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Abstract

Title
A pharmacist working in an outpatient clinic improves safety for patients with Inflammatory Bowel Disease (IBD). 

Author list
Morgan H, Tan WJ, Marvin V, Steel A, Wahed M. 

Introduction 
Immunomodulator drugs are widely used in the treatment of IBD. These drugs are effective but also have well recognised, potentially
serious, side effects. In November 2015 we set up a pharmacist clinic to assist with the prescribing and supervision of these potentially
harmful medications. As the pharmacist clinic was becoming established, virtual clinics evolved for patients who did not need to
attend in person and also a pharmacist telephone/email helpline was set up.  

Method  
We reviewed clinical details for all patients who attended the pharmacist clinic from 27th Nov 2015 to 28th February 2017. We
obtained details from the hospital patient information system and the clinic letters. We sought patient feedback via a questionnaire.   

Results   
The pharmacist conducted a total of 367 outpatient appointments and 83 virtual clinic reviews for 176 patients. 230 specific actions
were required by the pharmacist for 196 of the appointments (mean of 1.2 actions per appointment). 254 (56%) of the appointments
required a blood review alone. 93% of the actions performed were conducted independently by the pharmacist. The pharmacist
referred 15 patients to the physician who then took over the care of the patient. Seven of these referrals were for the management
of side effects of treatment and eight were for the management of a flare of IBD symptoms.   

Conclusions     
The IBD pharmacist has a key role in the management of IBD patients, contributing not only to medication monitoring, prescribing
and safety but also allowing greater capacity in the physician’s busy IBD clinics. 
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Introduction 

Immunomodulator drugs are widely used in the treatment
of IBD. These drugs are effective but also have well
recognised, potentially serious, side effects including bone
marrow suppression, liver toxicity and pancreatitis.1,2,3,4

Immunomodulator drugs include azathioprine, mercaptopurine,
methotrexate, ciclosporin and tacrolimus. Analysis of
patients’ blood levels of thiopurine metabolites enables
optimisation and individualisation of these drugs, thus
guiding effective treatment decisions and improving
clinical outcomes.5

In November 2015, at the request of increasingly busy
consultants, we set up a pharmacist clinic to assist with the
prescribing and supervision of patients on these potentially
harmful medications.

The role of the pharmacist in initiating immunomodulator
therapy includes providing information to patients about
their medication, answering any questions they have,
prescribing and then arranging blood tests and follow up
appointments so that clinical response and safety can be
monitored. The pharmacist also reviews and monitors
patients on maintenance therapy every three months,
provides follow up for patients who have been initiated on
therapy by the doctor, provides additional monitoring
following dose adjustments and reviews patients to
optimise dosing.

As the pharmacist role in clinic was being established it
became clear that, for some patients, an attendance at the
outpatient clinic was not essential; for example, when a
blood test was required after a dose change. In these
situations the patient can come in for a blood test on an
agreed day and then the pharmacist can review the results
and liaises with the patient via phone as necessary. This has
proved to be a popular option with some patients as it gives
them flexibility to co-ordinate their healthcare needs around
other commitments. These ‘virtual clinics’ have an additional
benefit in that they free up space in the outpatient clinics for
patients who require a face-to-face review. Previous work in

this area has shown that a virtual pharmacist led clinic is a
safe alternative to conventional gastroenterology clinics for
patients on immunomodulators and that an average of ten
clinic visits per patient can be saved.6

The pharmacist presence in the clinic resulted in the
development of a pharmacy helpline with patients calling or
emailing the pharmacist for advice between clinic visits.  

At the inception of the pharmacy clinic we set up a database
to record details of patients who had been reviewed by the
pharmacist. This database is updated at each patient visit
with details of their prescription, significant blood results
and follow-up appointments.   

After fifteen months we conducted a service review to assess
the impact of the pharmacist clinic on patient experience
and care. 

Objectives 

• To identify the number and type of actual and virtual clinic
appointments.

• To categorise the actions taken by the pharmacist.

• To quantify the referrals made to a physician.

• To determine the helpline use.

Method 

In terms of process, we:

• reviewed patient notes for all who had attended the
pharmacist clinic from 27th Nov 2015 to 28th February 2017

• identified patients from our database

• recorded clinical history, demographics and side effects

• obtained blood results from the hospital patient information
system and clinical history from clinic letters

• determined the total number and type of actual and virtual
clinic visits managed by the pharmacist

Table 1: Patient demographics

Parameter Number (n=176)

Gender

Male 100 (57%)

Female 76 (43%)

Age range

Age Range 19-83 (median 33)

Disease subtype

Crohn's disease 101 (57%)

Ulcerative colitis 69 (39%)

IBD Undetermined Subtype (IBDUS) 6 (3%)
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• categorised the outcomes of these visits

• identified the number of IBD pharmacy helpline calls/emails
from the pharmacist’  s records 

• quantified the number and type of referrals made to a
physician 

• sought feedback from patients via a questionnaire. This was
given out in the outpatient clinics during August 2018 to
patients who had attended the pharmacist clinic on at least
one prior occasion.

