
Journal of Pharmacy Practice and Research Volume 39, No. 4, 2009.330

To the Editor,

Hospital pharmacy, from a health workforce perspective,

is grouped with other non-medical, non-nursing allied

health professions. This group comprises: audiologists,
chiropractors, dietitians, exercise physiologists,

occupational therapists, orthoptists, orthotists,

pharmacists, physiotherapists, podiatrists, prosthetists,

psychologists, radiation therapists, radiographers, social

workers, sonographers and speech pathologists.

Pharmacists make up around 13% of the health workforce
and hospital pharmacy accounts for a small proportion.1

This group, with the exception of physiotherapists,

is represented at a national level by their peak body –

Allied Health Professions Australia. I sit on this group’s

board as a Director on behalf of the Society of Hospital

Pharmacists of Australia. The benefits of membership
include:

• networking and sharing information with member

organisations;

• collaborative approach to national issues;

• national voice on lobbying issues; and

• promotion (contact details of member organisations,
Commonwealth departments and national

organisations are provided).

I attended the 8th National Allied Health conference

with the theme ‘Allied health leading change’ in Canberra

from 25 to 27 October 2009. There was a fair representation

of pharmacists who presented at the conference on topics
ranging from competency assessment of clinical

pharmacists to workload data and clinical roles in chronic

disease management.

Hospital pharmacists have had a tenuous

relationship with their allied health colleagues. Although

hospital pharmacists operate in a different manner and
have enormous financial responsibilities, we need to seek

partnerships with our allied health colleagues. Alliances

are different to managerial arrangements. If we want our

voices to be heard then we must engage with our allies

and speak up.2

Clinically, we are expanding our relationships with
dietitians and speech pathologists in elderly patients with

swallowing difficulties because as well as foods these

patients have to take their medications through

nasogastric and PEG tubes. Medication safety issues

surrounding the crushing of sustained-release and

enteric-coated formulations have led to patient harm.

Are pharmacists allied health professionals?

Thirty-seven (n = 41) students (males 14, 37%; females

23, 63%) provided feedback. The median score for the

students was 79 (IQR 76–82); maximum possible score

was 100. The median score for males was 78 (IQR 73–81)
and females 79 (IQR 78–83). There was no statistically

significant association between the median score and

gender (p = 0.3). Overall, the students had a positive

opinion and were keen to participate in future sessions

(Table 1).
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Training pharmacy students in developing countries

can be useful in consolidating their pharmacovigilance
programs. Our experiences might be useful to educators

in developing countries.
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To the Editor,

I have been involved in research looking at the

implementation of pharmacist prescribing in the peri-
operative service at John Hunter Hospital in Newcastle.

Inspired by this, I wanted to experience pharmacist

prescribing in the UK. I organised a preceptorship with

Rekha Shah, Lead Pharmacist for Surgery, Watford

General Hospital, West Hertfordshire NHS Trust in their

pre-operative assessment clinic.
Watford General Hospital has an established pre-

operative assessment service and pharmacists have been

working at these clinics since 1995. A number of

pharmacists work in the clinic, ensuring the majority of

elective surgery patients are seen by a pharmacist prior

to their surgery.
Pharmacist prescribing has the potential to fit in well

with the current models of care in Australia. Interestingly,

some of the barriers that we had encountered at John

Hunter Hospital were also issues in the UK.

The prescribing pharmacist is able to make decisions

about what medicines to stop pre-surgery and when to
restart medicines postoperatively discussing and

explaining this to the patient. This is not clear cut with all

medicines, especially when protocols are not consistent

across all surgeons or groups of surgeons for the same

type of surgery. Other considerations by the pharmacist,

include undertaking a risk assessment to determine the
thromboprophylaxis, charting antibiotic prophylaxis, pain

relief and postoperative nausea and vomiting prophylaxis.

Pharmacist prescribing in the pre-operative

setting

In my clinical practice, I share my expertise in chronic

pain management with colleagues in occupational

therapy, physiotherapy and psychology. Although

medication use is pervasive throughout the health
system, pharmacy is often dismissed by allied health

colleagues and we are not invited to work with them on

issues of mutual interest. The reasons are complex and

probably related to our different clinical governance

models and troglodyte isolationist tendencies. As we

continue to evolve with the changes suggested by the
National Health Workforce Taskforce, we will be required

to work in a more collaborative manner. Otherwise we

risk being sidelined and ignored or aggregated with our

fellow pharmacists in community unless we actively

engage with other allied health professions.
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During the clinic, the pharmacist prescribes all the patients

regular medication on the inpatient chart, highlighting

medicines that are to be stopped prior to and after surgery,

thromboprophylaxis and antibiotic prophylaxis may also
be charted. If there are concerns these can be discussed

and decisions clarified with the anaesthetist.

Not all pharmacists within the service are prescribers,

making it difficult to provide a consistent service. For

medications with not a lot of evidence or information to

guide prescribing pre-operatively there are challenges
in developing protocols that can be easily used. Difficulty

can also arise when the prescribing pharmacist is not

aware of the type of anaesthesia that will be used for a

certain patient and type of surgery. This limits the

pharmacist’s ability to identify interactions between

medications and anaesthetics, but also
thromboprophylaxis choice may change depending on

whether regional or general anaesthesia is chosen. The

time from patients pre-admission clinic appointment until

surgery can be anywhere from a couple of days to 18

weeks, with the potential that medication changes may

occur after the pre-admission clinic appointment. Many
of these barriers in the pre-operative assessment clinic

are being worked through, and there is much we can

learn from the UK experience.
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To the Editor,

The College of Psychiatric and Neurologic Pharmacists’

annual meeting is an international conference that attracts
around 400 attendees. The 12th annual meeting was held

in Jacksonville, Florida from 19 to 22 April 2009. The four

day program included presentations, industry symposia,

scientific poster sessions and networking opportunities.

Topics presented were wide-ranging and included:

management of depression in post-stroke patients;
diagnosis and treatment of fibromyalgia; improving

adherence in schizophrenia; and a debate on the US and

European treatment guidelines for bipolar disorder.

Keynote address

One of the highlights of the program was the inspiring
keynote address by Dr Elyn Saks, Associate Dean and

Orrin B Evans, Professor of Law, Psychology, and

Psychiatry and the Behavioral Sciences at the University

of Southern California. Dr Saks specialises in mental

health law and her research has focused on ethical

dimensions of psychiatric research and forced treatment
of the mentally ill. Having recently published her memoir,

Comprehensive Approaches to Improving Minds

and Lives


