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	Have you registered for THE SPRING SYMPOSIUM IN Leeds yet?

Places are limited so telephone the office NOW if you want to attend and remember this Symposium provides 9 hours of continuing education! Service to members:

ADVERTISE UNIVERSITY COURSES

At the Spring 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 April.

Get involved with UKCPA:

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

Are you on email?

Please email the office so that we can start to get as many addresses as possible. We aim to send more information electronically soon and so reduce the paper burden!

Email: pkennedy@ukcpa.u-net.com
Apologies to…

Nita Sanghera whose name was missed out in error as co-leader of the Burns and Plasics subgroup of the STPG. Ed


PRACTICE INTEREST GROUP NEWS

Care of the Elderly Group

PARKINSON’S DISEASE STUDY DAY

This Study Day will be held in Birmingham on Wednesday 26th September 2001. The aims, objectives and programme for this day are as follows:

Aims

To review current knowledge about Parkinson’s Disease and to consider the pharmaceutical implications of its management.

Objectives

At the end of the day, participants will be able to:

1. Outline the aetiology and epidemiology of Parkinson’s Disease

2. Describe the common complications of Parkinson’s Disease, and their therapeutic management

3. Formulate pharmaceutical care plans for Parkinson’s Disease patients with early and more advanced disease

Programme
09.30 - 10.00: Registration and coffee

10.00 - 11.00: Parkinson’s Disease - Aetiology and Prognosis

Dr J Playfer, Consultant Physician

Royal Liverpool University Hospitals

11.00 - 11.45: Medical management of early Parkinson’s Disease

Denise Taylor, Senior Teaching Fellow, University of Bath
11.45 - 12.00: Tea/Coffee

12.00 - 1.15: Workshop: Pharmaceutical care in early Parkinson’s Disease

Denise Taylor

1.15 - 2.15: Lunch

2.15 - 3.00: Medical management of advanced Parkinson’s Disease

Sandra Martin, Senior Clinical Pharmacist for Medicine & Elderly, Halifax General Hospital
3.00 - 4.15: Workshop: Pharmaceutical

care in the long-term management of the Parkinson’s Disease patient

Sandra Martin

4.15 - 4.30: Discussion and Close

If you are interested in going to this Study Day, please contact myself for further details or send your application form to the UKCPA Office as soon as possible.

INTERCOLLEGIATE WORKING PARTY FOR STROKE

ROYAL COLLEGE OF PHYSICIANS

Thursday 7TH December 2000

Background

The overall aim of the Intercollegiate Working Party for Stroke is to improve the standards of Stroke services nationally. Representatives to this working party are nominated by Colleges, professional associations and patients’ and carers’ associations, for their specialist knowledge of Stroke in their particular field or discipline. Meetings are held twice a year and their function is to:

1. To agree standards, guidelines and audit instruments for the management and prevention of Stroke.

2. To ensure proper processes in the development of documents i.e. formal literature review, use of external peer review, piloting and evaluation.

3. To monitor the literature and up-date the National Clinical Guidelines for Stroke in line with current research findings.

4. To ensure dissemination and implementation of publications developed by the working party through professional newsletters, reports, workshops and conferences.

5. To provide expert advice to organisations requesting it.

National Clinical Guideline for Stroke (March 2000)
These guidelines cover the management of patients with acute Stroke from onset, through rehabilitation, to the longer term. Their aim is to provide clinicians and managers with explicit statements, where evidence is available, on the best way to manage specific problems. They are centred on the more common clinical problems faced in day-to-day practice, and are intended to be used by all professions, in all settings and at all points in the management of the patient following Stroke.

Areas covered in the guidelines include:

1. Service organisation

2. Approaches to rehabilitation

3. Carers and families

4. Acute (specific, medical) diagnosis

5. Acute (medical/surgical) interventions

6. Early disability assessment and management

7. Rehabilitation interventions

8. Transfer back to the community

9. Long-term patient management

10. Service evaluation

Current Topics

Discussion took place at this meeting on how to include the new areas of Transient Ischaemic Attacks, Subarachnoid Haemorrhages and the Health Economic aspects of longer term care of Stroke in the next edition of the guidelines. Sections that were reviewed and updated included:

1. Service Organisation

2. Approaches to Rehabilitation

3. Management of complications i.e. Deep Vein Thrombosis

4. Rehabilitation Interventions

5. Secondary Prevention i.e. interventions to encourage medication compliance

Compliance with Medication

Whilst the guidelines currently cover topics such as acute medical interventions, management of long-term complications and discharge planning, there are no standards on how to encourage patients’ compliance with their secondary prevention medication. As there was no pharmaceutical representation on the Working Party, it was decided to ask the Royal Pharmaceutical Society, who in turn asked the United Kingdom Clinical Pharmacy Association for a representative to join the group.

As the pharmaceutical representative to the Working Party, I submitted the following points as key areas that need to be covered in order to improve patient compliance:

1. Patient Education i.e. verbal and written

2. Physical Assessment i.e. swallow and manual dexterity

3. Compliance Help i.e. selection of appropriate:

3. Formulation

3. Packaging

3. Compliance aids

The Working Party has accepted these points and was keen to include them in the next guidelines. They have asked me to draw up some draft guidelines supported by evidence, preferably in the form of randomised controlled trials, before the next meeting in June. I would encourage all members to send me any thoughts, comments and suggestions that you have on this topic.

ARTICLES

Strauss S E. Recent Advances: Geriatric Medicine. BMJ 2001;322:86-89.

The author has written a clear, concise clinical review of the recent advances in the treatment of Heart Failure, Stroke, Dementia, Osteoporosis, cardiovascular risk and falls.

STROKE PRACTICE GUIDE

Due to the very positive response to our last Study Day and subsequent workshop on the Pharmaceutical Management of Stroke, it has been decided to make this the subject of the Group’s first Practice Guide. To facilitate this, I would appeal to all members of the Group to send me copies (where possible) of their local treatment protocols, care pathways or other relevant material, especially those with pharmaceutical input. The success of this first Practice Guide depends on the support of all the membership.

MEMBERS DATABASE

We are pleased to announce that the updated version of this database is up and running. This database contains details of all members’ fields of interest and expertise, and can be accessed by all members of the Group. Requests for information should be directed to myself, or the UKCPA Office.

WELCOME PACK

The committee has designed a new Welcome Pack for the Group. Contents of this pack include: welcome letter, committee member details, reports from previous and details about forthcoming Study Days and workshops, members’ database information and contents of the Group’s resource centre.

QUESTIONS – CAN YOU HELP?

This section allows individual members to ask questions or determine the current practice and views of other members of the Group. Please email or post your questions to myself at the address below.

Derek Taylor

Pharmacy Department, Broadgreen Hospital

Thomas Drive, Liverpool, L14 3LB

Tel: (0151) 282 6446

Email: dataylor@tinyworld.co.uk
Derek Taylor

Care of the Eldery Group

Critical Care Group

I have just returned from maternity leave to find we’ve only just met the deadline for the next issue of In-practice!

FUTURE MEETINGS

Critical Care Pharmacist Study Day

Plans are now underway to hold a study meeting for pharmacists working in intensive care for later this year, hopefully in October or November. Once the final plans have been draw up we will send details to all member of the group

Beginners Study Day

We plan to organise a beginners study day for early in 2002, again plans have not yet been finalised. We expect to have a date and venue by May 2001.

Do you have any ideas for either of the above events, or would you like to contribute? Perhaps suggest a speaker? If so please do not hesitate to contact me at:-

catherine.mckenzie@gstt.sthames.nhs.uk

Or come along to our fringe meeting at the Spring Symposium in Leeds where we will welcome all feedback and suggestions.

Intensive Care Society

The Spring meeting of the intensive care society will be from the 13th May to 1st June at the Bournemouth Conference Centre. Critical care pharmacists are most welcome to attend. 

Literature Review

There have been a number of interesting publications recently  relating to critical care medicine. A selection of the abstracts  which we have found to be of value are included below for those who may have missed the original reports:-

Bleeding and Pneumonia in Intensive Care Patients Given Ranitidine and Sucralfate for Prevention of Stress Ulcer: Meta-Analysis of Randomised Controlled TrialsMessori KA, Trippoli S, Vaiani M, et al
BMJ. 2000;321:1103-1106

Are ranitidine and sucralfate effective when used to prevent stress ulcers in patients in the intensive care unit (ICU)? To assess their value, the authors performed a meta-analysis of published randomized trials to see if the use of these drugs reduced rate of bleeding or incidence of pneumonia in ICU patients. Major findings were that ranitidine was found to be no more effective than placebo in controlling bleeding (P = .46) and ranitidine alone and sucralfate alone had no influence on the incidence of nosocomial pneumonia (P = .94 and P = .10, respectively). When compared with sucralfate, ranitidine significantly increased the incidence of nosocomial pneumonia (P = .01). These findings are based on relatively small numbers, but the authors suggest that we should re-evaluate the use of these agents for prophylaxis of stress ulcers.

Effects of different doses in continuous veno-venous haemofiltration on outcomes of acute renal failure: a prospective randomised trial

Ronco C and colleagues

Lancet 2000; 356: 26-30

The authors enrolled 425 patients with a mean age of 61 years who had acute renal failure. The patients were randomly assigned different ultrafiltration rates 20ml/kg/hr, 35ml/kg/hr or 45ml/kg/hr. The primary endpoint was survival at 15 days after stopping haemofiltration. The authors also assessed recovery of renal function and frequency of complications during treatment.

The survival in the group  with the lowest rate of haemoflitration 20ml/kg/hr was significantly less (p=0.013) and adjustment for possible confounding factors did not change the pattern of difference among the groups. Survivors in all groups had lower concentrations of urea than non-survivors and 95%, 92% and 90% of survivors of groups 1,2 and 3 respectively had full recovery of renal function.

The authors concluded that although mortality amongst the patients was high, increasing the rate of ultrafiltration improved survival significantly and recommend that ultrafiltration should be prescribed according to patient’s bodyweight and should reach at least 35ml/kg/hr.

Long-term propofol infusion and cardiac failure in adult head injured patients

Cremr OL and colleagues

Lancet 2001; 357: 9250

Abstract

Five adult patients with head injuries inexplicably had fatal cardiac arrests in our neurosurgical ICU after the introduction of a sedation formulation containing an increased concentration of propofol. To examine the possible relation further, we did a retrospective cohort analysis of head-injured adults admitted to our unit between 1996 and 1999 who were sedated and mechanically ventilated. 67 patients met the inclusion criteria, of whon seven were judged to have died from propofol-infusion syndrome. The odds ratio for the occurrence was 1.93 (95% CI 1.12-2.32, P=0.018) for every mg/kg per h increase in mean propofol dose above 5mg/kg/hr. We suggest that propofol infusions at rates higher than 5mg/kg/hr should be discouraged for long term sedation in the ICU

Has anyone changed practice based on these publications? We certainly try to increase the ultrafiltration rates whenever possible and avoid very high doses of propofol.

