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	Get involved with UKCPA:

You don’t need to be a committee member to work with the UKCPA. Recently, comments on the proposed wording for the Lithium Treatment Care. were made on behalf of UKCPA by Joy Nicholson, Principal Pharmacist, at the Royal Edinburgh Hospital. A copy of the response is available from the office.

Sorry
There was an error in the last issue of In Practice. In the Diary Date it said the Critical Care study day is on the 16th September but this should read 19th September. Sorry for any inconvenience caused.

Extended deadline for November
The submission date for papers is now 14th July - extended from 15th June.

UKCPA helps to save tax
Remember that your membership fee can be claimed against tax! 

CONGRATULATIONS to  Alison Ewing  and Nicky Gray,  on being elected to the RPSGB’s Council




PRACTICE INTEREST GROUP NEWS

Care of the Elderly Group

COMMITTEE NEWS

The Group has finally emerged from the wilderness of the last few months with an almost totally new committee. The three new members are:

Tamsin Stevenson, Pharmacy Department, King’s College London

Tel: (0207) 848 4837

Jenny Stirton, Pharmacy Department, Stobhill Hospital, Glasgow

Tel: (0141) 201 3576

Garry Todd, Pharmacy Department, Roodlands Hospital, Haddington, East Lothian

Tel: (0131) 536 8350

We are keen to search out new topics and directions for the Group, and would ask everybody to contact one of us with any and every idea you have (however strange!). The success of the Group totally depends on your contribution. I can be contacted at Broadgreen Hospital, Liverpool (Tel: 0151 282 6446 or Email ataylor@tinyworld.co.uk)

Workshop on Pharmaceutical Management of Chronic Stroke Complications Spring Symposium, May 2000

Due to popular demand, this successful workshop was kindly re-run at this symposium by our former committee member Clare Wren. Tamsin has provided the following summary:

Clare ran a stimulating session looking at the care of stroke patients. Topics covered included: 

· Stroke morbidity

· Predictors and modifiers of poor outcomes post stroke

· Prevention and treatment of stroke-related complications

· Current thinking on secondary prevention of stroke

Case studies were worked through in small groups and highlighted various issues for further discussion.

Useful trial references were provided at the end including the website for National Clinical Guidelines for Stroke. For those of you who missed the session, these can be obtained from the UKCPA office.

Members Database

A Members Database Questionnaire has been included with this edition of In Practice. We would ask all members of the Care of the Elderly Group, and anybody who would like to become a member of the Group, to fill in this form and return it to the UKCPA office.

It is vital that as many members as possible fill in this form. It will enable us to set up our new Resource Centre. Members of the Group will then be able to access this database to network with other members.

Derek Taylor

Care of the Elderly Group Committee
Critical Care Group

Unfortunately due to time and space constraints, we are unable to bring you news from the Critical Care Group.

[If however, you have any comments and contributions to make in this area, please contact the Office on 0116-277-6999. Thanks – Ed]
Education & Training Group

Review of Practice Interest Group Objectives

As part of our annual review process this year the Practice Interest Group (PIG) Committee reviewed what we see as the objectives of the PIG to update them in the light of the current climate of the NHS developments. We thought we would share our thoughts with you and invite comments. 

Where are we now ?

The group members are like-minded pharmacists who are committed to the provision of education and training in pharmacy and share a vision to take the UKCPA’s mission fostering of pharmaceutical care forward.

The E&T practice interest group committee consists of pharmacists who are education and training providers for undergraduate, postgraduate education and continuing education, training and service development for pharmacists in primary and secondary care. This broad representation enables the committee to consider education and training issues relevant to the majority of pharmacists and to develop ideas and initiatives in taking education and training forward to support the quality agenda in pharmacy. 

The group has produced useful documents for example “The good practice guide for education and training”, “Assessment methods in clinical pharmacy teaching” and “Teaching communication skills” for its membership (available from the UKCPA office). Study days on topical and pertinent issues offer members opportunities to have intelligent and sensible debate, useful networking and exchange ideas and experience of their practice.

What are our immediate concerns?

We want to improve communications between the membership and we hope that development of the website (see below) will aid this process. We need to update the membership directory and we urge all current members to access the site, update their details and send them to us. 

For the Future 

We think that an integrated approach is required. Life-long learning (LLL) and continuing professional development (CPD) underpin professional competence and are of generic interest to all pharmacists. The Education and Training PIG committee should work closely with other pharmacy professional groups and bodies to identify specific CPD learning and training requirements.

In the new NHS pharmacists, like other healthcare professionals, will be encouraged to learn, to be trained, and to provide training in a multidisciplinary environment. It is timely now to seek opportunities to foster relationships with other educational and training groups to take multidisciplinary training initiatives forward.

The Education and Training PIG is faced with new challenges in promoting not just quality education and training but we need to embrace the concepts of LLL and CPD and place them firmly on our agenda.

This leaves the PIG committee with some questions. How do we :-

· promote CPD and LLL within the profession? 

· forge links with other professional and educational bodies? 

· network appropriately with each other? 

· continue to advocate high quality educational provision and educational expertise? 

· encourage research and development in areas pertinent to education , training and professional development in pharmacy ? 

We would welcome your views. Please contact either Beth George (bethan.george@ulsop.ac.uk) or Helen Bradbury (h.m.bradbury@leeds.ac.uk) more contact details through the UKCPA office.

Web Site 

As mentioned above we have developed a web site (at last I hear you cry!). It is envisaged that the site will aid communication between group members and enable the sharing of knowledge. If you visit the site you will find the following :-

A Bulletin board - giving you the latest details on -

· educational events provided by UKCPA 

· other educational events of interest 

· any other news of interest

The Resource Centre - This is an information service for members. It contains :-

· Good practice guides

· Research undertaken in clinical pharmacy teaching 

· Past symposium handouts

· Past study day abstracts of oral presentations 

We encourage all of you to contribute to the resource centre. Please send your material by

e-mail or hard copy to :-

Helen Bradbury 

School of Continuing Education 

University of Leeds 

Leeds

LS2 9JT

Tel 0113 2333228

e-mail h.m.bradbury@leeds.ac.uk

Newsgroup - The aim of this Newsgroup is to allow members to quickly canvass other members of the Group. Please click on the appropriate button and proceed with the e-mail clearly stating your instructions.

Bibliography - This contains a number of references relating to education and training and contains books and articles on the following :- 

· General

· Teaching clinical skills

· Teaching communication skills

· Assessment of students/Evaluation of students

· The reflective practitioner

Hot Links - Links to other education and training websites of interest 

Membership application and update of current members' details - The application form is divided into the following sections :

· Contact information

· Area of practice

· Whom do you teach?

· Form submission

Could all current members please take the time to complete the application form to update your details currently on file. Then please print it out and send it to Helen Bradbury.

Your details will be updated in the Education & Training Group Directory. This is a tool whereby members can access educational expertise. All entries in the Directory have given their consent to be contacted regarding their area of expertise.

Postgraduate Programmes in Clinical Pharmacy Teaching - This is a link to the courses available. 

To access the site use www.ukcpa.org, and click on Practice Interest Groups.

This site is for you and its success relies on the membership of the Education and Training Practice Interest Group contributing to it. Please e-mail either Helen Bradbury (h.m.bradbury@leeds.ac.uk) or Beth George (bethan.george@ulsop.ac.uk) with your comments. We would like to thank Helen Bradbury for putting the information together and Phil Howard who has helped with the site’s development. Please visit and use the site to help us develop it further.

Spring Symposium 2000 - CLINICAL GOVERNANCE THE EDUCATION AND TRAINING AGENDA

Following on from the discussions of the PIG committee regarding the future of the group, we had a very successful work session at the Spring Symposium, with the QA PIG, about the education and training agenda associated with the Clinical Governance Initiative. Thanks to Liz Mellor and Helen Thorp (Leeds Teaching Hospitals NHS Trust) for fuelling the debate. We thought we would share with members who were not able to attend the session some of the discussions that resulted.

[For the QA slant on the symposium, please see the QA report in this edition! - Ed]
Some of the key issues highlighted by delegates included :-

· The need for a shared vision and knowledge of the big picture

· Belief and understanding in the process that it has two way benefit

· Requirement for resources to achieve this effectively

· The need to create momentum to fuel a continuous cycle

· The need to find the right environment, and mechanisms of facilitation in order to motivate staff for continuing professional development [CPD] and life-long learning [LLL]

· Finding ways of incorporating professional behaviour and regulation into CPD and LLL 

Some of the practical activities which were highlighted as ways forward for LLL and CPD in the pharmacy profession were :-

· To create a framework for LLL which includes identification of training needs, adaptation of training methods, implementation of review processes

· To define personal and organisational goals for LLL

· To set measurable standards for CPD for example – 100% participation in CPD and PDP (measured by the percentage of staff with active portfolios)

· To find indicators by which service improvements can be measured for example clinical performance indicators for pharmacy

· To create a culture for learning, to encourage pharmacists to learn from mistakes by using appraisal systems

The discussion at the symposium was both useful and thought provoking. We would like to hear from members who were not able to attend the symposium about the subject and in particular how you would like to see the Education and Training PIG incorporate the clinical governance agenda into its own objectives and education and training program. If you would like to feedback please either use the web site or contact Beth George (bethan.george@ulsop.ac.uk) or via the office.

Education & Training Group - Annual Report 1999/2000.

[As it was not possible to publish the report in full at the AGM, it appears in full here in In Practice - Ed]
Membership

Membership of the group is now 322

Meetings

The group is currently contributing to the planning of a work session about the Education and Training Agenda for Clinical Governance at the Spring Symposium symposia, lead by Liz Mellor from the Leeds Teaching Hospitals Trust. 

We have also agreed to liase in the planning of sessions for the Autumn Symposium from Rob Horne (Brighton) entitled “What is Concordance” and Niall Coggans (Psychologist) about the psychology of health promotion.

Reports
As a result of the series of three linked fringe meetings at the Symposia, led by Karen Rosenbloom, and a questionnaire sent to the UKCPA membership we are working on a report for the General Committee about the implications of the Pharmacy in a New Age initiative and the changes in the health care system for education and training in collaboration with Karen.

Day Symposia

We are currently working on day symposium ideas for 2001

· Valuing Pharmacy Education and Training – in view of the quality of some submissions received for the Wyeth Education and Training award in the last two years and our link with the Med through Helen Bradbury, the group felt that a day on educational research for pharmacists was warranted

· Pharmacy and Life Long Learning – we felt that the CPD agenda should be addressed by the group. 

Networking

Helen Bradbury is currently liasing with Phil Howard to get an Education and Training web site off the ground which can be used to network with the membership. We propose to write to the membership once the web site has been launched to get people to use it and contribute to it.

