Patient was provided with a ‘take

Urine testing would have been a

home’ dose for when the pharmacy

potential tool to confirm adherence.

contact by the Health Board. This

was closed but no method of

minimised the need for the pharmacist to

confirming adherence.

contact the Health Board, TB service or
the local health protection team to solve

No fixed time of day was allocated for

Chaotic patient – even if a fixed time

problems.

the patient to visit the pharmacy

was provided unlikely patient would

posing difficulties for the TB Specialist

adhere – letters with times of nurse

counselled by the pharmacist and TB

Nurse to arrange to review the

attending pharmacy given to patient

Specialist

patient.

and reinforced by pharmacist but

Although the patient had been
Nurse

before

treatment

initiation, the patient was ‘surprised on

appointments still missed.

the first day of treatment to be given 21
tablets’ and did not understand that this
volume of medication would need to be
taken for the first two months of
treatment. The pharmacist spent time in

Provision of the DOT service had no

Enhanced service enhanced business.

adverse effect on routine tasks and
overall business.

the first few days explaining to the
patient the importance of compliance to

Remuneration was considered fair and

Adequate reimbursement. Baseline for

the prescribed regime. Without face-to-

value for money.

future service provision.

Service provided job satisfaction.

Enhanced the pharmacist’s

face counselling at the point of supply,
the taking of a large and unexpected
volume of tablets for a relatively long
period of time may have affected the

knowledge, experience and

patient’s adherence to treatment and

satisfaction in providing a worthwhile

engagement with the TB service.

service.
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accounted for this non-adherence and
the patient was reported to have
successfully completed treatment by the
TB service according to national and
international standards.7,8
The findings in this case are of interest
given that the treatment completion rate
for active TB has been reported to be as
low as 50% in some geographical areas
in Wales9 and between 49% and 71% in
other counties.10,11
The study sought to understand the
iStock.com/jackaldu

pharmacist’s views and experiences of
providing the DOT service and identify
any areas for improvement if it was
repeated. The community pharmacist in

c) Service provision

different time of day to when the nurse

this case reported a positive experience in

Prescriptions were accurately written and

was present.

providing the service, found the work

delivered on time to enable preparation

rewarding, gained a sense of job
The pharmacist reported that, apart

satisfaction and gained new knowledge

from the initial setting up process, the

in doing so. It also demonstrates the

provision of the DOT service for this

responsiveness and versatility of the

patient had no adverse effect on routine

community pharmacist in providing a

for supervised administration during bank

tasks

service with no prior experience or

holidays when the pharmacy was closed.

pharmacist provides a range of advanced

On these occasions the patient was

and enhanced services and would be

provided with a ‘take home’ dose with no

‘more than happy to do this again.’

in advance of the patient arriving at the
pharmacy.
The DOT service made no provision

method of confirming adherence. Urine
testing may have been an option to

and

overall

business.

The

specific training.
Of

particular

intervention
When asked whether the pharmacist
the

service

provided

undertaken

was

the

by

the

pharmacist upon presentation of the

was

patient with perceived side effects. The

worthwhile and value for money he

actions taken by the pharmacist and the

No fixed time of day was allocated for

responded ‘Yes definitely...remuneration

communication between services that

the patient to visit the pharmacy for the

was fair...it is nice to be a part of

was initiated by the pharmacist, resulted

supervised administration of either the

something that is considered a public

in an increase in the patient’s methadone

methadone or the TB medication.

health priority with a wider impact on the

dose. This demonstrates the value and

Although the pharmacist reported that

population’.

critical role that the pharmacist provided

ensure compliance.

thought

interest

in retaining the patient in treatment for

the patient usually presented in the

Discussion

both the TB medication and the opioid

the

The patient successfully completed a

that retaining an individual in treatment

pharmacy to review the patient and take

complex medication regime for treatment

for both TB and substance misuse results

regular blood tests. Although given an

of active TB over a period of slightly over

in improved outcomes for the patient.12,13

appointment time by the TB Specialist

six months. Although a number of doses

Nurse, the patient occasionally presented

of TB medication were missed, the

at the pharmacy for medication at a

extension of the treatment duration

morning, this was not always the case.
This posed difficulties when the TB
Specialist

Nurse

presented

at

substitution therapy. There is evidence

Good practice was identified and
lessons learned. For example, an e-learning
resource (Tuberculosis (TB): public health

“The patient successfully completed a complex medication regime for
treatment of active TB over a period of slightly over six months.”
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update) has been developed and is available

patient was compliant with the ‘take

patients with TB are provided on an ad

through the Wales Centre for Pharmacy

home’

holidays.

hoc basis from a small number of

Professional Education programme.14

Nevertheless, this case study demonstrates

pharmacies for a small proportion of

the how community pharmacist can work

patients diagnosed with TB in Wales. It is

in partnership to provide as holistic a

hoped that this case study will be

service as possible to contribute to the

regarded as an example of good practice

pharmaceutical care of patients and the

which can be shared to enhance the role

public’s health.

and improve medication management

The limitations with this case study are
acknowledged. The service was provided
by one community pharmacist for a single
patient and findings may not be
generalisable. The compliance with the
TB medication regime reported for the
patient in the case study may have been

doses

over

bank

and compliance for this group of

Conclusion

patients.

influenced by the fact that the patient

There is limited published evidence of the

attended the community pharmacy for

role of community pharmacists in the UK

supervised administration of opioid

in providing treatment services for

substitution therapy. Diagnostic testing

patients with TB. Community pharmacy

was not performed to confirm that the

medication compliance schemes for

Declaration of interests
● The authors have nothing to disclose.

