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	Have you registered

for THE NOVEMBER SYMPOSIUM IN Blackpool yet? Places are limited so telephone the office NOW if you want to attend and remember this Symposium provides 11 hours of continuing education!
service to members: ADVERTISE UNIVERSITY COURSES

At the Autumn Symposium there will be a 'Service to Members' board for Universities to advertise their courses. Space will be approximately 3' x 3' (half of a landscape Poster Board). The advertisement must have a named delegate on for contact during the weekend. Anyone requiring this space must notify the office before the 30th October.
Get involved with UKCPA:

It’s never too early to consider standing for the General Committee! Talk with committee members at Blackpool.



PRACTICE INTEREST GROUP NEWS

Care of the Elderly Group

MEMBERS DATABASE

W

e would like to thank those of you who have filled in the Members Database Questionnaire that was enclosed with the last edition of In Practice. However, we would encourage those members who haven’t yet completed the questionnaire, to do so and to return it to the UKCPA office as soon as possible. Further copies of the questionnaire are available from the UKCPA office or myself.

ARTICLES

T

reatment of early Parkinson’s disease. Editorial. BMJ 2000;321:1-2.

This editorial comments on the results of a recent, multisite, five year, randomised, double blind study comparing the incidence of dyskinesia with levodopa or ropinirole. This study, which involved 268 patients with mild to moderately severe Parkinson’s disease, concludes that initial treatment with ropinirole in early Parkinson’s disease adequately controls symptoms (based on functional abilities) and delays onset of problematic motor complications. However, since about half of each group withdrew during the study, neither ropinirole nor levodopa is an ideal treatment for many patients.

The editorial goes on to highlight the limitations of this study. Firstly, no mention is made of other possible first line treatments e.g. amantadine, anticholinergic drugs, selegiline and non-pharmacological treatments (such as physical therapy). Secondly, the study did not examine the effects of disease severity or duration on the incidence of dyskinesia and other adverse effects. Finally, the role of concurrent psychiatric illnesses was also not addressed.

The editorial concludes that despite these unanswered questions, ropinirole seems to be an effective treatment for early Parkinson’s disease. Although levodopa remains the optimal treatment for Parkinson’s disease, ropinirole provides similar improvements in functional abilities whilst minimising abnormal involuntary movements.

PARKINSON’S DISEASE STUDY DAY

T

he Group’s next study day will be on the pharmaceutical management of Parkinson’s disease. This will be held in September 2001. Further details will be published in the next issue of In Practice.

QUESTIONS – Can you help?

T

his section allows individual members to ask questions or determine the current practice and views of other members of the Group. Please support this new venture for us by replying to the queries if possible.

· Does anybody have a current laxative policy (especially post - danthron)? If so, please contact me.

Jane Robson, Directorate Pharmacist–Elderly Care, North Tees General Hospital

· Are any pharmacists looking at registration of frail elderly patients with community pharmacists?

Mary Crabb,

Stirling Royal Infirmary
NEW BOOKS

P

ractising Evidence Based Geriatrics. Sharon E Strauss, David L Sackett. 

Radcliffe Medical Press, £25, pp 166. ISBN 1 85775 394 1.

Derek Taylor, Care of the Elderly

dataylor@tinyworld.co.uk
Critical Care Group

New and Newsgroups

T

he group is currently getting back into action after a major changeover in the committee membership. I am looking forward to an exciting year. One area in which I am very keen to get going is newsgroups. My first attempt at setting this off did not succeed, but I have taken some advice from my surgical colleagues! I now think I know what is needed. If you are interested please email me, at home, on jp.dade@virgin.net.. If anyone out there wants to run the group, let me know. Effectively you just act as a staging post for Emails, backward and forwards. It’s no more complicated than that.

So far as current news is concerned, I have a number of issues that I think members will find interested. The biggest issue, and one which could affect your level of staffing, and cover, is the current expansion in ICU and HDU facilities which is ongoing, pending Gordon Brown signing the cheque! You will find a lot of useful information in the Department of Health paper “Comprehensive Critical Care – A Review of Adult Critical Care Services”. This will likely be available from your ICU manager. I am planning to present a review of this paper at the November meeting in Blackpool. Many, many thanks for the feedback on the minimum volumes guide. I had loads of volunteers. The committee will be meeting to decide the next move, so please be patient.

Clinical paper of Interest.

S

uresh. P. et al. Eye Care in the Critically Ill. Intensive Care Medicine. 2000;26:162-66

The authors evaluated the effectiveness and efficiency of an algorithm in the prevention of ocular surface disease in sedated and unconscious patients in the ICU. The algorithm included ocular lubricants, and lid taping, and not Geliperm. This is an excellent paper, written by ophthalmologists, and should be discussed with your unit.

Questions for members

I

 am interested in how individual units give parenteral potassium supplements. Can members please email me with a summary of the usual method of IV supplementation, including alternative routes such as addition to haemofiltration fluids. I am also interested in what storage guidelines you adopt on the ICU. 

John Dade, Critical Care Group
Education & Training Group

PROPOSED STUDY DAYS FOR 2001/ 2002

I

n our planning we have suggested the following two separate, 1 day, study days – one to run in September 2001 and the other in 2002. However, we would like to carry out our own market research and would welcome your feedback on your personal interest in the following proposals. We are depending on your response before planning these courses any further. Registering your interest does not mean that you have to attend the course but merely gives us an idea as to the interest of our membership.

The study days suggested are :

· Continuing Professional Development – Challenge and change

· Educational Research Methodology

- Please complete the flyer enclosed within this issue of In Practice and return to Anne Watson at the address supplied OR

· Send an e-mail to a.watson@strath.ac.uk.

NOVEMBER 2000 SYMPOSIUM FRINGE MEETING

T

he topic for debate at the Friday night Fringe meeting is “ Do we need the DPharm ? ”. The debate will be led by Professor Peter Taylor, Professor in Pharmacy Practice from the University of Bradford.

We would be delighted to see as many members as possible come along and join us, in what should be an interesting debate, on this important development and hot topic within Pharmacy.

E & T WEBSITE

A

s previously announced in the Summer issue, we were delighted to announce the development of our E & T PIG website. Although it is just in the early stages, we have already had some positive feedback with even some new members contacting us through the website. There have been a few teething problems with access but I would suggest that you visit and actively use the site as much as possible. Access : via www.ukcpa.org, then click on `Practice Interest Groups` and then choose the E&T option. The details of the content were listed previously in the Summer issue. We would welcome any comments you have on the website by e-mail to  

h.m.bradbury@leeds.ac.uk OR bethan.george@ulsop.ac.uk.

Finally, we have published our Hitchhiker’s guide to Good Practice For Education & Training as a “pull out and keep” aide memoir at the end of this In Practice. If you have any comments on it, please do contact us.
Bethan George, Education & Training Group
Primary Care Development Group

RPSGB Steering Group for Primary Care Pharmacy

A

s chair of the UKCPA Primary Care Development group I was invited to represent UKCPA on a new committee established by the Royal Pharmaceutical Society of Great Britain. The group has been established by the Council for a 12 month period and has the following main purposes:

· To foster the special interests of pharmacists in the primary care sector

· To provide a source of specialist knowledge and expertise in primary care pharmacy

· To represent the views of pharmacists in the primary care sector to the Society

· To advise the Society, through its Policy Support Unit, of any need for policy development or review of policy relevant to primary care pharmacy.

For the purposes of this group, primary care pharmacy is considered to comprise the activities undertaken by pharmacists and support staff in the primary care sector outside community pharmacies. Representation also includes a member from each of:

· The Society's Community Pharmacists Group

· The Society's Hospital Pharmacists Group

· The Primary Care Pharmacy Association

· The Primary Care and Community Care Pharmacy Network

· The Prescribing Support Pharmacists Group

· The Prescribing Advisers Group

· A Council Member

· A member of the Society's staff in an advisory capacity

During the year we are required to hold a public seminar on a topic linked to the development needs of primary care pharmacists and the Society's strategic objectives. This is likely to take place in Spring 2001. We are also required to produce a proposal for consideration by the Council on future group structures within primary care pharmacy, including specific proposals on ways of working with the Society's Community Pharmacists Group, Hospital Pharmacists Group and the Society's headquarters in general. 

I think this will be a useful forum for primary care pharmacists in all capacities to interface with the Society and the Council and will keep you posted on future developments. If you have any topics or points you think I should be raising on behalf of the UKCPA please also discuss these with me.

