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Managing adult asthma
“We shouldn’t have any of our asthma 
patients dying,” stated Anna Murphy, 
consultant respiratory pharmacist at 
University Hospitals of Leicester NHS 
Trust, in a presentation that provided a 
comprehensive overview of current treat-
ment of asthma in the UK.
 In a National Review of Asthma 
Deaths,1 published in May 2014 by 
the Royal College of Physicians, it was 
accepted that nearly 90% of asthma 
deaths were preventable. Key findings 
showed many of the deaths resulted from 
poor control of severe asthma, a wide-
spread over-reliance on reliever inhalers, 
smoking, being on the wrong treatment, 
a lack of patient understanding of their 
asthma triggers, and a lack of awareness 
on when to call for help during an attack.
 Anna Murphy urged prescribers to 
use a patient’s medical history and a pul-
monary function test to identify asthma 
as early as possible and rule out other 
causes of symptoms such as bronchiec-
tasis, dysfunctional breathlessness, COPD 
and vocal-cord dysfunction. However, she 
was emphatic that “if you think its asthma, 

just start them on an inhaled corticoster-
oid (ICS).” This is because the trial course 
is six weeks, so “treat from the start as 
though it is asthma and then change diag-
nosis if that fails to have a positive effect.”
 In addition to improving overall mortal-
ity, the correct asthma treatment “should 
enable 85% of the asthma population to 
lead ‘normal’ lives, with little to no reliever 
medication and the ability to have produc-
tive, physically active lives,” according to 
Ms Murphy. However, among the obsta-
cles to attaining this is an over-reliance 
on short-acting beta2-agonist (SABA) inhal-
ers, and poor inhaler technique. 
 “Reliever inhalers treat symptoms, not 
asthma. We need to urge our colleagues 
to stop repeat prescriptions of this sort 
of asthma inhaler,” Anna Murphy told the 
audience. The results of the National 
Review of Asthma Deaths1 showed some 
patients were prescribed >50 reliever 
inhalers in the 12 months prior to their 
death, which was far in excess of what 
should be required. When asthma is 
under control, a reliever inhaler should be 
used less than twice a week – with the sal-
butamol metered dose inhaler (MDI) and 
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Bricanyl Turbohaler lasting 50 weeks and 
the Ventolin Accuhaler lasting 30 weeks. 
 An ICS is the most effective drug for 
achieving overall treatment goals. Patients 
should be treated according to age and 
the severity of the asthma (eg 400μg daily 
beclometasone dipropionate or equivalent 
for adults, and 200μg daily for children) 
and the lowest dosage that maintains 
effective asthma control should be used. 
 In a 2004 study, published in Thorax,2 

inhaled fluticasone in adolescents and 
adults with moderate to severe asthma 
showed no statistically significant differ-
ences in symptoms and beta2-agonist 
use between dosages of 200 vs 500μg 
daily, 500 vs 1000μg daily, and 200 vs 
≥500µg daily. The results showed that 
“if you increase the inhaler dose past 
a certain level, the clinical effect just 
plateaus out,” said Anna Murphy. Only 
5–10% of the asthma population requires 
high doses of ICS, which is important to 
remember as the side-effects of high-
dose ICS can include osteoporosis, glau-
coma, skin thinning, adrenal suppression 
and sometimes diabetes.3 
 The lack of correct inhaler technique 
was also cited as a big issue. In a 2008 
clinical trial, published in the American 
Journal of Pharmaceutical Education, 75% 
of patients that had been using an inhaler 
for two to three years thought they had 
good technique; however, on checking, 
only 10% actually used their inhalers cor-
rectly.4 In a separate trial,5 48.8% of 2074 
participants were found to make a twist 
error using the Symbicort Turbohaler, while 
47.2% of 780 patients using the Seretide 
MDI inhaled too quickly. 
 “Many patients think they are using an 
inhaler correctly; you can only tell if they 
are by actually checking. We can prevent 
these problems,” concluded Anna Murphy.