“It is hoped that this case study will be regarded as an example of
good practice which can be shared to enhance the role and improve
medication management and compliance for this group of patients.”
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The only NOAC with a
specific reversal agent –

Praxbind ®
– for use in rare
emergency situations1–5

More independently
verified real-world
evidence vs warfarin
than any other NOAC 6

Safety benefits and
stroke protection
compared with
warfarin for patients
with non-valvular AF 7–9

Expect more from your NOAC
Now with

ANTICOAGULATE WITH
CONFIDENCE
NOAC: Non-vitamin K antagonist oral anticoagulant.

References: 1. Boehringer Ingelheim. Pradaxa® Summary of Product
Characteristics. 2. Boehringer Ingelheim. Praxbind® Summary of Product
Characteristics. 3. Schiele F, et al. Blood 2013;121(18):3554–3562. 4. Sarich
TC, et al. Am Heart J 2015;169(6):751–757. 5. Pollack CV, et al. N Engl J Med
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2014;371:1464–1465.
Prescribing Information (UK) PRAXBIND ®
(idarucizumab) 2.5 g/
50 mL, solution for injection/infusion. Vials containing 2.5 g idarucizumab
in 50 mL solution for injection/infusion. Indication: Praxbind is a specific
reversal agent for dabigatran and is indicated in adult patients treated with
Pradaxa (dabigatran etexilate) when rapid reversal of its anticoagulant effects
is required: for emergency surgery/urgent procedures; in life-threatening or
uncontrolled bleeding. Dose and Administration: Restricted to hospital use
only. Recommended dose is 5 g (2 x 2.5 g/ 50 mL), administered intravenously
as two consecutive infusions over 5 to 10 minutes each or as a bolus injection.
Administration of a second 5 g dose may be considered in the following
situations: recurrence of clinically relevant bleeding together with prolonged
clotting times; if potential re-bleeding would be life-threatening and prolonged
clotting times are observed; patients require a second emergency surgery/
urgent procedure and have prolonged clotting times. Restarting antithrombotic
therapy: If the patient is clinically stable and adequate haemostasis has been
achieved following administration of Praxbind, Pradaxa (dabigatran etexilate)

treatment can be re-initiated after 24 hours; other antithrombotic therapy (e.g.
low-molecular weight heparin) can be started at any time. No dose adjustment
is required in patients with renal or hepatic impairment or in elderly patients
aged 65 years and above. Safety and efficacy in children below the age of 18
years have not yet been established. Contraindications: None. Warnings
and Precautions: Idarucizumab binds specifically to dabigatran and reverses
its anticoagulant effect. It will not reverse the effects of other anticoagulants.
Treatment can be used in conjunction with medically appropriate standard
supportive measures. In patients with known hypersensitivity (e.g. anaphylactoid
reaction) to idarucizumab or to any of the excipients the risk of using Praxbind
needs to be weighed cautiously against the potential benefit of the emergency
treatment, discontinue use if an anaphylactic reaction or other serious reaction
occurs. The recommended dose of Praxbind contains 4 g sorbitol as an excipient.
In patients with hereditary fructose intolerance, parenteral administration of
sorbitol has been associated with reports of hypoglycaemia, hypophosphatemia,
metabolic acidosis, increase in uric acid, acute liver failure with breakdown of
excretory and synthetic function, and death. Consequently, in these patients the
risk of treatment with Praxbind must be weighed against the potential benefit,
and if Praxbind is administered intensified medical care during and within
24 hours of exposure is required. Reversing dabigatran therapy exposes patients
to the thrombotic risk of their underlying disease. To reduce this risk resumption
of anticoagulant therapy should be considered as soon as medically appropriate.
Contains 2.2 mmol (50 mg) sodium per dose. Praxbind causes transient
proteinuria which is not indicative of renal damage but which should be taken
into account for urine testing. Interactions: No formal interaction studies have

been performed. Based on pharmacokinetic properties and high specificity in
binding to dabigatran clinically relevant interactions with other medicinal products
are considered unlikely. Fertility, Pregnancy and Lactation: There are no
data for use in pregnant women. Praxbind may be used during pregnancy, if the
expected clinical benefit outweighs the potential risks. There are no data on the
effect on fertility. It is unknown whether idarucizumab is excreted in human milk.
Undesirable effects: No adverse reactions have been identified. Pack sizes
and NHS price: Carton containing 2 vials £2,400. Legal category: POM MA
numbers: EU/1/15/1056/001 Marketing Authorisation Holder: Boehringer
Ingelheim International GmbH, Binger Str. 173, D-55216 Ingelheim am Rhein,
Germany. Prescribers should consult the Summary of Product Characteristics for
full prescribing information. Prepared in November 2015

Adverse events should be reported. Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Boehringer
Ingelheim Drug Safety on 0800 328 1627 (freephone).

