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Learning Objectives
Upon successful completion of this les-
son, pharmacists will be able to:
1. Defi ne pharmaceutical care
2.  List four benefi ts of collaborative health 

care
3.  Identify four requirements for collabora-

tive practice
4.  Identify four ways to improve communi-

cation with physicians
5.  Identify common drug-related problem 

categories
6.  State the three components of a drug-

related problem 
7.  List three components required when 

documenting a drug-related problem
8.  Understand the value of applying 

evidence-based medicine principles in 
practice

Instructions
1.  After carefully reading this lesson, study 

each question and select the one answer 
you believe to be correct. Circle the 
appropriate letter on the attached reply 
card.

2.  To pass this lesson, a grade of 70% (14 
out of 20) is required. If you pass, your 
CEU(s) will be recorded with the relevant 
provincial authority(ies). (Note: some 
provinces require individual pharmacists 
to notify them.)

Answering options
A.  For immediate results, answer on-

line at www.pharmacygateway.ca.
B.  Mail or fax the printed answer card 

to (416) 764-3937. Your reply card 
will be marked and you will be 
advised of your results within six to 
eight weeks in a letter from Rogers 
Publishing.

Disclosure: The author, expert reviewers and 
Pharmacy Practice magazine have each declared 
that there is no real or potential confl ict of 
interest with the sponsor of this lesson.

Communicating 
with Physicians
By Nora MacLeod-Glover, BSc Phm

Introduction
A good starting point for a discussion on 
pharmacist/physician communication is 
with the September 1996 Joint Statement 
on Approaches to Enhancing the Quality 
of Drug Therapy by the Canadian Pharma-
cists Association and the Canadian Medi-
cal Association.1

The goal of this joint statement is to 
“promote optimal drug therapy by en-
hancing communication and working rela-
tionships among patients, physicians and 
pharmacists.” It acknowledges that physi-
cians and pharmacists have complemen-
tary and supportive responsibilities toward 
the patient in their shared goal of provid-
ing optimal drug therapy and they need 
to work cooperatively and collaboratively 
toward that goal.

This lesson will deepen the understand-
ing of the need to communicate effectively 
with physicians by reviewing the basics of 
pharmaceutical care and exploring col-
laborative practice. It is important that 
pharmacists identify and acknowledge the 
role they play in making these philosophi-
cal approaches to clinical practice a broad 
reality.

Learners will also be provided with a 
structure for communicating and docu-

menting drug-related problems; this ac-
tivity will be supported with a review of 
evidence-based medicine (EBM) principles. 
Profi ciency in EBM skills is necessary to 
ensure that drug-related problem recom-
mendations are appropriately supported 
with clinical data. 

Learning about pharmaceutical care, 
collaboration and how these contribute 
to pharmacists communicating more ef-
fectively with physicians will enable phar-
macists to:
• Achieve goals of pharmaceutical care
• More effectively infl uence patient-care 
decisions
• Contribute to developing a team ap-
proach to patient care, along with physi-
cian and non-physician care providers
• Increase the quality and safety of health 
care delivery

Active listening, as well as effective ver-
bal and written communication skills are 
essential for successful communication 
with physicians; refer to earlier lessons in 
this series to learn more about these basic, 
core communication skills.  

Physician Perspectives on 
Pharmacy and Pharmacists
Awareness of research into physician per-
spectives and attitudes towards pharmacy 
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and pharmacists can assist pharmacists in 
identifying and overcoming barriers to es-
tablishing collaborative relationships and 
the delivery of pharmaceutical care.

In 1998, 2,600 Californian physicians 
received a three-part questionnaire to ex-
plore current expectations of pharmacists, 
actual experience with pharmacists and 
future expectations of pharmacists. The 
study results,2 published in 2002 report-
ed that “overall, physicians do not know 
what to expect of pharmacists.” Strongest 
responses of agreement related to current 
expectations and experiences with phar-
macists were given to the following state-
ments:
•  I expect pharmacists to be knowledge-

able drug therapy experts.
•  I expect community pharmacists to edu-

cate my patients about the safe and ap-
propriate use of their medications.

