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Wastage of High Tech medicines is a long-
standing source of unease in community

pharmacy practice. Contractors complete an
‘annual return’ of High Tech medicines stocked
in the pharmacy, in order to facilitate accounting
practices in the HSE. Such lists almost inevitably
include a number of medicines, within a year of
their expiry date, which are no longer required
by the relevant patient. It is a fait accompli that
such items would be en route to incineration by
the following ‘annual return’ date.
Notwithstanding the procedural issues which
facilitate this wastage, the basis of pharmacists’
unease merits review.

The potential for commercial factors to
influence pharmacists’ decision-making when
distributing medicines from which they make a
profit is a source of continuing debate. However,
High Tech medicines are distributed from
community pharmacies under a ‘patient care
fee’ meaning that the medicines themselves
generate neither a debit nor a credit to the
pharmacy. There is no gain or loss to a
community pharmacist when procedural matters
prevent the redistribution of High Tech
medicines before wastage, through expiration of
shelf life. Therefore the cause of unease at the
impending ‘wastage’ is something other than
commercial. While a philosophy of ‘waste not,
want not’ is itself to be applauded, this desire to
not waste healthcare resources is more likely
grounded in ethical principles.

The four core principles of healthcare ethics
are considered to be autonomy, beneficence,
non-maleficence and justice. Regular readers
of this column will already be acquainted with
the first three principles but it is within the
principle of justice that pharmacists’ duties in
the area of resource management may be best
considered.

Justice as a healthcare principle includes the
elements of distributive justice, respect for the
law, rights-based justice and retributive justice.
Respect for the law is an ethical duty; retributive
justice concerns the fitting of punishment to the
crime, including leniency for those deemed to be
mentally less competent; and a rights-based
approach to healthcare suggests that if a person
has a right it gives him/her a special advantage
which is a safeguard, so that his/her right is
respected even if the overall social good is
thereby diminished. In this context, injustice is
defined as an act or omission which denies
people access to benefits to which they have a
right. While these aspects of the justice principle
are all relevant to the functioning of the
healthcare system, they do not generally provide
guidance to the individual practitioner seeking
to deal with dilemmas related to the resource

management aspect of their role.
Distributive justice is the fair, equitable and

appropriate distribution of resources in society.
Also referred to as ‘resource allocation’,
distributive justice recognises that when
resources are limited, rationing must take place.
If it is accepted that resources are inevitably
finite and that needs, wants and desires have no
limits (Kuhse and Singer, 2006), then an ethically
defensible way of allocating these finite
resources must be agreed. Decisions must be
made which require the setting of priorities and
the provision of a means of deciding who
accesses available resources.

Society generally subscribes to values that
promote fairness, and policies which promote
the allocation of resources in a manner which
appears to be ‘unfair’ will meet with resistance.
The general expectation is that policy
development will ensure that patients in similar
situations will normally have access to the same
healthcare. Consider the public reaction to
‘Rosie’s’1 radio interview, wherein she verbalised
the unfairness of her extended wait for a biopsy
to confirm her bowel cancer, while the patient
who had private health insurance obtained an
appointment in a matter of three days. Empathy
with Rosie’s plight was universal, regardless of
whether or not individuals held private
insurance.

The outstanding question is, therefore, to
identify a basis for rationing available resources
that will meet criteria to define them as ‘fair’.
Finding a just means of healthcare rationing
generally requires consideration of need (the
patient with the greatest need is accommodated
first), maximising (that resources are distributed
in such a manner as to achieve the greatest
good for all of the population) and egalitarian
(that resources are distributed in an equitable
manner) principles. The difficulty is that all three
principles are open to interpretation.

Decisions based on patient need, i.e. a
patient’s capacity to benefit from a healthcare
intervention, are generally subjective
interpretations made by individual clinicians. The
risk of influence by the patient, healthcare
system or political system is evident. Specific
requests by well-informed patients, such as for
tests or treatment options, will likely pressurise
clinicians to utilise more resources on an
individual patient than they might otherwise
have done. The threat of litigation in an
increasingly complex healthcare system risks
over-dependence on resource-intensive
technology. Politics, whether played out in the
Houses of the Oireachtas or on ‘Liveline’, further
pressurise a resource allocation system that
focuses on the ‘need’ principle. Patients use

pharmacists as a forum for venting frustrations
experienced when trying to access therapy
known to be available to some, but not
necessarily being approved to all. The instinct for
a pharmacist is to ‘lobby’ for the individual
patient under their care, thereby influencing
interpretation of the patient’s ‘need’ as being
greater. Indeed such lobbying may be
interpreted as a means of honouring the duty of
care by focussing on that patient’s ‘best
interests’.