Pradaxa® prescribing information can
be found opposite.
UK/DBG-161139 June 2016

Prescribing Information (SPAF - UK) PRADAXA® (dabigatran etexilate)
Capsules containing 110 mg or 150 mg dabigatran etexilate (as mesilate)
Action: Direct thrombin inhibitor Indication: Prevention of stroke and
systemic embolism in adult patients with non-valvular atrial fibrillation with
one or more risk factors, such as prior stroke, or transient ischaemic attack;
age ≥ 75 years; heart failure (NYHA Class ≥ II); diabetes mellitus;
hypertension Dose and Administration: Renal function should be assessed
by calculating CrCL prior to initiation to exclude patients with severe renal
impairment (CrCL < 30 mL/min). Recommended daily dose 300 mg taken as
one 150 mg capsule twice daily. Therapy should be continued long term. In
case of intolerability to dabigatran, patients should be instructed to
immediately consult their doctor. For patients aged 80 years or above, or
those receiving concomitant verapamil, the recommended daily dose is
Pradaxa 220 mg taken as 110 mg twice daily. Pradaxa and verapamil should
be taken at the same time. For the following patient groups, the daily dose of
300 mg or 220 mg should be selected based on an individual assessment of
the thromboembolic risk and risk of bleeding: aged 75 – 80 years; with
moderate renal impairment (CrCL 30-50 mL/min); with gastritis,
oesophagitis or gastroesophageal reflux; other risk of increased bleeding.
Close clinical surveillance is recommended in patients with renal impairment.
Use is contraindicated in patients with severe renal impairment (CrCL
< 30 mL/min). In all patients assess renal function by calculating CrCL prior
to initiation to exclude patients with severe renal impairment. Renal function
should also be assessed when a decline in renal function is suspected.
Additionally in patients > 75 years or with mild to moderate renal impairment,
renal function should also be assessed at least once a year or more frequently
as needed in certain clinical situations when it is suspected that the renal
function could decline or deteriorate. Patients with an increased risk of
bleeding: closely monitor clinically looking for signs of bleeding or anaemia. A
coagulation test may help identify increased risk patients. No dose
adjustment required but close clinical surveillance in patients < 50 kg. Not
recommended if liver enzymes > 2 Upper Limit of Normal (ULN). If switching
from Pradaxa to parenteral anticoagulant wait 12 hours after the last dose of
Pradaxa; if switching from parenteral anticoagulant to Pradaxa discontinue
the parenteral anticoagulant and start Pradaxa 0-2 hours prior to the time
that the next dose of the alternate therapy would be due, or at the time of
discontinuation in case of continuous treatment; if switching from Pradaxa to
VKA adjust the starting time of the VKA based on CrCL; if switching from VKA
to Pradaxa stop VKA and give Pradaxa once INR <2.0. Cardioversion patients
can stay on Pradaxa whilst being cardioverted. No relevant use of Pradaxa in
the paediatric population in the indication. Pradaxa can be taken with or
without food. Pradaxa should be swallowed as a whole with a glass of water
to facilitate delivery to the stomach. Patients should be instructed not to open
the capsule as this may increase the risk of bleeding. Contraindications:
Hypersensitivity to any component; severe renal impairment (CrCL
< 30 mL/min); active clinically significant bleeding; lesion or condition, if
considered a significant risk factor for major bleeding. This may include