•  I expect pharmacists to assist my patients 
in selecting appropriate nonprescription 
medications.

•  In my experience, pharmacists are a re-
liable source of general drug informa-
tion.
While no strong themes related to fu-

ture expectations for pharmacists arose, 
the fi ndings of the study showed that phy-
sicians are not opposed to having pharma-
cists more directly involved in patient care. 
Overall, younger physicians had higher 
expectations of pharmacists than their 
older counterparts. Based on this research, 
pharmacists need to communicate more 
clearly and consistently to their physician 
counterparts about what it is they do; an 
understanding of the role of each health-
care provider is an essential component of 
any collaborative care environment.3

A 2001 qualitative study involving gen-
eral practitioners and community phar-
macists in Northern Ireland4 explored 
barriers between the two professions 
that infl uence the development of closer 
inter-professional working relationships 
and the extension of prescribing rights to 
pharmacists. Data was collected through a 
series of focus groups. The primary theme 
among the physician discussions was the 
‘shopkeeper’ image of community phar-
macy, and its impact on the accessibility to 
the pharmacist and the confl ict between 

business and health care. While the gen-
eral practitioners expressed no concern 
about their ability to access the pharmacist, 
they felt that in locations where pharmacy 
store hours were limited, patients might 
have diffi culty accessing pharmacy care. 
General practitioners also reported being 
unaware of the training and education of 
community pharmacists. Given the similar 
nature of community practice in Canada, it 
is possible that some Canadian physicians 
will hold similar beliefs.

Pharmaceutical Care
As early as 1987, discussion about the phar-
macists’ role in medication management 
and the structure of how best to deliver 
care was discussed by Strand5 in looking at 
the functional and structural prerequisites 
for clinical pharmacy. Pharmaceutical care, 
as a distinct function for pharmacists, was 
directly explored in 1990,6 and defi ned 
by the Council of the International Phar-
maceutical Federation (FIP) at its Council 
meeting in September 1998:7

“Pharmaceutical care is the responsible 
provision of pharmaco-therapy for the pur-
pose of achieving defi nite outcomes that 
improve or maintain a patient’s quality of 
life. It is a collaborative process that aims 
to prevent or identify and solve medicinal 
product and health-related problems. This 
is a continuous quality improvement pro-
cess for the use of medicinal products.”

FIP supports a structured approach to 
achieving the goals of pharmaceutical care 
and offers these three distinct steps to de-
livering pharmaceutical care:
A.  Pharmaceutical care requires that a 

professional relationship between the 
patient and pharmacist must be estab-
lished and maintained.

B.  Pharmaceutical care requires that records 
of medication provided to a patient must 
be kept and with the patient’s informed 
consent, additional patient-specifi c in-
formation must be collected, organized, 
recorded, monitored and maintained.

C.  Pharmaceutical care requires that pa-
tient-specifi c medical information must 
be evaluated and, in the case of pre-
scribed medicines, a therapy plan must 
be developed involving the patient and 
the prescriber.

Collaborative Care
Setting the stage for effective communica-
tion with physicians requires creating a col-
laborative environment that supports and 
fosters sharing of knowledge and perspec-
tives from a variety of health-care provid-
ers.

Health Canada8 supports collaborative 
patient-centred care as a means to:
•  improve population health/patient care,
•  improve access to care
•  improve patient safety and communica-

tion among health-care providers
•  encourage more effi cient and effective 

employment of human resources.
Numerous collaborative care initiatives 

are underway in Canada. Many of these 
are described in a recent publication: Ac-
tion! Collaborative Care – A special report 
for physicians and pharmacists on the 
movement toward interdisciplinary primary 
health care.9 

One national primary health-care col-
laboration initiative is the Enhancing Inter-
disciplinary Collaboration in Primary Health 
Care (EICP) Initiative.10 This initiative, 
spearheaded by 10 national health-care as-
sociations and a health-care coalition has 
developed a collaboration toolkit to help 
raise awareness about collaborative care 
and facilitate practitioners transitioning to 
this health-care model. This toolkit can be 
found at: http://www.eicp-acis.ca/en/tool-
kit/default.asp.