Cathy McKenzie

Secretary

Critical Care Group
Education & Training Group

Continuing professional development – challenge and change

The UKCPA Education & Training Group study day proved to be very popular. Over 50 pharmacists from different branches of the profession in UK attended the day in Leeds. 

The day started with Professor Tony Becher eloquently defining quality. He considered the issue of quality in the professions that led on to a review of some of the main quality procedures, differentiating between those concerned with quality assurance and those which focus instead on quality enhancement. Finally he attempted to relate these quality issues to the RPSGB proposed approach to CPD developed as a result of the RPSGB’s pilot. He commended the RPSGB proposed concept of Personal Development Plan which has in effect shifted the process from the category of top-down quality assurance to that of bottom-up quality enhancement. In doing so, the Society has signalled a trust in professionals to motivate their own effective learning with the support of peer review processes. By relaxing the rigidity of traditional CPD approaches and introducing a new learning model it has also opened up the possibility for much informal learning to be taken into account. He believes the proposed CPD scheme’s greatest strength lies in its potential to encourage mutual support for learning among sole practitioners as well as those working in more collective settings. Professor Becher praises the Society by signalling its trust in the responsible attitudes of the pharmacists’ promises to build upon and further encourage those feelings of responsibility, which are inherent in the very idea of professionality.

Following Professor Becher’s encouraging introduction Dr Robert Dewdney informed the audience the emerging outcomes of the Society CPD pilot and the Education Division’s present work in turning the pilot to a CPD project. The CPD pilot, which originated from the Pharmacy in the New Age initiative, recruited 300 community pharmacists, 150 hospital pharmacists and 50 other pharmacists. The sample was structured according to gender, different age groups and different geographical areas. Despite the Society’s intention of trying to recruit higher proportion of older pharmacists (50+) working in the community sector, pharmacists in this group were not attracted by the CPD pilot proposition. 50% of the recruited pharmacists were offered facilitation with their CPD record. The average record submission rate is 43% and not surprisingly, a higher percentage (70%) of the facilitated pharmacists produced records. Participating female pharmacists have an above average submission rate in every category. Analysis of the self reported attitudes and views of participants indicated that participants perceived enhancements in competence and an increase in confidence. Time was seen as less of a barrier by the participants than they had initially thought. There were more positive and less negative statements from facilitated participants across all measured of attitudes. At present the education division is putting a lot of effort in trying out new reporting format which aims to produce a user-friendly CPD programme. Dr Dewdney confirmed that it is the expectation of the government that the pharmacy profession will have mandatory CPD on the statutory book soon. 

Professor Janet Grant told the conference that CPD in medicine is now intricately linked to revalidation and clinical governance. Periodic revalidation of doctors, to ensure continued registration as a medical practitioner, involves local profiling of performance, peer review / appraisal, external audit of local processes, and certification. The local profiling of performance involves a record of continuing educational activity, a portfolio of wider professional development, a record of participation in, and the results of, audit, and the results of regular appraisals. These requirements are based on the General Medical Council’s statement of Good Medical Practice. For revalidation, the medical practitioners will need to provide a CPD record of specified continuing education from the process involving peer review / appraisal, needs assessment based in practice, and a review of learning outcomes. Measuring outcomes of learning is problematic said Professor Grant. When outcomes of learning cannot be proved, this should not suggest that learning is not worthwhile. She cautioned that our profession should not to be tied down by specific needs related learning because professionals working in an unpredictable environment also have a need for general professional development and learning should not be instrumental. The key to effective CPD according to Professor Grant is in how the process is managed. Most importantly, the learner has to be interested in the learning initially and there must be follow-up activity to reinforce the learning and to demonstrate the benefit. 

The morning session led the participants nicely into the afternoon hands-on workshop run by Miss Claire Grout. Claire told the conference that the individual pharmacist, the manager and the mentor are all responsible for the CPD process. She took the participants through the managed CPD cycle. A list of criteria for reflection was provided to help participants in this key stage of the CPD process. Participants worked together to identify the variety of learning opportunities available. Basing on the provided template of a personal development plan the conference worked in six small groups to develop a PDP for a fictitious Miss X. The PDP template will be provided by Claire in an electronic format on request. The groups also produced some creative and inspirational posters in marketing CPD. All in all we all had an informative and ‘learning is fun’ day.

In summary we should take note of Professor Grant’s warning in her opening statement “Lessons we can learn from the medical profession are to remake well and do something different!” If all pharmacists were prepared to engage responsibly in the Society’s proposed CPD programme to self-direct our own development the profession could well achieve the double shift: back from professional enhancement to public assurance, as suggested by Professor Becher. So, it is over to you!

The Development of Pharmacy Services in Oman 

Kassim Al-Riyamy is attending the UKCPA spring symposium from the Sultan Qaboos University Hospital in Oman and has kindly agreed to speak to us about the development of clinical pharmacy services in Oman. His talk will form the main part of a lunch time fringe meeting held by the E&T practice interest group on Saturday 19th May at 12.45pm. Kassim is currently undertaking the MEd in clinical pharmacy teaching from the University of Leeds and has been instrumental in developing an MSc in clinical pharmacy at the Sultan Qaboos University Hospital. 

New Developments in Education and Training 

There is now a postgraduate certificate option available for the postgraduate programme in clinical pharmacy teaching offered by the University of Leeds. The programme offers the following features: - part time study, with a combination of residential teaching and course work integrated into the candidate's service commitment at their work place. There are also on location sessions at The Leeds Teaching Hospitals Trust and the opportunity to enrol at diploma or Masters at a later date. The course team is currently recruiting for an intake to start autumn 2001. For further information contact r.b.jessop@leeds.ac.uk 

Sally Lau

Education & Training Group
Primary Care Development Group
UKCPA – Primary Care Development Group

In Practice Feb 2001

Introduction

Hello again everyone. I really hope to see you all at Leeds in May for the Spring Symposium, where there will be a lunchtime fringe meeting. 

A miscellany of articles awaits you in this issue, some controversial, some educational. If you can do better – and I’m sure there’s a lot of talent out there – get writing and get in touch!  My contact details are at the end of the article and we would love to hear from you. 

Pharmacists working with dispensing doctors

I received the following e-mail from Lynn Wallis recently:

“Just to let you know that I am still out there in 'dispensing doctor' land & am managing to survive despite not having made any contacts with other pharmacists in my position! Could I be the only one, I don't think so. 

It’s very difficult to find a fellow pharmacist to discuss ideas with who doesn't immediately react against dispensing doctors. 

Anyway, I have put forward an idea for a pharmacist-led medication review clinic to be run by yours truly, for which I have had some encouraging feedback. My problem is that I now need to put some meat on the bones of this idea & turn it into a proper proposal for funding & manpower purposes, and I haven't the first idea where to start. 

Do you know of anyone who has done/is doing this at present or of any guidelines I could use.” 

Lynn has raised two issues here: 

1. Are there any other members out there working with dispensing doctors? Please send Lynn a message and make contact!

2. Can anyone help Lynn with her proposal for a medication review clinic? There must be plenty of you out there who can offer her advice!

Lynn’s e-mail address is: lynn.wallis@lineone.net
(phone myself, numbers below, if you are without  e-mail facilities and I will put you in contact with Lynn) 

Treatment of burns

A treat for all those of you who, like me, are interested in wound care. Dr Sarah Cockbill from the Welsh School of Pharmacy, Cardiff, has written the following and it is reproduced here with her permission. It is a response to a question about treating burns with topical steroids.

I find I need to keep up to date with dressings etc as practice and community nurses often discuss problems with me. I hope you find it as interesting and as useful in your work as I do. Thank you very much Sarah. 

“I do not intend to even start on the intricacies of the wound healing process as most of you would expire with boredom *but* this issue cannot be ignored! As a rule of thumb (there are a very few exceptions) the use of topical steroids in wound management is *absolutely contraindicated* because they act in the same way as ingested steroids i.e. by inhibiting inflammatory cells. 

Inflammation is the first stage of tissue repair and without it no progress to the subsequent phases can take place - so it will be obvious that any interference that slows the inflammatory process will prolong healing, not desirable or required! 

We who have been active in the area of wound healing for many years are still astounded by the number of folk who, through ignorance, advocate leaving the wound open to the air to 'let it dry'. It is moist wound healing which has been proven to be the way that we should *all* be going since George Winter published his landmark paper in Nature in 1962 (full reference and others available on request). To this end the surgical materials manufacturers have been expending *huge* amounts of capital over the last 40 years or so into developing products which will enable the wound to heal by creating and maintaining a moist, but not wet, wound surface environment (we do not want maceration either). 

With burns the blister itself can be considered to be the ideal dressing as the exudate contains all the necessary cells, growth factors and cytokines to encourage as rapid development of granulation tissue as possible and therefore it follows that its integrity should be maintained. Hence please always actively discourage anyone who threatens to burst a blister! Also, because of the above, the exudate can act as an ideal growth medium for opportunist bacteria and bursting the blister gives an extra risk of introducing infection. This is also generally why burn victims have to be treated with extra care. 

Point number 2 is that hydrocolloids are also contraindicated for burn management as they are generally too difficult to remove from fragile skin surfaces. They are formulated from a hydrophilic matrix (usually sodium carboxymethylcellulose) surrounded by a hydrophobic adhesive. This means that there is active absorption of exudate into the centre of the dressing - again, superficial information here to maintain your interest - leading to the development of wet tack. Their adhesive nature, in this instance, creates damage when they are removed unless they are *very* thin. The recommended treatment for superficial burns is to cover them with a vapour permeable film. The adhesive with these materials, for those who may be wondering, is specifically formulated to adhere to unbroken skin but is cohesive when in contact with moisture and will not therefore adhere to the wound area - so there should be no problems with dressing removal. 

A word of advice though. *Always* ask if the patient is allergic to adhesives as even though many of the problems associated with the now almost historical zinc oxide adhesives have now been solved by the use of acrylamides there are still many folk who will show an alarming reaction with them (I have been caught out by this one twice now!).  Hydrogels are also useful for burn management as they cool the surface of the burn initially which does reduce pain and subsequently they are thermally insulating as well as hydrating - cold, dry wounds will not heal efficiently either. The sheet formulations are of most use with extensive burns and the amorphous formulations can be used for both large and small areas. They are not adhesive and therefore do need to be kept in place with a secondary dressing. This is usually a vapour permeable film.