current or recent gastrointestinal ulceration, presence of malignant
neoplasms at high risk of bleeding, recent brain or spinal injury, recent brain,
spinal or ophthalmic surgery, recent intracranial haemorrhage, known or
suspected oesophageal varices, arteriovenous malformations, vascular
aneurysms or major intraspinal or intracerebral vascular abnormalities;
concomitant treatment with any other anticoagulants e.g. unfractionated
heparin (UFH), low molecular weight heparins (enoxaparin, dalteparin etc),
heparin derivatives (fondaparinux etc), oral anticoagulants (warfarin,
rivaroxaban, apixaban etc) except under specific circumstances of switching
anticoagulant therapy or when UFH is given at doses necessary to maintain
an open central venous or arterial catheter; hepatic impairment or liver
disease expected to have any impact on survival; concomitant systemic
ketoconazole, cyclosporine, itraconazole, dronedarone; prosthetic heart
valves requiring anticoagulant treatment. Warnings and Precautions: Not
recommended if liver enzymes > 2 ULN. Haemorrhagic risk: Close clinical
surveillance (signs of bleeding or anaemia) is recommended throughout the
treatment period, especially when haemorrhagic risk is increased or risk
factors combined. For situations of life-threatening or uncontrolled bleeding,
when rapid reversal of anticoagulation effect of dabigatran is required, the
specific reversal agent (Praxbind, idarucizumab) is available. Factors which
may increase haemorrhagic risk: age ≥ 75 years; moderate renal impairment
(CrCL 30 – 50 mL/min); P-glycoprotein inhibitor co-medication; body weight
< 50 kg; acetylsalicylic acid (aspirin); NSAID; clopidogrel; selective serotonin
re-uptake inhibitors (SSRIs) or selective serotonin norepinephrine re-uptake
inhibitors (SNRIs); other drugs which may impair haemostasis; diseases/
procedures associated with a risk of bleeding such as coagulation disorders,
thrombocytopenia or functional platelet defects, recent biopsy, major trauma,
bacterial endocarditis, oesophagitis, gastritis or gastroesophageal reflux.
Concomitant use of ticagrelor. The measurement of dabigatran related
anticoagulation may be helpful to avoid excessive high exposure to dabigatran
in the presence of additional risk factors. Patients who develop acute renal
failure must discontinue Pradaxa. If severe bleeding occurs, discontinue
treatment and investigate the source of the bleeding. Avoid or use with
caution medicinal products which may increase the risk of haemorrhage. The
use of fibrinolytic medicinal products for the treatment of acute ischaemic
stroke may be considered if the patient presents with a dTT, ECT or aPTT not
exceeding the ULN according to the local reference range. Avoid concomitant
administration with P-gp inducers. Patients on dabigatran etexilate who
undergo surgery or invasive procedures are at increased risk for bleeding
therefore surgical interventions may require the temporary discontinuation of
dabigatran etexilate. In emergency surgery or urgent procedures, when rapid
reversal of the anticoagulation effect is required the specific reversal agent
(Praxbind, idarucizumab) to dabigatran is available. Prescribers should
consult the Summary of Product Characteristics for further information
relating to surgery and interventions. Procedures such as spinal anaesthesia
may require complete haemostatic function. The risk of spinal or epidural
haematoma may be increased in cases of traumatic or repeated puncture and

by the prolonged use of epidural catheters. After removal of a catheter, an
interval of at least 2 hours should elapse before the administration of the first
dose of dabigatran etexilate; these patients require frequent observation for
neurological signs and symptoms of spinal or epidural haematoma. Treat with
caution patients at high surgical mortality risk and with intrinsic risk factors
for thromboembolic events. Myocardial infarction. Contains Sunset Yellow
(E110) which may cause allergic reactions. Interactions: Anticoagulants and
antiplatelet aggregation medicinal products; P-gp inhibitors e.g. amiodarone,
quinidine, verapamil, clarithromycin, ticagrelor co-administration (close
clinical surveillance); verapamil co-administration - reduce Pradaxa dose to
220 mg (see above) close clinical surveillance is recommended; caution
when co-administered with posaconazole; not recommended for concomitant
treatment tacrolimus, protease inhibitors including ritonavir and its
combinations with other protease inhibitors; avoid with P-gp inducers e.g.
rifampicin, St John’s wort, carbamazepine, phenytoin; SSRIs or SNRIs.
Dabigatran etexilate and dabigatran are not metabolised by cytochrome
CYP450 system, therefore related medicinal product interactions not
expected. Pantoprazole and other proton-pump inhibitors (PPI) were coadministered with Pradaxa in clinical trials and concomitant PPI treatment did
not appear to reduce the efficacy of Pradaxa. Ranitidine administration
together with Pradaxa had no clinically relevant effect on the extent of
absorption of dabigatran. Fertility, pregnancy and lactation: Avoid
pregnancy during treatment. Do not use in pregnancy unless clearly
necessary. Discontinue breast-feeding during treatment. Undesirable
effects: Most commonly reported adverse reactions are bleedings occurring
in total in approximately 16.6 % in patients with atrial fibrillation treated for
the prevention of stroke and SEE. Common (≥ 1/100 to <1/10): anaemia;
epistaxis; gastrointestinal haemorrhage; abdominal pain; diarrhoea;
dyspepsia; nausea; skin haemorrhage; genitourological haemorrhage,
including haematuria. Prescribers should consult the Summary of Product
Characteristics for further information on side effects. Pack sizes and NHS
price: 110 mg 60 capsules £51.00 150 mg 60 capsules £51.00 Legal
category POM MA numbers: 110 mg EU/1/08/442/007 (60 capsules)
150 mg EU/1/08/442/011 (60 capsules) Marketing Authorisation Holder:
Boehringer Ingelheim International GmbH, Binger Str. 173, D-55216
Ingelheim am Rhein, Germany. Prescribers should consult the Summary of
Product Characteristics for full prescribing information. Prepared in
February 2016.