The maximising principle promotes the
concept of evidence-based practice as a tool in
decision-making. However, in order to provide a
pharmacoeconomic evaluation, measures such
as Quality Adjusted Life Years must be
calculated. Many practitioners find the
subjective nature of putting a value on another
person’s quality of life to be morally
troublesome. Furthermore, there is always the
risk that therapeutic options which have not
attracted sufficient evaluative research funding
may thereby fail to achieve legitimate approval.
Further dilemmas arise for pharmacists when
patients seek guidance on whether or not it is in
their ‘best interests’ to partake in a ‘double blind
placebo controlled’ clinical trial as requested by
the general practitioner. In addition, there is ‘the
injunction to rescue identifiable individuals in
immediate peril (the Rule of Rescue)’, which
national policy seeks to facilitate, but a question
for Irish pharmacy is whether systems in place,
such as those governing the use of Unlicenced
Medicines (ULMs), could seek to piggy-back on
the ‘Rule of Rescue’ in an unjustifiable manner.

The egalitarian principle is not without its
critics either, in that ‘equity of access’ is subject
to many interpretations. It could be argued that
the most equitable system would be to allocate
an equivalent share of resources to each person
on a lifetime basis. This could be seen as a
means of penalising those who live unhealthy
lifestyles. After all, insurance premiums are
higher for those who smoke. However,
insurance premiums are also higher for those
whose family history suggests that they may
have an unfavourable genetic profile, e.g. for
cardiovascular disease, information acquired by
asking for the age and cause of one’s parents’
deaths. An egalitarian approach therefore has
the potential to discriminate against those
unfortunate enough to meet ill health, the
mentally incompetent or the aged. Indeed,
writers in the field of bioethics propose
principles such as ‘fair innings’ (John Harris),
wherein those of a certain age should accept
that they will get nothing more than basic
healthcare interventions or ‘duty to die’ (John
Hardwig).
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In reality, any system of resource allocation will
use a blend of these principles, usually in
association with some element of lottery. Those
with sufficient funds will always be in a position
to purchase additional healthcare.
Notwithstanding the associated background
debates, the question remains whether practising
pharmacists have an ethical duty to curtail
healthcare expenditure, and, if so, how? There
are many ways in which pharmacists can reduce
wastage. Simple measures, such as promoting
the least expensive of comparable options and
the minimisation of wastage through services
such as MURs (medication usage reviews) and

DUMP campaigns (disposal of unwanted
medicines properly), would appear to be well
within the remit of a pharmacist’s potential. The
redistribution of High Tech medicines would
require team-working with others in the system,
but should be possible. Such reductions in
wastage increase the pool of resources available
to other patients. The more difficult question
arises when resource management at a macro
level appears to conflict with the duty of care to
individual patients. A forum for review of this
question would appear to be warranted. 
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Sense in the sun

COMMUNITY SPIRIT

Pop in to most community pharmacies at this
time of year and you will likely be faced with

well-stacked shelves of bottles of sunscreen. For
those of us confined to the dispensary, they
bring a little bit of summer sunshine into our
working environment. For others, we hope,
they are a timely reminder to stock up and get
protected from harmful UV light. But do we do
enough to promote sense in the sun?

Firstly, there is the issue of stocking
suncreams with a low sun protection factor
(SPF). The Irish Cancer Society (ICS) recommend
that people should only use suncreens with an
SPF of 15 or higher. Indeed the British Skin
Foundation have gone further and advised that
anyone without a very dark skin should apply
factor 15 sunscreen every morning, all year
round – even if they are going to spend most of
the day indoors. Yet many pharmacies stock
suncreams with low SPFs such as SPF8, or even
as low as SPF 4. So is this giving out the wrong
message? Or are we just accepting that, while
we would recommend a cream with an SPF of
at least 15, people will suit themselves anyway
– and as such, some protection at least is better
than none? This opens the door to more
questions. For example, are we in a position to
positively influence people’s choice? Can we
upturn the generally accepted rule of supply
and demand? That is, can we supply not what
they demand (low SPF) but rather supply and
promote solely what we would recommend
(high SPF)? In other words, if we do not stock
low SPF sunscreens will they buy the higher SPFs
that we have on the shelf – or will they go
elsewhere to buy a low SPF sunscreen?