Award

Dr Delyth James from Brighton won the fourth Wyeth Laboratories award for education and training, for the “Simulated Patients” initiative. It is very encouraging that there continues to be a significant number of submissions for this award.

Committee

Bethan George (Chair), Sally Lau, Helen Bradbury, Anne Watson (Secretary)

This is an abstract of the Education and Training Group Annual Report, see the next issue of In Practice for the full report.
Bethan George

Education & Training Group
Primary Care Development Group

Hello again

Once more yours truly is having to burn the midnight oil and write the primary care bit for In Practice. As I write, Sheena is off gallivanting around New Zealand so next issue will be better as I shall be twisting her arm for an article. Are you doing anything interesting, have you any observations or suggestions for improvement? If so please contact me on 01922 450913 or e-mail marianbradley1@hotmail.com

May 2000 Spring Symposium, Leeds

I was most disappointed that so few primary care delegates attended. Where were you all? 

We had three excellent workshops which were shared with the Care of the Elderly group. This was a really good idea to get clinical pharmacists from both sides of the interface working together. After all, most patients receiving extensive medication in primary care are elderly. 

Those delegates hoping to meet Clare Mackie, myself included, were in for a disappointment as she was literally stranded in the West Indies and unable to get a plane back in time for her scheduled session on “Drug handling in the elderly”. We were so lucky to have Gill Hawksworth step into the breach and run the workshop instead. We can’t thank you enough, Gill!

The second workshop gave the hospital pharmacists a taste of primary care as Richard Lowrie gave a presentation on medication review in primary care, complete with extensive case notes

The third session gave the primary care lot a taste of secondary care as Clare Wren gave a thoroughly interesting and evidence-based presentation on stroke and its drug therapy.

Fringe Meetings

No fringe meetings were scheduled at Leeds as the conference started on Friday morning and finished on Saturday night. I really approve of this new timing as I just can’t concentrate on a workshop on a Sunday morning. My brain just switches off!

Instead of fringe meetings each practice interest group had a stand which was manned at tea and coffee breaks. I was really looking forward to meeting lots of you but you just were not there. However I would like to see this feature extended to other symposia.

 We are fortunate in that Wendy Broderick has agreed to run a session on “Prodigy” for our next fringe meeting at the Autumn Symposium in Blackpool

Web-site to visit

Those of you working in general practice will be familiar with the “green forms” of the Prescription Event Monitoring scheme administered by the Drug Safety Research Unit in Southampton. Do visit their web-site for a read of their recent findings. When you do, be sure to read their December 1998 issue – click on News and Publications, scroll down then click on Issue 5. Guaranteed to raise a laugh.

www.dsru.org

Nurses in Anticoagulation (NAG)

The Department of General Practice at Birmingham University Medical School is very keen on anticoagulation in primary care. They have even designed their own computerised decision support software and run expensive training days from time to time. Their model is for practice nurses to run clinics in GP surgeries using CDSS. 

I went to one of these days and was of course the only pharmacist there but I got onto their mailing list. That was how I got invited to a new group (NAG) which has evening meetings every 2-3 months. 

The group consists of nurses from both primary and secondary care. They value my contribution because I can tell them about drug interactions.

As far as I know there is only one other pharmacist-run clinic in the West Midlands region. Are there any more of you out there?

Still room for YOU on the committee

If you would like to join the committee we still have an unfilled vacancy. Please apply, if only to stop my drivel in every issue of In Practice!

Marian Bradley

Primary Care Development Group
Quality Assurance Group

SPRING SYMPOSIUM FEEDBACK

At the recent Spring Symposium in Leeds the Quality Assurance PIG held three successful workshops jointly with the Education & Training group. For those unable to attend, a short summary is provided below.

[For the E&T slant on the symposium, please see the E&T report in this edition! - Ed]

Prescribing Policies - Consensus or Diktat? - The first session was a touch unconventional as Angela Timoney and Joe Asghar set the bizarre task to construct the highest possible tower with wooden clothes pegs. Closely followed by the calculation of the weight of an apple (in the absence of scales), making use of a bag of flour, paper plates, plastic cups, string and a wire coat hanger! 

What has this to do with prescribing policies? I hear you ask. Well, according to team building gurus, these tasks give an insight into the ability of a team to reach a consensus on the way forward as well as organisational and leadership skills. This session provided a welcome opportunity to re-focus and remind managers that they should take a step back and review the roles of individual team members to ensure that skills are best used and hence optimum outcomes achieved.

Education and Training, what’s the outcome? - “Outcomes” is a subject close to the heart of any QA PIG member. This session specifically focused on outcomes relating to education, not as clear cut as you might think.

Claire Grout and Anna Friel summarised with some key messages:

· There is a clear requirement to demonstrate outcomes and “value-for-money” from training.

· We need to consider what outcomes are required initially, and then match training with these needs.

· High quality study design is required to demonstrate outcomes. 

· There is a need to publish and share good educating practice.

· Whilst the responsibility for learning lies primarily with the individual, trainers and managers clearly have a supportive role to play.

Clinical Governance, the education agenda - Liz Mellor introduced us to the education and training issues surrounding clinical governance. Whilst clinical governance is a very broad framework “through which the NHS is accountable for continuously improving quality of services and safeguarding high standards”, this session concentrated on how we as pharmacists should contribute to this process. For example, by participating in the activities of life-long learning, continuous professional development (CPD) and personal development plans. Within the managed pharmacy service it is possible to see how such processes can operate successfully, they may however present more of a challenge for pharmacists who are based in primary care, particularly as independent contractors in the community.

QA PIG Survey

Four years ago the QA PIG surveyed their members’ interests and activities!!! We think that it is time we repeated this exercise to ensure that the QA PIG activities (workshops, study days etc.) are in-line with our members’ interests and training needs. So watch out, yet another questionnaire may soon be coming your way!

On the look out for more members

The QA PIG is always looking for new recruits. One of our key aims is to act as a forum for discussion and exchange of ideas relating to standards of practice. With the recent emphasis on clinical governance, many pharmacists both in primary and secondary care have taken on new roles such as a pharmacist representative on the Trust, PCG or LHCC Clinical Governance Working Group - Is this you? Such roles fall comfortably into the remit of our PIG, which would benefit from your experience and ideas. Interested? Please contact the Chair of the QA PIG, Kevin Purser 

(kevin.purser@ipsh-tr.anglox.nhs.uk).

Jan Jones




jjones@thb.scot.nhs.uk

Secretary, Quality Assurance Group

Surgery & Theatres Group

Contibutors congratulated

Thank you to everyone who has contributed to this edition. We have lots of information for you this time round, so put your feet up and get reading.

For more information contact the contributor or any committee member (contact details below).

Committee News

It's all change on the STPG committee as we say goodbye to old friends and welcome to new, enthusiastic ones.

Joanne Spence, who was co-opted on to the committee last year chose not to stand for election - thanks for your help last year Joanne and keep in 

touch. And, after too many years to count, Philip Howard has stood down as Chairman of the group. A huge thank you to Philip for leading the group this far, in particular for setting up the website, our newsgroup and the various subgroups which are growing by the week.

Due to the interest expressed in joining the committee Philip has chosen to stand down and we can welcome two new faces:

* Wendy Lloyd, Surgical Directorate Pharmacist, Royal United Hospital, Bath.

E-mail: Wendy.Lloyd@ruh-bath.swest.nhs.uk

* Chris Jay, Surgical Directorate Pharmacist, Russells Hall Hospital, Dudley.

E-mail: c.jay@virgin.net

The remaining committee members are:

* Jayne Davis, Royal Hallamshire Hospital, Sheffield.

E-mail: Jayne.Davis@csuh.nhs.uk

* Nicola Wake, Derby City General Hospital.

E-mail: nicola.wake@lineone.net

So that completes the line up! All that's left is the small matter of who's stepping into Philip Howard's not so small shoes as Chairman. That 

would be me, Nicola Wake. So all those questions, information and fabulous ideas you previously contacted Philip about should now be addressed to me. You can find me on e-mail at 

nicola.wake@lineone.net or via the telephone on 01332-625405.

The group will only work if the members are involved so pick up that telephone or boot up that computer now!

Nicola Wake

UKCPA Spring Symposium

19TH - 21ST MAY, 2000 LEEDS

For many of us, the UKCPA Spring symposium was more like a surgical pharmacist symposium, which gave me a huge amount of information and 

motivation! There were three excellent workshops run by experienced pharmacists from around the UK, which covered the pharmaceutical care from 

beginning to end of the surgical patient. It was aimed at beginners but there were lots of more experienced surgical and theatre pharmacists who 

added in their gems of wisdom throughout the sessions.

The first workshop, 'Pre-operative Care' was run on Friday evening by Chris Jay from Russells Hall Hospital, Dudley. Two hours was not long enough for the three areas that were covered.

Antibiotic prophylaxis

This started off with a history lesson discovering that antibiotic prophylaxis in the prevention of post surgery infection has been going on for 100 years! Wound classification and which microbe was where helped to identify which antibiotics are suitable for each procedure. We talked 

about timing of administration and how many doses to give - all making us realise that everywhere has different views and policies and surgical pharmacy can sometimes be quite woolly! The resistance pattern of local areas was also highlighted and we were reminded of a valid reason for different policies! The case of Mrs C Difficile also highlighted the different routes of administration of antibiotics.

Thromboembolic prophylaxis

Was reduced to preventing clots by 6.30pm but we still managed to muster up enough energy to talk about LMWH and whether TED stockings are washed before use! Mmmm nice! Risk factors of the patient and the surgery were considered before we were let loose on Mr A Clott who was taking warfarin and needed thromboembolic management.

NBM

Mr H Ungry was - can you guess? Nil by mouth for a period of time and needed the surgical pharmacist to look at his regular medication. The 

first thing was to take an accurate drug history and so inevitably the role of pharmacist in the pre-admission clinic was discussed. The issue of who 

decides which medicines the patient should continue taking is interesting because who does say? Another reason the pharmacist should be out there! A good start to the weekend so thanks to Chris!

For those that hit Majestic night-club in Leeds on Friday night, the morning 'Peri-operative Care' workshop, focusing on analgesia, treatment of 

post op nausea and vomiting (PONV) and fluid replacement seemed highly suitable!

Helen Holdsworth from Bradford Royal Infirmary ran the PONV and analgesic workshop. The risk factors for PONV were discussed and it was new for me to discover that some hospitals grade each patient for their risks of PONV and decide on prophylaxis and treatment accordingly. I also learnt that droperidol was commonly used in PONV - so many things to take back to work 

on Monday morning!

The post-operative analgesic ladder, epidurals, PCAs, ethylchloride spray or ice, and oxycodone were all mentioned. Action post workshop - join that acute pain ward round!

Ghazala Khan, also from Bradford, finished the session with intravenous fluid therapy. We looked at several cases after her talk, which emphasised 

how much input pharmacists can make into the fluid management of a patient.