Adverse events should be reported. Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Boehringer Ingelheim
Drug Safety on 0800 328 1627 (freephone).
UK/DBG-161139 June 2016
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Question:
What is your job title?

Carla Jones

the

for patients to ask questions and

appropriateness of the applied level of

address any concerns. At the 30-day

therapeutic

Quality

Framework,2
treatment

I

assess

amend

juncture, medicines appropriateness and

Answer:

prescribed regimes according to need. I

and

adherence are re-evaluated and symptom

also calculate symptom scores, review

scores reassessed. Exacerbation frequencies,

Specialist Respiratory Case Management

medicines adherence, both intentional

antimicrobial usage and unplanned

Pharmacist.

and non-intentional, and implement

hospital admission rates are further

problem-solving solutions as required.

evaluated 6 and 12 months post review

What are your main

to assess the impact of intervention and
I educate patients on effective self-

responsibilities/duties?
I predominantly review patients with a
diagnosis of chronic obstructive pulmonary
disease (COPD) within both primary and
secondary care settings. My work within
primary care is largely facilitated through
GP based COPD outreach clinics while in
secondary care I assess patients within
the inpatient and outpatient settings.
Within the GP practice, I conduct a

case management.

management strategies, through the
supportive use of personalised self-

In primary care, I also facilitate the

treatment plans. I counsel patients on the

delivery of pulmonary rehabilitation

early identification and management of

classes on a sessional basis, the principal

acute exacerbations, the provision of

aims of which are to educate patients on

sputum samples, antimicrobial stewardship,

the long-term effective use of medicines

appropriate oral steroid use, correct

and promote greater levels of self-care.

inhaler technique, suitable use of oxygen
and nebulised therapies, among other
aspects of care. I also provide education

baseline assessment and review of patients

on

the

quality

impact

of

non-

to confirm the clinical diagnosis and

pharmacological management strategies,

ascertain the approximate level of disease

including diet and lifestyle, anxiety

severity. Where, despite suitable work-up,

management, dysfunctional breathing,

there remains uncertainty regarding the

chest clearance techniques, smoking

clinical diagnosis, referral to secondary

cessation and pulmonary rehabilitation

care specialist services is arranged.

and make onward referrals to respective
services as appropriate.

Patient case notes are analysed to
ascertain past and future exacerbation

Following initial review, patients are

risk, consistent with the Global Initiative

subsequently case-managed for 30-days

for Chronic Obstructive Lung Disease

to establish the acceptability/outcome of

(GOLD) standards.1 In line with the

baseline interventions. This time interval

Northern Ireland Medicines Optimisation

also provides a window of opportunity

Within the secondary care remit, I
provide an outreach service to pharmacy
ward-based colleagues to support the
enhanced review and management of
complex patient cases. I also assist
physicians and the community respiratory
team (CRT) to review and manage
unresponsive patient cases on an ‘as
required’ basis.
I have also worked with the voluntary
sector, principally the British Lung
Foundation (BLF), to assist in the delivery
of respiratory education days for patients
and carers.

“Following initial review, patients are subsequently
managed for 30-days to establish the
acceptability/outcome of baseline interventions.”
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To whom do you report and where

What were the main drivers for the

implementation plan to secure the

does the post fit in the management

establishment of the post and how

delivery of the foremost outcomes of the

structure?

did it come about?

Compton review. It specifically identified

I report to a number of key individuals

In December 2011, the Compton review3

including the Trust Clinical Lead for

presented

Respiratory Medicine, the Trust Research

challenging the providers of healthcare to

Lead, the Head of Pharmacy and Medicines

remodel the provision of Health and

Management and the Directorate Support

Social Care (HSC) Services in Northern

Manager for Transforming Your Care.

Ireland.

the

The

case

review

for

change,

identified

pharmacists as health professionals with
the potential to immediately expand
existing roles to support the outlined
proposal.
The Western ICP fund was thus

the

utilised to deploy a hospital based clinical

necessity to deliver more equitable,

pharmacist to assess and support the

How is the post funded? Is the post

personalised care to users through

enhanced management of COPD patients

funded on a non-recurring or

integrated working between primary and

across primary and secondary care

recurring basis?

secondary care providers. It highlighted

facilities

My position is temporarily funded by the

the enhanced management of long-term

working. The role began initially as a

Western Integrated Care Partnership (ICP)

conditions as a key area of focus.

scoping exercise to establish the aspects

fund.

In December 2014, the Donaldson
review4 further examined the arrangements

When was the post first established?

for assuring and improving the quality

The position was first established in

and safety of healthcare in Northern

September 2014.

Ireland. It highlighted that the proposed
outcomes of the Compton review had

Are you the first post holder?

not been met in practice, principally

Yes, I am the first post holder.

owing to lack of engagement and

through

integrated

care

of COPD patient care that worked well
and identify those that could be
improved. Specific measurable outcomes
were then identified and reported on as a
means of evaluating the potential quality
impact of this new model of care.

delivery by providers. The review explicitly
called for a new costed and timetabled
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What have been the main difficulties

What are the main challenges/priorities

How do you think the post might be

in establishing/developing the post

for future development within the

developed in the future?

to its current level?

post which you currently face?