Ethics approval was not required for this service review.

Results

Between November 2015 and February 2017 the pharmacist
conducted a total of 367 outpatient appointments and 83
virtual clinic reviews for 176 patients. The most commonly
monitored drugs were thiopurines (91%, n= 413) followed by
methotrexate (5%, n=22) then ciclosporin (2%, n=8). 2% (n=7)
of patients were on dual therapy. 

Type of clinic 
appointment

Initiation of treatment - includes counselling, prescribing of medication,
dose titration and initial 2 weekly bloods and assessment of response
and side effects 

Monitoring immediately post initiation of treatment by physician

Three monthly routine monitoring

Intensive monitoring e.g. after dose increase, abnormal blood result 

Dose optimisation including addition of allopurinol and dose adjustment

Other

Total 

Number of appointments
(actual + virtual)

92 (20%)

95 (21%)

145 (32%)

45 (10%)

63 (14%)

10(2%)

450

Table 2: Types of pharmacist appointment

Action taken by 
the pharmacist

Side effects assessed and patient reassurance given 

Other

Dose decreased - high TGN, abnormal bloods or side effects

Symptoms assessed and patient reassurance given

Dose increased - low TGN or dose too low for patient’ s weight

Adherence support given 

Non-immunomodulator medicine started e.g. Vitamin D

Allopurinol added - high 6MMP

Advice on dosing given

Patient care handed over to the physician  due to flare of symptoms

Treatment stopped - side effect or abnormal bloods

Patient care handed over to the physician due to side effects

Azathioprine switched to mercaptopurine due to side effects

Total 

Key: TGN, Thioguanine Nucleotide; 6MMP, 6-MethylMercaptopurine. 

Number

37 (16%)

34 (15%)

32 (14%)

27 (12%)

27 (12%)

15 (7%)

12 (5%)

11 (5%)

8 (3%)

8 (3%)

7 (3%)

7 (3%)

5 (2%)

230

Table 3: Actions taken by the pharmacist
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The patient demographics are shown in Table 1.

The types of pharmacist appointment are shown in Table 2.

230 actions were required by the pharmacist for 196 of the
appointments (mean of 1.2 per appointment). The types of
action taken are detailed in Table 3. 

254 (56%) of the appointments required a blood review alone
with no specific actions. 93% of the actions performed were
conducted independently by the pharmacist.

15 patients were referred by the pharmacist to the consultant or
specialist registrar who then took over the care of the patient.
The reasons for referral and details of subsequent management
of the patient are detailed in Table 4. Seven of these referrals
were for management of side effects of treatment and eight
were because the patient had a flare of IBD symptoms.

The IBD pharmacy helpline received a total number of 122
calls/emails over 37 weeks with an average of 3 calls/emails per
week.

16/20 (80%) of questionnaires were returned by patients. The
results are shown in Table 5. Individual quotes from patients are
shown below.

Quotes from patients

• “The pharmacist is always very helpful.”

• “Fully approve of this service alongside seeing a consultant
when appropriate.”

• “Always had excellent care from the IBD pharmacist.”

• “The pharmacist is extremely helpful and knowledgeable
and if she doesn’t know the answer to a question she always
finds out and lets me know which is very reassuring.”

• “I've found the pharmacist to be very professional and
seems knowledgeable and has been extremely valuable to
my recovery.”

• “Very good service.”

Discussion

The IBD pharmacist is improving patient safety and the patient’s
hospital experience by providing a comprehensive medication
monitoring and medicine optimisation service. This ensures that
any abnormal blood results or side effects as a result of
immunomodulator therapy are identified and actioned in a
timely manner. Doses of immunomodulator therapy are tailored
to individual patients to ensure maximum efficacy whilst limiting
the risk of side-effects developing. 

Working in outpatient clinics is a developing role for
pharmacists. It utilises their specialist knowledge and skills in
line with the Carter Report, which suggests that more
pharmacist time should be spent in direct patient facing
activities.7

As can be seen by the actions taken in clinic, an appropriately
trained pharmacist can develop the skills to review symptoms
and assess side effects and manage these independently whilst
also recognising patients who need input from medical staff and
referring these patients as required. The fifteen patients who
were referred during the review period required action to be
taken by the physician showing that the decision made to refer
them was appropriate.