More lively debate through all these sessions ensured the less experienced pharmacists gained plenty of ideas I am sure - I did certainly!

postoperative complications

A thorough overall review of all types of patients (confused, cardiac, respiratory) was led by Annie Egan. We came away with some useful acronyms, imaginatively thought up by ourselves to remind us of all aspects of monitoring surgical patients:

For confused patients the pharmacist must go MADER!

M - Medication: any that causes confusion?

A - Antibiotics: infection can cause confusion

D - Dehydration

E - Electrolytes: confusion caused by various metabolic imbalances

R - Retention: of urine

Pharmacists looking after elderly patients have an unfortunate reminder - 

DEATH!

D - Disease: elderly patients usually have concurrent medical problems

E - Electrolytes

A - Adverse drug reactions: experienced more by the elderly

T - Treatment: some drugs not as appropriate

H - Handling: drug handling may be altered

Cardiac patients will be so well looked after by their surgical pharmacists 

they will be very PROUD!

P - Past medical history

R - Regular medication: to stop or continue

O - Observations: BP, PR, sats etc

U - Urea and electrolytes

D - Drugs interactions

Respiratory pharmacists will be getting out in the open air on their MOPED 

to optimise their breathing!

M - Mobilisation : good analgesia to reduce the post op DVT

O - Oxygen: to be maximised

P - Pathology: which disease? Asthma or COPD

E - Electrolytes and urea

D - Drugs

To finish Phil Howard gave us his overall view of surgical pharmacists - 

FLIRT!

F - Fluid replacement

L - Long term medication

I - Infection prophylaxis

R - Risk factors: for PONV, pain, complications etc

T - Thromboembolics

As a newcomer to life at a UKCPA symposium, it was an excellent start! An ideal opportunity to put faces to the e-mail addresses on the STPG 

newsgroup. I have come away feeling motivated and a little apprehensive at the long list of things to be done, but at least I know there is the support out there and you can be sure that it is appreciated!

Rachel Westwood

Northampton General Hospital

Book Review

Perioperative Medicine - Managing Surgical Patients with Medical Problems. Anthony Nicholls, Iain Wilson, Oxford University Press

ISBN: 0-19-262975-1

During her excellent workshop on post operative complications Annie Egan referred to 'Perioperative Medicine - Managing Surgical Patients with Medical Problems'. Having not come across this book I tracked a copy down this week (all good medical bookshops or via the publisher's website: www.oup.com) and thought you might like a quick review.

'Perioperative Medicine' is a pocket sized book from the same series as 'Drugs in Anaesthesia and Intensive Care' (similar size to the 'Oxford 

Handbook of Clinical Medicine'). It is written by a variety of Consultant Surgeons, Physicians and Anaesthetists and is divided into 3 parts:

1. Medical Issues in Perioperative Care

2. Care of Surgical Patients with Chronic Medical Disorders

3. Medical Emergencies in Surgical Patients

All areas you would expect have been covered: thromboembolism prophylaxis, acute pain management, PONV and fluid balance to name a few. As the book is mainly for junior surgeons and anaesthetists there are also chapters on resuscitation decisions, patient consent and precautions against blood borne barriers.

The section I will find most useful is part 2: Care of Surgical Patients with Chronic Medical Disorders. Each chapter provides an excellent overview of the major disorders the pharmacist will come across, discusses the risks of surgery and current recommendations for minimising these risks. Drug therapy is also covered in simple, easy to follow language. For example, the chapter on respiratory disorders looks at respiratory tract infections, smoking, asthma, COPD, bronchiectasis, cystic fibrosis and sleep apnoea syndrome.

Although I have only had a quick read through, this book is likely to become one of my first reference sources when faced with a difficult patient. For the experienced surgical pharmacist it provides a short summary of information previously not available 'under one roof'. For the new surgical pharmacist it will hopefully serve as an answer book for those 'why are they doing that?' questions thrown up by management plans discussed so rapidly on the morning ward round. (And the section on cardiac arrhythmias even has pictures of ECG traces!).

If I have a criticism or two, it is that, although there is a note to confirm doses in the BNF before prescribing, there are a few sweeping statements about drug therapy that I disagree with e.g. 'iv preparations are available for most anti-epileptic drugs' and 'give normal preoperative dose of immuno-suppressant agents and resume when stable postoperatively' (i.e. no need to continue via the iv route until able to absorb from the gut). However, the authors do make excellent recommendations in other areas e.g. advice on careful use of anti-dopaminergics in young women, followed by how to treat oculogyric crisis.

In summary, this book will be an excellent addition to the surgical pharmacist's pocket but insist your juniors read further around each subject to ensure they provide up to date, accurate information while on the wards.

Nicola Wake

SUBGROUP REPORTS

A lot of members signed up to our various subgroups at the Spring Symposium at Leeds. Thank you all for your enthusiasm! The committee is currently finding lead pharmacists for these subgroups and investigating the best ways for the groups to run - look out for more information in the next edition of In Practice.

Cardiothoracic Subgroup

Many thanks to everybody who has completed a questionnaire for the cardiothoracic subgroup. There is a grand total of nine of us so far, which is not too bad for such a specialised area! I'm sure here are many more cardiothoracic pharmacists around and so if you know anyone who may be interested in joining please give them a nudge in the right direction (even if they are not in UKCPA, I would be interested in hearing from them).

I am currently waiting on a couple of questionnaires, but the current list of members and contact e-mail addresses is as follows:

* Elizabeth Bligh, Chief Pharmacist, Papworth Hospital

(elizabeth.bligh@papworth-tr.anglox.nhs.uk)

* Kent MacMillan, ICU Pharmacist, Royal Sussex County Hospital 

(kbmacca@cwcom.net)

* Andrea Hollister, Cardiothoracic Pharmacist, Walsgrave Hospital 

(andrea.hollister@lineone.net)

* Alistair Brand, Cardiothoracic Pharmacist, Edinburgh Royal Infirmary 

(druginfo@rieph.demon.co.uk)

* Hussain Mulla, Directorate Pharmacist, Glenfield Hospital, Leicester 

(hussain.mulla@glenfield-tr.trent.nhs.uk)

* Mel Stevens, Cardiothoracic Pharmacist, St Georges' Hospital, London 

(melly-stevens@hotmail.com)

* Debbie Needham, Cardiothoracic Pharmacist, Castle Hill Hospital, Hull 

(willanddeb@huttonmill.freeserve.co.uk)

* Teresa Brookes, Lead Paediatric Cardiology Pharmacist, Leeds General 

Infirmary (tjb@ulth.northy.nhs.uk)

* Carl Booth, Lead Cardiothoracic Pharmacist, Leeds General Infirmary 

(cdb@ulth.northy.nhs.uk)

At least we have representation from the length and breadth of the country! I apologise if I have your job titles wrong, I have just realised that 

this is not on the questionnaire. Please let me know if you want me to change the title I have used in the above list.

In the first instance I think it would be useful to use the members of the group to set up a discussion group via e-mail, so if anybody has any 

burning issues that they would like the rest of us think about, please e-mail me with your question (or send it to the group yourself).

To start us off, I would be interested in your thoughts on the following issues:

1. Should Beta-blockers be routinely re-started following CABG? Our surgeons tend to only restart them if a patient becomes tachycardic or 

hypertensive post-op. My own feelings are that patients should probably have them re-prescribed if they have had a previous MI.

2. Does anybody have any experience with Cardiac Pre-admission clinics. If so have you seen any benefits?

3. What are the local policies on stress ulcer prophylaxis? My understanding is that stress ulceration is very rare after cardiac surgery, 

but carries a high mortality rate when it does occur. All our surgeons (we have 7 Consultant cardiac surgeons in Leeds) use IV ranitidine on ICU followed by oral rantidine until discharge !

I hope that these questions generate some discussion - I'm sure you can think of many more. If everybody sets up the group on e-mail, and replies to everybody we should be able to get things moving. 

Here's hoping for some stimulating discussion. I would also be interested in any ideas for what we can do with the group once it's set up (e.g. newsletters, meetings, study days etc).

Carl Booth

Leeds General Infirmary

Burns and Plastics Subgroup

Jane Allen (Queen Victoria Hospital, East Grinstead) has heard from 11 pharmacists interested in this subgroup. If you work on a burns unit or in plastic surgery and haven't contacted Jane please e-mail her at 

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

Anyone with an Interest in Pain?

Most of us working in surgery or theatres are likely to be involved in analgesia in some way, from organising reliable supply of epidural and 

paravertebral block solutions, through perhaps managing an opioid-tolerant chronic pancreatitis patient post-surgery, to minimising phantom limb pain (to name but a few examples!). We all probably see different practices for managing similar pain problems, be they acute, chronic or palliative care.

I'd like to have a forum to share experiences, and swap ideas and information. Is anyone else interested? Do you think we need another 

subgroup or, as pain impacts on all areas of our group, would it be more useful to start with a list of people and contact numbers who we can call 

to compare problems (and hopefully solutions!)?

Some of the questions that have come up just from chatting to other surgical pharmacists are:

* What epidural solutions are being used in hospitals? - is the opioid being used fentanyl or diamorphine or something else again? What strength is used, and with which bupivacaine strength?

* What are current practices re anti-emetics in PCAs?

* Gabapentin now has a licence for neuropathic pain, but with a fairly rapid dose escalation suggested. Is this what people are using in practice? How do patients seem to tolerate this?

* Are many areas using tramadol routinely post surgery?

If anyone would like to share information (or moans), please contact either Nicola Wake (details as before) or myself:

In the meantime, here are details of two multi-disclipinary pain study days coming up that are well worth attending. Currently few pharmacists attend but the organisers would love to see more of us joining the ranks of nurses, anaesthetists, doctors, physiotherapists, and psychologists. You 

don't need to be a specialist, just have an interest in the pain topics being covered, and it's a great chance to find out how things are done elsewhere.

The first is The Millennium Acute National Pain Conference to be held in Chester on 14th and 15th September. The conference will include sessions 

on:

* Novel pharmacology - the 21st century

* The role of clonidine in post-operative pain

* New Local Analgesics - do they deliver what they promise?

* Peri-operative fluid management - can we ignore it?

* Patient controlled intra-nasal analgesia in acute pain

* What a pain - pints, pancreas and pethidine!

* Cost efficiency of Patient Controlled Epidural Analgesia

* Acute Pain Services and post-operative outcome - have we made any progress?

For more information, contact Georgina Hall in the Department of Anaesthesia, Arrowe Park Hospital, Wirral on 0151 604 7056 (direct line) or 

e-mail her on georgina.hall@ccmail.wirralh-tr.nwest.nhs.uk.