Dr Sarah Cockbill

cockbill@cardiff.ac.uk
Good news for primary care clinical pharmacy

There are some really good opportunities that come along once in a blue moon! Recently a position was advertised calling for a pharmacist to develop a hypertension clinic in a Scottish general practice, working directly with patients and the rest of the primary care health team. 

At the same time there was another interesting post for a pharmacist working with the local community drug problem team in the same locality. Both positions were advertised as E grades.

I await the outcome of these projects with interest and congratulate Pat Murray for her part in these developments. 

Salaries for Primary Care pharmacists

On a controversial note, is anyone disconcerted by the low grades now offered to PCG (etc.!) pharmacists. I have seen plenty of vacancies advertised recently as C and D grades. I feel that the expertise needed to be an effective practitioner warrants a higher grade, especially as most applicants need to have several years experience and a clinical diploma. 

Don’t be put off applying for these jobs because of the low grade! If you are already a “D”, have a clinical diploma and several years under your belt, say you won’t get out of bed for less than an “E”. Don’t sell yourselves short. And good luck!

Marian Bradley

Anchor Meadow Health Centre

Aldridge

Walsall WS9 8AJ

Tel 01922 450913 (direct line) or 450900

Fax 01922 450910

e-mail BradleyM@gp.walsall-ha.wmids.nhs.uk

Marian Bradley

Primary Care Development Group

Quality Assurance Group

The quality alphabet A to Z that the QA group embarked upon has now been completed so we thought we would change tack a bit and discuss some issues that have a quality theme that are relevant to Clinical Pharmacy practice and developments. But, first of all a plea! Has anyone developed or would like to be involved in

CLINICAL PHARMACY COMPETENCY STANDARDS AND PERFORMANCE INDICATORS.

Are you a pharmacy manager? Do you know the quality of your clinical pharmacy service?

Are you a clinical pharmacist unsure of what you should be measuring in terms of your value to the patient and service! Can we benchmark services comparing like for like?

One of the issues raised from the recent QA group survey of its members was just this.

The UKCPA is the ideal vehicle to produce some sort of  quality indicators of Clinical Pharmacy services whether in primary or secondary care. Perhaps you know that this has been done elsewhere? Are you using your own? If  you are willing to share examples of best practice or would like to develop  some performance indicators then  perhaps you could let me know. I would like to collate these responses and report any findings in a future in –practice article. Please contact either the UKCPA office or e mail at kevin.purser@ipsh-tr.anglox.nhs.uk

Performance management of Medicines management in NHS Hospitals

The long awaited self assessment tool for Medicines Management in NHS Hospitals referred to in “Pharmacy in the Future” has been published and is currently being rolled out in acute NHS Trusts.

Performance management is one element of the national Clinical Governance agenda and an issue for some time is how do we measure the potential health gain from effective medicines use.

The performance management framework is therefore an attempt to gain a measure of the clinical and cost effectiveness aspects of medicines management that is not catered for in the Controls Assurance standard published last year.The framework covers six main areas namely;

Senior management awareness and involvement

 Information and financial issues

 Medicines policy management including the introduction of new drugs

 Procurement of medicines

 The primary and secondary care interface

  Influencing  prescribers

So what does it all mean to clinical pharmacists striving to provide the best service to patients with ever increasing workloads and commitments?

The performance framework should be seen as a positive step for pharmacy because it will ensure that trusts will take a greater responsibility for managing medicines. It means that the trust board should be looking to pharmacy for information on risk management, drug expenditure data and so on.

The assessment includes areas such as input of clinical pharmacists in directorate work, re-engineering of the supply process, ward pharmacy services. Clearly any weaknesses  or deficiencies in the pharmacy services can be identified and form the basis of business cases for resources for service and resource developments. It will also promote further multidisciplinary working on medicines management issues with the opportunity for pharmacists to take the lead and be recognised for doing so.

For those in primary care much of the document can be used to establish a medicines management framework for PCTs.

The performance management document can be found on the internet at http://www.doh.nhsweb.nhs.uk/hospmedsman/default.htm

Don’t CHI away from it!

The Commission for Health Improvement (CHI) has been set up by the government to improve the quality of patient care across the NHS.

CHI will and is undertaking clinical governance reviews of NHS trusts ,health authorities including PCGs ,local health groups and general practices.

CHI defines clinical governance in terms of providing patients with high quality care through a patient centred approach, being accountable, ensuring high standards and safety and improving services.

Surely these are all areas well known to clinical pharmacists.

When the CHI team makes a visit to your area, it may well be an opportunity to let others now exactly what you are doing by sharing models of best practice. So don’t CHI (shy!) away but grab the opportunity.

Further information on CHI can be found at www.chi.nhs.uk

Kevin Purser

QA group
Surgery & Theatres Group

STPG Weekend Workout

Are you feeling lethargic?  Are you finding it difficult to motivate yourself at work?  Have you done the same things at work for what seems like ever?

This year the STPG have a ‘Weekend Workout’ for you at the UKCPA Spring Symposium.  Come and join other surgical and theatres pharmacists in exercising your mind and stretching into new practices in Leeds from 18th – 20th May.

What have we on offer?  Well, like all good exercise programmes, we’ve put together a little something for everyone, targeting all levels of experience.

‘Warm Up’ at the fringe meeting on Friday lunchtime with Louise Freeman-Parry.  Louise will be updating us in the area of wound care, looking at what’s new and the evidence for using it.  As it’s lunchtime, you’ll be able to meet other STPG members so if you didn’t know anyone when you arrived, you will do by then.

Clare Crowley will lead our ‘Cardiovascular Training’ session on Friday afternoon.  She will be discussing pre-operative management of the high-risk surgical patient, focusing on fluid resuscitation and cardiovascular issues.  We will also be looking at potential roles for the pharmacist in pre-optimisation.

On Saturday morning your STPG committee will be running a ‘Bums & Tums’ session.  Looking at gastro-intestinal surgery and urology, we’ll advise you on common practices that are poorly documented in the literature and assess the evidence for current therapeutic controversies.  Answers to all those Friday afternoon specials your GI surgeons and urologists come up with (well, maybe not all of them…).

Saturday afternoon brings together two experienced anaesthetic and acute pain pharmacists.  Kath Phillips (Arrowe Park, Wirral) and Caroline Broadbent (Guys and St Thomas’, London) will be helping us to relax as they look at patients with difficult pain problems.  Following last year’s successful session on post-operative pain management, we’ll be looking at epidural analgesia: agent choice, concurrent medication and step down to oral regimes.  We’ll also be discussing management of patients taking methadone and benzodiazepines, looking at preventing withdrawal and providing effective analgesia.  Definitely one not to miss!

And it doesn’t stop there.  The Burns and Plastics Pharmacists Subgroup are holding their inaugural meeting on Saturday between 12.30 and 2.00.  Although the group has only been running for a few months they have a very active newsgroup network and are planning their first study day.  If you work in this area and would like to meet with other BAPS pharmacists, come along on Saturday 19th May.

Of course we will be networking and socialising to the usual high standards of the STPG.  If you want to catch a committee member we’ll be loitering around our notice board at coffee breaks with copies of the STPG Information Pack (what we do and how we do it, Resource Centre contents list, updated bibliography, etc) and playing with surgical CD Roms and useful websites.  In the evening we’ll be leading the stampede to the bar and most likely a night-club or two (well we will be in Leeds city centre so it would be rude not to!) and of course we’ll be bright and breezy and the first to breakfast in the mornings!

For more information, check out your Education Programme or call Pat in the UKCPA Office.  Last year’s mini symposium was over-subscribed and delegates were turned away from our sessions so book now to avoid disappointment!.   See you in Leeds.

Nicola Wake
STPG Chairman
NEWSGROUP UPDATE

With almost 90 members, the newsgroup is going from strength to strength.  If you’d like to join in and share your experiences please e-mail:nicola.wake@lineone.net Recent discussions have included:

What are people recommending as an alternative to prilocaine for Biers block?

Chris Poole 

North Manchester General Hospital

According to our anaesthetists, there is no real alternative. We have managed to find two alternative sources of supply of prilocaine injections - Sterile Manufacturing Unit in Birmingham & Southlands Hospital in West Sussex.

Emmeline Leung

Royal Orthopaedic Hospital Birmingham

When supply problems first started to hit, I discussed it with one of our consultant anaesthetists who said that prilocaine was no longer really recommended for Biers block (he did an Internet search) and that lignocaine was OK. Back in November/December, the anaesthetists were happy with this although as I’ve recently left C&W I can't say whether their state of happiness has continued!

Carolyn Gates

Formerly Chelsea & Westminster Hospital

Comment from our clinical director who is an anaesthetist. ‘I beg to differ. Lignocaine is an acceptable alternative.  Ideally one would use an ester LA rather than an amide but there are no clinically safe products on the market.’

Elizabeth Read

BUPA Fylde Coast Hospital, Blackpool
What thromboprophylaxis do other centres use, if any, for breast surgery patients? Our patients get 5000 units bd calciparin but mobilise within 24 hours post-op so is this really necessary? Also our breast care nurses tell me that there is some limited evidence to say that heparin may be implicated in seroma problems post-op.

Nicola Ward

Glenfield Hospital, Leicester
We do thromboprophylaxis risk assessment, and if score is high enough they receive low molecular weight heparin.

Jane Allen

Queen Victoria Hospital, East Grinstead
We usually use dalteparin 2500 or 5000 units depending upon individual risk factors which is subsequently stopped when the patient is mobile.

Jacqui Scorer

Royal Victoria Infirmary, Newcastle upon Tyne
At St James's University Hospital, Leeds our breast patients get clexane 20mg od. Our implants don't. 

Philip Howard

Leeds Teaching Hospitals
We use Certoparin 3000 units once daily sc. Our breast surgeon is a bit obsessed with thromboprophylaxis so every patient gets it until they leave the hospital.

Priya Mistry

North Hampshire Hospital

We use 5,000 units BD/TDS (depending on risk factors) of unfractionated heparin until patients are mobilising appropriately post op.

Obafemi Shokoya

King's College Hospital, London
We only use in high risk patients - Calcium Heparin 5000 units bd and only until mobile. 