VTE in specific patient groups
In her presentation on venous thrombo-
embolism (VTE), Rebecca Chanda, highly 
specialist pharmacist in anticoagulation 
at Guy’s and St Thomas’ NHS Foundation 
Trust, highlighted the treatment pathways 
specifically required for patients with VTE 
who were also either pregnant and/or 
intravenous drug users (IVDU).
 There are numerous risk factors for 
IVDU patients that make the treatment of 

VTE problematic. With an average age of 
<40 years they are a younger cohort than 
the general population of VTE patients and 
have a higher risk of recurrence, increased 
rates of noncompliance, and poor venous 
access due to repeated venepuncture. In 
considering treatment options, it should 
be remembered that vitamin K antago-
nists (VKA) can interact with street drugs 
and require regular clinic attendance, while 
direct oral anticoagulants (DOACs) rely on 
rigorous adherence to therapy and there 
is no way to monitor use of low molecular 
weight heparin (LMWH). When prescribing 
treatment, the clinician needs to make 
decisions on an individual basis, consid-
ering the patient’s situation and access to 
adequate social and healthcare support. 
 In pregnant women, the risk of arte-
rial thromboembolism increases three- to 
four-fold compared with those not preg-
nant, while for VTE the rise is higher at 
four- to five-fold. The increase derives 
from numerous factors such as height-
ened levels of oestrogen, increased 
plasma volume, the compression of the 
vena cava and decreased levels of intrin-
sic anticoagulants (protein S). VTE can 
arise at any point during pregnancy, but 
these factors are especially important in 
the postpartum period, when there is a 
15-fold increase in the risk of VTE, com-
pared with women not recently pregnant.  
 Rebecca Chanda was adamant that 
it is therefore vital “all women undergo 
a documented assessment of risk fac-
tors for VTE in early pregnancy, or prior 
to pregnancy,” and that “VTE assess-
ment should be repeated if the woman 
is admitted to hospital for any reason or 
develops other intercurrent problems.” 
 If VTE is suspected then weight calcu-
lation should be used to start treatment 
immediately with LMWH while waiting for 
scan confirmation. In the diagnosis of 
VTE in pregnancy, a Doppler ultrasound 
should be used to check for deep vein 
thrombosis (DVT), while a ventilation–
perfusion scan should be used if a pul-
monary embolism (PE) is suspected. 
Ms Chanda was clear that “while it is 
important to avoid exposure to ionis-
ing radiation whenever possible during 
pregnancy, the risk of undiagnosed PE is 
much greater than the theoretical risk to 
a foetus from diagnostic testing.”

 Anticoagulant therapy would need to 
be continued for the duration of the preg-
nancy and for a minimum of six weeks 
postnatally. During postnatal therapy, the 
patient should be offered either LMWH 
or warfarin therapy, and if a change is 
decided then there should be a delay 
conversion period of five to seven days 
to avoid the risk of a postpartum haem-
orrhage. In those patients where anti-
coagulant therapy is contraindicated, a 
temporary inferior vena cava (IVC) filter 
should be considered. 
 Rebecca Chanda concluded by say-
ing: “Pharmacists are in an ideal position 
to ensure that patients receive the opti-
mal treatment for VTE as they can ensure 
clinicians explore all options.” 

Managing UTIs – resistance 
issues and treatment options
To prevent the rising global threat of 
antimicrobial resistance (AMR), pharma-
cists need to be “antibiotic guardians” 
in their treatment of urinary tract infec-
tions (UTIs), said Tejal Vaghela, pharmacy 
team leader in antimicrobials at West 
Hertfordshire Hospitals NHS Trust. 
 In sobering statistics, AMR is pre-
dicted to cost the global economy $100 
trillion by 2050 and put 10 million lives 
a year at risk.6 In response, the UK gov-
ernment drafted a report in September 
20167 outlining its aim to become a world 
leader in antibiotic prescribing by reducing 
Gram-negative bloodstream infections in 
England by 50%, and cutting inappropriate 
antibiotic prescribing by 50% by 2020. 
 Tejal Vaghela was clear that “if antibac-
terial resistance continues to rise we will 
soon have issues in the treatment of uro-
logical infections.” Currently, UTIs are the 
most common infection in urology practice, 
with 150–250 million cases globally per 
year. Gram-negative uropathogens such as 
Escherichia coli and Klebsiella pneumoniae, 
which are common causes of UTIs, are also 
of global concern as they show resistance 
to some key antibiotic treatments. 
 According to a 2016 report by Public 
Health England,8 from 2014–2015 E. coli 
bacteraemia had increased by 4.6%, while 
K. pneumoniae bacteraemia rose by 9%. In 
response to these results, Tejal Vaghela 
informed the audience “we are not treating 
UTIs effectively, so that they are develop-
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ing into E. coli bacteraemia. We can help 
prevent the growing bacterial resistance 
by treating urological infections better.” To 
achieve this, in primary care there needs 
to be a reduction in inappropriate antibiotic 
prescribing. The ESPAUR report8 showed 
that resistance to antibiotics in UTI treat-
ment can vary widely between CCGs 
throughout England, for example from 
16.3% to 66.7% for trimethoprim and 0.3% 
to 12.8% for nitrofurantoin. As a result, the 
Quality Premium Guidance Report offers 
incentives for primary care settings that 
reduce trimethoprim and nitrofurantoin 
prescriptions by at least 10%. 
 Even in the treatment of uncompli-
cated UTIs “there are few options”, said 
Tejal Vaghela. First-line treatment with 
nitrofurantoin is preferable as resistance 
against it is currently low – though this 
will change over time. Complicated UTIs 
require more extensive consideration of 
possible pathogens to ensure any unnec-
essary antibiotic courses are avoided. 
Fosfomycin, nitrofurantoin, and pivmecil-
linam have poor renal penetration, and 
so treatment options for complicated UTI 
should begin with either ciprofloxacin or 
co-amoxiclav. In the case of recurrent UTI 
“there is no real evidence out there to tell 
you what to do,” concluded Tejal Vaghela. 
If there are no obvious risk factors then 
the patient should be referred to an urol-
ogist and antibiotic prophylaxis should 
only be prescribed for a maximum of six 
months. Regular fluid intake should be 
maintained in all patients, especially the 
elderly.