In the immediate instance, the position

The main issues have been complete

The immediate challenge is securing

may be further developed within the

integration into primary care based

continued funding amidst the current

secondary care framework to assist in

systems, many of which have been long-

financial constraints on healthcare services.

supporting patient waiting list initiatives

established without the benefit of direct

Beyond this, creating a sustainable future

to reduce hospital waiting list times. The

input from pharmacy services. That said,

model of care will be the primary goal i.e.

pharmacist may also be suitably placed to

the outreach facility was effectively

one that can be replicated, will add value

act as a filter for primary care referrals to

integrated into many GP practices, the

at all stages of the patient’s journey and

assist physicians in streamlining caseloads

outcomes of which will hopefully inform

will have positive future outcomes for both

more effectively.

the development of future models of

patients and the health service as a whole.
What messages would you give to

care for patients with COPD, within these
settings.

What are the key competencies

others who might be establishing/

required to do the post and what

developing a similar post?

What have been the main

options are available for training?

achievements/successes of the post?

Competencies include:

opportunity to redesign the model of care

The primary outcomes were:

● an in-depth understanding of COPD

within your speciality, be confident in

● Medicines stopped and started, as

your abilities as you don’t know what you

and its effective management

appropriate, resulted in a net drug

● the ability to comprehensively and

cost saving of £122k over an initial

holistically assess patients, regarding

six month data collection period.

past and future risk

Therefore,

the

projected

annual

savings within the primary care drug
budget were £244k per annum,

● effective

medicines

review

and

optimisation
● non-medical prescribing qualification

per £1 invested.

● the ability to work within and across
teams

65.3% of patients had experienced at

● good decision making skills

least one COPD exacerbation (range 1

● applying a personalised approach to

-12). During the six month follow-up

patient care.

period, 35.1% of patients had
experienced an exacerbation with

working collaboratively with the respiratory

reducing (range 1-4). (The 12 month

specialist practitioners across a range of

follow-up outcomes had not been

settings while case management itself

finalised at the time of writing).

enables you to see the outcomes of your

of

exacerbations

● Fifty-five patients (8.4%) had been
admitted to hospital during the 12
months prior to review; 2.8% of
patients had been admitted nonelectively to hospital with a COPDrelated primary diagnosis during the

interventions and establish what works
most effectively in practice.
How does the post fit with general
career development opportunities
within the profession?

initial 6 month follow-up period. (The

Case management is a newer concept

12 month follow-up outcomes had

within the pharmacy profession as,

not been finalised at the time of

traditionally, clinical pharmacists have

writing).

largely provided a one-stop ward based
service. As such, positive results from this

Other positive measurable outcomes

type of working could assist in informing

included improved disease-specific symptom

future models of care to support

scores, medication appropriateness scores

pharmacist-led case management within

and medicines adherence.

and across other specialities.
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not without obstacles, which can be very
challenging,

but

achieving

positive

worthwhile. An optimistic mind with a
‘can do’ attitude goes a long way to
sustaining change and sometimes all you
need is a small collaboration of positive
findings to demonstrate to others that
your efforts are worth investing in.

Declaration of interests
● The author has nothing to disclose.

Competence is best achieved through

also

frequency

can achieve until you try. New roles are

outcomes for patients makes this very

giving an approximate £4.14 return

● During the 12 months prior to review,

If you are fortunate to have the
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MANAGEMENT CONUNDRUM
Reality Check Needed!

Mohammed was one of Janet’s protégés and had repaid

knew that he would like to be a Chief Pharmacist but

her trust in him with his competence and support. He

such posts are few and far between. Mohammed had

had been a most capable specialist pharmacist in

recently attended an interview and received good

oncology but Janet, who was Chief Pharmacist at

feedback - but had been unsuccessful. Janet sensed his

Metropolis NHS Trust, had spotted his management

frustration and was concerned how this might affect

potential early on. About a year ago he had secured a

performance in his role. Janet believed in using the skills

post as one of the senior pharmacists who reported

of individuals to the best of their abilities but had to be

directly to her.

fair to all.

Mohammed was relatively young and ambitious. Janet

She pondered this as she stirred her coffee.

If you were Janet, what would be the thoughts in your head?

Commentaries
Christine Gilmour,

with him she should highlight his

can prepare for these. For example, it

Chief Pharmacist, NHS

strengths and explore how he feels he

may be that a sideways move at his

Lanarkshire

could be supported to overcome any

current grade, or a secondment into

Correspondence to:

weaknesses or gaps that have been

another area of management or practice

christinegilmour746@

identified. However, whilst doing this she

would enable him to broaden his

btinternet.com

should be mindful not to undermine her

experience, gain new skills and open up

colleague’s decision not to appoint him. It

different career opportunities.