Elizabeth Read 

BUPA Fylde Coast Hospital, Blackpool
Our protocol states only to have below knee compression stockings. Most breast surgery is either day case or a minor inpatient procedure and so patients are to be mobilised fairly quickly post-op. I think our breast surgeon prefers to avoid pharmacological prophylaxis whenever possible to reduce post-op complications. If there were multiple risk factors and the patient was to remain an inpatient for a prolonged period of time, then tinzaparin 3500 units od would be prescribed.

Lynne Harris

North Tees General Hospital

Does anyone have a specific prescription sheet for dressings? Ours currently don't get prescribed and the nurses are getting worried due to clinical governance issues etc.       Nicola Ward

 Glenfield Hospital, Leicester
Similar situation here, but we are looking to get nurses to write the dressings used, in the prn section of the prescription and record date as dressings changed - no separate prescription sheet is planned.

Graeme Hall

Leicester General Hospital
All medicated dressings, Kaltostat®, Granuflex®, etc get prescribed on our computerised system. This also includes the size required and the area it is to be applied to. 

Kath Phillips

Arrowe Park Hospital, Wirral

We don't have specific prescription forms for dressings, but we do ask dressings to be prescribed on the normal prescription forms. Normally this is done on the PRN side, but sometimes the doctor will put it on the regular side.  This is only valid for "medicated" dressings (e.g. Granugel®, Hydrocol®, etc) supplied from pharmacy. Dry dressings are not included.

Sarah
Wrexham Maelor

We have a dressing prescription that I will send to the Resource Centre.  It wasn't designed by pharmacy as far as I know but it does allow for TTOs to be prescribed as well. Unfortunately I don't think every single dressing used is prescribed on it but I guess it is a start!

Rachel Westwood

Northampton General Hospital
We have dressing prescription sheets in UCHL Trust.  However their use tends to be rather random and it seems to be more usual for regular dressings to be written on the inpatient chart if at all!  Any non-stock dressing ordered through pharmacy must be prescribed correctly before supply is made, but stock dressings often get missed.

Caroline Anderson

Middlesex Hospital
We do have a specific prescription sheet but we are trying to encourage prescribing on the prn side of the inpatient chart.  The Trust wound care manual allows nurses to prescribe all "core" dressings e.g. Jelonet®, Lyofoam extra®, Granuflex®, Aquacel®, Kaltostat®, etc on the wound evaluation form which includes details of where to apply the dressing and administration times.  I will send copies of evaluation form and unused prescription form to the Resource Centre.

Jane Hylands

Barts and the London
Our acute pain team is currently looking to improve their success rate with epidurals. They feel that they have gone as far as is possible on the training side and would now like to re-assess the mixture used.  Currently our standard mixture is 0.1% bupivacaine with fentanyl 2micrograms/ml.  The team is reluctant to use diamorphine and would either like to stick with fentanyl or move over to morphine. The current thinking is to increase the fentanyl content to 4 micrograms per ml.   I would be interested to hear which combinations/ concentrations other hospitals use for standard bags, whether any hospital has recently changed their mixtures, and what, if any, problems were encountered with the change.

Caroline Anderson

Middlesex Hospital, London
Unfortunately, I can't help as we only use Diamorphine 30mg with bupivacaine 0.1%. Our anaesthetists are very happy with this and do not want to change.

Kath Phillips

Arrowe Park Hospital
We use bupivacaine 0.125% with fentanyl 2mcg/ml for our ward based epidural service. We use fentanyl 2.5mcg/ml with bupivacaine 0.1% for labour suite.  We very rarely use other opioids for epidural use. These would be on an individual basis if the patient had problems with the standard prescription.

Katy Grimble

Queens Medical Centre, Nottingham

We use 0.1% bupivacaine with 2mcg/ml fentanyl, with good success at an infusion rate of 3-15ml/hr for most patients (can go higher for individuals) and bolus doses of either this mix or 0.25% plain bupivacaine, if needed for more rapid relief/troubleshooting.

Caroline Broadbent

Guy's & St Thomas' Hospital, London

We use diamorphine 20mg in 250ml 0.1% bupivicaine.  In elderly (>70yrs) or frail patients the concentration of diamorphine is reduced to 5-10mg in 250ml 0.1% bupivicaine. We changed to this just over a year ago. Previously no standard epidural was used and choice varied between anaesthetists. This caused loads of problems so epidurals were withdrawn for a short period until guidelines could be agreed. We've had no major problems with use of the current regime.   Maternity use bupivicaine with fentanyl (don't know doses).

Lynne Harris

North Tees General Hospital


We use Bupivacaine 0.125% with or without 10-20mg diamorphine. 

Elizabeth Read 

BUPA Fylde Coast Hospital, Blackpool 
We use 0.1% or 0.15% bupivacaine with or without fentanyl 2mcg/ml and 0.25% bupivacaine plain. We use the 0.15% with fentanyl and the plain 0.25% for major abdominal surgery. Maybe you need to consider adding the 0.15% and fentanyl (or something thereabouts which is easily available) to your range of products.

John Dade

Leeds Teaching Hospitals

Our ICU currently prepares inotropes in 50ml syringes. They want to make them up in 100ml/250ml infusion bags instead to facilitate more rapid changes in doses for patients who are not fluid restricted.  Does anyone have a protocol for this?

Helen Holdsworth 

Dewsbury & District Hospital 
Our standard adrenaline and noradrenaline infusions are made as infusion bags mainly because of the pumps the unit possesses - we routinely make 16mg in 250ml dextrose 5% which equates to 64 micrograms per ml. 16mg came about for a couple of reasons:

4x4mg noradrenaline amps per bag

the infusion rate is comparable to the dose in micrograms/min - we have a chart where the dose in micrograms/min has been adjusted to make a rounded up volume (e.g. 6mls per hour = 6.4 micrograms/min)

The strength is adjusted depending on fluid requirements (i.e. 32mg/250ml, 64mg/250ml etc).

Dawn Gallagher

Southern Derbyshire Acute Hospitals NHS Trust
We have no experience with the 250/500ml inotrope infusions as we tend to double/quadruple the strength of our inotrope solutions to cope with this, (i.e. noradrenaline 4mg/50ml, 8mg/50ml, 16mg/50ml).

Annie Egan

Manchester Royal Infirmary
ICUs in Leeds will use bags of inotropes when the rates/doses of inotropes require them.  We don't have a formal protocol, but we use single or double-strength infusions as shown below:

a) noradrenaline: 8mg/100ml, 20mg/250ml, 40mg/500ml D5% (single)

b) noradrenaline: 16mg/100ml, 40mg/250ml, 80mg/500ml D5% (double)

c) adrenaline: 10mg/100ml (single); 50mg/250ml D5% (double)

phenylephrine: 250mg/250ml, 500mg/500ml D5% (single)

phenylephrine: 500mg/250ml, 1000mg/500ml D5% (double)

Phil Deady
Leeds Teaching Hospitals 

Does anyone have any information on drug administration through a jeg tube?
Jacqui Scorer

Royal Victoria Infirmary, Newcastle upon Tyne

I have a very good reference, but its a bit old now.

British Journal of Intensive Care 1994;4(1):10-17.

Priya Mistry 

North Hampshire Hospital, Basingstoke
A few good references re: drug administration/enteral feeding:

Estoup, M.  Approaches and limitations of medication delivery in patients with enteral feeding tubes.  Critical Care Nurse 1994;(Feb):68-79.

Lea Gora, M et al.  Considerations of drug therapy in patients receiving enteral nutrition. Nutrition in Clinical Practice 1989;4:105-110.

Franse, V et al.  Drug-nutrient interactions in a Veterans Administration Medical Centre Teaching Hospital.  Nutrition in Clinical Practice 1989;4:145-148.

A guide to enteral drug administration in palliative care.  J Pain Symptom Manage 1999;17:197-207.

Thomson, F.C. et al.  Managing drug therapy in patients receiving enteral and parenteral nutrition.  Hospital Pharmacy,2000;7:155-163.

This last reference is probably the best if you've only got time to find one of the references.

Phil Deady 

Leeds Teaching Hospitals

Here are some useful references 

Approaches and limitations of medication delivery in patients with enteral feeding tubes.  Critical Care Nurse 1994;14(1):68-72+77-81.

Managing drug therapy in patients receiving enteral and parenteral nutrition.  Hospital Pharmacist 2000;7(6):155-164. 

Administration of drugs through a jejunostomy tube. British Journal of Intensive Care 1994;4(1):10-17. 

Nita Sanghera 

Chelsea & Westminster Hospital, London
Our Plastic surgeons currently use Lignocaine 1% (and 2%) with Adrenaline 1:200,000 20ml vials.  Astra have a manufacturing delay on these products.  We have suggested that they use the separate constituents, but they are not happy with that.  Does any one's plastic surgeons use these products and if they do what are they using instead?

Chris Jay 

Russells Hall Hospital, Dudley
We have the same problem with our Day Case Unit. We have managed to get a 1 in 100,000 Adrenaline preparation from Martidale and provided them with a crib sheet on how to dilute it to make Lignocaine 1% with Adrenaline 1 in 200,000. It’s a simple dilution so they've accepted it.

Priya Mistry

North Hampshire Hospital, Basingstoke
Our plastic surgeons have also insisted on using this preparation.  As an interim we are currently adding 1mL of Adrenaline 1 in 10,000 into a 20mL vial in our Sterile Production Unit.  The product is then capped and re-labelled with a short expiry date.  We appreciate that the final lignocaine and adrenaline strengths will be slightly under stated but the surgeons felt that this difference would not be clinically significant.

Colin Green

Norfolk & Norwich Hospital
Does anyone use nicotine replacement therapy to settle smokers on ITU who are agitated because of nicotine withdrawal? If so does anyone have any guidelines as to dosage, contraindications, how to tail off after discharge from the unit etc.

Nicholas Watt

Dryburn Hospital, Durham
We use Nicotine patches on the ITU at Wigan.  They are used for heavy smokers where quite high doses of sedatives are sometimes employed to manage sedation and concurrent nicotine withdrawal.  There is not protocol as such.  It is left to the Consultant in charge to decide if there is a clinical benefit to be gained.  However in the few patients that have used it so far, the ITU staff tell me that they have been able to reduce sedative doses quite significantly (with obvious cost savings).  This also benefits patients since lower doses of sedative means a reduced weaning time and hence a shorter stay in ITU.  We normally use Nicotinell® 15mg patches replaced once daily.  Once the patient is off the ventilator, then the patch is removed for good.  This has not caused problems so far.  Contra-indications would be as per BNF.  The reason for not continuing treatment is that we were concerned that ITU patients may return to several directorates where they may insist on continuation of therapy.  Patently this could lead to widespread demand and costs for which the directorates are not funded (and they are still technically non-prescribable - at least in the short term).