Current research into collaborative care 
Despite the general confusion within the 
physician community over the pharmacist’s 
role, studies looking at pharmacist/phy-
sician collaboration have demonstrated 
positive patient outcomes. As such they 
showcase opportunities for pharmacists to 
effectively collaborate with physicians in 
the primary-care setting. Some of the re-
search into outcomes related to collabora-
tive care is described below.

A Canadian study published in 2003 re-
ported the outcomes of a randomized con-
trolled trial in family practices in 24 sites in 
Ontario.11 Physicians and patients (within 
the same postal code) were randomly se-
lected to receive either usual care or an 
intervention arm in which patients were 
asked to participate in a face-to-face medi-
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cation review with the pharmacist to iden-
tify and recommend resolutions for iden-
tifi ed drug-related problems (see below 
for more on drug-related problems). After 
meeting with the pharmacists, physicians 
reported intention to implement 76.6% 
of the pharmacist recommendations. Af-
ter 5 months, physicians had implemented 
46.3% of the recommendations, 9.3% 
of recommendations were partially imple-
mented and 16.7% were attempted to im-
plement but were not successful. Reasons 
for unsuccessful implementation were re-
lated to patient reluctance, a previous at-
tempt and failure for the same recommen-
dation and lack of time to deal with the 
recommendation. Interestingly, physicians 
reported that they learned something new 
as a result of 53.2% of the consultations 
with pharmacists.  While the results of the 
interventions did not have a statistically 
signifi cant impact on clinical outcomes, it 
did show that physicians were receptive to 
pharmacist recommendations. 

Another Canadian study, the SCRIP 
study12 (The Study of Cardiovascular Risk 
Intervention by Pharmacists) demonstrated 
the value of community pharmacist inter-
vention in cholesterol risk management 
in patients at high risk for cardiovascular 
events. In this randomized controlled trial, 
which included 54 community pharma-
cies, patients at high risk for cardiovascular 
events (atherosclerotic disease or diabetes 
mellitus with another risk factor) were ran-
domly assigned to receive either a phar-
macist intervention (education, brochure 
on risk factors, point-of-care cholesterol 
measurement, referral to physician and 
follow-up for 16 weeks) or usual care (the 
brochure on risk factors and general advice 
only with minimal follow-up). The primary 
end-point was made up of two compo-
nents: a physician-ordered fasting choles-
terol panel or the initiation or increase in 
the dose of a cholesterol-lowering agent. 
The primar end-point was reached in 57% 
of intervention patients vs. 31% of pa-
tients in the usual-care arm. Due to the 
benefi ts associated with the pharmacists’ 
intervention, the external monitoring com-
mittee recommended early study termina-
tion. This study demonstrates the value of 
collaborative care between pharmacists 

and physicians in providing preventative 
health care; not surprising given the acces-
sibility of pharmacists and the frequency 
of interactions that occur between patient 
and pharmacist.

Strategies for effective interdisciplinary 
collaboration
The Joint Statement between CPhA and 
CMA offers several strategies for collabo-
rating to optimize drug therapy. Several of 
these suggestions require health system 
change; however, the statement offers the 
following strategies which can be adopted 
by practitioners immediately.1

•  “Respecting and supporting patients’ 
rights to make informed decisions re-
garding their drug therapy.

•  Supporting both professions’ relation-
ship with patients and promoting a 
collaborative approach to drug therapy 
within the heath-care team. Care must 
be taken to maintain patients’ trust and 
their relationship with other caregivers.

•  Sharing relevant patient information for 
the enhancement of patient care, in ac-
cordance and compliance with all of the 
following: ethical standards to protect 
patient privacy, accepted medical and 
pharmacy practice, and the law.

•  Increasing physicians’ and pharmacists’ 
awareness that it is important to be 
readily available to each other to com-
municate about a patient for whom they 
are both providing care.

•  Enhancing documentation (e.g., clearly 
written prescriptions and communica-
tion forms) and optimizing the use of 
technology (e.g. e-mail, voice mail and 
fax) in individual practices to enhance 
communication, improve effi ciency and 
support consistency in information pro-
vided to patients.”