International Symposium on Pharmaceutical Care 2000, Wellington, New Zealand

M

arian has asked me to report on this conference which I attended in May, and which prevented me from attending the UKCPA Spring symposium in Leeds. I feel it has already been well reported in the Pharmaceutical Journal, and will therefore confine my short report to a few personal comments as to why I am so impressed with the way my kiwi friends are developing pharmaceutical care in a health care system which has many similarities to our own.
In New Zealand the Pharmaceutical Society (PSNZ) actively supports the concept of pharmaceutical care and employs pharmacists to train community based pharmacists to undertake what they call Comprehensive Pharmaceutical Care (CPC) from the community pharmacy base. Following training pharmacists have to submit 12 care plans before they are deemed accredited to practice CPC and are provided with ongoing support and drug information services for an annual fee. In the 2 and a half years I have known some of the very proactive pharmacists promoting the pharmaceutical care concept in NZ, I have seen this process go from the initial concept to government agreeing to pay pharmacists for the care planning process. Admittedly the individual pharmacists have the same problems we have here. Tied to their businesses, insufficient locums, insufficient time to spend with patients, the need for special consultation areas were all discussed as being barriers in the discussion groups I was part of, but there just seems to be a wave of motivation, particularly from the younger generation who are not prepared to dispense tablets day in day out when they have so much more to deliver in terms of patient care. And thanks to a considerable drive from the Society itself, the government have been made to sit up and realise the potential pharmacy input has and its importance to health care. Following on from the conference I spent three idyllic weeks in a country filled with amazing friendly hospitality and a winter climate better than many of the summer days experienced since my return back to the UK!

Primary Care Pharmacy

A

s many of you are no doubt aware almost a year ago I accepted a new challenge - Editor of Primary Care Pharmacy, a free Pharmaceutical Journal managed journal specifically aimed at pharmacists developing the professional role within the primary care sector. I know that many UKCPA members are involved in such initiatives and projects, or are just getting on and "doing the job". You may not think that what you have done is significant or different from anyone else, but your experiences are always a valuable learning process for others and reporting what happened to you can enable someone else to avoid the pitfalls and achieve earlier success. So whatever you are up to, please consider writing an article for publication. If you haven't written before don't let that discourage you. I have supported several first time authors already.

Sheena Macgregor

Website to visit

 “S

criptbits” is a monthly newsletter written by Dr Brian Curwain, Prescribing Adviser, New Forest PCG and Nikki McCaffrey, Prescribing Adviser, Totton and Waterside PCG. It takes a sometimes lighthearted look at current prescribing issues and is included in its own section in the renowned Private-Rx 

website.http://www.private-rx.net/scriptbits/
Methotrexate Audit

I

 was delighted to receive an e-mail from Nicola Hayes with information about a PCG-wide audit on methotrexate. This is vital work and is really worth doing in your practice/PCG. She would appreciate feedback and can be contacted at:

Nicola.Hayes@heywood-pcg.nhs.uk (If you don’t have access to e-mail, contact myself - details below)

Nicola writes:

We have just undertaken a baseline audit of all patients prescribed methotrexate across our PCG. We did this in response to a number of concerns raised by local practitioners. We found 107 patients prescribed methotrexate. We were trying to establish:

1. Who is currently responsible for monitoring methotrexate prescribed in primary care 

2. What is the frequency of monitoring 

3. Indication for treatment 

4. Doses of methotrexate prescribed 

The results were perhaps as we expected. We were unable to establish who was responsible for monitoring in 24% of patients, 47% of patients were not being monitored. When patients are monitored in secondary care information on results and frequency of monitoring is often not communicated to the GP. The prescribing and monitoring of methotrexate needs to be standardised (On the day we collated the results we received the information from Cambridgeshire Health Authority about the death of a patient). 

We are going to take the recommendations from the Cambridge inquiry and try to implement them. However, this could be difficult as we deal with four Trusts across three Health Authorities. Do you have any suggestions or know of anyone who has a solution? 

PATIENT Directions (Group Protocols

Peter Jones would like to hear from Pharmacists who are supplying or administering medicines according to a Patient Group Direction. The NHS reforms specify an increased prescribing role for Nurses according to Patient Group directions, but what about Pharmacists. The North West Regional website for Patient Group directions at www.groupprotocols.org.uk does include a small number of protocols authorising Pharmacists to issue medicines but we would welcome a whole lot more. If you have a PGD authorising Pharmacists to issue medicines, please share it with your colleagues and include it on the website. To include a PGD you need a username of - protocol, and a password - crown2000, subsequent to which I will authorise it for display and public viewing. If you have any difficulty please contact myself at the address below.

Peter G W Jones, Prescribing Adviser

Salford West PCG

Floor 5B, Peel House, Albert Street, 

Eccles M30 0NJ

Tel 0161 787 0250

Fax 0161 787 0359

peter.jones@ph.sat-ha.nwest.nhs.uk
Further contributions

I

t is so nice to hear from any of you out there, let us have MORE please. Remember – if you make a contribution to the Primary Care bit of In Practice it is highly likely Sheena or I will buy you a large G&T (or whatever is your poison) at the next Symposium! 
Marian Bradley

Anchor Meadow Health Centre

Aldridge, Walsall

01922-4500900/450913 (direct line)

BradleyM@gp.walsall-ha.wmids.nhs.uk
Primary Care Development Group

Quality Assurance Group

QUALITY ALPHABET

W

e have been slowly working through our quality alphabet of buzz-words and terms since Spring 1997 (Issue Number 9) and this offering just about completes the cycle – unless, that is, we feel inspired to come up with some X, Y and Z words for the next issue.

VALIDATION

T

o those of us working in manufacturing and preparative services, and particularly if licensed with the MCA, validation is the hot topic right now. Quite simply, validation is the action of proving that any procedure, process, equipment, material, activity, or system produces the expected results.

To satisfy the regulatory bodies we are now expected to work through a highly documented set of stages from design qualification, through installation qualification, operational qualification, performance/system qualification to process qualification.

Whilst this may seen totally ‘OTT’ in the context of clinical pharmacy, there are principles here that are worth considering. For example, dedicated computer programs must not be treated with blind faith – so called glitches could lead to, for example, dose errors. The only way to confirm that the software, and particularly algorithms, work is to systematically challenge with real or hypothetical inputs and compare with the answers you expect.

In other contexts, validation is not too dissimilar to measuring outcomes or evidence based medicine/pharmacy. The important thing is that we can demonstrate in some way that we actually achieve what we expect to achieve.

WAITING TIMES

W

aiting times for patients attending clinics, having operations etc have been a key indicator of performance of Trusts and the NHS as a whole in recent years. Pharmacies in primary care and in hospitals have external and internal customers who will also be judging performance of services provided.

Whereas the ‘official’ waiting time indicators will be closely monitored, our own may not be. For example, in a hospital pharmacy, there are likely to be measurable times for outpatient prescriptions, supplies to wards for in-patients and medicines for discharge patients. The last of these is often the most problematic. Patients, who are delayed in their discharge, because their discharge medicines are not ready, are not happy bunnies and may take with them very negative perceptions of the quality of pharmacy service. Inevitably, it will be pharmacy that will be blamed, irrespective of the reasons for the ‘delay’, such as doctor’s not having written up the discharge medication.

Apart from planned discharge, there are other ways in which these problems can be minimised by re-engineering the supply process. Initiatives such as original pack dispensing on admission, extended use of patient’s own medicines, empowerment of pharmacists to prescribe, electronic prescribing can be taken, but communication breakdowns still seem to occasionally occur and cause maximum embarrassment. Having a handle on the causes of the problems is essential so that waiting times for the patient can be, as far as possible, zero.

Bob Shaw, Quality Assurance Group

Surgery & Theatres Group

Thanks

D

espite the summer holidays we’ve had a good input from the group for this edition. Thank you to everybody who put pen to paper or fingers to keyboards. We’re always on the lookout for reports of study days you attended and reviews of journals you’ve read or web-sites you’ve visited. You can e-mail your contributions at any time to Chris Jay, the STPG Editor, on c.jay@virgin.net. In Practice is what you make it so keep contributing!

Stop Press!

The Radiology Study Day has been postponed until the New Year.

D

ue to last minute speaker unavailability we have changed the date. It will now be held on Thursday 1st February in Regent’s College, London. Apologies to those of you who had already booked a place but without speakers it wasn’t going to be much of a study day.

Over the past few years the STPG has run a couple of workshops looking at the pharmacist’s input to radiology. Interest has been high and we hope that many of you will join us in London where we will be exploring issues in more depth.

Fran Maguire has arranged what plans to be an excellent study day. Consultant Radiologists and Specialist Pharmacists will be introducing us to diagnostic radiology, in particular the use, adverse effects and procurement of contrast media.

A must for pharmacists and pharmacy managers already providing or wanting to provide a service to radiology. To book your place please contact the UKCPA office.

Who’s Who on the STPG Committee

Y

ou know our names, you may even have spoken to us on the telephone but we thought you would like to read a little more about the members of the committee.