Mike Parks

Royal Albert Edward Infirmary, Wigan
Yes, did this on The Middlesex ICU several times. Used lowest strength available as they were already on a variety of sedatives so patches were just to "take the edge off" cravings.  They all went back to smoking when they returned to the ward so tailing off dose was not an issue!

Simon Badcott

Mayday University Hospital

We have used them occasionally for very agitated smokers with good effect. We tend to use the highest strength patch. We have only had need to use them in patients we are trying to wean. They are usually weaned successfully soon after starting the patch and as soon as they can get out of bed are off for a cigarette! At this point we have stopped the patches so withdrawal hasn't been a problem.

Jane Hylands

Barts and the London NHS Trust
We too have used nicotine replacement on ICU, with very good effects, allowing us to wean down sedation etc.  We have started with 15mg patches, for no better reason other than the individuals usually smoke like chimneys.  We haven't bothered weaning and have tended to stop them abruptly.  We have had one patient who was unhappy stopping them so they where allowed to continue.  Our usual problem is with blacklisting, however there are proposals to make nicotine replacement available on FP10.

John Dade

Leeds Teaching Hospitals

Our ITU uses patches in accordance with the packet directions (except they ignore all the cardiac contraindications, claiming that the patients are well monitored).  After leaving the unit, one of two things happen:

The consultant who they are under agrees to continue the treatment (against their drugs budget).

The patient is given the option to pay for patches and continue their own withdrawal.

I guess other than that it’s back to the smoke room!  We do not supply patches on discharge from hospital.

Helen James

Barnsley District General Hospital

We use nicotine replacement patches on HDU patients and any others on wards who are bed bound so can't escape for a cigarette. It generally tends to be heavy smokers who will suffer from withdrawal. We use the dose equivalent to the number of cigarettes they smoke per day and then discontinue them when they can smoke again.  I haven't really seen it used on patients in the long term so withdrawal and dose reduction haven’t been issues.

Kath Phillips

Arrowe Park Hospital
One of our consultants is starting to use an IV infusion of omeprazole, 80mg bolus followed by 8mg/hr infusion for 3 days. Does anyone use this and if so how is it being administered? The company does not have any data on stability or the volume of fluid in which to administer it. Currently we are putting 80mg in 100ml N/S over 10 hours - no idea if this is OK. What does anyone else do?

Janet Lock 

North Hampshire Hospital
From the UCL hospitals I.V guide:

I.V. infusion = Unlicenced use:

Reconstitute a 40mg vial with sufficient (~10mls) N/S or Glucose from a 100ml bag. Then inject reconstituted solution from the vial into the same bag.

Administer over 20-30 minutes.

Acute events that may accompany administration: Brady/tachycardia, hypertension, extravasation.

Other comments: Use infusion in N/S within 12 hours, or 6 hours if in glucose.

I am not certain how often this is actually used in practice and the formulary is currently being updated, but I believe this still stands at the current time.

Caroline Anderson

Middlesex Hospital London
You probably already know this, but it’s based on a trial in NEJM, for the prevention of re-bleeding post-endoscopic management of bleeding ulcers. The reference is New Eng. Journal Med 2000;343:310-316.  We're using it too, though trying to restrict it to those specific groups involved in the trial (nonbleeding visible vessel, a vessel hidden beneath a clot or active bleeding at endoscopy - i.e. patients at highest risk of re-bleeding).  We use 40mg in 50ml via a syringe driver over 5 hours. This is based on some information from somewhere re lack of stability in solution but no one can remember where from. Sorry!

Caroline Broadbent 

Guy's & St Thomas' Hospital, London
We use IV infusion of omeprazole, 80mg bolus (give as two infusions of 40mg in 100ml NaCl over 20mins each) followed by infusions of 40mg in 40ml over 5hours for each one i.e. 8mg or 8ml per hour.  We use it for bleeding peptic ulcers.  The company gave me a load of data on it.  They said chemical and physical in-use stability of the product has been shown for 12 hours when dissolved in NaCl stored at 25 degrees C and that the pH increases with smaller volumes used. 

Heather Davenport

Royal Albert Edward Infirmary, Wigan

Has anybody ever used vancomycin enemas for severe pseudomembranous colitis? How much do you use?

Jane Hylands

Barts and the London NHS Trust
A useful reference is:

Bublin JG, Barton TL. Rectal use of vancomycin. Ann Pharmacother 1994 Dec;28(12):1357-8


Colin Green

Norfolk and Norwich Hospital
Our consultant orthopaedic surgeon uses cefuroxime as the prophylactic antibiotic of choice in joint replacement. In cases where the wound remains open or continues to discharge, they want to continue oral cefuroxime on a prophylactic basis for the post op period until the wound has healed.  In pharmacy, we have recently taken oral cefuroxime off the formulary (unless specific sensitivities known) and use cephalexin instead.  Apparently, this has an inferior spectrum for orthopaedic prophylaxis. Our medicines information pharmacist wants to know what people use for prophylaxis in bone infections as oral cefuroxime does not even penetrate bone!

Rachel Westwood

Northampton General Hospital
We use IV cefuroxime and gentamicin loaded cement for prophylaxis in all our primary cases. There is evidence that gentamicin loaded cement reduces the rate of deep infections. However, systemic antibiotics are necessary to protect against superficial infections. For revisions, some of our surgeons also give 80mg of gentamicin intra-articularly at the end of the operation.

Emmeline Leung

Royal Orthopaedic Hospital NHS Trust, Birmingham

Our prophylactic AB for orthopaedics is iv cefuroxime 1.5g stat then 750mg x 2 doses.  Our oral cephalosporin is cephalexin that does not have as broad a spectrum as some of the others.  We rarely see long term antibiotics used and if there was a problem microbiology would be involved for a recommendation.  We had someone recently on a prolonged course of ofloxacin for an infected knee replacement.

Kath Phillips

Arrowe Park Hospital
Most patients with oozing wounds post-op get given cephradine 500mg qds usually until the wound is dry but practice varies between Consultant teams.  Cefuroxime is occasionally used but I usually discourage this practice.  Maximum length of treatment depends on Consultant - some tend to stick with 5-7 days, others anything up to 6 weeks when they are reviewed in clinic at the first post-op visit.  Occasionally see flucloxacillin + ampicillin/amoxycillin.  If the infection is thought to be particularly severe microbiological advice is usually sought.

Lynne Harris

North Tees General Hospital
Hopefully these discussions have given the rest of the group a taster of what we’ve been up to.  If you’d like to join the newsgroup, please e-mail Nicola Wake at: nicola.wake@lineone.net. Perhaps you can answer one of these current questions:

I have been asked to reduce our drug expenditure on sevoflurane, remifentanil and ondansetron (for post op nausea and vomiting).  If anyone has guidelines/protocol for the use of these three drugs, I would be most grateful to have a copy.

Emmeline Leung

Royal Orthopaedic Hospital, Birmingham

Do you use Immucyst® or Oncotice® for bladder carcinoma? Has anyone switched from Immucyst® to Oncotice® and have they had any problems?
Nita Sanghera 

Chelsea & Westminster hospital, London
Has anyone had any difficulty obtaining Buffered Amino Acid and Potassium for Reperfusate Cardioplegia Solution?  This is also known as Buckberg Solution (and may have a similar title to the one I have given).  It is given as a myocardial protectant to patients who have long cardiac operations.  The product has been made to the American Buckberg formula by manufacturing units, but they are no longer able to manufacture due to difficulty obtaining pyrogen-free amino acids.  The product contains aspartate and glutamate (I think!).

John Dade

Leeds Teaching Hospitals
I look forward to hearing from you!

Nicola Wake

STPG Chairman
MEDIA STUDIES – WHAT’S THAT GOT TO DO WITH PHARMACISTS?

They don’t use normal drugs in radiology departments do they?  Just contrast media and Picolax®, how can pharmacists spend a whole day discussing those?

Despite having attended previous STPG spotlight and workshop sessions on the pharmacist’s role in radiology I was still amazed at how little I knew about the world beyond the doors to the x-ray department.  Fentanyl patches, glucagon, alprostadil – how many of us have stopped to look at what our radiologists are using?

Professor Peter Dawson, Consultant Radiologist at University College Hospitals, London, introduced us to diagnostic radiology and contrast media.  He led us through the maze of ionic and non-ionic contrast agents, their uses and side effects, interspersing his slides with humorous cartoons and quotations (A drug is a substance which when injected into a guinea pig produces a scientific paper – Anon).  Professor Dawson presented us with many facts and figures but always with a practical insight, providing those attending with a unique view that will not be found in textbooks.

Caroline Ashley, Principal Pharmacist at the Royal Free Hospital, London, gave us the Renal Pharmacist’s experience.  Contrast agents are nephrotoxic, although the reported incidence varies.  Risk factors for developing nephrotoxicity following a dose of contrast media include underlying renal disease, diabetes mellitus, cardiac failure and pancreatitis.  A number of agents have been suggested as having protective effects including diuretics, dopamine, calcium antagonists and most recently acetylcysteine.

Procurement issues in radiology (otherwise known as shopping for contrast media) were presented by Allan Karr, Pharmacy Business Services Manager at University College Hospitals, London.  Allan talked us through the complexities of tendering using his experiences of procuring contrast media for the Inner London Consortium and Oxford Radcliffe Hospitals.  Allan was full of practical hints and tips, making what could be a boring subject interesting and relevant (well, I got it once the similarities with shopping were pointed out!).  Copies of Allan’s slides are available from the Resource Centre.

Although filling in at the last minute, Dr Chris Hare, Consultant Radiologist at University College Hospitals, London, brought many of the learning points from the day together as he discussed drugs and radiology.  As well as discussing medication that should be stopped before receiving contrast media and conditions that require pre-medication (or not, depending on which papers you read), Chris discussed therapeutic agents used to aid radiologists in diagnosis and therapeutic intervention.  Anaesthetic agents are used to relax patients and keep them still for CT and MRI scans (general anaesthetics may be need for children), antibiotics are given to patients who have pseudocysts drained and alteplase is used for thrombolysis by vascular radiologists.  More obscure agents are mainly used to improve scans; Chris’s examples include hyoscine butylbromide to relax the gastrointestinal tract, secretin to distend the pancreas and alprostadil for penile ultrasounds.