As his direct line manager, Janet needs to
help

Mohammed

disappointment

and

get
give

over
him

this
the

opportunity to reflect on the feedback
that he was given. It appears that, until
this point, he had progressed up the

is important, for his own motivation, that
he knows Janet is genuinely interested in
his long-term success and cares that he
improves his skills so that he can develop
a satisfying career.

Whilst some formal training may be a
possibility, very often this is not the best
option. Janet and her senior management
colleagues across the organisation are
themselves an invaluable resource and

career ladder relatively smoothly and

Recognising that Chief Pharmacist

she needs to think of creative ways of

quickly so he may not be accustomed to

posts are few and far between, Janet

sharing the depth of knowledge and

disappointment

be

needs to help Mohammed consider and

experience they have – this could be via

equipped to handle it well. In discussion

explore other career options and how he

work shadowing, acting as professional

and

may

not

“Janet needs to help Mohammed consider and explore other
career options and how he can prepare for these.”
111

Pharmacy Management Volume 32 Issue 3

www.pharman.co.uk
secretary for a formal governance

qualities and talents to achieve these. It is

senior manager Mohammed must be

committee within the organisation or

for Mohammed to develop his own

able to demonstrate personal values and

being given responsibility for delivering a

strategy, albeit with some support, to

behaviours that are aligned with NHS

specific project.

achieve his long term aims. As a future

principles.

Janet may want to use some coaching
principles to help Mohammed reflect and
clarify what his short-term and long-term
career goals are and how he should
enhance and leverage his strongest

Michael Pratt,
Chief Pharmacist,
Dumfries and
Gallaway
Correspondence to:
m.pratt@nhs.net
It is a difficult challenge Janet faces. I

iStock.com/fergregory

think she needs to prepare herself to have
an honest conversation with Mohammed.
The objectives of that conversation must

Mohammed needs to consider how he can best
position himself for promotion in the future

be made clear to him. These must be to

Janet also needs to make it clear that

Janet and Mohammed can meet in

encourage him to reflect in a realistic way

she is supportive of Mohammed and will

the near future on an agreed date to

on his career to date, his performance on

help him develop the skills and portfolio

consider and agree a development plan

the job and his performance at interview,

of experience which will better position

that is satisfactory to all.

and consider how he could better

him for any future job. But she needs to

position himself for promotion in the

emphasise that she also has to consider

future. The need is to truly to make

the wider team and their needs and

Mohammed think positively of the future

cannot be seen to favour Mohammed or,

and recognise that he has a need and

indeed, any other individual.

opportunity to develop himself further so

Declaration of interests
● Christine Gilmour: Member of the
Editorial Board for the Journal of
Pharmacy Management (JoPM).

he is in a better position when the next

There might be an opportunity for

job comes up. He must recognise that his

Janet to place the challenge with

Editorial Board for the Journal of

career to date is short, and therefore by

Mohammed by asking him to prepare a

Pharmacy Management (JoPM).

definition his experience may not be as

development plan for himself but, in

broad as it needs to be for a Chief

doing this, he should consider the need

Pharmacist position. It would be better

to avoid alienating his colleagues and

for him and his future staff if he were able

perhaps create opportunities for some of

to achieve a wider scope of experience.

them as part of that plan.

● Michael Pratt: Member of the

“. . . she needs to emphasise that she also has to consider
the wider team and their needs and cannot be seen to
favour Mohammed or, indeed, any other individual.”
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LEADERSHIP
Under The Influence
By Tom Phillips, Managing Director, TLP who has enjoyed 20 years of working with both the private and public
sector, during which time he has gained extensive experience and demonstrated considerable success in
management, sales, marketing and training. Tom is an excellent communicator and motivator and has designed/
delivered training at all levels from trainees to directors at both a national and international level. Such is Tom’s
love of training and development that, in his personal life, he is also a qualified fitness and diving instructor.
Tom Phillips

A

Management

3) Personal (Charismatic) authority.

their while to help you? If you are asking

Academy workshop was about influence.

recent

Pharmacy

This is the authority that certain

a colleague for help on a certain project,

What is influence and how do we do it?

individuals appear to have in

what could you help them with either

Let’s start by considering what influence

abundance.

individuals

now or in the future? This is often

is not!

exude charisma and seem to be

referred to as the ‘law of reciprocation’. If

able to influence those around

you do something for me, I automatically

them effortlessly. We can all do

feel indebted to return the favour at

this. For some of us it takes a little

some point in the future. You may have

bit more effort than for others.

to offer your time, advice, expertise, etc

Three types of authority
Influence is not synonymous with
authority. Typically, we can recognise
three types of authority:
1) Traditional (Hierarchical) authority.
This is the authority that is
bestowed upon an individual,
usually by virtue of their rank or
status within an organisation.
Generally speaking, the further up
in the organisation you sit, the
more traditional authority you
have.
2) Legal authority. This is the type of
authority that is bestowed upon

These

The challenge with using the first two
types of authority is that they tend to
produce compliance. The third type
(personal) tends to produce commitment
and this is far more powerful and longer
lasting than the first two. Indeed, using the
first two can lead to resentment and longterm

damage

to

relationships

and

to influence the other person to help you.
Better still, why not help them before you
need them? This will start to develop
what is often referred to as a ‘Good Will
Account’ and, at some point, you will be
able to make a withdrawal from the
account you have built with the other
person.

organisations. The best individuals in any
walk of life rely predominantly on their
personal authority and use this to influence
others, regardless of how much traditional
or legal authority they may have.