Nicola Wake (Chairman)

Having spent two years avoiding hard work on the STPG committee, Nicola was finally found out and took on the role of chairman this year. Hailing from Ireland, she moved to the mainland in 1990 to go to Nottingham University and hasn’t managed to leave England since! By the time you read this Nicola will have started a new job in North Tyneside General Hospital and will hopefully have sold her house in Nottingham. Previous places of work include Derby City General and Leicester General Hospitals. Her specialist areas include pain management and palliative care; outside work she specialises in Irish whiskeys, shopping and improving British Telecom’s profits! 

Wendy Lloyd (Secretary)

Wendy graduated from the University of Bath in 1994 and has worked in a variety of places since then: Bristol, Winchester, Southampton, Sydney (yes, Sydney, Australia!) and Chichester. She is now the Surgical Directorate Pharmacist at Royal United Hospital, Bath and confesses to having a particular passion for bowel surgery (!) and an interest in thromboembolism. Outside pharmacy she like to do lots of sports, including cycling, rowing and surfing. She also likes to eat lots of curry and drink lots of Guinness! You can catch Wendy in Blackpool at the UKCPA Autumn Symposium – she loves riding the rollercoaster!

Jayne Davis (Membership Secretary)

Jayne has worked in a number of different areas in pharmacy since she graduated from Sunderland including hospital (London, St James’, Leeds) and community (specialising in Ag & Vet). Until recently she was the Theatres and Urology pharmacist at the Royal Hallamshire Hospital in Sheffield but she has moved directorates to become their Haematology pharmacist. Jayne enjoyed her spell as a surgical pharmacist particularly urology where she says she hadn’t appreciated there were such a wide range of conditions requiring surgical intervention. Outside work Jayne is treasurer of the RPSGB local branch. Congratulations are in order as Jayne was married over the summer to Paul – a romantic wedding on the Isle of Barra no less. If you want to meet Jayne just head for the dance floor at any UKCPA event as one of Jayne’s interests is dancing, in particular the French Jive and Ceroc!

Chris Jay (Editor)

Chris graduated from De Montfort University in Leicester where he also completed his pre-registration year. He hasn’t travelled as far as the rest of the committee, working in Dudley Road in Birmingham and now as the Surgical Directorate Pharmacist at Russells Hall Hospital in Dudley. Chris’s interests include ophthalmology and pharmacy’s role in pre-admission clinics. Our congratulations go to Chris and his wife Ann on their recent addition to the family, Matthew Thomas.
Resource Centre

T

he Resource Centre has moved to Bath! If you would like any of the articles from the Resource Centre please contact Wendy Lloyd either by telephone (01225 428331 bleep 7632) or by e-mail (wendy.lloyd@ruh-bath.swest.nhs.uk).

Over the last year we have had a number of requests for information from the Resource Centre but haven’t received much in return. Many protocols and guidelines are quite old now. If you have any information you would like to put in the Resource Centre please contact Wendy. We are especially short of PONV guidelines and thromboembolic prophylaxis protocols.

Intestinal Failure Study Day

M

arch 2000, St Marks Hospital, London
Mainly nutrition nurses and dieticians attended this multidisciplinary study day but it was very relevant to any pharmacist involved in gastro-intestinal surgery and gastroenterology. Patients with intestinal failure are frequently difficult to manage and there is plenty of scope for input on an individual patient level and on a policy making standardised, stepwise approach.

Definition of intestinal failure:

“The reduction of functioning gut mass to below the minimum necessary for the absorption of nutrients”. The most common cause of intestinal failure is surgery resulting in short bowel, usually secondary to Crohn's or mesenteric infarction.

Consultant physicians and surgeons at St Marks and Colo-Rectal nurse specialists presented the morning sessions. Practical take away messages from these sessions included:

· Overall management depends on remaining length of jejunum and whether it is connected to the colon. To survive without parental nutritional support, 50 cm of functioning jejunum in continuity with the colon are needed. Without continuity with the colon, 100cm of functioning jejenum are needed.

· Sodium: Stoma output contains approximately 100mmol sodium / litre, therefore need to replace accordingly.

· Magnesium: Deficiency common. Caution in replacement as oral supplements can cause diarrhoea.

· Treatment strategies:


· Drink little hypotonic fluid 

· Drink glucose-saline solutions (more about that in a bit)

· Drug therapy:

· Loperamide (St Marks frequently use doses up to 16mg QDS. Note, do not use syrup as it can cause osmotic diarrhoea)

· Codeine

· PPI (high doses may be required. It might be better to use Omeprazole rather than Lansoprazole due to ceiling effect).

· Octreotide (use as a final treatment when all else failed)

· Glucose-saline solutions, Dioralyte® doesn’t contain sufficient sodium, recommend using WHO solution (aka St Marks Powders) which contains: Glucose 20g, sodium chloride 3.5g and sodium bicarbonate 2.5g in 1 litre of water.

· Long term / future, is complete bowel transplant. By August 1997, 273 bowel transplants performed worldwide. Survival rates still not as good as with home parental nutrition, but watch this space. (Liver transplants seemed impossible once!)

The afternoon sessions were about nutritional support in intestinal failure and discussed, diet, enteral and parental nutrition and a case study, which prompted plenty of discussion.

Overall, an extremely useful and informative study day which certainly increased my knowledge of short bowel syndrome and its management.

Wendy Lloyd, STPG Committee Member

Subgroup Reports
Theatres Subgroup

T

his month we’ve put together a review of some recent journals. If anyone else is doing something similar, we’d like to hear from you.

Editorial : Are New Local Anaesthetics worth their cost? Acta Anaesthesiologica Scandinavica. July 2000 

· Levobupivacaine - the incidence of bupivacaine induced cardiac arrest is very low (1 +/- 0.4 per 10,000 anaesthetics) and even the “safest” local anaesthetic can cause toxic effects therefore vigilance is still necessary.

· Ropivacaine - 65 articles have compared the motor block of ropivacaine and bupivacaine but only 23% demonstrated a statistically significant decrease in motor block with ropivaciane. Recent studies have suggested that ropivacaine is 40–50% less potent than bupivacaine. Since most studies compared similar concentrations the effects may disappear completely if equipotent doses were used.

· Conclusion: New local anaesthetics are not worth their cost.

Ondanestron for intrathecal morphine-induced pruritis in patients undergoing Caesarean Delivery

Anaesthesia and Analgesia.July 2000.Vol 91, No 1.

· A randomised, double blinded, placebo controlled trial of 60 non-breast feeding women. Patients were randomised to receive either ondansetron 0.1mg/kg IV, normal saline or diphenhydramine 30mg IV. Pruritis occurred in 25%, 85% and 80% of patients respectively. Has anyone any experience / evidence of using granisetron for relieving opioid-induced pruritis?

Patient Acceptability of Intranasal Diamorphine

Anaesthesia, June 2000, Vol 55, No 6.

· Satisfaction was good/complete in 69% of patients. Needs to be compared with PCA.

Prevention of Radiographic Contrast Agent Induced Reductions in Renal Function by Acetylcysteine

NEJM 20 July 2000; 343: 180-184

· Administration of radiographic contrast agents often results in acute reduction in renal function. The reduction can cause substantial morbidity and mortality during hospitalisation and can lead to chronic end-stage renal disease.

· This current study comprised of 83 patients with chronic renal insufficiency (mean serum creatinine 216+/- 116 micromol/L) who were undergoing computed tomography with iopromide, a non-ionic, low osmolality contrast agent. Patients were randomly assigned to receive either:

· Acetylcysteine (600mg twice a day for 2 days starting a day before the administration of the contrast agent) and 0.45% saline intravenously (1ml per kg body weight per hour for 12 hours before and after administrations of the contrast agent) 


or
· Placebo and saline

· 2% of the patients in the acetylcysteine group and 21% of patients in the placebo group (P=0.01) had an increase of at least 44 micromol/L serum creatinine 48 hours after administration of contrast agent.

· In the acetylcysteine group, the mean serum creatinine concentration decreased significantly (from 220+/- 118 to 186 +/- 112 micromol/L) 48 hours after administration of the contrast agent, whereas in the placebo group, the mean serum creatinine concentration increased non-significantly (from 212 +/- 114 to 226 +/- 133 micromol/L).

· These are interesting results but larger studies need to be conducted. Patients with severe renal failure and various contrast agents should be included in further trials.

Tramadol: A Review of its Use in Perioperative Pain. Drugs. July 2000; 60: 139 – 176

· A thorough review of trials of > 50 patients comparing tramadol with opioids, PCA and NSAIDs in adults and children. Includes trials of tramadol in intraoperative analgesia and for day surgery. 

Jane Hylands, Senior Directorate Pharmacist

Barts and the London

Cardiothoracic Subgroup

T

he last quarter has been fairly quiet for the cardiothoracic group, although we are still gaining members, and I am pleased to announce our first overseas member – Joanna Tatler, currently working in New Zealand.

I am still co-ordinating the group at present, but having left the cardiothoracic area for pastures new, I am hoping to persuade a (preferably) willing volunteer to take over. So if anybody reading this would like to have a go please don’t hesitate to get in touch. My new e-mail address is boothscw@libertysurf.co.uk. This will be good for your CV and give you lots of contacts within the cardiothoracic area.