Unfortunately Sima Goldney was unable to attend to tell us about her role as a radiology pharmacist.  Instead Fran Maguire ran an informal feedback session where we also looked at what we can do next.  Delegates supported setting up a Radiology subgroup who could draw up guidelines for the introducing a pharmacy service to radiology.  Pharmacists wanting to get involved with radiology could look at rationalising contrast media, patient group directions for supplying bowel preparations or pain control for interventional radiology.  And that’s just for starters!

And the fentanyl patches?  Chris Hare used them as pain relief prior to interventional radiology of the biliary tract.  A 25microg/hr patch is applied 24 hours before the procedure and removed two days afterwards.  An interesting discussion about unlicensed indications, drug costs and evidence based practice followed!

As an introduction to radiology, the study day was a great success.  The committee would like to thank Fran Maguire, an excellent Chairman and our sponsors for the day: Guerbet Laboratories and Nycomed Amersham.  If you are interested in joining a network of pharmacists involved with radiology, please contact Nicola Wake, STPG Chairman (tel: 0191 293 2704, e-mail: nicola.wake@lineone.net).

Nicola Wake

STPG Chairman
SUBGROUP REPORTS

Burns and Plastics Subgroup

There are now sixteen pharmacists in the Burns and Plastics Group. The discussion group has been busy over the last few months.  The questions have all been about burns patients.  This is probably because there are so many unlicensed drugs and unlicensed uses for drugs.  Because of the small numbers of burns patients (most centres only usually have one or two large burns), it is almost impossible to recruit a large number of patients for trials and so much of the drug treatment has to be given without good evidence.   Maybe a future role for the group will be to co-ordinate multi-centre trials?

The majority of members are burns pharmacists, covering a good proportion of the burns units in the country.  We would therefore particularly like to hear from plastic surgery pharmacists, and get discussion going on plastic surgery issues.

An informal fringe meeting is planned for lunchtime on the Saturday of the UKCPA Spring symposium.  This will mainly be a chance to meet each other, and welcome anyone else interested in joining the group.  It will also be an opportunity to discuss the role of the group, and suggest topics for the study day we plan for later in the year.

For further information, please contact

Jane Allen 

Senior Clinical Pharmacist

Queen Victoria Hospital

Holtye Road

East Grinstead

West Sussex RH19 3DZ

Tel: 01342 410210  ext 214/5

Bleep: 214

Fax: 01342 300696

e-mail: jane.allen@qvh-tr.sthames.nhs.uk

or 

Nita Sanghera

Directorate Pharmacist, Surgery

Chelsea and Westminster Hospital 

369 Fulham Road

London SW10 9NH

Tel: 0208 746 8133 or 0208 746 8000

Bleep: 4226

Fax: 0208 237 2435

e-mail: nita.sanghera@chelwest.nhs.uk 

Jane Allen,

East Grinstead.
RESOURCE CENTRE

Additions to the Resource Centre this quarter:

Group Protocol for the Supply of Sodium Picosulphate by Radiographers for Bowel Evacuation Prior to Examination.

BUPA Flyde Coast Hospital

Training Development Plan for Pharmacists Working in the Surgical Directorate.

Rachel Westwood, Northampton General Hospital.

Once Daily Gentamicin.

Rachel Westwood, Northampton General Hospital.

Procedure for Pharmacists Writing TTAs from the Pre-Admission Clinic. 

Helen Holdsworth, Bradford Hospitals NHS Trust

Standing Instruction for the Issuing of Discharge Medication on the Orthopaedic Unit.

North Tees and Hartlepool NHS Trust.

Advice for Managing Anticoagulation in the Perioperative Period.

Nita Sanghera, Chelsea and Westminster Healthcare NHS Trust.

Location of Poison Antidotes – Pharmacy Guide and A&E Guide.

Nita Sanghera, Chelsea and Westminster Healthcare NHS Trust.

Procurement Issues in Radiology. 

Copies of slides from Radiology Study Day.

Thank you to all those who contributed.

In order for the Resource Centre to continue to be useful and provide members with up to date, current practice information, ongoing contributions are needed. The section on Pre-operative Administration / Nil By Mouth, is looking particularly out of date. Has anybody written new guidelines following the series in the Drug & Therapeutics Bulletin?

If you have anything you would like to add to please send it:


Be e-mail to: wendy.lloyd@ruh-bath.swest.nhs.uk

Or by post to: Wendy Lloyd, Pharmacy Department, Royal United hospital, Combe Park, Bath, BA1 3NG.

If you would like to request copies of any articles contact me on the above e-mail address or by telephone (01225 428331 bleep 7632).
Wendy Lloyd

Secretary
INTERESTING WEB SITES

www.surgical-tutor.org.uk

A specialist registrar from the University Hospital of Wales, Heath, Cardiff has produced an interesting surgical web site. 

Most of the information is for doctors though it contains useful reference material for pharmacists. The site loads very quickly and is easy to navigate. 

It contains:

a) Clinical Tutorials which include information on various surgical conditions  including AAA’s , ERCP, breast lumps, GI Tumours, dysphagia, and bone pain.

b) Journal Clubs which review the recent surgical papers. These are divided into subgroup specialities such as breast, colorectal, hernias and critical care. For those industrious people, there are guidelines for the critical appraisal of journals.

c) Various Multiple Choice Questions in all areas of surgical practice. Answers are immediately available and there are internal links to revision notes or tutorials. The MCQ’s are aimed at doctors but they will test your knowledge of surgery. 

d) Revision Pages which contain bulleted core module revision notes according to the syllabus for the MRCS examination. They are simple to follow and contain some useful stuff.

e) For those pharmacists who enjoyed looking down microscopes there are specimens of histological slides accompanied by technical notes. These are not my cup of tea but they may appeal to some.

f) An excellent list of resources presented as hypertext links to useful surgical websites, journals, medical publishers and other orientated internet sources. I had a quick look at one example, www.medic8.com. It appeared to be a very useful resource. 

g) Finally, if you want to impress your surgical consultants then “get to know your famous surgeons”. This is a link to surgeons who have contributed significantly in their specialist field. These include, Dominique Larrey the first person to describe the therapeutic use of maggots (in 1790) and performed the first amputation of the hip (in around 1812). Also, Freidrich Trendelenberg who described endotracheal anaesthesia for a patient with a tracheotomy in 1871. In 1890 he described ligation of the long saphenous vein for the treatment of varicose veins.

h) There is also a search engine and discussion forum at this site which are worth a visit.

Has any surgical pharmacist on their travel through the net found any interesting surgical web sites?  If you have, email me (c.jay@virgin.net) and we will review them in the next in practice.
Chris Jay, STPG Editor

LITERATURE REVIEW

Anaesthetics

Anaesthesia 55 (12), 1208-1212
Evaluation of a pilot regimen for postoperative pain control in patients receiving oral morphine pre-operatively.  J. E. Peacock et al.
Postoperative analgesia in patients who receive regular oral opioids pre-operatively is frequently suboptimal. To improve management we introduced a regimen using subcutaneous diamorphine infusions with incremental doses. Infusion doses were calculated as half the daily pre-operative dose of oral morphine with the increments as one-sixth of the infusion dose. Results were recorded on the first two postoperative days before (n = 13) and after (n = 23) commencing the new regimen. The percentage of patients reporting severe pain at rest and on movement were significantly reduced by the new regimen (54% and 69% vs. 13% and 40%, respectively) since the opioid dose as a percentage of the pre-operative dose was significantly higher (160% vs. 352%). There were no instances of excessive sedation or slow respiratory rate in any patient. The use of the regimen has resulted in greater doses of opioids being administered with fewer patients in severe pain without significant complications.

BMJ 2000;321:1493 ( 16 December )
Reduction of postoperative mortality and morbidity with epidural or spinal anaesthesia: results from overview of randomised trials.  Anthony Rodgers et al.
Objectives: To obtain reliable estimates of the effects of neuraxial blockade with epidural or spinal anaesthesia on postoperative morbidity and mortality. 
Design: Systematic review of all trials with randomisation to intraoperative neuraxial blockade or not. 
Studies: 141 trials including 9559 patients for which data were available before 1 January 1997. Trials were eligible irrespective of their primary aims, concomitant use of general anaesthesia, publication status, or language. Trials were identified by extensive search methods, and substantial amounts of data were obtained or confirmed by correspondence with trialists. 
Main outcome measures: All cause mortality, deep vein thrombosis, pulmonary embolism, myocardial infarction, transfusion requirements, pneumonia, other infections, respiratory depression, and renal failure. 
Results: Overall mortality was reduced by about a third in patients allocated to neuraxial blockade (103 deaths/4871 patients versus 144/4688 patients, odds ratio=0.70, 95% confidence interval 0.54 to 0.90, P=0.006). Neuraxial blockade reduced the odds of deep vein thrombosis by 44%, pulmonary embolism by 55%, transfusion requirements by 50%, pneumonia by 39%, and respiratory depression by 59% (all P<0.001). There were also reductions in myocardial infarction and renal failure. Although there was limited power to assess subgroup effects, the proportional reductions in mortality did not clearly differ by surgical group, type of blockade (epidural or spinal), or in those trials in which neuraxial blockade was combined with general anaesthesia compared with trials in which neuraxial blockade was used alone. 
Conclusions: Neuraxial blockade reduces postoperative mortality and other serious complications. The size of some of these benefits remains uncertain, and further research is required to determine whether these effects are due solely to benefits of neuraxial blockade or partly to avoidance of general anaesthesia. Nevertheless, these findings support more widespread use of neuraxial blockade.

Anaesthesia 56 (2), 171-174
Desflurane or sevoflurane for gynaecological day-case anaesthesia with spontaneous respiration?  N. A. Mahmoud et al.
Sixty gynaecological day-case patients were anaesthetised with either desflurane or sevoflurane in oxygen/nitrous oxide, following intravenous induction. Mean end-tidal desflurane was 4.5% at 5 and 10 min post induction, whereas mean end-tidal sevoflurane was 1.7%. There were five untoward airway events (coughing, hiccoughs) in the desflurane group and three in the sevoflurane group, including one laryngospasm. Time to eye opening and orientation following anaesthesia were significantly faster in the desflurane group (2.8 min/4.8 min) than in the sevoflurane group (7.0 min/9.8 min; p <0.0001). Time to being ready for discharge home was also significantly earlier in the desflurane group (3 h compared with 3.5 h). Telephone interview on the first postoperative day showed that in the desflurane group 29 of 31 were fully returned to normal activity compared with only 15 out of 29 in the sevoflurane group (p <0.01).