 Access to a pdf of this Joint Statement 
can be found at: http://www.pharmacists.
ca/content/about_cpha/who_we_are/pol-
icy_position/pdf/CMA_CPhA_Joint_Stat.
pdf#search=%22Joint%20statement%20
CPHA%20and%20CMA%22. 
 More specifi c strategies that you can 
employ to enhance communication with 
physicians include:
•  Recognize that trusting, respectful re-

lationships take time to build. In the 

community, try to meet physicians with 
whom you interact regularly – if needed, 
make an appointment to meet face-to-
face to introduce yourself and the ser-
vices your pharmacy provides. When 
meeting a physician is not practical, es-
tablish trusting rapport by ensuring your 
written and verbal communications are 
concise and professional.

•  Ask physician offi ces how they prefer 
you to communicate with them (for ex-
ample, by phone, e-mail or fax). To assist 
physicians who prefer to communicate 
by phone, ensure you have a “physi-
cian’s only” line to ensure they by-pass 
long phone messages. Consider getting 
a portable phone to permit easier move-
ment throughout the pharmacy and re-
duce the likelihood that you will need to 
put a physician on hold.

•  Recognize when an issue can be handled 
by the physician’s staff and when you re-
ally must speak to the physician. For ex-
ample, clarifying illegible or incomplete 
prescriptions may be handled by nurs-
ing staff who may fi nd the information 
in the chart; requesting a medication 
change related to an identifi ed drug al-
lergy to a prescribed medication would 
be handled by the physician.  

•  If you feel you need to speak with the 
physician, be assertive – never apologize 
for making the call. Be prepared by an-
ticipating questions the physician may 
have and having alternatives in mind or 
references handy if you need to request 
a change to a prescribed medication.

Six potential goals of therapy or 
clinical outcomes at which patient 
care is usually directed:13

1. cure the disease
2. eliminate or reduce symptoms
3.  arrest or slow the progression of a 

disease
4.  prevent a disease or  reduce/elimi-

nate disease-associated symptoms
5. normalize laboratory values
6. aid in diagnosis
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Communicating Drug-
Related Problems
Most of our communication with physicians 
will be related to having identifi ed a drug-
related problem. A drug-related problem is 
defi ned as 11, 13 an undesirable event expe-
rienced by a patient that involved, or is sus-
pected to involve, drug therapy and which 
interferes with achieving the desired goals 
of therapy. Table 1 offers a comprehensive 
list of potential drug-related problems.

Whether communicating drug-related 
problems in writing or verbally, it is im-
portant to be concise and succinct. When 
stating or documenting a drug-related 
problem, the pharmacist needs to include 
a description of the patient’s problem or 
condition, the drug therapy involved (in-
cluding product names and dosing) and 
the relationship between the two. Table 2 
demonstrates how the drug-related prob-
lem would be structured to meet these re-
quirements.

Documenting a Drug-
Related Problem
There are several formats available for 
pharmacists to use in documenting. The 
format selected should meet the practitio-
ner’s needs within their workplace.13, 15-18

At a minimum, information documented 
should include:

•  Goals of therapy (these need to be 
agreed upon by all collaborating health-
care providers)

•  Recommended interventions to resolve 
the drug therapy problem, achieve the 
goals of therapy and/or prevent new 
problems. If more than one appropriate 
intervention exists, the practitioner may 
wish to list the alternatives with advan-
tages and disadvantages of each so that 
the prescriber understands the rationale 
for the recommended intervention.

•  Follow-up or monitoring that may be re-
quired.