Some of the recent correspondence has centred on the following subjects:

Re-starting Beta Blockers after CABG

T

he question is whether beta-blockers should be routinely prescribed following coronary artery bypass grafting for patients who were previously taking them. There seems to be no conclusive answer to this question. My own experience is that they are usually only restarted post-operatively to control tachycardia or blood pressure and this appears to be the case in several other hospitals. In Edinburgh most surgeons are starting beta-blockers at half the pre-op dose as prophylaxis against AF, increasing if necessary to control heart rate. Should we be restarting beta-blockers routinely in all patients who have had a recent MI?

Stress Ulcer Prophylaxis

S

tress ulceration is an unusual occurrence following cardiac surgery (presumably because of the short period of ventilation), but can be devastating if it does occur. A straw poll of members seems to indicate that most surgeons are using IV rantidine (50mg BD-TDS) on Cardiac ITU, with some continuing on oral rantidine until discharge. 

Thromboprophylaxis / Anticoagulation

T

here has been some discussion about prophylaxis and anticoagulation in the pre- and post-op period. Some centres are still using unfractionated heparin (5000units BD or TDS), whilst others have moved on to LMWHs. There is also some debate about whether full anticoagulation with heparin should be undertaken in the post-operative patient with a mechanical valve before the target INR is achieved with warfarin. Most centres continue the prophylactic heparin dose (unfractionated or LMWH) until target INR is achieved, only undertaking full heparinisation if INR is still low on day 3 or 4.

If you have any comments on the above topics, or would like to pose some more questions for the group, please e-mail them to me at the above address.

Carl Booth

PS I am working on the first edition of the cardiothoracic newsletter – which I am going to call the Cardiothoracic Pharmacists’ Bulletin (or CPB for short – corny I know). Any snippets of useful information, anecdotes or interesting articles will be welcomed.

Burns and Plastics Subgroup

A

 quick update...

Most people replied to the last questionnaire and I am glad to say that your views were pretty similar. Everyone thought that we should be a burns and plastic surgery group, as part of the UKCPA Surgery and Theatres Group.

Everyone said they would consider meeting up. The most popular venues are Birmingham, London or Manchester. Most people are members of the UKCPA, but only a couple of us the British Burns Association. I will start thinking about arranging a meeting, so may be in touch with those of you in the cities I have mentioned for some organisational help. My thoughts at the moment are to try and arrange some speakers on the topics people have mentioned and combine this with a business session.

A few of you have commented about having an Internet / e-mail link. This would be great, but not all of you have Internet access at the moment. I would encourage you to do so, if you possibly can. Please e-mail me if you do get an address. The alternative is some type of cascade, like the ophthalmic pharmacists do.

It is now summer holiday time, so my time is mainly taken up covering annual leave, like the majority of all of you I am sure. Things may therefore go quiet from me for a while. I will get in touch again when there is progress to report.

In the meantime, if you have any questions you would like to ask the rest of the group, please pass them on to me and I will see that they reach the others. To start the ball rolling, I would be interested to know what people are doing for fluid resuscitation in the first 24 hours post-burn, particularly with children. We use the Parkland Formula for adults and children here, but it appears this may result in incorrect fluid requirements in children. Please e-mail, fax or post me what you do.

Jane Allen

Queen Victoria Hospital, East Grinstead

jane.allen@qvh-tr.sthames.nhs.uk
Newsgroup Update

W

ow, the newsgroup has been busy over the summer. However the STPG has over 200 members and only 70 of you are part of the newsgroup. If anyone has an e-mail address (either work or personal) and would like to join, please e-mail Nicola on nicola.wake@lineone.net.

I haven’t received any answers to the questions posed in the last edition of In Practice so I assume no-one is using oxycodone for post-operative pain relief, nor is anyone using an alternative to iv heparin for patients requiring full anticoagulation post-operatively.

Maybe we’ll have more luck with this month’s questions:

· What do people use for lubrication for catheter insertion prior to intravesical administration of BCG? Apparently any lubricant with a preservative in can cause a reduction in efficacy of the BCG. 

Graeme Hall

Leicester General Hospital
· I expect everyone has heard about the imminent withdrawal of iv chlormethiazole.
Has anyone got any plans/suggestions for alternative products or alternative 
sources of chlormethiazole? We use a lot both in our alcoholic patients and ITU patients with sedation problems so this will cause a lot of problems.

Nicola Ward
Glenfield Hospital, Leicester


Recent discussions via e-mail have included:

· I’ve had a few requests for protocols for treatment of DVT/PE with LMWH. > Has anybody got any they could send me? I know there’s quite a few > hospitals out there using them.

> Nicola Wake

Derby City General Hospital

Our current protocol is for tinzaparin 175 units/kg OD for treatment of DVT and PE for at least 6 days and until oral anticoagulation is established. We have a nice colourful little leaflet to advise staff on what to do.

Jayne Davis

Royal Hallamshire Hospital, Sheffield

At the QMC we are currently updating our protocol. We are possibly going to be changing to dalteparin for prophylaxis and treatment of DVT/PE along with enoxaparin for unstable angina. At the moment we use dalteparin for prophylaxis, tinzaparin for PE/DVT treatment and enoxaparin for unstable angina.

Katy Grimble

QMC, Nottingham

> 
At Chelsea & Westminster hospital we use tinzaparin 175 units/kg daily > and > start Warfarin when the DVT or PE is confirmed.

> Nita Sanghera

> Chelsea & Westminster Hospital, London
We at Wirral Hospital use tinzaparin 175units/kg per day as per BNF for the treatment of DVT/PE. We start warfarin when the DVT/PE has been confirmed. For surgical prophylaxis and unstable angina we use enoxaparin (different doses of course).

Kath Phillips

Wirral Hospital NHS Trust

· What do people use to keep patients eyes closed during surgery or on ITU? We currently use Geliperm® on ITU. 

Jane Hylands

Barts and the London

The ITU at Northampton tend to use Geliperm®, apparently in the past have used Jelonet®.

Rachel Westwood

Northampton General Hospital

The neurosurgical ITU in Oxford uses Geliperm® too. They seem happy with that for the moment.

Diana Booth

Radcliffe Infirmary

In our theatres there is an increasing trend towards using Viscotears® for eye lubrication and protection during surgery - a couple of anaesthetists did a study following patient complaints and apparently compared this product with simple eye ointment. I can appreciate the benefits of Viscotears® from the patient’s point of view (not as gritty a feeling, not blurred, anaesthetist can see the pupils better post-op for assessment of light reaction) and financially it’s much cheaper, surprisingly. The lids are closed with Micropore® or nothing. However, in situations where there is potential for contamination with alcohol (from cleansing preps) or blood, (e.g. neurosurgery, ENT) more care is taken – Viscotears® or simple eye ointment is applied and the eyes are covered with Jelonet® gauze and taped firmly down with Sleek® or similar tape. I was not provided with the evidence when requested for Viscotears® performance!

Jayne Davis

Royal Hallamshire Hospital, Sheffield

Very timely one this. There is a paper in Intensive Care Medicine in the last three months on eye care in the ICU and an editorial. The authors do not use Geliperm® and in fact there is no evidence base for its use anyway. The key thing is, if a patient is not blinking you need to keep the eyes closed and lubricated. Keeping eyes closed is critical and the best method is to tape them shut as they do in theatre. Alternatively you can stitch them shut. It sounds cruel but an infected eye is much worse. The reference is Intensive Care Medicine 2000 Feb; 26(2): 162-6

Another reference is Am J Crit Care 2000 May; 9(3): 188-91.

This is the only evidence-based report I’ve come across. We are going to adopt it on our unit.

John Dade

United Leeds Teaching Hospitals

· Is anyone using/has anyone used Renacidin® or Solution R® equivalent and where can I get some from quickly? I’ve been asked to obtain some Renacidin® for use in an elderly patient with staghorn calculus. We could probably get 100ml sachets of Solution R® but as I understand this is for a continuous infusion at 50ml per hour, a larger bag would be useful. Anyone any ideas?

Jayne Davis

Royal Hallamshire Hospital, Sheffield

Our bladder washout other than sodium chloride is Suby R® or Solution R®. This apparently was changed from Suby G® by DME consultants not urologists. The urologists prefer Suby G® (3% citrate) and say it works as well as Suby R® (6% citrate). Suby R® is used as an inpatient and they change to Suby G® in the community. We get Solution R® 100ml bladder washout from Unichem.

Kath Phillips

Wirral Hospital NHS Trust

· Has anyone written guidelines for the management of pain > control for patients discharged from ITU to the ward? 