Cardiothoracic Surgery

New Magnesium Regimen Reduces Incidence of Atrial Fibrillation After CABG 
The incidence of atrial fibrillation, a common and dreaded complication of coronary artery bypass grafting (CABG), is reduced when a novel magnesium regimen is administered, according to study findings presented Tuesday at the 37th annual meeting of The Society of Thoracic Surgeons. 

Dr. Huseyin Cem Alhan and colleagues, from Acybadem Hospital, in Istanbul, Turkey, assessed the ability of magnesium to prevent postoperative atrial fibrillation by randomizing 200 patients undergoing CABG to receive 1.5 g of magnesium sulphate in 100 mL 0.9% saline or saline alone, 1 day before, during, and 4 days after surgery. Patient demographics were similar between the groups. 

The researchers found that 2% of magnesium-treated patients experienced postoperative atrial fibrillation, significantly fewer than the 21% of untreated patients who manifested this arrhythmia. 

"Many other studies have shown that magnesium has an effect on atrial fibrillation, but the appropriate dose and timing of infusion was not clear," Dr. Alhan told Reuters Health. "While many patients are hospitalised prior to their surgery, we found that even patients who do not receive the preoperative dose still have lower rates of atrial fibrillation." 

"There are no contraindications to magnesium therapy, we give it to patients with normal as well as low magnesium levels," Dr. Alhan stated. "In the elderly it has been shown that patients may be total body magnesium deficient, but have normal serum levels," he explained. "We are not sure if the therapeutic mechanism is replenishment of a deficiency or a pharmacologic effect of the drug." 

"Atrial fibrillation is not the most serious complication after cardiac surgery, but it is the most common," Dr. Alhan pointed out. "It has a strong impact on the hospital length of stay and therefore on the cost associated with cardiac surgery," he noted. "The patients who received magnesium in this study went home earlier," Dr. Alhan emphasised.

Gastroenterology
Alimentary Pharmacology & Therapeutics 14 (12), 1561-1565
The use of 6-mercaptopurine in patients with inflammatory bowel disease after failure of azathioprine therapy.  J. R. Boulton-Jones et al. 
Introduction: Azathioprine is a useful therapy in patients with inflammatory bowel disease that is difficult to control. However, 10% of patients are unable to tolerate azathioprine, and the best form of treatment for this group of patients is unknown. The azathioprine metabolite 6-mercaptopurine may be a useful therapy for these patients.

Aim: To review our clinical experience of the use of the 6-mercaptopurine in inflammatory bowel disease patients who are intolerant of azathioprine.

Methods:  All patients who were prescribed 6-mercaptopurine in a 2-year period were identified from pharmacy records. The case notes were reviewed and those who had previously been intolerant of azathioprine were included.

Results: A total of 19 with either ulcerative colitis and Crohn’s disease were included. The reasons for discontinuing azathioprine were side-effects (13 patients), failure of efficacy (four patients) and leucopenia (two patients). Eleven of the 19 patients (68%) tolerated 6-mercaptopurine, including seven out of 13 patients (54%) who discontinued azathioprine due to side-effects. The length of follow-up of patients on 6-mercaptopurine was between 126 and 780 days (median 390 days).

Discussion: 6-mercaptopurine should be considered in patients with inflammatory bowel disease who require continuing immunosuppressive therapy, but are intolerant of azathioprine.


Alimentary Pharmacology & Therapeutics 14 (12), 1595-1603
Omeprazole 40 mg once a day is equally effective as lansoprazole 30 mg twice a day in symptom control of patients with gastro-oesophageal reflux disease (GERD) who are resistant to conventional-dose lansoprazole therapy—a prospective, randomized, multi-centre study.  R. Fass et al. 

Background: Comparative studies of omeprazole and lansoprazole are scarce and even scarcer are comparisons of higher doses. Most of the comparative studies have assessed the effect of the two proton pump inhibitors (PPIs) on gastric acid secretion or gastric pH. Few studies have compared clinical end-points such as oesophageal healing and symptom control.

Aim:  To determine the clinical efficacy of omeprazole 40 mg daily as compared to lansoprazole 30 mg twice a day in symptom control of patients with severe symptomatic GERD.

Methods:  Ninety-six patients who failed a standard dose of lansoprazole (30 mg once daily), were enrolled in a prospective fashion from three VA medical centres and were randomized to receive 6 weeks of either omeprazole 40 mg daily or lansoprazole 30 mg twice daily. Patients reported daily on symptom severity and frequency, antacid consumption and side-effects.

Results:  Forty-six patients received omeprazole and 44 lansoprazole. Although not statistically significant, there was a consistent trend of better symptom control in the omeprazole group for daytime and night-time heartburn and acid regurgitation. There was no statistical difference between the two groups in mean antacid consumption overall and at the end of each of the 6 weeks of the study. In addition, there was no significant difference in the overall frequency of side-effects between the two groups nor for each individual side-effect.

Conclusion: Omeprazole 40 mg once daily is equally effective and tolerated as lansoprazole 30 mg twice daily in symptom control of patients with GERD.

Alimentary Pharmacology & Therapeutics 14 (12), 1685-1689
Phytomenadione or menadiol in the management of an elevated international normalised ratio (prothrombin time).  B. Green et al. 

Aim: To evaluate the efficacy of oral menadiol compared to intravenous phytomenadione when correcting coagulopathies associated with cholestasis.

Methods: A total of 26 patients with cholestasis and an international normalised ratio (prothrombin time) greater than 1.2, were randomized to receive either 20 mg o.d. for 3 days of oral menadiol (n=12), or 10 mg o.d. of intravenous phytomenadione (n=14) prior to endoscopic retrograde cholangeopancreatography. Liver function tests and international normalised ratio were measured daily for 3 days.  

Results: Liver function tests and international normalised ratio were comparable between groups at entry into the study (P > 0.05), but serum albumin was significantly lower in the intravenous phytomenadione group following treatment (P < 0.05). A decrease in international normalised ratio occurred in both groups following administration of vitamin K (P < 0.05). Two patients in the intravenous group required fresh frozen plasma, as failure to normalise international normalised ratio was observed. No adverse drug reactions were observed in either group, and no patient required re-admission for bleeding during a 4-week follow-up period after cholangeopancreatography.

Conclusion:  Oral menadiol appears to be an effective alternative to intravenous phytomenadione in the correction of coagulopathies associated with obstructive liver disease. This simplifies the care of patients with deranged clotting times requiring cholangeopancreatography, particularly those to be managed as out-patients.

Alimentary Pharmacology & Therapeutics 15 (3), 291-310
A drug therapy for the prevention of variceal haemorrhage.  D. Tripathi & P. C. Hayes. 

The development of varices is a major complication of cirrhosis, and variceal haemorrhage has a high mortality. There have been major advances in the primary and secondary prevention of variceal haemorrhage over the last 20 years involving endoscopic, radiological and pharmacological approaches. This review concentrates principally on drug therapy, particularly on the numerous haemodynamic studies. Many of these drugs have not been studied in clinical trials, but provide data about the underlying pathogenesis of portal hypertension.

Also covered in this review are the randomized controlled trials and meta-analyses that involve a large number of patients. These trials involve relatively few drugs such as non-selective beta-blockers and nitrates. Correlations between haemodynamic and clinical parameters are discussed.

Despite the recent increase in the use of alternative endoscopic therapies, an effective and well tolerated drug remains a clinically important research goal.


Alimentary Pharmacology & Therapeutics 15 (3), 371-377
Oral tacrolimus long-term therapy in patients with Crohn’s disease and steroid resistance.  E. Ierardi et al.  

Aim: To report the results of a prospective, open-label, uncontrolled study in 13 patients affected by Crohn’s disease with resistance to steroids.

Methods:  The patients were treated long-term with oral tacrolimus, aiming to both resolve acute attacks and maintain remission. Tacrolimus was administered at the dose of 0.1–0.2 mg/day/kg and adjusted in order to achieve levels of 5–10 ng/mL; only mesalazine was continued concomitantly. Steroids and total parenteral nutrition were tapered when appropriate.

Results: Median treatment was 27.3 months. Only one patient dropped out due to adverse events. Crohn’s disease activity index score significantly decreased after 6 months in 11 patients; for 1 year in nine of them, and 7 years in two of them. The inflammatory bowel disease life-quality questionnaire score significantly increased over the same periods. A marked drop in hospitalisations was recorded. In three out of six patients complete closure of fistulas occurred. Tacrolimus allowed total parenteral nutrition to be withdrawn in three out of five patients. Supplementation with low-dose steroids was required in five patients. Two patients underwent surgery.

Conclusions:  Tacrolimus therapy appears to be associated with both short- and long-term benefits, and may represent a therapeutic option in Crohn’s disease when conventional therapies fail. This study encourages its use in controlled trials.

Gynaecology

Anaesthesia 56 (2), 174-176
Buscopan for the treatment of pain after laparoscopic sterilisation.  

A. Habibb et al.  

We investigated the effect of Buscopan® 20 mg, given at the end of surgery, on analgesic requirements in 44 ASA I and II patients presenting as day cases for laparoscopic sterilisation using Filshie clips. Patients were randomly allocated to receive either intravenous Buscopan 20 mg or saline placebo at the end of surgery. There was no significant difference in pain scores, analgesic requirements or the incidence of nausea and vomiting between the two groups. We conclude that intravenous Buscopan 20 mg was not effective for pain relief following laparoscopic sterilisation.

Orthopaedics

N Engl J Med  2000;343:1758-64. 

PRIVATE "TYPE=PICT;ALT=ORIGINAL ARTICLE"Predictors of Re-hospitalisation for Symptomatic Venous Thromboembolism after Total Hip Arthroplasty. Richard H. White et al.
Background. Recent studies have shown that symptomatic venous thromboembolism after total hip arthroplasty most commonly develops after the patient is discharged from the hospital. Risk factors associated with these symptomatic thromboembolic events are not well defined. 

Methods. Using administrative data from the California Medicare records for 1993 through 1996, we identified 297 patients 65 years of age or older who were re-hospitalised for thromboembolism within three months after total hip arthroplasty. We compared demographic, surgical, and medical variables potentially associated with the development of thromboembolism in these patients and 592 unmatched controls. 

Results. A total of 89.6 percent of patients with thromboembolism and 93.8 percent of control patients were treated with pneumatic compression, warfarin, enoxaparin, or unfractionated heparin, alone or in combination. In addition, 22.2 percent and 29.7 percent, respectively, received warfarin after discharge. A body-mass index (the weight in kilograms divided by the square of the height in meters) of 25 or greater was associated with re-hospitalisation for thromboembolism, with an odds ratio of 2.5 (95 percent confidence interval, 1.8 to 3.4). In a multivariate model, the only prophylactic regimens associated with a reduced risk of thromboembolism were pneumatic compression in patients with body-mass indexes of less than 25 (odds ratio, 0.3; 95 percent confidence interval, 0.2 to 0.6) and warfarin treatment after discharge (odds ratio, 0.6; 95 percent confidence interval, 0.4 to 1.0). 