The second conference is the South Thames Acute Pain Conference at St George's Hospital, London on November 9th and 10th. The agenda includes:

* Analgesic efficacy of cannabinoids

* Hospital formulary and limited prescribing lists (i.e. patient group directives)

* PCA and acute pain management

* Obstetric pain relief

* New developments in treatment of PONV

* Opioid systems and analgesia - gene knockout studies

Plus what should be stimulating debates on:

* 'Acute Pain' versus 'Peri-operative Care' teams

* NSAID use - should they be given routinely?

* Protocols and guidance - do we need clinical governance?

* For and against epidural analgesia

For more details, and a programme request, contact Nicola (anaesthetic secretary at St George's) on 0181 725 0018 or email her on 

nicola@gas.mailbox.co.uk.

For both events, the speakers are eminent anaesthetists, surgeons and nurses from the UK, Europe and USA, and the days include poster 

presentations. Both conferences have been stimulating and sociable events in the past!

Finally, for those with a particular interest in acute or chronic pain, one of the best ways of finding out which study days and conferences are coming 

up is to steal a look at a copy of The Pain Society Newsletter. This is a quarterly publication sent to all members covering professional topics, 

reports from special interest groups (e.g. neuropathic pain), clinical commentaries and details of forthcoming events. It's interesting to read through, too, from the viewpoint of finding out what the topics of hot discussion for pain teams currently are (e.g. plans for standardised 

training programmes for anaesthetists in pain management, and work on core 

professional competencies for acute and chronic pain nurses).

Of course you don't have to read someone else's, you could become a member yourself. You just need to be nominated by an existing member (just ask one of your anaesthetists or other pain team members as at least one is likely to a member), and pay a yearly subscription (according to your wage). This then gives you the newsletter, advance warning of conferences, discounted attendance, increased opportunities to connect with other professionals in the field, and some discounted subscription rates for pain journals. Not 

bad really!

Caroline Broadbent

Senior Pharmacist, Acute Pain

Guy's & St Thomas' NHS Trust, London

Tel 020 7928 9292 ext. 6879

Email: caroline.broadbent.@gstt.sthames.nhs.uk
Journal Review

Acta Anaesthesiologica Scandinavica

February 2000; Volume 44, Issue 1

* Continuous epidural analgesia with bupivacaine-fentanyl versus patient-controlled analgesia with iv morphine for postoperative pain relief after knee ligament surgery. Epidural infusion of fentanyl (1 microgram/ kg/1hr or 0.5 microgram/ kg/hr) and bupivacaine (0.1 mg/ kg/hr) provided better pain relief but more side effects than intravenous morphine patient-controlled analgesia after knee ligament surgery. Almost all patients in all groups were satisfied with their pain relief.

* Patient-controlled versus nurse-controlled pain treatment after coronary artery bypass surgery P. Pettersson et al. Conclusion: PCA treatment after coronary artery bypass surgery resulted in 

better pain treatment and the use of more opioid without an increase in side effects compared with traditional NCA treatment.

* The effects of clonidine on ropivacaine 0.75% in axillary perivascular brachial plexus block W. Erlacher et al. Conclusion: The addition of clonidine to ropivacaine 0.75% does not lead to 

any advantage of block of the brachial plexus when compared with pure ropivacaine 0.75%.

* Pre-incisional epidural ketamine, morphine and bupivacaine combined with epidural and general anaesthesia provides pre-emptive analgesia for upper abdominal surgery C. T. Wu et al
Conclusion: Pre-incisional epidural K+M+B treatment combined with continuous epidural anaesthesia and general anaesthesia provides an ideal pre-emptive analgesic therapy, exhibiting better postoperative pain relief than general anaesthesia and post-incisional K+M+B treatment.

* Intramuscular ephedrine reduces emesis during the first three hours after abdominal hysterectomy E Hagemann et al Conclusion: Ephedrine 0.5 mg/kg i.m. administered at the end of abdominal 

hysterectomy has a significant antiemetic effect during the first 3 h after administration with no evident side effects.

Acta Anaesthesiologica Scandinavica

2000 Volume 44 (4), 470-474

* Assessment of postoperative nausea using a visual analogue scale J. G. Boogaertset al
Postoperative nausea was evaluated by means of a classical VAS (0-10 cm) device and a 4-point VDS (0=no nausea, 1=mild, 2=moderate, 3=severe) in 128 surgical spontaneously complaining patients. Evaluation was repeated 45 min after rescue medication given if nausea was intractable, lasted more than 10 min or at the request of the patient. The VAS device was easily understood 

and used by patients. VAS scores decreased significantly from 5.5 ( /2.3 to 1.4 (  1.8 after rescue medication (P=0.002). Application of ordinal logistic regression to pre- and post-medication data combined yielded an agreement of 86% between VAS and VDS and the cut-off points on the VAS were estimated as follows: 0-1 (no nausea), 1+-4 (mild), 4+-7 (moderate) and 7+-10 

(severe). Conclusion: The VAS method proved to be useful for assessing quantitative 

nausea intensity and for testing the efficacy of rescue medication. It was found that a cut-off value of 4 on the VAS may be considered as a critical threshold triggering anaesthesiologists or nurses to administer rescue medication.

* Evaluation of three risk scores to predict postoperative nausea and vomiting L. H. J. Eberhart et al. Background: So far there are three different scores to predict postoperative vomiting (PV: Apfel et al., 1998) or postoperative nausea and vomiting (PONV: Koivuranta et al., 1997; Palazzo and Evans, 1993). All three scores used logistic regression analysis to identify and create 

weights for the risk factors for PV or PONV. In short, these were sex, age, history of previous PONV, motion sickness, duration of anaesthesia, and use of postoperative opioids. However, an external evaluation and a comparison of these scores have not been performed so far. Conclusion: The occurrence of PV and PONV in patients undergoing surgery under balanced anaesthesia can be predicted with moderate but acceptable accuracy using one of the available risk scores, regardless of local surgical or anaesthesiological circumstances. For clinical practice, we 

recommend the score published by Koivuranta, since its calculation is very simple.

* Anaesthesia, recovery and postoperative nausea and vomiting after breast surgery. A comparison between desflurane, sevoflurane and isoflurane 

anaesthesia K. Lie Karlsen et al. Background: Whereas induction and recovery will occur more rapidly with the new low soluble anaesthetics than with isoflurane, the quality of anaesthesia and recovery with special emphasis on postoperative nausea and vomiting (PONV) is not well known.

Conclusion: The quality of anaesthesia, time to opening of eyes and influence on respiration was similar with all three anaesthetics. As the 

emergence from anaesthesia did not differ significantly between the three agents, the choice of agent could be based on PONV rate and price. 

Desflurane had a significantly higher 24 h PONV rate than isoflurane. Early PACU PONV rate was significantly (P<0.05) lower for the more soluble 

isoflurane (4%) than for the low soluble gases, desflurane and sevoflurane together (28%). The result of this study does not give a rationale for a 

transition to the new low soluble agents in breast cancer surgery.

BJU International 85 (4), 416-420 (c) British Journal of Urology

* Oxybutynin for detrusor instability with adjuvant salivary stimulant pastilles to improve compliance: results of a multicentre, randomised controlled trial D.G. Tincello et al. Conclusions The combination of oxybutynin and salivary stimulant pastilles 

does not improve compliance or symptom relief compared with oxybutynin alone; it does not allow a greater dose of oxybutynin to be tolerated

* A randomised double-blind placebo-controlled crossover trial of the efficacy of L-arginine in the treatment of interstitial cystitis J.J. Cartledge et al
Conclusion Oral L-arginine produces a statistically significant improvement in the IC symptom index in patients with IC, but the effect is small. This 

effect may not be clinically significant as there were no improvements in the other variables assessed and no significant difference between the 

response to L-arginine and placebo. From these results the use of L-arginine cannot be recommended for treating IC.

* The pharmacovigilance of tamsulosin: event data on 12,484 patients R.D. Mann et al. Objective To determine drug effectiveness and adverse effects in a noninterventional observational cohort study of over 10 000 patients treated with tamsulosin in general medical practice. Results Event data were obtained on 12 484 patients, from the 52.9% of 

questionnaires returned and that contained valid event data. Tamsulosin was reported to have been effective in 7428 (78.3%) of the 9487 patients in 

whom the general practitioners expressed an opinion about effectiveness. Suspected adverse drug reactions were reported in only 171 (1.4%) of the cohort. Dizziness, headache, malaise and hypotension were common to the reported adverse reactions, reasons for stopping the drug and events of greatest incidence density. None of the 282 deaths that occurred in this elderly cohort were attributed to the drug.

* PC-SPES, a dietary supplement for the treatment of hormone-refractory prostate cancer B.L. Pfeifer et al Objective To assess the effectiveness 

of PC-SPES, a dietary supplement containing eight herbal extracts, which is a popular alternative therapy among patients with hormone-refractory 

prostate cancer; anecdotal reports claim that this agent provides relief of metastatic pain, improvements in quality of life and reduction of prostatic specific antigen (PSA) level.

Conclusions These results support the anecdotal reports of the beneficial effects of PC-SPES as a comparable alternative to current management 

regimens in hormone-refractory prostate cancer. However, no conclusions can be drawn about the long-term effects of this new herbal therapy.

Journal of Antimicrobial Chemotherapy (2000) 45, 337-342

* Pharmacokinetics and burn eschar penetration of intravenous ciprofloxacin in patients with major thermal injuries J. Esteban Varela et al High burn eschar concentrations and serum levels, similar to those found in normal volunteers, can be achieved after intravenous ciprofloxacin infusion in critically ill burns patients.

* Management of intravascular catheter-related infections Issam Raad, Australian and New Zealand Journal of Ophthalmology 27 (6), 426-430 (c)

* In vitro potency and stability of fortified ophthalmic antibiotics Mustafa Kemal Arc Md et al Purpose: This study evaluates the in vitro potency, stability and contamination of the fortified ophthalmic antibiotic preparations of 

cefazolin, vancomycin, gentamicin and tobramycin stored for 4 weeks. The effects of the different solvents and storage temperatures on the 

antimicrobial potency and stability were also examined. Conclusion: Topical fortified antibiotic solutions used for longer than 7 days should be stored at 0-4(C, those stored at 24(C should be discarded after 7 days.

BJU International 85 (5)

(c) British Journal of Urology

* Chemotherapy and management of bladder tumours BJU International 85 (6), 659-664

(c) British Journal of Urology

* Efficacy of trospium chloride in patients with detrusor instability: a placebo-controlled, randomised, double-blind, multicentre clinical trial 

 L. Cardozo et al Conclusion Trospium chloride (20 mg twice daily) is an effective and safe option for the treatment of detrusor instability.