> 


> 

Chris Chung

> 

The Royal London Hospital

The acute pain team follows up surgical patients discharged from ITU. There are pain control guidelines on all wards that form the basis of treating acute and initial pain in adults: Mild pain - paracetamol & diclofenac PR for nil by mouth, add cocodamol for oral administration. Moderate pain - diclofenac PR, tenoxicam IV/IM, parenteral opioid for NBM patients, diclofenac +/- dihydrocodeine for oral administration. Severe pain - parenteral opioid by whatever route (morphine, pethidine, diamorphine), PCA or epidural for post-op, Oramorph® or MST® for oral route.

Jayne Davis

Royal Hallamshire Hospital, Sheffield

· Has anyone used fentanyl lollipops for pain relief in children (particularly after burn injuries)? 

Nita Sanghera

Chelsea & Westminster Hospital, London

Paul Grassby and colleagues at the St Mary's Unit in Wales did a lot of work on narcotic lollipops. They had reached the stage of successful batch production and gave presentations to the GHP (either at the Bristol (‘99) or similar weekend school or a guild study day). They had something published in the Journal as a result of this (possibly they also applied for one of the pharmaceutical care awards run via the journal). Although Paul has moved on, I believe the unit is still producing lollipops but I'm not 100% sure if they are using fentanyl without finding the journal article(s). The report of the guild weekend school 99 is either in the PJ or Hospital Pharmacist around mid-April.

Paul Evans

RCHT

· One of our anaesthetists has recently read an article which mentioned intravenous paracetamol (propacetamol) and thinks it would be good alternative in those patients who are NBM and cannot receive suppositories (ie following lower bowel surgery). However it appears most of the literature is published in French journals and the product is only available on named patient basis.

Has anyone had any experience of using propacetamol or any more information?

Clare Wetherell

Sunderland Royal Hospital

There is a non-French reference to the use of IV paracetamol: Can J Anaesth 1997; 44:479-85 by Fletcher D, Negre I  et al. Post-operative analgesia with iv paracetamol and ketoprofen combination after disc surgery I’ve recently been at the International Symposium on Paediatric Pain where IV paracetamol was mentioned. It’s something which our 2 acute pain consultants are aware of for a while but it’s very much wait and see when it’s available in this country. As far as I’m aware none of the other paediatric pain centres have used it yet. Here at Great Ormond Street, the type of patients not allowed to have pr normally gets analgesics administered into their stoma about 12-24 hours post-op.

Kuan Ooi

Great Ormond Street Hospital, London

Katy Grimble from QMC, Nottingham, has sent her guidelines for the use of propacetamol to the Resource Centre. If you would like a copy please e-mail Wendy Lloyd (details as before).

· Regarding > eyedrops on the ward, how long an expiry and how many bottles? > Currently > our policy is one bottle per eye regardless of what the drops are for. I > can > understand if the patient has an infection but a glaucoma patient - do they > need 1 bottle per eye and a new one each week? It gets very expensive if > a > patient is using Latanoprost®!

Janet Lock

North Hampshire Hospital

We use them for the > length of their expiry date i.e. one week or one month. We use one bottle > for both eyes unless they have an infection

> > Katy Grimble 

> Queens Medical Centre, Nottingham

Our policy tends to be one week and one bottle for each eye of all eye drops if the patient has an infection and one bottle for both eyes and 28 days expiry for other eye drops for inpatients and outpatients.

Kath Phillips

Wirral Hospital NHS Trust

We supply eye drops for 2 weeks for in-patients unless they are antibiotic drops or the patient is using antibiotic drops or the drops are unpreserved. 

We extended the expiry from one to two weeks with the full support of our ophthalmology consultants and on the basis of some evidence (British Journal of Ophthalmology 1998;vol 82:473-475) which concluded that extending the shelf life to 2 weeks is safe and could save the NHS £0.5m! We use only 1 bottle for both eyes, unless there is an infection.

Ali Harris

Radcliffe Infirmary

We give 7 days expiry for inpatients and 28 days for outpatients. One bottle only for all eye drops EXCEPT antibiotic or antiviral, then we give one bottle for each eye.

Alison Eggleton

Addenbrooke’s Hospital, Cambridge

Moorfields published some work about 18 months ago, I think it was in Pharmacy in Practice which said for eye drops an expiry of 2 weeks was OK. We use one bottle per eye only for infected eyes.

Jane Hylands

Barts and the London NHS Trust

One bottle for one week for each eye regardless of whether infectious or not. At Luton they changed to two weeks expiry and only one bottle for all non-infective eye drops.

Rachel Westwood

Northampton General Hospital
There is an ophthalmic committee / review group (with leading pharmacists and ophthalmologists) who are looking at the issue of inpatient and outpatient eye drop expiry dates. They will make their recommendations to the RPSGB soon.

How long after that before we get an official statement / advice from the Society is anybody's guess! One of the pharmacists involved is Peter Burberry at the Leicester Royal Infirmary whom I got this information from.

Obafemi Shokoya

Kings College Hospital, London

· >      For pharmacists who supply pre-filled > PCA devices >      to the wards and theatres, w>      >      ho supplies the PCAs when the department is closed? As > we no longer >      have a residency service it means that if the ward hasn’t > been >      organised and ordered a refill in advance the patient has > to wait for >      the pharmacist to come in to supply one. Has anyone got > an alternative >      suggestion, which complies with the law, for out of hours > supply?

Kath Phillips

Wirral Hospital NHS Trust

> When we have been out of morphine 45mg in 45ml PCA, we have sent the > 50mg in 50ml vials and the nurses have to draw up the syringe > themselves. We get these from Aurum Pharmaceuticals. 

Rachel Westwood

Northampton General Hospital

> Recovery keeps our supply.

> Annie Egan

Manchester Royal Infirmary

STPG Bibliography

T

he committee would like to update the group’s bibliography before distributing it to the members. If anyone would like to recommend a textbook or reference for inclusion in the bibliography please contact Nicola Wake via e-mail (nicola.wake@lineone.net)  or via the UKCPA office. 

You can check out the current bibliography on the STPG Website. Go to www.ukcpa.org and click on ‘Practice Interest Groups’, then ‘STPG’.

Anyone With An Interest In Pain?

I

 think a forum to share experiences in pain is an excellent idea. At Bradford Royal we have recently developed an analgesic ladder for post operative pain and a post operative anti emetic ladder. I have audited pain relief on discharge after day surgery and prompted an alteration in discharge analgesia and am currently auditing pain relief on discharge after thoracotomy and found that whilst the analgesics are effective patients seem reluctant to take them. I would be interested to learn what other centres are doing regarding adding anti emetics to PCAs, we are currently discussing this and droperidol 5mg in 50ml would seem to be the favourites far. With regard to your other questions: For epidurals we use Morphine 5mg in Bupivacaine 0.125% 100ml. Gabapentin- we don’t seem to use much at the moment and we tend to use Tramadol post op in all the thoracotomies and some vascular patients, there is a good review of this in Drugs- I think its the July issue. Hope this is of some use, if you want to discuss anything my work number is 01274 364748.

Helen Holdsworth

Bradford Royal Infirmary

IV to Oral Switch: We are starting a pilot scheme of pharmacists and nurses changing IV antibiotics to oral under a strict protocol and it would be very useful to contact other pharmacists who have any experience in this area.. I would be grateful if you could contact me if you have any information that might help me.

Kirsteen Gray, Respiratory and ID

Tayside University Hospitals Trust


Literature review

A

limentary Pharmacology & Therapeutics 14 (s2), 54-57. Review article: hepatobiliary complications associated with total parenteral nutrition. M. Angelico & P. Della Guardia 

· Parenteral nutrition is often associated with hepatobiliary complications. Hepatic steatosis, intrahepatic cholestasis and biliary sludge are the most frequent. Cholestasis predominates in infants, steatosis in adults, and biliary sludge in both. Other less frequent complications are steatohepatitis and gallstones. All hepatobiliary complications are more likely to occur after extended periods of total parenteral nutrition, and are prevented by the concomitant consumption of nutrients by the enteral route. The pathogenic causes are multiple and only partially known. They include lack of gastrointestinal stimuli for biliary secretion and gall-bladder motility, abnormalities in bile acid metabolism, the presence of sepsis, and the potentially unfavourable effects of individual components in the total parenteral nutrition formulae, including an excess of calories. Each potential mechanism and its clinical relevance is discussed in this review.

Alimentary Pharmacology & Therapeutics 14 (s2), 66-70. Review article: agents affecting gall-bladder motility – role in treatment and prevention of gallstones. K. J. Van Erpecum, N. G. Venneman, P. Portincasa* & G. P. Vanberge-Henegouwen 

· Various agents may either enhance or impair post-prandial gall-bladder motility, and they are identified in this review. When studying the impact of medication on gall-bladder motility, the effects on interdigestive gall-bladder and intestinal motility should also be taken into account. Patients at high risk of gallstone disease, and patients who are treated chronically with gall-bladder motility inhibiting drugs, may benefit from improved gall-bladder motility using a prokinetic agent. However, there are no long-term studies to prove that such a strategy prevents gallstone formation.