Conclusions. In patients who underwent total hip arthroplasty, a body-mass index of 25 or greater was associated with subsequent hospitalisation for thromboembolism. Pneumatic compression in patients with a body-mass index of less than 25 and prophylaxis with warfarin after discharge were independently protective against thromboembolism. 

BMJ 2001;322:261-265 (3 February)

Multicentre randomised controlled trial of nasal diamorphine for analgesia in children and teenagers with clinical fractures. Jason M Kendall et al. 
Objective: To compare the effectiveness of nasal diamorphine spray with intramuscular morphine for analgesia in children and teenagers with acute pain due to a clinical fracture, and to describe the safety profile of the spray. 
Design: Multicentre randomised controlled trial. 
Setting: Emergency departments in eight UK hospitals. 
Participants: Patients aged between 3 and 16 years presenting with a clinical fracture of an upper or lower limb. 
Main outcome measures: Patients' reported pain using the Wong Baker face pain scale, ratings of reaction to treatment of the patients and acceptability of treatment by staff and parents, and adverse events. 
Results: 404 eligible patients completed the trial (204 patients given nasal diamorphine spray and 200 given intramuscular morphine). Onset of pain relief was faster in the spray group than in the intramuscular group, with lower pain scores in the spray group at 5, 10, and 20 minutes after treatment but no difference between the groups after 30 minutes. 80% of patients given the spray showed no obvious discomfort compared with 9% given intramuscular morphine (difference 71%, 95% confidence interval 65% to 78%). Treatment administration was judged acceptable by staff and parents, respectively, for 98% (199 of 203) and 97% (186 of 192) of patients in the spray group compared with 32% (64 of 199) and 72% (142 of 197) in the intramuscular group. No serious adverse events occurred in the spray group, and the frequencies of all adverse events were similar in both groups (spray 24.1% v intramuscular morphine 18.5%; difference 5.6%, -2.3% to 13.6%). 
Conclusion: Nasal diamorphine spray should be the preferred method of pain relief in children and teenagers presenting to emergency departments in acute pain with clinical fractures. The diamorphine spray should be used in place of intramuscular morphine. 

Plastics

Anaesthesia 55 (12), 1159-1163
The use of a target-controlled infusion of alfentanil to provide analgesia for burn dressing changes. A dose finding study.  G. Gallagher et al. 

Burn dressing changes require profound analgesia for a short duration. This study aimed to determine whether an operator-adjusted target-controlled infusion of alfentanil could provide effective analgesia for burn dressing changes. Ten patients with a burn of between 5 and 50% of body surface area were studied. Pain scoring was performed before, during and following the dressing change. Target and effect site concentrations of alfentanil were recorded during and for 15 min after the dressing change. Median baseline visual analogue pain score (VAS) was 22 mm. Median (range) duration of dressing change was 35 (20–75) min. Median (range) VAS during the dressing change was 30 (14–66) mm. All patients were satisfied with their pain relief. There was no respiratory depression or cardiovascular instability. No patient became sedated and there were no episodes of nausea or vomiting. Median (range) total dose of alfentanil was 2.6 (1–10.7) mg. This study supports the efficacy of an operator-adjusted target-controlled infusion of alfentanil to provide analgesia for burn dressing changes.

Urology

South Med J  93(10):962-965, 2000. 

Relative Efficacy of Sildenafil Compared to Other Treatment Options for Erectile Dysfunction.  A Gauthier et al.
Objective. We examined and compared the efficacy of sildenafil in patients previously using other agents or devices for erectile dysfunction (ED) treatment. 
Methods. We identified 47 patients with organic ED who had tried other therapies (intracavernosal injection therapy [ICIT], intraurethral prostaglandin suppositories [IPS], vacuum erection devices [VEDs], or yohimbine) before using sildenafil. Comparisons of the efficacy of sildenafil to the previously used agent or device were assessed by telephone questionnaire. Responses were compared using nonparametric Wilcoxon rank sum and analysis of variance testing.
Results. Sildenafil therapy was no more effective than ICIT or VEDs but was more effective than IPS. No significant difference occurred in response to sildenafil with age. Of 22 patients achieving erections adequate for intercourse with their previous therapy, 14 (63%) achieved equal or improved erections with sildenafil. Of the remaining 18 patients who had erections inadequate for intercourse with previous therapy, 5 (27%) had adequate erections with sildenafil.
Conclusions. Oral sildenafil therapy provides results comparable to those of other available ED treatment modalities. A trial of this drug in this patient population is warranted

Saw Palmetto Berry Extract Inhibits Prostate Cancer Cell Growth In Vitro 
Saw palmetto berry extract (SPBE), an herbal supplement used commonly by men to alleviate symptoms of benign prostatic hyperplasia, may also have anti-cancer properties, researchers announced here at the American Society for Cell Biology meeting. 

Dr. W. H. Goldmann of Children's Hospital in Boston and colleagues analysed the cytotoxic effects of various concentrations of SPBE on prostatic cell lines and generic cancer cells. 

The extract inhibited proliferation of prostatic-derived cell lines in a dose-dependent fashion. "About one fifth the amount of berry extract was needed to decrease the cell growth of the prostate cancer cells compared to the amount needed to slow down the growth of the generic cancer cells," Dr. Goldmann told Reuters Health. "This demonstrates that the effect of the berry extract is fairly specific in its impact on prostate cancer cells." 

The berry extract also reduced Cox-2 expression in the cancer cell lines studied. "Since increased Cox-2 expression is associated with an increased incidence of prostate cancer, any decrease in its expression would provide a basis for prostatic cancer chemoprevention and justify long-term consumption of SPBE-containing formulations," the researchers write in a meeting abstract. 

Dr. Goldmann emphasised to Reuters Health, however, that "we are in the very early stages of our research and so far we have identified eight different chemicals in the extract. Once we know more about each component, we hope to identify which chemical has the most potent effect on prostate cancer cells and develop that into a treatment."

Vascular Surgery

N Engl J Med  February 15, 2001; 344 (7): 488-93
PRIVATE "TYPE=PICT;ALT=ORIGINAL ARTICLE"Botulinum Toxin A for Axillary Hyperhidrosis (Excessive Sweating).

Marc Heckmann et al.

Background. Treatment of primary focal hyperhidrosis is often unsatisfactory. Botulinum toxin A can stop excessive sweating by blocking the release of acetylcholine, which mediates sympathetic neurotransmission in the sweat glands. 

Methods. We conducted a multicentre trial of botulinum toxin A in 145 patients with axillary hyperhidrosis. The patients had rates of sweat production greater than 50 mg per minute and had had primary axillary hyperhidrosis that was unresponsive to topical therapy with aluminium chloride for more than one year. In each patient, botulinum toxin A (200 U) was injected into one axilla, and placebo was injected into the other in a randomized, double-blind manner. (The units of the botulinum toxin A preparation used in this study are not identical to those of other preparations.) Two weeks later, after the treatments were revealed, the axilla that had received placebo was injected with 100 U of botulinum toxin A. Changes in the rates of sweat production were measured by gravimetry. 

Results. At base line, the mean (±SD) rate of sweat production was 192±136 mg per minute. Two weeks after the first injections the mean rate of sweat production in the axilla that received botulinum toxin A was 24±27 mg per minute, as compared with 144±113 mg per minute in the axilla that received placebo (P<0.001). Injection of 100 U into the axilla that had been treated with placebo reduced the mean rate of sweat production in that axilla to 32±39 mg per minute (P<0.001). Twenty-four weeks after the injection of 100 U, the rates of sweat production (in the 136 patients in whom the rates were measured at that time) were still lower than base-line values, at 67±66 mg per minute in the axilla that received 200 U and 65±64 mg per minute in the axilla that received placebo and 100 U of the toxin. Treatment was well tolerated; 98 percent of the patients said they would recommend this therapy to others. 

Conclusions. Intradermal injection of botulinum toxin A is an effective and safe therapy for severe axillary hyperhidrosis. 
Philip Howard

Leeds Teaching Hospitals
Thanks to all contributors

Chris Jay

STPG Editor
NEWS

New Practice Interest Groups

Antibiotic Group

Whilst we are expecting some new practice interest groups to form, here’s a query that the “Antibiotics group” will find interesting:

Reconstitution of certain antibiotic powders in an open space poses a theoretical risk to those staff members 

who are sensitive to such compounds. How have other Pharmacy Departments assessed this risk, and what procedures have then been introduced?

Dr Martin Heazell
Addenbrookes


If you have any comments please send them to the office who will make sure they are published in the next edition of In Practice and that Martin gets the replies.

Rheumatology Group

Is anyone interested in joining a Rheumatology PIG? Rheumatology is a
rapidly expanding area and it would be useful to develop a forum in which
ideas and information could be exchanged.  

The aims of the group would be to stop rheumatology pharmacists working in
isolation, share best practice, clinical pearls and documentation and
protocols, encourage education and practice research and would be encourage
multidisciplinary working and links with the BSR / ARC.  All in the first
week!

If anyone is interested, could they contact Chris Green at Wirral Hospitals
NHS Trust on 0151-678-5111, pager 2462 or by email - c.f.green@livjm.ac.uk
or Chris.Green@CCMAIL.wirralh-tr.nwest.nhs.uk.  Alternatively, send an A5
SAE to Chris Green at Wirral Hospitals NHS Trust, Arrowe Park Rd, Upton,
Wirral, CH49 5PE and you will be sent a PIG proforma to complete. 

AWARDS UPDATE

AWARDS won

Winner of the Wyeth Laboratories Education & Training Award 2001.
Winner of the Pharmacia 

Pharmacoeconomics Award 2001
Upcoming awards 

AstraZeneca Travelling Fellowship Award 2001.

Closing Date August 11th  2001
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17th May       

Award Evening

19th May    

UKCPA Annual General Meeting
18th – 20th May


Spring Residential Symposium

Hilton National Leeds City Hotel, Leeds


26th September


Care of the Elderly Group Study Day

Parkinson’s Disease    

Novotel Hotel, Birmingham

27th September   

Surgery & Theatres Group Study Day

Inflammatory Bowel Disease

Hilton Hotel, Sheffield

23rd – 25th November


Autumn Residential Symposium

Hilton Hotel, Blackpool
( 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
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