 The National Association of Pharmacy 
Regulatory Authorities has a number of 
pharmacy practice resources available to 
pharmacists (see www.napra.org and look 
under Pharmacy Practice). Two forms that 
may be useful in communicating drug-re-

lated problems with physician’s offi ces can 
be found at:
 •  http://www.napra.ca/pdfs/practice/

drugtherapy.pdf 
 •  http://www.napra.ca/pdfs/practice/re-

lated.pdf
Other forms that pharmacists may fi nd 
useful to use in the course of documenting 
interventions are available:
 •  http://www.napra.ca/pdfs/practice/in-

terview.pdf
 •  http://www.napra.ca/pdfs/practice/in-

terdoc.pdf
 •  http://www.napra.ca/pdfs/practice/

docform.pdf
For non-prescription interventions that you 
wish to inform a physician’s offi ce about 

see:
 •  http://www.napra.ca/pdfs/practice/

patient.pdf.

Evidence-Based Medicine
Evidence based medicine (EBM) was fi rst 
discussed in the literature in 1992 when 
Gordon Guyatt and his Evidence-Based 
Medicine Working Group published a pa-
per outlining a new philosophy that rep-
resents a paradigm shift in which there is 
less emphasis on intuition, unsystematic 
clinical experience and pathophysiological 
rationale for clinical decision-making and 
more emphasis on the outcomes of ex-
amining evidence from clinical research.19

EBM requires that the practitioner continue 

Drug-related  Common causes of the drug-related problem
problem

The drug therapy is   • There is no indication for the drug therapy
unnecessary  • A drug is being used chronically that was intended for 
  acute treatment
  • The patient is taking social or recreational drugs
  • Several drug products are being used where a single  
   drug entity will suffi ce
  • The condition is more effectively managed with non- 
  drug therapy
  • The drug therapy is being used to treat an avoidable  
   adverse reaction associated with another medication

Additional drug   • A medical condition requires drug therapy that is not
therapy is required   currently being prescribed
  • A medical condition that requires drug therapy is un- 
   recognized
  • A drug the patient is taking for a valid indication is  
   causing non-dose related side-effects for which  
   treatment is required
  • The patient requires therapy for prevention  
  • Drug therapy is required to create an additive effect  
   with existing therapy

The drug product is   • The current drug therapy is not effective for the 
ineffective    condition it was prescribed
  • The current drug therapy is not the most effective  
   available for the condition
  • The patient’s condition is not responding to the 
   prescribed drug therapy
  • The dosage form is inappropriate for this patient
  • The prescribed drug therapy is not the most cost- 
   effective

The dosage is too   • The dose is too low to produce the desired effect
low  • The dosing interval is too infrequent
  • The duration of therapy is too short

Continued on opposite page

TABLE 1
Eight drug-related problem categories and specifi c common 
causes for each one1, 11, 13, 14
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to apply traditional care skills: a sound un-
derstanding of pathophysiology allows the 
clinician to determine whether trial results 
apply to their specifi c patient; knowledge 
of patient values and desires is also an im-
portant factor in clinical decision-making.  

Sackett20 defi nes EBM as “the conscien-
tious, explicit, and judicious use of current 
best evidence in making decisions about 
the care of individual patients.”

Pharmacists need to integrate EBM phi-
losophy and processes, such as researching 
and referencing primary literature,  into 
their clinical decision-making and their 
communication with physicians. Doing 
so will ensure recommendations are sup-
ported with current clinical data and as a 

result will contribute to building trust with 
physicians.

Additional information about how to 
integrate EBM into practice can be found 
at: www.cche.net/usersguides/therapy.asp 
and www.med.ualberta.ca/ebm/ebmintro.
htm.

Not all practitioners have the time or ac-
cess to the necessary literature databases 

to effectively perform literature searches 
when seeking information needed for 
clinical decision-making. As such, practice 
guidelines are a good option for practitio-
ners who wish to integrate clinical evidence 
into their clinical decision-making. Here 
are two sites that can be used to access a 
number of available clinical practice guide-
lines: http://mdm.ca/cpgsnew/cpgs/index.
asp and http://gacguidelines.ca/.  