PRIVATE "TYPE=PICT;ALT=Back" J Emerg Med. 1998;16(4):549-56. PRIVATE "TYPE=PICT;ALT=Back"Ketorolac Versus Acetaminophen-Codeine in the Emergency Department Treatment of Acute Low Back Pain 

· Acute low back pain is a common problem in the emergency department (ED). Effective management of acute pain enhances early rehabilitation and recovery. Given the importance of inflammatory mediators in pain generation and the adverse effects associated with opioids, it is logical to expect that a non-opioid agent with anti-inflammatory and analgesic properties would provide excellent analgesia with fewer adverse effects. This double-blind, randomised, multicentre clinical trial, performed in six university and community hospital EDs, compares the analgesic efficacy and adverse effects of ketorolac to those of acetaminophen-codeine in ED patients with acute musculoskeletal low back pain. Our hypothesis was that ketorolac would provide superior analgesia with fewer adverse effects. One hundred twenty-three patients with acute low back pain were randomised to receive ketorolac (KET, N = 63) or acetaminophen-codeine (ACOD, N = 60). Most (79%) were males, and the mean age was 34.5 years. After baseline clinical assessment, patients were treated with ketorolac (10 mg every 4 to 6 h as needed, up to four daily doses) or acetaminophen-codeine (600 mg-60 mg, respectively, every 4 to 6 h as needed, up to six daily doses) and followed for one week. Pain intensity was assessed on visual analogue and categorical scales. Functional capacity, overall pain relief, and overall medication rating were assessed on categorical scales. Adverse events were documented. Primary outcomes included: 1) Pain intensity differences, based on visual analogue scores, for the 0 to 6 h treatment phase. 2) Incidence of adverse events. Secondary outcomes included analgesic efficacy, functional capacity, and overall subjective drug evaluation at one week. Both drugs provided substantial pain relief, with maximal effect 2.2 h after oral dosing. There were no significant differences in analgesic efficacy, functional capacity, or overall pain relief between the two groups. Sixteen patients (10 KET vs. 6 ACOD, NS) withdrew prematurely because of drug inefficacy. Patients in the ACOD group reported significantly more adverse drug events and serious adverse drug events. Seven patients--all in the ACOD group--withdrew from the study because of adverse drug events. Based on comparable efficacy and a superior adverse event profile, ketorolac was preferable to acetaminophen with codeine for the treatment of acute low back pain in the ED. 

Sildenafil Well Tolerated by Men Taking Antihypertensive Medications 
· Data from 22 placebo-controlled trials suggest that men taking a variety of antihypertensive medications who were given sildenafil had no "treatment-related clinically relevant cardiovascular adverse events," according to study author Dr. L. Michael Prisant. Dr. Prisant presented the findings in a poster at the American Society of Hypertension meeting. Dr. Prisant analysed data on 1,137 hypertensive patients. Antihypertensive medications included beta-blockers, ACE inhibitors, alpha-1 blockers, calcium-channel blockers and diuretics. The men ranged in age from 21 to 85 years. All had at least at 6-month history of erectile dysfunction and had had a stable relationship with a female partner for 6 months. For men taking an ACE inhibitor plus sildenafil, the combined adverse event rate was 34.7%. For beta-blockers, the rate was 33.9%; for calcium-channel blockers, 31.8%; for diuretics, 33.1%; and for alpha-1 blockers, 28.2%. The adverse event rate among 2,152 men taking sildenafil and no antihypertensive drug was 37.1%. Rates of cardiovascular-specific adverse events, including postural hypotension, hypotension, syncope, angina and myocardial infarction were also comparable, Dr. Prisant said in an interview with Reuters Health. No patients taking antihypertensive medications experienced "clinically relevant, serious adverse events such as MI, life-threatening arrhythmia or worsening congestive heart failure," he said. 

Anaesthesia 55 (6), 532-539. 
Patient-controlled intranasal diamorphine for postoperative pain: an acceptability study. A. Hallett  et al .

· A patient acceptability study was conducted using patient-controlled intranasal diamorphine. Patients undergoing non-emergency orthopaedic or gynaecological surgery self-administered intranasal diamorphine for 24 h postoperatively. Pain, pain relief, sedation, respiratory rate, nausea and vomiting were assessed regularly. After 24 h, patients and their attending nurses completed a questionnaire assessing satisfaction and practical aspects of the technique. Satisfaction was reported as good or complete by 69% of patients and 69% of nurses. Pain relief was assessed as better than expected by 45% of patients and better than normal by 50% of nurses. Seventy-nine per cent of patients would be pleased to use patient-controlled intranasal diamorphine again and 89% of nurses would be happy for their patients to use it again. Sedation was uncommon and mild and there were no episodes of significant respiratory depression. Fifty-three per cent of patients reported no nausea and 74% did not vomit at any stage. There were seven withdrawals, four due to problems with the device and three due to therapeutic problems. The nasal spray may need modification to improve reliability. However, we found patient-controlled intranasal analgesia an effective technique, which was well tolerated by patients and nurses and was without unpleasant side-effects. Further work to determine how it performs compared with intramuscular or intravenous analgesia is now needed

Drug & Ther Perspect 15(9):1-5, 2000. Epirubicin: Better Option for Patients at Low Risk of Tumor Recurrence After TUR

· Epirubicin (is a sterioisomer of the anthracycline doxorubicin. It can be used as treatment or prophylaxis after transurethral resection (TUR) in patients with superficial bladder cancer. After TUR for superficial bladder cancer, intravesical epirubicin prophylaxis decreases recurrence rates compared with placebo or TUR alone. The drug can be used as a single dose or in an induction and maintenance regimen. However, this second option may not be as effective as single-dose treatment in patients at high risk of recurrence. Epirubicin is as effective as doxorubicin and intravesical immunotherapy with bacillus Calmette-Guerin (BCG) in patients with a low risk of recurrence but may have a better tolerability profile. The drug has shown promise in combination regimens with BCG and interferon

Australian and New Zealand Journal of Surgery 70 (6), 409-411. Single- Versus Multiple-Dose Antibiotics Prophylaxis For Cardiac Surgery
Sarah J. Bucknell  et al.

· Background: This study was carried out to determine if single-dose antimicrobial prophylaxis is sufficient for cardiac surgery. Methods: The study was a prospective non-randomised trial of 353 consecutive patients undergoing cardiac surgery. Group A (n = 151) received 48 h of prophylaxis and Group B (n = 202) received a single dose. Cephazolin was used in all patients except those at high risk from methicillin-resistant Staphylococcus aureus (MRSA) who received teicoplanin and timentin. Results: There was an overall in-hospital infection rate of 2.8%. There was no significant difference in rate or type of infection between the two groups. Conclusions: An in-hospital infection rate of 2.8% compares favourably with other reported series. Single-dose antimicrobial prophylaxis is as effective as a 48-h regimen. Targeting high-risk groups is effective.

Drug & Ther Perspect 15(10):1-4, 2000. Does Clodronate Reduce Metastases in Patients With Breast Cancer?

· Initial data suggests clodronate (clodronic acid) reduces the incidence of both osseous and visceral metastases in high-risk patients with breast cancer. In addition, like other bisphosphonates, clodronate significantly reduces the incidence of skeletal complications associated with breast cancer, and is an important therapeutic option in the treatment of tumour-induced hypercalcaemia. Oral or intravenous clodronate is generally well tolerated, with few serious adverse effects reported. The most common adverse effects are mild, transient gastrointestinal disturbances.

European Journal of Anaesthesiology 17 (3), 189-196. A comparative study of patient-controlled epidural diamorphine, subcutaneous diamorphine and an epidural diamorphine/bupivacaine combination for postoperative pain
C. Gopinathan et al 

· This randomized double blind study investigates the relative efficacies of controlled analgesia (PCA) regimens in three different patient groups: epidural diamorphine 2.5 mg followed by PCA bolus 1 mg with a 20-min lockout (Gp1), subcutaneous diamorphine 2.5 mg followed by PCA bolus with a 10-min lockout period (Gp2) and epidural diamorphine 2.5 mg in 4 mL of 0.125% (w/v) bupivacaine followed by a PCA bolus of 1 mg diamorphine in 4 mL 0.125% (w/v) bupivacaine with a 20-min lockout (Gp3). Patients were evaluated at 0, 1, 2, 3, 4, 8, 12, 16, 20, 24 and 48 h. Patients in Gp2 consumed significantly more diamorphine than those in Gp1 or Gp3 (P < 0.05), but their pain scores were higher only at 1, 2 and 3 h (P < 0.05) with respect to Gp3 and at 1 h with respect to Gp1. Fewer side effects (sedation, pruritis and nausea as assessed by anti-emetic requirements) occurred in Gp2 compared to Gp1 (P < 0.05). Fewer patients in Gp2 required catheterisation than in Gp3 (P < 0.05). This study indicates that the use of PCA epidural diamorphine, either alone or in combination with bupivacaine, reduces the dose requirement for analgesia but offers little clinical advantage over subcutaneous PCA diamorphine.