Get them saying ‘yes’
from the outset
Psychologically we are more inclined to
keep saying ‘yes’ if we have agreed on

individuals or groups of individuals

Win -Win

general principles or areas of common

legal authority. You may have

Think win – win. Whenever we try to

technique called a ‘Yes Set’ that is very

certain types of legal authority

influence someone, we are trying to get

powerful in helping us to do this. A ‘Yes

within your organisation such as

him or her to do something that benefits

Set’ works by getting the other person

the legal authority to ‘sign off’ on

us. But what’s in it for them? What can

(or people) to say ‘yes’ three or four times

job offers.

you offer them that will make it worth

at the start of a conversation, meeting or

by the state. Typically, the police,
lawyers and traffic wardens have

ground from the outset. There is a

“The best individuals in any walk of life rely predominantly
on their personal authority and use this to influence others . . .”
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presentation. Try to find three or four
areas of common ground that you know
you agree on. For example, imagine you
were presenting to a multi-disciplinary
team to propose a new way of working
together. You could start by saying
something like:
● “Thank you for coming today, I
appreciate you giving me your time as
I know how busy we all are.”
Subconsciously the audience will
agree with this. Who isn’t busy these
days? There’s your first yes!
● “I want to discuss a new way of
working together that will benefit all
of us and our patients. Something I
think

we

all

agree

would

iStock.com/Melpomenem

be

beneficial.” Again, who wouldn’t
want to explore a new way of
working that is beneficial to them and
the patient? There’s your second yes.

body language. Surprisingly, words are

influence (and be influenced by) people we

the smallest part of the message we

feel comfortable with. A few tweaks in our

deliver. Words accounts for 7%, tone

communication style could make a massive

38% and body language 55%.

difference to the other person and allow us

● “So, I would like to work through the
agenda I sent out in advance and stick
to the timings so that we can have a

So how you say what you say is more
important than what you actually say.

very productive meeting and finish on
time.” Nobody wants meetings to be
unproductive and over-run, so there is
your third yes!

Communication style

we manipulate a person or a situation,

aware of their communication style;

we are doing it for our sole benefit.

Do they use lots of words or say very

agreement as you attempt to influence

little, are the words they use detail focused

the other person or people.

or very top line? Do they talk quickly and
animatedly, or do they talk slowly and give

Talk the same language

little away with their hand gestures, facial

We may all be taking in English (assuming

notice these traits in others, we can start to

we

the

potential

Remember - we are talking about
influence and not manipulation. When

‘yeses’, it is easier to keep getting

but

One final thought

When attempting to influence others, be

Once you have these three or four

are)

to influence them more effectively.

expression and body language? As we

When we influence a person or a
situation, we are doing it for both (or all
of) our benefits. None of us likes being
manipulated, but we probably don’t even
notice when we are being influenced!

Declaration of interests
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to

mirror them to a certain extent. This should

miscommunicate is massive. In previous

help to build rapport more easily and, once

writing the article and professional

Pharmacy

Academy

we are in rapport, it is a lot easier to

fees from Pharmacy Management

workshops we have looked at the art of

influence someone. Think about the

outside the submitted work.

flexible communication and this is a vital

people you have good rapport with. You

skill to have when trying to influence

probably feel more comfortable with them,

others. Communication is made up of

even when you are disagreeing or

three basic elements. Words, tone and

discussing difficult topics. It is easier to

Management

“None of us likes being manipulated, but we probably
don’t even notice when we are being influenced!”
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COMING TO A TOWN NEAR YOU IN 2016 - A
PHARMACY MANAGEMENT EVENT FOR MEDICINES

Regional Roadshows
Wednesday 5 October 2016, Reading
Wednesday 19 October 2016, Central Manchester
Wednesday 2 November 2016, Bristol

Pharmacy Management
National Forum for Scotland
Wednesday 24 August 2016, Dunblane

National Event - Respiratory
February 2017 - date to be confirmed, Birmingham

National Event
Wednesday 16 November 2016, London

Pharmacy Management Academy
Details for the Autumn programme will be announced later.

Details from katie.fraser@pharman.co.uk
or jgriffiths@pmmarketaccess.com
75c High Street, Great Dunmow, Essex CM6 1AE
Tel: 01747 829501
Homepage: www.pharman.co.uk
Email: pharm@pharman.co.uk

Further information relating to these
events will be added onto the Pharmacy
Management website events page
which can be found using the QR code.
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