* Antibiotic prophylaxis for transrectal needle biopsy of the prostate: a randomised controlled study M. Aron, T.P. Rajeev and N.P. Gupta

Each patient underwent transrectal needle biopsy of the prostate after a cleansing enema at 06:00 hours. Patients in group 1 (75) then received a 

placebo tablet twice a day for 3 days; those in group 2 (79) were given a single dose of ciprofloxacin (500 mg) and tinidazole (600 mg), while those in group 3 (77) were given the same combination twice a day for 3 days. Urine cultures were obtained 48 h after the biopsy and blood cultures only from patients who developed fever. In selected patients a single dose of ciprofloxacin-tinidazole is adequate prophylaxis for transrectal needle biopsy of the prostate. The present urinary infection rate was higher if no antibiotics were used. Continuing the antibiotic prophylaxis for 3 days offered no benefit over single-dose prophylaxis.

BJU International 85 (9), 1069-1073

(c) British Journal of Urology

* Stilboestrol plus adrenal suppression as salvage treatment for patients failing treatment with luteinizing hormone-releasing hormone analogues and orchidectomy D. Farrugia et al. Objective To investigate the efficacy of low-dose stilboestrol (SB) with hydrocortisone in patients with advanced prostate cancer refractory to 

androgen suppression. Patients and methods Thirty-four consecutive patients (median age 70 years, range 51-83) with metastatic disease who progressed on hormone therapy, as shown by recurrent/worsening symptoms and an increase in prostate-specific antigen (PSA) level, were recruited and discontinued hormonal treatment 

before starting SB. Patients received SB (1 mg/day) combined with hydrocortisone (40 mg/day). In an attempt to reduce the incidence of 

thrombo-embolic events, aspirin (75 mg/day) was also added. Results Stilboestrol was the second-line treatment in 19 patients and the third or fourth in 15. The median (range) duration of treatment with SB was 5 (0.5-21) months and the median follow-up 7.5 months, with 18 patients still alive and 14 still on treatment. Of 29 symptomatic patients, 24 had symptomatic improvement and five had no clear benefit; the median duration 

of benefit was 6 (2-21) months. The PSA level decreased by 0-50% in six patients, by 50-90% in 13 and by > 90% in eight, while there was 

symptomatic improvement in these three categories in five, 11 and seven patients, respectively. The median times to PSA nadir and progression were 4 and 6 months, respectively. Some thrombo-embolic events and fluid retention occurred but overall the treatment was well tolerated. Conclusion Low-dose SB with hydrocortisone is effective in refractory prostate cancer, although there is some toxicity. Randomised studies against hydrocortisone or SB alone are needed to establish the cost/benefit ratio of this combination.

Helicobacter

March 2000; Volume 5, Issue 1

* Four-Day, Twice Daily, Quadruple Therapy with Amoxicillin, Clarithromycin, Tinidazole and Omeprazole to Cure Helicobacter pylori Infection: A Pilot Study. Xavier Calvet et al Fifty-six consecutive patients with peptic ulcer disease and H. pylori infection were treated with an oral 4-day course with omeprazole (20 mg/12 hours), clarithromycin (500 mg/12 hours), amoxicillin (1 g/12 hours) and tinidazole (500 mg/12 hours). Two patients were lost to follow-up. Forty-nine of the remaining 54 patients were cured at the first control [intention-to-treat cure rate: 87.5% (CI 95% 75-94%); per protocol cure rate: 90.7% (CI 95% 81-98%)]. Forty-three of these 49 cured patients returned for a second 13C urea breath-test at 6-12 months. Two of them were not cured, giving a long-term cure rate of 85.5% per protocol and 73.2% by intention-to-treat. Compliance was good, although 25 patients had mild side effects. This particular four-day therapy is well tolerated, easy to follow, and achieves an acceptably high cure rate.

* Aspirin-Sensitive Asthmatics Can Take COX-2 Inhibitors Despite Warnings Asthmatics with known sensitivity to aspirin and related onsteroidal anti-inflammatory drugs can take celecoxib (Celebrex) and rofecoxib (Vioxx) without adverse consequences, according to data presented here at the American Academy of Allergy, Asthma and Immunology annual meeting Diseases of the Esophagus 12(4) 283-288 (c) International Society for Diseases of the Esophagus

* The use of an anabolic steroid (nandrolone decanoate) to improve nutritional status after esophageal resection for carcinoma S. J. Darnton et al. Anabolic steroids increase appetite and muscle mass. This randomised, double-blind trial investigates any nutritional benefits of anabolic 

steroid in patients after surgery for esophageal cancer. Forty patients were recruited: 19 patients had five injections of 50 mg nandrolone decanoate and 21 patients received placebo over 3 months, starting 1 month after surgery. Measurements of body weight, mid-arm muscle circumference (MAMC) and appetite were taken over a 6-month period. Nutrition was optimised by dietary advice and by esophageal dilatation if required. Percent ideal weight, percent ideal MAMC and appetite score did not show significant differences between steroid and placebo groups, but there was a trend to an increase over 6 months for percent ideal MAMC in the test group. With this protocol, we have experienced minimal side-effects. However, we have not demonstrated any therapeutic benefit with low-dose steroid. An increased dose schedule over a longer period might produce a significant response.

Colorectal Disease 2 (1), 18-21

* Topical Nifedipine(r) for conservative treatment of acute haemorrhoidal thrombosis P. Perrotti et al Patients treated with Nifedipine (n=46) received topical 0.3% Nifedipine and 1.5% lidocaine gel every 12 h for 2 weeks. The results were as follows: 

relief of pain in 84.7% in Nifedipine group as opposed to 50% of controls after 7 days of therapy (P < 0.01); oral analgesics were used by 8.6% of 

patients in the Nifedipine group as opposed to 54.5% of the control group (P < 0.01); resolution of thrombosed haemorrhoids occurred after 14 days of therapy in 91.3% of the Nifedipine-treated patients, as opposed to 45.4% of the controls (P < 0.01). No systemic side effects or significant anorectal bleeding were observed in patients treated with Nifedipine.

European Journal of Anaesthesiology 16 (12), 820-825

* Patient-controlled epidural analgesia with morphine or morphine plus ketamine for post-operative pain relief P-H Tan et al. Sixty patients were randomly assigned to two equal groups. Group I received epidural morphine 1 mg after surgery and used a patient-controlled analgesia device programmed to deliver morphine 0.2 mg h?1, 0.2 mg per bolus. Group II received an epidural loading dose of morphine 1 mg plus 

ketamine 5 mg and used a patient-controlled analgesia device programmed to deliver morphine 0.2 mg+ketamine 0.5 mg h?1, morphine 0.2 mg+ketamine 0.5 mg per bolus with a lockout time of 10 min. The mean morphine consumption was 8.6?0.7 mg for group I and 6.2?0.2 mg for 

group II. Although group II utilised significantly less morphine (P < 0.05), pain relief was significantly better in group II than in group I (P 

< 0.05) in the first 3 h. Vomiting occurred more frequently in group I (26%) than in group II (13%). The frequency and severity of pruritis and 

level of sedation were similar in the two groups. These findings suggest that patient-controlled epidural analgesia with morphine plus ketamine may provide effective analgesia with a lesser dose of morphine and fewer subsequent side effects, compared with patient-controlled epidural analgesia with morphine alone after lower abdominal surgery.

Alimentary Pharmacology & Therapeutics 14 (3), 311-316

* Rifabutin-based 'rescue therapy' for Helicobacter pylori infected patients after failure of standard regimens F. Perri, V. Festa, R. Clemente, M. Quitadamo and A. Andriulli. Patients were given a 1-week regimen of pantoprazole 40 mg b.d. + 

amoxycillin 1 g b.d. + rifabutin 300 mg daily. Side-effects and compliance were determined at the end of therapy. Eradication rate was assessed with a 

13C-urea breath test performed at 4 and 12 weeks after treatment. Forty-one patients (mean age 47 ? 15 years) were studied. All patients took 

medications according to the proposed schedule. Side-effects were infrequent and mild. The eradication rates were 71% (95% CI: 57-85%) on 

intention-to-treat analysis and 74% (95% CI: 61-88%) on per protocol analysis. Conclusions: Rifabutin, in combination with pantoprazole and amoxycillin, is an effective and well tolerated regimen in patients who failed standard eradication treatments.

Alimentary Pharmacology & Therapeutics

June 2000; Volume 14, Issue s2

* Review article: hepatobiliary complications associated with TPN

* Review article: agents affecting gall-bladder motility - role in treatment and prevention of gallstones K. J. Van Erpecum et al
Alimentary Pharmacology & Therapeutics 14 (6), 807-817

* Ridogrel, a dual thromboxane synthase inhibitor and receptor antagonist: anti-inflammatory profile in inflammatory bowel disease E. Carty et al
Thromboxanes, prostaglandins, reactive oxygen metabolites and pro-inflammatory cytokines are produced in excess in inflammatory bowel disease. Preliminary reports suggest that ridogrel, a thromboxane synthesis inhibitor and receptor blocker, may have therapeutic benefits in ulcerative colitis. Ridogrel significantly reduced the release of thromboxane B2, but not prostaglandin E2 or tumour necrosis factor-alpha, from biopsies (P < 0.01 for 10 mcg ridogrel). Ridogrel showed no direct antioxidant activity but significantly reduced reactive oxygen metabolite production from cultured biopsies (P < 0.01 for 10 mcg ridogrel). Platelet activation in vitro was inhibited by ridogrel (P < 0.05 for < 10 mcg ridogrel). Mean rectal mucosal thromboxane B2 release was reduced to 86% of pre-treatment levels in two patients treated with oral ridogrel.Conclusions: Its inhibition of mucosal production of thromboxane B2, reactive oxygen metabolites, and of platelet activation, suggests that ridogrel could have a therapeutic role in inflammatory bowel disease.

* Open label trial of oral clarithromycin in active Crohn's disease K. Leiper et al. Background: Crohn's disease seems likely to be due in some way to bacteria. Clarithromycin is a broad spectrum macrolide antibiotic with good 

penetration into macrophages and may be effective in eradicating the organisms that are presumed to be at the centre of the granulomatous reaction in Crohn's disease. Methods: Twenty-five patients with active Crohn's disease were treated with oral clarithromycin 250 mg b.d. in an open label study. Treatment was for an initial 4-week period, continued to 12 weeks in patients who had shown a partial or complete response. The patients had a median age of 30 years (range 17-72), and disease duration of 5 years (range 2 months-28 years); 14 had ileocolonic, four small bowel, seven colonic disease and 10 had previous resections. Twenty patients were receiving a 5-ASA preparation, 15 corticosteroids (prednisolone median dose 10 mg range 2-30 mg) and nine azathioprine. All patients receiving corticosteroids or azathioprine had been on unchanged treatment for at least 12 weeks.