Long-term conditions: the role 
of a GP-based pharmacist
In a presentation on managing long-term 
conditions in primary care, Rena Amin, 
assistant director in medicine manage-
ment at NHS Greenwich CCG, predicted 
how the role of the pharmacist was going 
to expand as the system strained to cope 
with limited funds and Brexit.  
 “We don’t currently have enough 
money to bridge the demands of what 
patients need and the service we pro-
vide,” she said, adding that the situation 
was unlikely to change due to the fall 
of the pound after Brexit, which would 
place further limits on future government 
spending alongside the economic burden 

of an increasingly older population. 
 In England, more than 15 million 
people currently have at least one long-
term condition, the treatment for which 
accounts for approximately 70% of the 
health and social care budget.9 This figure 
is expected to rise as the projection for 
2025 shows that the number of patients 
with at least one long-term condition will 
reach 18 million. In 2015, £15 billion 
was spent on medicines in England, and 
approximately 30–50% of the drugs pre-
scribed for long-term conditions do not 
end up being taken correctly by patients. 
This is money “that could be saved or put 
back into the system,” Rena Amin noted, 
“we just have to be proactive and find 
more efficient models to reduce waste 
and better manage long-term conditions.” 
 To ensure long-term conditions are 
treated effectively, the primary care model 
needs to change, and pharmacists are the 
key to ensure the transition is successful. 
Currently, 50% of all GP appointments are 
accounted for by long-term conditions, and 
£500 million of extra value could be gen-
erated if the medication for just asthma, 
diabetes, hypertension, vascular disease 
and schizophrenia was used in a more 
optimal manner.9 To improve this, GPs 
would require longer than the designated 
10 minute consultation time to accurately 
analyse drug use in patients. This is not 
a realistic possibility for GPs, but it is an 
area “where the pharmacist can step in, 
as patients want to see a healthcare pro-
fessional that can actually help them,” 
said Ms Amin.  
 To improve efficiency, GP surgeries also 
need to be a ‘one-stop’ clinic. Patients 
should not be required to visit a clinic four 
times for four separate conditions, for 
example, but receive one extended con-
sultation with a healthcare professional. 
To achieve this, the role of the pharma-
cist in GP surgeries is growing, explained 
Rena Amin. Evidently, there needs to be 
more education to compensate for this 
increased responsibility, but the objective 
is to “make an end-to-end service, as care 
should not be piecemeal.” 
 Outside the surgery, the expanded 
role of the pharmacist should also be 
used to strengthen community integra-
tion, which helps to harmonise the run-
ning of appointments and check-ups. A 

key priority would be to use the Eclipse 
database to find which patients are drop-
ping off the radar before their situation 
becomes so severe they need prolonged, 
and expensive, hospital treatment. 
Currently, long-term conditions account 
for 68% of accident and emergency and 
outpatient appointments, and 77% of 
inpatient bed days.9 To help prevent such 
cases, Rena Amin told pharmacists “not 
to be afraid to challenge something that 
is not in your comfort zone” when dealing 
with difficult patients that refuse treat-
ment or think that they know better. 
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