The answer, perhaps, depends on the
individual person and their motivation. The fact
is that, despite most healthcare professionals
espousing the opinion that a suntan is evidence
of risk-taking behaviour and of potential
damage, many people do not see it that way.
Many people like sunbathing. More to the point
many people will tell you that feel more healthy
with a suntan. If you tell them that they should
use a high SPF but that this might stop them

getting a tan they may just opt for a low SPF –
or none at all. So should we accept the will of
the people and supply on demand or should
we, as healthcare professionals, decide not to
stock low SPF sunscreens? I will leave that for
you to decide for your pharmacy. But another
factor many community pharmacists will be
aware of is that we generally buy our
sunscreens as a bulk order from specific
manufacturers, and we are usually obligated to
buy a minimum order of low SPF sunscreens to
avail of the deal.

It is important that healthcare professionals
understand the concept of SPF if they are in
turn to educate patients. SPF was created by
Austrian Franz Greiter (who in turn created the
Piz Buin brand). The SPF of any given sunscreen
is assessed after it is phototested in vivo at an
internationally agreed application thickness of 2
milligrams per square centimetre (mg/cm2).
However, this is a rather arbitrary thickness and
it is questionable whether many consumers
actually apply it at this thickness. Indeed it has
been shown that they often apply a thinner
application of about 0.5 to 1.3mg/cm2.1, 2 So it
is quite likely that they are not protected for as
long as it says on the bottle. It has also been
shown that when sunscreen is rubbed in, it
gives less protection than when applied in a
thick ‘buttery’ manner.3 This is possibly due to
the fact that the cream accumulates in lines and
in sweat glands, filling crevices rather than
being spread evenly. As a result, it doesn't cover
the sensitive parts of the skin. It is therefore
advised to apply it thickly and allow it to dry
naturally. And yet, how many people have you
witnessed rubbing it in profusely? The advice
we must give therefore is to apply the cream
thickly and not to rub it in. In addition, standard
advice from the Irish Cancer Society (ICS) is to
re-apply it every two hours – another point we
must emphasise.

The SPF concept is based solely on
prevention of sunburn (erythema). And indeed,
sunburn is the criterion on which many people
base their level of sun exposure. That is, they

usually limit their exposure if they are getting
too red! However sunburn is a relatively
unimportant inflammatory response to the
direct damage itself. It is the potential for more
serious long-term damage that is more
important. Sunburn is principally caused by UVB
wavelengths. And while SPF may indicate
protection against UVB-induced burning and
the subsequent risk of carcinogenesis, it does
not necessarily indicate protection against
damage resulting from UVA wavelength
exposure. Whereas UVB is believed to interact
directly with DNA to initiate mutations that may
lead to skin cell carcinomas, UVA wavelengths
are understood to cause the production of free
radicals.4 Free radicals may indirectly damage
DNA and cause protein damage, photoageing
and risk carcinogenesis. In order to overcome
this problem, the UVA-to-UVB absorbance ratio
of sunscreens is now used as an in vitro
indicator to quantify the UVA protection
performance of sunscreens. It rates the mean
absorbance value of all measuring points in the
UVA, divided by the mean absorbance value of
all measuring points in the UVB. This has been
simplified to what is now known as the UVA
Star Rating system (usually seen on the back of
the bottle). The higher the number of stars, the
more UV protection (at present there are up to
five stars). However, it is important to
understand that a sun cream with a higher SPF
and 3 stars may give more UVA protection
overall than a low SPF cream with 4 stars, as it
is the level of overall protection that still counts
most. And equally, allow me to labour the
point, we must still remember to advise to apply
the sunscreen thickly, not rub it in too much and
allow it to dry naturally. And apply it every two
hours. Otherwise the star rating is of no use
either.

We should always remember that the best
advice is to limit exposure to the sun, especially
during the hottest part of the day. With this in
mind, concern has been expressed that
sunscreens may actually give people a false
sense of security. They may actually increase

contd. on next page

Footnote ~

1 ‘Rosie’, alias Susie Long, was interviewed on Liveline in
January 2007. Susie Long died on October 12th 2007.
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