Bringing it all together
Current research demonstrates that creat-
ing a collaborative working environment 
with physicians can enable the pharmacist 
to achieve their professional goals associ-
ated with pharmaceutical care. Accurate, 
succinct communication is essential for col-
laborative patient care. Pharmacists need 
to communicate identifi ed drug-related 
problems and corresponding clinically-
sound recommendations. Pharmacists will 
also benefi t from communicating their role 
and how they can contribute to the health-
care team both today and in the future.
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Drug-related problem  Example 1  Example 2
component  (The dosage is too low) (The patient is experienc- 
   ing an adverse drug  
   reaction that is not dose- 
   related)

An undesirable event or  The patient is not achieving The patient has developed a 
risk of an event  lipid targets  rash on his upper body
experienced by the  
patient 

The drug therapy  The daily 10 mg dose of  Caused by the cloxacillin
involved Atorvastatin 500 mg QID prescribed to  
   treat a skin infection

The relationship that  Is too low to produce the  May be due to a 
exists (or is suspected to  desired response  drug allergy
exist) between the 
undesirable event and 
the drug therapy

Summary statement The patient is not achieving  The patient has developed  
  lipid targets because the a rash on his upper body  
  daily 10 mg dose of caused by the cloxacillin  
  Atorvastatin is too low to 500 mg QID prescribed to  
  produce the desired  treat a skin infection that  
  response may be due to a drug 
   allergy.

TABLE 2 Structuring Drug-Related Problem to Meet Requirements
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1. Pharmaceutical care is best defi ned 
as:
a.  The responsible preparation and processing of 

prescription and non-prescription medications 
intended to enable the patient to achieve de-
fi ned goals of therapy.

b.  The responsible provision of pharmacotherapy 
for the purpose of achieved defi nite outcomes 
that improve or maintain a patient’s quality of 
life.

c.  Identifying an undesirable event experienced by 
a patient that involves drug therapy and inter-
feres with achieving goals of therapy.

d.  The conscientious, explicit and judicious use of 
current best evidence in making decisions about 
the care of individual patients.

2. Collaborative patient-centred 
health care will achieve all of the fol-
lowing EXCEPT:
a. Increased health care costs.
b. Improved access to care.
c. Improved patient safety.
d. Increased effi ciency of human resources.

3. Collaborative care requires that 
health-care providers:
a. retain professional autonomy.
b. generate profession-specifi c care goals.
c. maintain existing hierarchy.
d. clearly communicate their care role.

4. Current research into collaborative 
care has shown that:
a.  pharmacists are able to reduce the frequency of 

adverse events post-discharge
b.  collaboration between physicians and pharma-

cists is unlikely.
c.  pharmacists have a role in preventative health 

care.
d.  physicians are clear on the pharmacists’ role in 

health care.

5. Community pharmacist interven-
tions always result in improved patient 
outcomes.
a. True
b. False

6. The Joint Statement between CPhA 
and CMA offers which of the following 
strategies for collaborating to optimize 

drug therapy?
a.  It is important to be available to other care pro-

viders when they need to discuss a patient-care 
issue.

b.  Sharing information with other care providers 
can enhance patient care.

c.  All care providers need to respect a patient’s 
right to make informed decisions regarding his 
or her care.

d. All of the above.

7. When stating a drug therapy prob-
lem, the pharmacist needs to include:
a.  the individual responsible for causing the drug 

therapy problem
b.  the relationship that exists between the undesir-

able event and the drug therapy
c.  the harm to the patient if the problem is not 

resolved
d.  the follow-up that needs to occur to ensure the 

problem is resolved.

8. Patient DG is a 36-year-old male 
who presents to your pharmacy com-
plaining that his tennis elbow pain is 
not being managed by the prescribed 
medication (naproxen 125 mg BID). 
What is the category of drug-related 
problem that DG is experiencing?
a. the patient is non-compliant
b. the drug product is ineffective
c. the dosage is too low
d. additional drug therapy is required.

9. Patient LM presents to your phar-
macy 12 days after her 30-day supply of 
antihypertensive medications should 
have run out. She presents you with a 
new prescription for an increased dose 
of the same medication. What is the 
category of drug-related problem that 
LM is experiencing?
a. the drug therapy is unnecessary 
b. the patient is non-compliant
c.  the patient is experiencing an adverse drug re-

action
d. additional drug therapy is required

10. Which statement is TRUE regarding 
relationships with physicians?
a.  Apologizing is one way to show respect for a 

physician’s time when needing to have him or 

her come to the phone.
b.  Technology can interfere with relationship-

building.
c.  You can expect, as a health professional, that 

physicians will respect your opinion.
d.  Trust in a professional relationship can take time 

to develop and is built on experience.