In clinic, the pharmacist provides support to patients to
encourage them to continue with their therapy. They facilitate
adherence by management of side effects, giving of advice with
regard to the timing of doses to suit patients’ lifestyles and
reinforcement of the importance of continuing with
maintenance therapy despite symptoms improving. This support
provides a better experience for patients, who are then more
likely to continue with these treatments thereby preventing the
need for escalation to additional therapies. 

Feedback from patients regarding the pharmacist clinic has
been very positive as shown by the responses to the
questionnaires. Also, unprompted feedback included a patient
who stated: “It is reassuring to know that someone is keeping
an eye on things in the background” when he was called by the

Reason for referral of
patient to physician

Flare of IBD symptoms 

Abdominal pain and inflammatory 
markers raised

Worsening renal function

Patient developed severe rash 

Patient complained of ocular symptoms

Joint pain and inflammatory  markers raised

Haemoglobin significantly low 

Number of patients
(n=15)

8

1

1

1

1

1

2

Action taken 
by physician

Additional treatment prescribed and/or
diagnostic tests requested

Pancreatitis diagnosed and patient admitted 
to hospital

Patient admitted to hospital for assessment
and treatment

Patient referred for dermatology review

Patient referred for opthalmology review

Patient referred for rheumatology review

Intravenous iron advised 

Table 4: Reason for referral to a physician
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pharmacist to tell him that his blood results showed that his
renal function had worsened. A patient who was having her
bloods reviewed via the ‘virtual clinic’ provided feedback to say:
“Thank you for making this process so easy for me”. When the
pharmacist clinic was first set up some patients were surprised
that they were not seeing a doctor. However, when the
pharmacist explained their role all patients were happy to see
the pharmacist and none requested to see a doctor instead. 

In addition to the direct management of patients, pharmacists
are now better supporting the multidisciplinary team with
general pharmacy advice (for example high cost drug funding
queries and dosing of supportive therapies such as intravenous
iron). They also liaise with General Practitioners (GPs) to
facilitate the transfer of clinical responsibility for prescribing of
the immunomodulators to GPs where they are happy to take on
this role. Some GPs do not feel able to take on the clinical
responsibility for prescribing and monitoring stable patients.

Question

How well does the pharmacist explain the reason
for your medication?

How well does the pharmacist explain the side
effects to watch for?

The pharmacist tells me how to take my
medication in a way that I can understand

How helpful did you find the IBD pharmacist clinic?

(Scale of 1-10, 10 = very helpful)

Percentage of
responses

75

25

0

0

0

67

27

7

0

0

n/a

81

19

0

0

0

81

13

6

0

0

0

0

0

0

0

0

Number of
responses

12

4

0

0

0

10

4

1

0

0

1

13

3

0

0

0

13

2

1

0

0

0

0

0

0

0

0

Scale

Extremely well

Very well

Somewhat well

Not so well

Not well at all

Extremely well

Very well

Somewhat well

Not so well

Not well at all

n/a

Strongly agree

Agree

Not sure

Disagree

Strongly disagree

10

9

8

7

6

5

4

3

2

1

0

Table 5: Responses to questionnaires
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Currently, these patients return to the hospital for their three
monthly reviews. A future development would be to explore the
options of an IBD pharmacist clinic being run in GP surgeries to
move this aspect of care closer to the patient and prevent the
need for frequent hospital visits for stable patients.

The pharmacist in the outpatient clinic focuses on the
pharmaceutical aspects of patient care. This uses the
pharmacist’s specialist knowledge of drug therapy and also
ensures appropriate use of skill mix. The pharmacist clinic frees
up slots in the physician clinics for patients who require a
medical review. This is important with the current pressure on
the health service since it targets patient care resources to
where they are most needed. The NHS target for referral to
treatment for new patients is eighteen weeks and for new
cancer referrals is two weeks. Therefore, in addition to
contributing to patient care, the pharmacist clinic is supporting
the hospital in achieving its efficiency targets and avoiding
financial penalties.

Conventionally, in IBD patients requiring escalation of medical
therapy following immunomodulators, the next step is usually
to initiate biological therapy, for example anti-TNFs or the
newer small molecules (JAK inhibitors). Since the introduction
of the IBD pharmacist the role has been expanded to include
developing clinical protocols, shared care guidelines with
primary care and also for therapeutic drug monitoring.

Furthermore, immunomodulator drugs are used in other
specialties e.g. rheumatology and dermatology. A future
development for Chelsea and Westminster Hospital would be to
extend pharmacist support to these specialities as it is expected
that similar benefits would be seen in these areas.

Conclusion

The IBD pharmacist has a key role in the management of
patients with IBD contributing not only to medication
monitoring, prescribing and safety but also allowing greater
capacity in the physician’s busy IBD clinics. 
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