Results: Median pre-treatment Harvey Bradshaw index (HBI) was 9 (range 5-16) and median serum C-reactive protein was 21.5 mg/L (range < 5-117). By 4 weeks the median HBI had decreased to 5 (range 0-18) (P < 0.001) and median CRP to 17 mg/L (range < 5-157) (P=0.16). Sixteen patients (64%) had at least a 3 point fall in HBI and remission (defined as a HBI less than or equal to 4) was achieved in 12 patients (48%). By 12 weeks median HBI was 5 (range 0-18) (P < 0.001) and median CRP was 14.5 mg/L (range < 5-157) 

(P=0.05). Eleven of the 25 patients studied continued on oral clarithromycin after 12 weeks for a median of 28 weeks (range 20-60). Eight 

(73%) remained in remission on treatment. When treatment with clarithromycin was stopped three remained in remission and five relapsed after a median of 5 months (range 4-9). Two patients withdrew due to non-serious side-effects. Treatment was well tolerated in the remaining 

patients. Conclusion: This open label study has shown an impressive response to clarithromycin in a group of patients with active Crohn's disease, many of whom had been resistant to other therapy. A formal randomised controlled trial of clarithromycin in active Crohn's disease is needed.

* Cyclosporin in the treatment of adults with refractory coeliac disease-an open pilot study P. J. Wahab et al. Aim: To evaluate the effect of cyclosporin treatment on clinical and histological parameters in adult patients with refractory coeliac disease. Methods: Thirteen patients were treated with oral cyclosporin for two months, aiming at serum levels of 100-200 ng/mL. Seven extended medication intake up to a maximum of 12 months. Before and after treatment, clinical parameters were monitored and small intestinal biopsies taken. Ten of 13 patients were typed for HLA-DQA1 and -DQB1 alleles. Results: Eight of 13 patients responded histologically to cyclosporin treatment. Normalization of villi was demonstrated in five patients, three after prolonged treatment. Eight patients reported a clinical response, of whom six had concomitant histological improvement. No serious side-effects of cyclosporin were noticed. Nine of 10 patients who were immunogenetically 

typed carried the coeliac disease associated serologic DQ2 markers, one carried neither DQ2 nor DQ8 markers. Conclusion: In our study group of 13 adult refractory coeliac disease patients, cyclosporin in therapeutic doses induced a histological improvement in eight patients (61%), in five of whom (38%) normalization of villi was demonstrated. Thus, we believe that cyclosporin is a therapeutic option in refractory coeliac disease, although we could not confirm earlier reports of unconditional successful treatment.

British Journal of Surgery

March 2000; Volume 87, Issue 3

* Evidence-based assessment of severity and management of acute pancreatitis C. Dervenis; C. Bassi. British Journal of Surgery April 2000; Volume 87, Issue 4

* Prospective randomised multicentre double-blind placebo-controlled trial of the use of aprotonin in ruptured abdominal aortic aneurysm repair Robinson et al.

* Larval debridement therapy: a cost-effective alternative to hydrogel in necrotic venous ulcers: a randomised trial J. Wayman et al. British Journal of Clinical Pharmacology April 2000; Volume 49, Issue 4

* Polypharmacy in a general surgical unit and consequences of drug withdrawal J. M. Kennedy et al. BMJ 2000;320:1504-1509 (3 June)

* Single blind, randomised trial of efficacy and acceptability of oral Picolax versus self administered phosphate enema in bowel preparation for flexible sigmoidoscopy screening Wendy S Atkin et al. Objective: To compare the acceptability and efficacy of two methods of self 

administered bowel preparation for flexible sigmoidoscopy screening: a single phosphate enema and a single sachet of Picolax. Results: Compliance with the enema was higher than with the Picolax (608 (84%) v 566 (79%); difference 6%, 95% confidence interval 2% to 10%). 

Almost half of those who refused Picolax used an enema at home. Wind, incontinence, and sleep disturbance were more frequent in the Picolax group than the enema group; bottom soreness was more frequent in the enema group. Around 30% (187) found the diet restriction required by Picolax difficult; 78% (471) found the enema easy to administer. The quality of preparation was better with the enema; the proportion of procedures complete to the descending colon was greater and the mean duration of the procedure was shorter. There was no significant difference in polyp detection rates. Conclusion: A single phosphate enema self administered around one hour 

before leaving home is a more acceptable and effective method of preparing the distal bowel for flexible sigmoidoscopy than Picolax.

The New England Journal of Medicine June 1, 2000 Vol. 342, No. 22

* A Comparison of Methotrexate with Placebo for the Maintenance of Remission in Crohn's Disease - Brian G. Feagan et al. Background. Patients with Crohn's disease often have relapses. Better treatments are needed for the maintenance of remission. Although methotrexate is an effective short-term treatment for Crohn's disease, its 

role in maintaining remissions is not known.

Methods. We conducted a double-blind, placebo-controlled, multicenter study of patients with chronically active Crohn's disease who had entered remission after 16 to 24 weeks of treatment with 25 mg of methotrexate given intramuscularly once weekly. Patients were randomly assigned to 

receive either methotrexate at a dose of 15 mg intramuscularly once weekly or placebo for 40 weeks. No other treatments for Crohn's disease were permitted. We compared the efficacy of treatment by analyzing the proportion of patients who remained in remission at week 40. Remission was defined as a score of 150 or less on the Crohn's Disease Activity Index. Results. Forty patients received methotrexate, and 36 received placebo. At week 40, 26 patients (65 percent) were in remission in the methotrexate group, as compared with 14 (39 percent) in the placebo group (P=0.04; absolute reduction in the risk of relapse, 26.1 percent; 95 percent confidence interval, 4.4 percent to 47.8 percent). Fewer patients in the methotrexate group than in the placebo group required prednisone for relapse (11 of 40 [28 percent] vs. 21 of 36 [58 percent], P=0.01). None of the patients who received methotrexate had a severe adverse event; one 

patient in this group withdrew because of nausea.

Conclusions. In patients with Crohn's disease who enter remission after treatment with methotrexate, a low dose of methotrexate maintains remission

* A Preliminary Study of Growth Hormone Therapy for Crohn's Disease - Alfred E. Slonim, et al. Methods. We randomly assigned 37 adults with moderate-to-severe active Crohn's disease to four months of self-administered injections of growth 

hormone (loading dose, 5 mg per day subcutaneously for one week, followed by a maintenance dose of 1.5 mg per day) or placebo. We instructed all patients to increase their protein intake to at least 2 g per kilogram of body weight per day. Patients continued to be treated by their usual physicians and to receive other medications for Crohn's disease. The primary end point was the change in scores on the Crohn's Disease Activity 

Index from base line to month 4. Scores can range from 0 to 600, with higher scores indicating more disease activity. Results. At base line, the mean (( SD) score on the Crohn's Disease Activity 

Index was somewhat higher among the 19 patients in the growth hormone group than among the 18 patients in the placebo group (287( 134 vs. 213( 120, P=0.09). Three patients in the placebo group withdrew before their first follow-up visit and were not included in the data analysis. At four months, the Crohn's Disease Activity Index score had decreased by a mean of 143( 144 points in the growth hormone group, as compared with a decrease of 19(63 points in the placebo group (P=0.004). Side effects in the growth hormone 

group included edema (in 10 patients) and headache (in 5) and usually resolved within the first month of treatment. Conclusions. Our preliminary study suggests that growth hormone may be a beneficial treatment for patients with Crohn's disease.

New products

The US Food and Drug Administration has approved Alza's Viadur (leuprolide acetate implant), an annual palliative treatment for advanced prostate cancer.

Philip Howard

Leeds Teaching Hospitals

Pseudomyxoma Peritonei The Basingstoke Experience

The term pseudomyxoma peritonei is literally interpreted as "false mucinous tumour of the peritoneum". Clinically it describes a very rare tumour, with a reported incidence of one case per million per year, where extensive mucus tumour production causes a gradually increasing abdominal girth, also known as a "jelly belly". Although the tumour is benign and doesn't 

metastasize via the lymphatics or the bloodstream, it most definitely is a deadly process. The mucinous tumour replaces spaces within the abdomen and pelvis which usually have a nutritional function, resulting in severe malnutrition. In combination with complications which result from routine, non-specialist surgical intervention, many patients are dead within five 

years of diagnosis.

The majority of recent studies on this disease have been done by Paul H. Sugarbaker and colleagues at the Washington Cancer Institute, Washington 

Hospital Centre, in Washington, D.C. USA (see 

http://www.surgicaloncology.com). Their current thinking regarding the pathophysiology of pseudomyxoma peritonei is that an adenoma arises within the appendix, which with progressive growth, causes the interior cavity of the appendix to become occluded. This leads to distention of the appendix by mucus produced by the normal appendiceal tissue as well as the mucinous tumour. The appendix eventually ruptures releasing mucus containing epithelial cells from the adenoma that escape into the free peritoneal cavity. The tumour cells accumulate at specific abdominal and pelvic 

sites, which are determined by absorption of peritoneal fluid and gravity, and hence the onset of the disease.

As already mentioned, the most common presenting symptom is abdominal distention. In males, the second most common symptom is an inguinal hernia, and in females is an ovarian mass palpated during a pelvic examination. The disease is usually identified at surgery and many patients have an open and close laparotomy being labelled by the inexperienced surgeon with inoperable disseminated cancer.

Current management of the disease involves a cytoreductive, debulking operation which involves stripping abdominal surfaces which have been 

extensively coated with the mucinous tumour as well as resection of some structures that contain adeno-mucinosis, e.g. parts of the small and large 

intestines, the gall bladder and the spleen. The operation is usually a very lengthy process and can take as long as 16 hours. This is followed by 

direct administration of chemotherapy (sometimes heated!) into the peritoneal cavity which allows high concentrations to reach tumour sites.

Systemic chemotherapy has practically no effect on the tumour due to the peritoneum-plasma barrier and usually reduces patients' well-being with 

little, if any effect on the tumour. The chemotherapy regime usually involves mitomycin-C on the first day followed by four days of 5-fluorouracil. Other regimes and combinations have been used, but this appears to be the most common to date. Patients also need total parenteral 

nutrition post-operatively for lengthy durations due to their prolonged malnourised state before surgery and slow healing process after the 

operation.

At The North Hampshire Hospital in Basingstoke, our initial experience with pseudomyxoma peritonei began in 1994. Since I joined the Trust back in January 1999 about twenty cases have been operated on and as of April 2000 

Basingstoke has been designated the National Specialist Commissioning Advisory Centre for assessment and treatment of pseudomyxoma peritonei. Due to the rarity of the disease, the development of such a centre in this country will enable us to provide effective specialist treatment for otherwise an untreatable condition.

Priya Mistry

Surgical Directorate Pharmacist

North Hampshire Hospital

Basingstoke

Website of the day

The website of the day is the NHS Health Technology Site responsible for the NHS Research and Development Health Technology Assessment Programme. The site is basically a list of all the reviews that have been undertaken. 