11. Documentation of a drug-related 
problem contains all of the following 
components EXCEPT:
a. Monitoring plan
b. Patient assessment notes
c. Goals of therapy
d. Recommended interventions

Use the following information for questions 
12-14. Patient GG, a 72-year-old man with 
chronic obstructive pulmonary disease is a 
patient at your pharmacy. On review of the 
patient’s profi le you realize he has never 
received a pneumococcal vaccine.

12. What is the category of drug-relat-
ed problem that the patient is experi-
encing?
a. the patient is non-compliant 
b.  the patient is experiencing an adverse drug re-

action
c. the dose is too low
d. additional drug therapy is required

13. State the drug-related problem as 
you would communicate it to the phy-
sician:
a.  Please consider providing this patient with a 

prescription for pneumococcal vaccine.
b.  The patient has chronic obstructive pulmonary 

disease and requires a pneumococcal vaccine.
c.  The patient requires a pneumococcal vaccina-

tion as soon as possible.
d.  The patient is at risk of contracting pneumonia 

and therefore requires a pneumococcal vaccine.

14. What might be the shared goal of 
therapy for this patient in this case?
a. cure the disease 
b. normalize laboratory values
c. prevent a disease
d. reduce symptoms

15. All of the following strategies can 

Questions Select the ONE BEST answer for each of the following questions.
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enhance collaboration with physicians, 
EXCEPT:
a.  Ensure you speak directly with the physician on 

all patient-care matters.
b.  Determine which method (phone, fax, e-mail) 

a physician’s offi ce prefers to use to communi-
cate.

c. Implement a “physician only” phone line.
d.  Introduce yourself to the physician to establish a 

face-to-face relationship. 

16. Evidence-based medicine principles 
are important to pharmacy practice be-
cause:
a.  They ensure the right clinical decision is always 

made.
b.  They shift decision-making away from intuition 

and personal experience.
c. Everyone has equal access to clinical trial data.
d.  They reduce the need to explore patient values 

and health goals.

17. An effi cient way a pharmacist can 
easily integrate evidence-based medi-
cine into his or her practice is to:
a. Subscribe to all the core medical journals.

b.  Be familiar with clinical guidelines for common 
health conditions seen in his or her practice.

c.  Attend as many live education events as pos-
sible.

d.  Maintain a current library of textbooks in the 
pharmacy.

Use the following information for questions 
18-20. Patient WM, is an 18-year-old female 
who has asthma. She has infrequent exac-
erbations but currently has a friend visiting 
who has brought a cat to her apartment 
and it is increasing her symptoms. Previous-
ly, her symptoms have been managed with 
her short-acting bronchodilator that she 
has required less than twice a week. Now 
she is using this bronchodilator 1 to 2 puffs 
every 4 to 6 hours. While her symptoms are 
being controlled she is concerned about the 
feeling of her heart racing. 

18. What is the category of drug-re-
lated problem the patient is experienc-
ing?
a. the drug product is effective 
b.  the patient is experiencing an adverse drug reaction

c. the dose is too high
d. the drug therapy is unnecessary

19. State the drug-related problem as 
you would communicate it to the phy-
sician:
a.  The patient’s short-acting bronchodilator is 

causing problems for the patient and needs to 
be replaced with an alternate drug. 

b.  The patient is using too much short-acting bron-
chodilator and needs to reduce her use.

c.  The patient is experiencing palpitations related 
to her salbutamol use which is dose-related.

d.  The patient is at risk of uncontrolled asthma 
symptoms and requires the addition of inhaled 
corticosteroid therapy.

20. What might be the shared goal of 
therapy for this patient in this case?
a. eliminate symptoms 
b. normalize laboratory values
c. prevent a disease
d. cure the disease

Questions continued... Select the ONE BEST answer for each of the following questions.
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