BMJ 2000;321:128-129 (15 July). Editorials: Corticosteroids in head injury: It's time for a large simple randomised trial 

· This editorial examines the evidence so far, and calls for a major trial.

British Journal of Surgery 87 (6), 689-690. Slowing the heart saves lives: advantages of perioperative beta-blockade

· In summary, there are two simple measures that could be used in combination to improve the outcome of major surgical procedures, with minimum resource implications. First, apply the revised Goldmann Cardiac Risk Index. Second, use perioperative beta-blockade for those with two or more simple cardiac risk factors. For vascular surgical patients, where the risk of cardiac complications is high, perhaps a single simple measure is sufficient to improve outcome: perioperative beta-blockade. The authors are testing this in a clinical trial.

Journal of General Internal Medicine 15 (6), 400-410. Cost-effectiveness of Strategies for Primary Prevention of Nonsteroidal Anti-inflammatory Drug-induced Peptic Ulcer Disease. Cynthia W. Ko, MD, Richard A. Deyo, MD, MPH 

· OBJECTIVE: Nonsteroidal anti-inflammatory drugs (NSAIDs) increase the risk of peptic ulcer disease by 5- to 7-fold in the first 3 months of treatment. This study examined the relative cost-effectiveness of different strategies for the primary prevention of NSAID-induced ulcers in patients that are starting NSAID treatment. MEASUREMENTS AND MAIN RESULTS: A decision analysis model was developed to compare the cost-effectiveness of 6 prophylactic strategies relative to no prophylaxis for patients 65 years of age starting a 3-month course of NSAIDs: (1) testing for Helicobacter pylori infection and treating those with positive tests; (2) empirical treatment of all patients for Helicobacter pylori; (3) conventional-dose histamine2 receptor antagonists; (4) high-dose histamine2 receptor antagonists; (5) misoprostol; and (6) omeprazole. Costs were estimated from 1997 Medicare reimbursement schedules and the Drug Topics Red Book. Empirical treatment of Helicobacter pylori with bismuth, metronidazole, and tetracycline was cost-saving in the baseline analysis. Selective treatment of Helicobacter pylori, misoprostol, omeprazole, and conventional-dose or high-dose histamine2 receptor antagonists cost $23,800, $46,100, $34,400, and $15,600 or $21,500 per year of life saved, respectively, relative to prophylaxis. The results were sensitive to the probability of an ulcer, the probability and mortality of ulcer complications, and the cost of, efficacy of, and compliance with prophylaxis. The cost-effectiveness estimates did not change substantially when costs associated with antibiotic resistance of Helicobacter pylori were incorporated. CONCLUSIONS: Several strategies for primary prevention of NSAID-induced ulcers in patients starting NSAIDs were estimated to have acceptable cost-effectiveness relative to prophylaxis. Empirically treating all patients for Helicobacter pylori with bismuth, metronidazole, and tetracycline was projected to be cost saving in older patients.

European Journal of Anaesthesiology 17 (7), 448-455. Comparison of intravenous patient-controlled analgesia with tramadol versus morphine after microvascular breast reconstruction. M. Silvasti, N. Svartling, M. Pitkänen and P. H. Rosenberg 

· Tramadol is a weak centrally acting analgesic and it might provide efficacious postoperative pain relief with minimal sedative effects in the use of intravenous patient-controlled analgesia (PCA). Sixty women scheduled to undergo microvascular breast reconstruction under standard general anaesthesia were enrolled in a study on the performance of patient-controlled analgesia with tramadol or morphine with special emphasis on drug- and technique-related side-effects. Seven patients were re-operated within the same day, leaving 25 patients in the tramadol group and 28 in the morphine group for comparison. When postoperative pain occurred, loading doses of either 10 mg tramadol or 1 mg morphine intravenous increments were administered in a double-blind fashion until the pain control was judged to be satisfactory by the patient. After that the patients received tramadol or morphine by a PCA apparatus (lockout 5 min, tramadol 450 µg kg1, morphine 45 µg kg1 bolus). In addition, all patients received 500 mg paracetamol rectally, three times a day. The potency ratio of tramadol to morphine was found to be between 8.5 : 1 (loading) and 11 : 1 (PCA). There was neither a significant difference between the groups in the overall satisfaction of the analgesic medication nor in the visual analogue and verbal rate scales for pain. Women in the tramadol group had more nausea and vomiting during the administration of loading doses (P < 0.05) and more patients in the tramadol group (7) than in the morphine group (3) (NS) wanted to discontinue the PCA therapy before the end of the study due to nausea. Sedation or blurred vision prevented the performance of the psychomotor tests in 22 and 32% of the tramadol and morphine patients, respectively. The remaining patients performed similarly in the Digit Symbol Substitution Test. In women receiving intravenous PCA for analgesia after microvascular breast reconstruction tramadol and morphine provided comparable postoperative analgesia with similar sedative effects. However, tramadol was associated with a disturbingly high incidence of nausea and vomiting.

N Engl J Med 2000;343:310-6.

Effect of Intravenous Omeprazole on Recurrent Bleeding after Endoscopic Treatment of Bleeding Peptic Ulcers James Y.W.  et al 

· Background. After endoscopic treatment of bleeding peptic ulcers, bleeding recurs in 15 to 20 percent of patients. Methods. We assessed whether the use of a high dose of a proton-pump inhibitor would reduce the frequency of recurrent bleeding after endoscopic treatment of bleeding peptic ulcers. Patients with actively bleeding ulcers or ulcers with non-bleeding visible vessels were treated with an epinephrine injection followed by thermocoagulation. After haemostasis had been achieved, they were randomly assigned in a double-blind fashion to receive omeprazole (given as a bolus intravenous injection of 80 mg followed by an infusion of 8 mg per hour for 72 hours) or placebo. After the infusion, all patients were given 20 mg of omeprazole orally per day for eight weeks. The primary end point was recurrent bleeding within 30 days after endoscopy. Results. We enrolled 240 patients, 120 in each group. Bleeding recurred within 30 days in 8 patients (6.7 percent) in the omeprazole group, as compared with 27 (22.5 percent) in the placebo group (hazard ratio, 3.9; 95 percent confidence interval, 1.7 to 9.0). Most episodes of recurrent bleeding occurred during the first three days, which made up the infusion period (5 in the omeprazole group and 24 in the placebo group, P<0.001). Three patients in the omeprazole group and nine in the placebo group underwent surgery (P=0.14). Five patients (4.2 percent) in the omeprazole group and 12 (10 percent) in the placebo group died within 30 days after endoscopy (P=0.13). Conclusions. After endoscopic treatment of bleeding peptic ulcers, a high-dose infusion of omeprazole substantially reduces the risk of recurrent bleeding 

Journal of Gastroenterology and Hepatology 

15 (7), 725-729
Use of tamoxifen in hepatocellular carcinoma: A review and paradigm shift. Chee Kiat Tan,* et al 

· Hepatocellular carcinoma is often diagnosed at a late, inoperable stage for which there are no uniformly efficacious treatment available presently. The oral anti-oestrogen drug, tamoxifen, has been used in such patients, based on the belief that the growth of hepatocellular carcinoma is promoted by endogenous oestrogen via a receptor-mediated process. In this review, we examine the trials reported in the literature using tamoxifen in hepatocellular carcinoma. Randomised controlled trials with tamoxifen have so far revealed mixed results. We propose that this may be due to the fact that the mechanism of action of tamoxifen in hepatocellular carcinoma is via an oestrogen-receptor independent pathway that requires much higher doses of tamoxifen for activation than those used in the trials so far. Thus there must be a paradigm shift to dissociate the action of tamoxifen from oestrogen receptors in hepatocellular carcinoma. This means that future trials with tamoxifen in hepatocellular carcinoma should use higher doses of tamoxifen, at least four to eight-fold that of the dose that is efficacious in an oestrogen-receptor dependent mechanism. 

Phil Howard

Leeds Teaching Hospitals

Thanks to all contributors. 

Nicola Wake

Chair, Surgery & Theatres Group

NEWS

THE SUCCESSFUL WEEKEND PRE-REGISTRATION PHARMACIST COURSE

UKCPA had decided not to hold the above course in 2001 due to the fallow year.  However, following a number of enquiries we are considering running this course the weekend of 20th - 22nd April, if there is a demand.  Please inform the office by 26th October if you are interested in this course or have someone to send on it.

a new Practice interEst group? Antibiotics

T

he UKCPA has had a good deal of recent interest in the possibility of creating a practice interest group specialising in antibiotics/antivirals/ infections. If you are interested, please contact the office who will collate a list of potential members. The current drive has been led Wendy Lawson of Hammersmith Hospital, London An example of the interest in this area comes from Lisa Pazik, Lister Hospital who has recently completed a review of the published information on AmBisome, Amphocil and Abelcept. This review is too large to publish in In Practice, but the Office has Lisa’s details. We hope to hear from all those interested in this area soon. Watch this space! - Ed 

profile

I

n continuing to introduce members of the UKCPA committees to more of you, I have the pleasure to bring to you

PHil howard: vice chairman, UKCPA

F

ull name: Philip Howard (no relation to the Saint of the same name)

Age: Older than my children, but younger than my Mum (though she would argue this point).