You can view them at varying levels of detail or order them for free. They tend to be fairly hefty, so it is worth ordering them. The address is www.hta.nhsweb.nhs.uk

There are three publications which are of particular interest to the STPG:

a. Antimicrobial prophylaxis in colorectal surgery: a systematic review of randomised controlled trials

b. Antimicrobial prophylaxis in total hip replacement: a systematic review

c. Post-operative analgesia and vomiting, with special reference to day-case surgery: a systematic review

Antimicrobial prophylaxis in colorectal surgery: a systematic review of randomised controlled trials

This review looked at 147 trials involving over 22,000 patients. The review is 110 pages. In summary, it recommended two principles:

a. antibiotics or antibiotic combinations should be active against aerobic and anaerobic bacteria

b. the administration of antibiotics should be timed to ensure that the tissue concentration of antibiotics around the wound area is sufficiently 

high when bacterial contamination occurs. It also stated that antibiotic prophylaxis is generally effective with surgical wound infections of 11.1% from all trials. Certain regimens are 

less effective than others: monotherapy with metronidazole, doxycycline, or piperacillin. Short courses or single doses are as efficacious as longer 

term courses. Pooled results from 17 trials showed that a single-dose regimen showed no statistically difference in the rate of surgical wound 

infection. There is also a lack of convincing evidence concerning the importance of a second-dose regimen if the procedure is longer than two 

hours.

There is no convincing evidence to suggest that the second and third generation cephalosporins are more efficacious than the first generation cephalosporins in this indication. No extra benefit was observed in using topical plus parenteral therapy against parenteral alone. Trials of oral 

agents were against inadequate parenteral agents, so can not be commented on. The increased length of stay because of a surgical wound infection is 

12 days.

Antimicrobial prophylaxis in total hip replacement: a systematic review

This review looked at 25 RCTs. (56 pages). The overall rate of surgical wound infection was 1% (2.1% when total knee replacement is included). 

 Staphlococcus aureus and Staphylococcus epidermidis were the most frequently isolated pathogens in the trials. The trials prove that 

antibiotic prophylaxis is significantly better than placebo or no intervention, but no optimal regimen can be recommended. Third generation cephalosporins are no better than first ot second generation cephalosporins. There is no evidence to suggest using prophylaxis for longer than one day post-operatively reduces surgical wound infections in total hip replacement surgery. There was inconclusive evidence that parenteral oral or antibiotic-loaded cement route was best.

Post-operative analgesia and vomiting, with special reference to day-case surgery: a systematic review

This is a huge document (236 pages). It makes a number of suggestions. These are seperated into analgesia and PONV. Firstly analgesia.

Ineffective interventions:

a. TENS for acute post-operative pain relief

b. local opioid injections at sites other than the knee

c. the use of dihydrocodeine 30mg in acute post-operative pain (no better than placebo)

Interventions of doubtful value:

a. injecting morphine into the knee joint after surgery

b. manoeuvres to try and anticipate pain by using pre-emptive analgesia; these are no more effective than standard methods

c. administering NSAIDs by injection or per rectum in patient s that can swallow

d. administering codeine in single doses

Interventions of proven value. These include a number of oral analgesics at standard doses:

a. dextropropoxyphene

b. tramadol

c. paracetamol

d. ibuprofen

e. diclofenac

PONV

The proportion of patients who feel nauseated after surgery is variable, despite similar operations and anaesthetic technique. No anti-emetic is 

sufficiently effective to be used as prophylaxis, and that the newer anti-emetics do not prevent anymore patients from vomiting or feeling nauseated than treating established nausea or vomiting, but exposes patients to considerably higher cost.

Take a look at these, it certainly has affected my practice.

Philip Howard

Leeds Teaching Hospitals
Newsgroup Update

Now that Philip's stepped down as Chairman I've taken over the newsgroup. So please direct all questions or information for the group to nicola.wake@lineone.net

We have a large number of member's e-mail address but I'm sure there's more of you out there. If you have an e-mail address and would like to join our 'electronic' newsgroup please e-mail me with your name and details.

If you haven't an e-mail address but would like to post a question ring me on 01332-625405 and I'll post it for you. Alternatively, use a colleague's 

e-mail address; a number of our members have joined with their drug information department's e-mail address.

And please let me know if you change your e-mail address so we can continue to keep you in the group.

Recent discussions have included:

Does anyone have a large supply of magnesium glycerophosphate or know of any hospital manufacturers in the UK?
University College Hospital, London, is the supplier for IDIS. Presumably the manufacturing problem is at source, but it might be worth trying the hospital direct in case they have enough for an emergency one-off supply? (We've tried this with some occasional success on the past.) I'm sure 

magnesium oxide capsules have been used for supplementation too (again, from IDIS). Unfortunately, my colleague-in-the-know is on holiday so I don't have any more information, but IDIS should have. If I can find anything more concrete I'll send it in for the next edition.

Caroline Broadbent

Guy's & St. Thomas'
I am trying to find a suitable supply of capsaicin for bladder washouts or renal irrigation. Guy's used to do them some years ago. Sigma is no 

longer supplying capsaicin for human use and Fluca has been taken off the market. Does anybody still do these instillations and does anybody have a supplier for capsaicin?

Anja St. Clair Jones

Royal Sussex County Hospital, Brighton

Our Dispensary at the LGI dispenses capsaicin bladder installations for outpatients of one of our Chronic Pain Consultants. As far as I know, 

they buy in capsaicin powder, and use a formula to dispense. For more details, you could contact Elaine Lowe, Senior Pharmacy Technician, 

Inpatient Pharmacy Leeds General Infirmary: (0113) 392 3291.Our DI may well have the details as well: (0113) 392 3547

Phil Deady

Lead Pharmacist, Pain Management, Leeds

Re capsaicin for bladder or renal irrigation, you're right, Guy's used to make the solution and carry out the procedure until the practice stopped 6 

months to 1 year ago. I'm not sure whether this information is helpful or not, but our supply came from Fluca and was the 98% pure preparation (they also made a 50% pure). Neither preparation is intended for human use, hence supply was dependent on sending a disclaimer from the consultant who would be using it. The onus was also on the purchasers to get a QA specification 

from the company, as 98% pure is still insufficient quality for drug use. Making the solution up involved stringent COSHH requirements too, with a risk for cross contamination of other products. Finally, the evidence for these procedures was very much anecdotal, rather than evidence-based. If anyone would like to know more, please feel free to contact me on 020 7928 9292 ext. 8679 (ansaphone).

Caroline Broadbent

Guy's & St. Thomas'
Could you give me details of the named patient blue dye which the breast surgeons started using during my last year at the Leeds General Infirmary 

to identify affected lymph nodes. One of the thoracic surgeons here is interested in trying it pre-pneumonectomy.

Alistair Brand

Royal Infirmary of Edinburgh

Isosulphan blue was the original dye, but we have signed up to a MRC study that uses Patent Blue V injection. Both are unlicensed in this country and 

are available through IDIS.

Philip Howard

Leeds Teaching Hospitals
Is there somebody out there who can help me to convince our aseptic unit that mitomycin can be kept for longer than 12 hours once made up. What is everybody else doing ? We are only just switching to Mitomycin from Epirubicin! Is anybody making it up in NaCl 0.9% urotainer or in syringes? I would appreciate any help in extending the shelf life as our clinic is early in the morning. Is anybody using Mitomycin Gel for urethral TCC? I can only find 2 case reports and how it is done in one hospital. Has anybody got experience?

Anja St.Clair Jones

Royal Sussex County Hospital, Brighton

Our asceptic unit can give mitomycin intravesical prep a 48 hour shelf life if necessary. To do this its made to 40mg/40ml in water for injections then squirted back into an emptied urotainer container. 

Apparently the stability information for this come from Kyowa.

Wendy Lloyd

Royal United Hospital, Bath
At Royal Hallamshire Hospital, we switched last year to making up mitomycin in 50ml Water for Irrigation for which we give an expiry of 72 hours at room temperature. We were experiencing logistical problems with 24 hours expiry in saline for in-patients needing 24 hour post-op mitomycin. Our QC department looked at stability data, ran a few tests and were happy to give 72 hours. We still get wastage as one of the main lists using post-op 

mitomycin is on a Friday. For clinic patients, our Aseptics department is able to plan work better if they know it's going to be hectic towards the end of the week.

Jayne Davis

Royal Hallamshire, Sheffield
Our aseptic unit prepares Mitomycin Gel for one consultant for urethral TCC. If anyone would like the dosage regime, formula and stability information please contact me on 01332-625405

Nicola Wake

Derby City General Hospital

Sterile liquid paraffin. Bilaurand labs our current suppliers have had to stop producing this 

product while they apply for CE marking. This may take up to six months to process and I have a General Surgeon who insists on lubricating his 

stitches with this. Alternatively what do your surgeons use?

Alison Bell,

Dumfries and Galloway Royal Infirmary
St James's University Hospital Pharmacy Manufacturing Unit in Leeds make 18ml bottles of sterile liquid paraffin.

Philip Howard

Leeds Teaching Hospitals

Does anyone have any information/names of theatre information systems and/or hospital information systems?

Jayne Davis

Royal Hallamshire Hospital, Sheffield
We currently use a windows based system called ORSOS III, produced by Per Se Technologies, San Jose , California, USA.

Colin Green

Norfolk and Norwich Hospital

Does anyone have any experience (personally or not) with the use of proton pump inhibitors rectally?

Background - patient with short bowel syndrome on long term TPN etc. currently on IV Omeprazole for suppression of acid/secretions in general (large output "duodenostomy").

 I've found a couple of references showing/suggesting efficacy:

* J Pharm Sci 85 (8) 893-894 1996 and

* J Pain Symptom Manage 1998 Mar;15(3):144-5 Rectal omeprazole in the treatment of reflux pain in esophageal cancer. Zylicz Z, van Sorge AA, Yska JP Publication Types: Letter.

Both these involved making suppositories with itepsol H15 and including arginine to minimize omeprazole degradation.I can't see why one couldn't simply use omeprazole capsules (EC pellets) or pantoprazole EC Tabs rectally as is, or if this was not easy to administer merely incorporate the omeprazole EC pellets into a 

suppository base (eg Hard fat Suppository Base, Novata B).

Alan McClintock

Timaru Hospital Pharmacy,New Zealand
Why don't you use ranitidine iv? We add it directly to the TPN bag (3x50mg ampoules). As far as I am aware, there are no compatibility problems in the bag itself as long as you make sure you don't add anything incompatible through the additive port without adding something compatible in between, e.g. sodium chloride. I can give you a list of incompatible additives if you are interested. I've got them at work.