Studied at Attended: University of Bradford (twice)

Qualified: January 1988

Why did you become a pharmacist?

Told it was good money plus free uniform. Still looking for both.

Where have you worked since qualifying?

As they chant on the terraces at Elland Road, “Leeds, Leeds, Leeds”. I’ve worked at or managed five of the six hospitals in Leeds. I started at St James’s as an angry young pre-reg. with a point to prove. The statement on my final pre-reg. appraisal was “his enthusiasm will be tempered by experience” is yet to come true. Obviously, I’m not experienced enough yet. I stayed on as a basic grade, resident and a C grade split in Surgery (what else) and QC. I was poached to Leeds General Infirmary to set up a clinical pharmacy service to Surgery in 1991, and gained a selection of odds and sods en route before having to apply for a new job as part of “The Cull of ‘98” (Leeds Hospitals merger). I am now one of two clinical pharmacy managers for the Leeds Teaching Hospitals NHS Trust. (Small Trust up North).

Why the lack of variety in your career?

Nobody else would have me; my passport was confiscated on entry to Yorkshire. 

How did you become involved in UKCPA?

I joined UKCPA to drink beer and meet fellow female pharmacists. Failing at one part of that, Ann Cole and myself had an idea of setting up the Surgery Pharmacists Practice Interest Group. A bit like Jack’s Beanstalk, it grew and grew. I stood for General Committee in 1999 on a protest platform. I felt that the members received very little for their money and deserved more outside of the conferences and study days. We needed to embrace electronic technology and use e-mail and the Internet. Our newsletter, In Practice needed to become a useful tool for exchanging ideas. I think we’re getting there slowly. Last May, I was asked if I wanted to look after the “Vice” in the UKCPA. It was new, special post. What an opportunity! Alas, I was conned and trapped into a life of abstinence for the next four years’ conferences.

What does clinical pharmacy mean to you?

Pharmacists doing what they’re good at! All pharmacists could be and should be the drug experts, but they must push themselves forward to be a major part of the drug use process and take responsibility for it. We have an invaluable role to play in all areas of healthcare. 

If you could change one thing about pharmacists what would be?

Removing their psychological harness! 

So how do you let your hair down?

What hair? My wife cuts it off in my sleep. “If it was good for Samson…….” However, with three kids, two rats and one house rabbit, Chair of Yorkshire Branch of the Guild, next year’s GHP conference in Harrogate, 103 pharmacists and a cost improvement target of £600k, I try to sleep at night!

So, what’s next?

Mmmmmmmmmmm……………………….. volunteer for the next series of Big Brother to avoid all this public scrutiny or if unsuccessful, run a small café cum wine bar in Cornwall delivered in the Nigella Lawson style of cookery.

[Thank you Phil – next time it’s my turn! – Ed]

AWARDS UPDATE

AWARDS won

AstraZeneca Travel Fellowship Award 2000.

Duncan Petty, Research Pharmacist and Associate Lecturer. Division of Academic Pharmacy Practice, University of Leeds

‘Medication Review Clinics: An International Comparison'

Upcoming awards 

Wyeth Laboratories Education & Training Award 2001

Closing date 1st March 2001

Pharmacia Pharmacoeconomics Award 2001

Closing date 1st March 2001

Contact the UKCPA office if you want any more information on these awards.

	DIARY UPDATE




UKCPA SPRING SYMPOSIUM

18th – 20th May 2001 – Hilton National Hotel, Leeds


9am, 19th  May UKCPA Annual General Meeting

UKCPA AUTUMN SYMPOSIUM

23rd – 25th November 2001 – Hilton Hotel, Blackpool

ESCP CONFERENCES AND SYMPOSIA

For further information on any of the above events please contact the International Secretariat telephone 00 31 71 572 2430 or e mail secretariat@escp.nl

11th October 2000

BASEL, Switzerland, ESCP Masterclass in Search of Excellence
12th-14th October 2000

BASEL, Switzerland, ESCP 29th European Symposium on Clinical Pharmacy. Deadline for submitting abstracts: June 2000

3rd – 5th May 2001

MALTA, 2nd Spring Conference on Clinical Pharmacy “Pharmacy Practice to Meet Patients’ Needs” Deadline for submitting abstracts: 15 January 2001

10th October 2001

ANTWERP, Belgium, ESCP Masterclass in Search of Excellence

10th – 13th October 2001

ESCP 30th European Symposium on Clinical Pharmacy. Deadline for submitting abstracts: 15th June 2000

( 2000 UKCPA

BOOK SERVICE


BOOKS AVAILABLE THROUGH UKCPA

	
	Members Price
	Non-

Members Price
	

	Applied Therapeutics : The Clinical Use of Drugs, 6th edition by Yee Young and Koda-Kimble
	£75
	£85
	

	Basic Clinical Pharmacokinetics, 3rd edition (Michael Winter)
	£31
	£38
	

	Applied Pharmacokinetics: Principles of Therapeutic Drug Monitoring, 3rd edition by Jusko, Schentag and Evans
	£55
	£66
	

	Handbook of Clinical Drug Data, 9th edition by Knoben and Anderson
	£25
	£29
	

	Handbook of Applied Therapeutics, 6th edition edited by Young, Koda-Kimble, Kradjan and Guglielmo Jnr.
	£33
	£38
	

	Pharmacotherapy: A Pathophysiologic Approach, 3rd* edition edited by Joseph T DiPiro, Robert L Talbert, Peggy E Haynes, Gary C Yee, Gary R Matzke and L Michael Posey
	£85
	not

applicable


	

	Principles of Drug Information and Scientific Literature Evaluation by Ascione FJ, Colvin Maniford C, Parenti MA
	£22
	£24
	

	Basic Skills in Interpreting Laboratory Data (Illustrated with Case Studies) 2nd edition by Scott L Traub
	£42
	£47
	

	Concepts in Clinical Pharmacokinetics - a Self Instructional Course. 2nd edition by Joseph T DiPiro, Robert A Blouin, Jane M Pruemer and William J Spruill
	£42
	£47
	

	A Handbook for Medical Teachers 3rd edition by David Newble and Robert Cannon
	£24
	£27
	


CLINICAL PHARMACY PRACTICE GUIDES (costs £2.00, 5 for £8.00, 10 for £15.00.)
Clinical Pharmacy Practice Guides cover a range of practical subjects and each is designed as an introduction to a field of pharmacy practice. The Guides are based on workshops commissioned by the UKCPA.

	Practice Guide
	 6
	Developing a drug formulary: Principles and practice (2nd edition)
	

	No.
	 8
	Clinical Pharmacokinetics : A guide to Concepts and First Principles
	

	
	 9
	Parenteral nutrition support (2nd edition)
	

	
	
	10
	Therapeutic drug monitoring (2nd edition)
	

	
	
	11
	Oral anticoagulants; patient care and control (2nd edition)
	

	
	
	12
	Management skills (2nd edition)
	

	
	
	13
	Adult Cardiopulmonary Resuscitation (2nd edition)
	

	
	
	14
	Drug stability and intravenous administration (2nd edition)
	

	
	
	16
	Teaching Methods : Clinical Pharmacy Skills (2nd edition)
	

	
	
	18
	Patient medication records (2nd edition)
	

	
	
	20
	Service Specifications or Agreements for Clinical Pharmacy
	

	
	
	21
	Management of clinical Trials
	

	Resource

Guides
	
	
	Resource Guide( costs £5.00)
	

	
	
	
	Teaching communication skills
	

	
	
	
	Assessment methods in clinical pharmacy teaching 
	

	
	
	
	
	

	UKCPA Personal Organiser without Diary contents (cost £10.00)
	


All titles subject to availability
These prices include postage and packing and are effective until prices are reviewed. Postage for overseas parcels may be extra.

These books are available from Alpha House, Countesthorpe Road, Wigston, Leicester, LE18 4PJ (0116-277 6999). Please complete the order form and forward to Alpha House

	
	
	Please forward me copies of the book(s)/Practice Guide(s) indicated. I enclose a cheque payable to ‘UKCPA’ to the value of £……

	
	
	

	
	
	Please include a receipt Please tick boxes as necessary


Name 
.............................................
Signed ...................................................
UKCPA Membership No .................................

Address
.................................................................................................................
Post code ...............................................

Daytime Tel .......................................





Date................................ 
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