Tanja Kadlez

Northern General Hospital, Sheffield
During a recent conversation with a drug rep. I was informed that lansoprazole are working towards a licence for a rectal version of their 

PPI therefore it might be worth giving the company a bell with regards to named patient supply/data.

Colin Green

Norfolk and Norwich Hospital
Thanks everybody!

Re ranitidine in TPN. This option hadn't occurred to me and whilst another option is probably 

one that we won't pursue. The reason being is that the TPN is being outsourced from Baxter HC and is a fairly specific TPN regimen involving Glamin as the amino acid source etc., for which I doubt Baxter would have stability data on the addition of others things like ranitidine. The patient (Mr HomeTPN) is likely to be going home next week on home TPN and we're trying to reduce the number of "aseptic" manipulations involved for 

Mrs "HomeTPN". Currently I understand that she has been shown how to prepare and administer omeprazole IV for her husband.

Re lansoprazole rectal version possibility.

Unfortunately in NZ lansoprazole sales have taken a dive (due to funding changes with only omeprazole and pantoprazole now being readily 

available) and I doubt whether the Company will have much interest in this product anymore - still I'll go them a call in case. Any information on any special pharmaceutical approaches that they have taken to ensure efficacy would be appreciated!!

The end result of these discussions and after going over all of this with the House-Surgeon (a recent immigrant to NZ from the UK I might add!) the decision was made to discuss this with the patient. Current plan of attack is to take some pH measurements of jujunostomy output (currently 

pH 7 on Omprazole IV) both on IV and off IV omeprazole, then try the omeprazole pr and remeasure.

Alan McClintock

Timaru Hospital Pharmacy, New Zealand

Our anaesthetics directorate may be interested in the possibility of changing from vecuronium to rocuronium. One of the anaethetists has asked if any we have any feedback on cost implications in other trusts who have changed from vecuronium to the newer rocuronium. I can obviously supply 

basic cost information, but the company has offered an extended free trial, which is obviously not appropriate.

Jayne Davis

Royal Hallamshire Hospital, Sheffield
We reviewed our use of non-depolarising neruomuscular blockers at the Mater Hospital, Belfast with the anaesthetists. We used to use all 

agents and rationalised to Atracurium, Rocuronium and a small amount of Mivacurium. We no longer had to purchase Cisatracurium, Pancuronium, Vecuronium or Gallamine. Fairly substantial cost savings were realised with this rationalisation, and also from reduced wastage (Pancuronium and Gallamine used to go out of date). The anaesthetists were happy as they 

ultimately made the decision, and there were no complaints in the months after change. If you need any more information, feel free to contact me 00 353 18032643

Judith Strawbridge
When I started in theatres I rationalised non-depolarising blockers to atracurium, vecuronium and mivacurium. However we do have pancuronium available in SCBU and the anaesthetists occasionally use this if a patient has had an allergic-type reaction to another agent. When rocuronium came on the market I discussed switching from vecuronium to this but the anaesthetists were unhappy to do this as they felt there were not enough data to ensure that rocuronium was as safe as vecuronium to use 

in patients with cardiovascular problems. We have never bought Cisatracurium as we did not feel it had any additional benefits for us over atracurium.

Kath Phillips

Arrowe Park Hospital

This month's questions:

Is anyone using oxycodone for post-operative pain relief?

Kath Phillips

Arrowe Park Hospital

Is anyone using an alternative to iv heparin for patients requiring full anticoagulation per-operatively?

Ghazala Khan

Bradford Royal Infirmary

Theatre issues at Private Hospitals.

I am a pharmacist inspector, as part of my job I have to inspect a private hospital registered with the Authority to ensure safe custody of drugs, 

storage handling etc. I have great difficulty in deciding which practices in theatre are acceptable and which are long-standing but not acceptable, 

partly because I have never been a theatre pharmacist & partly because the legal issues are different under the Registered Homes Act than for NHS hospitals. Can you help me with some very basic information?

a. Is it acceptable or appropriate to take a box of suxamethonium ampoules out of the fridge 30 minutes before the session starts and leave out for ~ 2 hours, return to the fridge and do the same again x n until the ampoules have been used up?

b. Is it acceptable for theatre staff to take several ampoules of CDs out of the cupboard for a session, pass them to the anaesthetist and to make 

the entries later, with a bracket joining the patient's names and one signature from the anaesthetist for all the patients?

c. Is there an "idiots guide" to custom & practice with drugs in theatre for me to get / read so I am prepared for next time. I know anecdotally that theatre is the last bastion of weird practices and I don't like to be on unsure ground!

Resource Centre

Once again we have had a fantastic response to the last edition of In Practice with lots of you placing requests. Thank you for all being so patient as I tried to fit all that photocopying into my hectic schedule!

However, we have received very little into the Resource Centre over the last few months. It will become stale if we don't all share our guidelines 

and information! Please have a hunt through your files and send me anything of interest: pain management, PONV, self-medication, patient group directions (or group protocols or whatever they're now called!).

This month I have received just two additions both from Jane Allen, Queen Victoria Hospital, East Grinstead:

* Blind Therapy for Treatment of Sepsis in Burns Patients

* Thromboprophylaxis Guidelines

All additions and requests should be sent to;

Nicola Wake

Pharmacy Department

Derby City General Hospital

Uttoxeter Road

Derby

DE22 3NE

(Telephone and e-mail as before).

Radiology Study Day

23rd SEPTEMBER 2000, LONDON

A quick reminder about our next study day which will be held in Regent's College, Regent's Park, London. Pharmacists, technicians and managers are all welcome to further their knowledge about radiology.

Final touches are being put to the programme as In Practice goes to press so look out for details soon. In the meantime, put the date in your diary or contact Nicola Wake for further details.

Next Edition

Thank you to everybody who has contributed to this edition of In Practice. The deadline for the next edition will come round all too soon, so hopefully some of you are already thinking about your contribution for next time. I look forward to hearing from you!

Nicola Wake

Chair, Surgery & Theatres Group

NEWS

Meeting at the House of Commons 15th June

UKCPA consulted on future extended role of the pharmacist

The UKCPA was invited to participate in a workshop held recently at the House of Commons.

The event was organised by the Adam Smith Institute which is a prestigious, independent think tank dedicated to promoting government policy based on free market principles.  The institute is currently engaged in a consultation exercise to identify critically deliverable strategies to raise the quality of healthcare.  The Institute had already identified that pharmacists have great potential to contribute to healthcare and this meeting was called to discuss opportunities and benefits in the delivery of superior health outcomes.

A very positive discussion considered the future extended role of the pharmacist in 

Medicines management

Repeat and emergency prescribing

Initiation of prescribing in the context of “Crown” protocols

Treatment of minor illness

Monitoring the effectiveness of therapy including therapeutic blood level monitoring Improving patient compliance especially by spending more time with patients

Participation in coordinated health promotion campaigns eg smoking cessation.

Factors which will facilitate the development of the extended role for pharmacists were identified

Integration of IT systems to allow pharmacists to access a patients GP record.  It seems probable that finance will be forthcoming for viable IT projects.

Standardisation of patient packs which will release pharmacist time.

Pharmacists need to be members of the healthcare team at operational level dealing with patients and at a strategic ie health authority level planning development of the service.  What was clear is that the need for continued self development will become vital.

One major constraint to the extended role may be funding because the global sm for drugs will not include payment for extra work by pharmacists.  Most examples of successfully integrated work with patients and GPs has been done by proper funding.

The workshop was attended by representatives from RPSGB, NPA, PPA, and commercial organisations such as pharmaceutical wholesalers, business strategy companies, and academic pharmacists.  The UKCPA was represented by Sally Shaw.

This meeting was an excellent opportunity to promote the views of the association to an organisation whose proposals are widely circulated in government circles.  The Adam Smith Institute is expected to publish it recommendations by the end of the year.

The purpose of the day was to discuss opportunities and benefits in the delivery of superior health outcomes with the aim of influencing the promotion of specific policy proposals by the end of this year.

Sally Shaw

UKCPA Professional Secretary

I

n order to introduce members of the UKCPA committees to more of you, we are continuing with our Profile series.

Profile: Moira Kinnear, EX chair of EPC

Moira Kinnear, General Committee since 1996, Chair of Education & Programme committee 1998-2000

Age: older than I look!

Graduated from Heriot Watt University 1983

MSc Clinical Pharmacy from University of Strathclyde 1990

Advanced Diploma in Clinical Pharmacy Teaching, University of Leeds 1993

Why did you become a pharmacist?

I didn't want to follow the family trait of accountancy mainly because I didn't want a desk job, I wanted a practical job which gave me opportunities to meet lots of different people. I think I now have both!

 Where have you worked since qualifying?

Since qualifying I have worked as a hospital pharmacist in several hospitals in Edinburgh and Dunfermline. Since 1991 I have held a joint appointment with the University of Strathclyde, Glasgow and the Western General Hospital, Edinburgh. My role in this post has developed from an initial combination of Pharmacy Adviser for the Surgical Directorate, Clinical Pharmacist for Gastrointestinal Medicine with a 50% Teacher-Practitioner commitment to the MSc in Clinical Pharmacy to currently a much more academic role. I now have responsibilities for undergraduate and postgraduate curriculum development and delivery, pharmaceutical research and development with minimal clinical service delivery.

Why the variety of career?

Every day presents me with new opportunities and challenges, some excite me and some don't. I have had opportunities to develop my own role and it's the exciting challenges that attracted me to my current job and have kept me motivated. When they run out, it's time to move on.

So, what's next?

I want to develop my role as a practitioner-researcher with more patient contact and personal research than I have currently. I get 'kicks' from teaching and supervising enthusiastic students and I'd like to combine practice, teaching and research focused in my clinical specialty, gastrointestinal medicine.

Why UKCPA?

The Association has grown since I joined in 1984. In 1996 I was encouraged to rise to the challenge of serving on General Committee and contributing my education and training experience to the Educational Programme. I have enjoyed collaborating with colleagues nationally in the strive to meet the goals of the Association. I appreciate the opportunity UKCPA has provided to enable me to broaden my experience and build new friendships across UK and beyond. Exciting times are ahead as we strive to achieve our business plans. The future of the Association excites me and I want to be involved. I want to continue my contribution to the Association although this year I relinquished my role as Chairman of Education and Programming Committee due to increased work commitments. I recommend the experience to others.

What does Clinical Pharmacy mean to you?

Clinical Pharmacy is what pharmacists do in the delivery of pharmaceutical care.

It is the 'Art' of assuring that patients receive the best possible drug treatment and systems are in place to enable satisfactory patient monitoring by healthcare professionals and patients themselves.

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

I would like to influence change in the educational system which might produce more pharmacists with some 'spunk'. Pharmacy students were described to me recently as a 'bunch of prunes'. These 'prunes' often develop into very good 'sheep' but we need more critical thinkers and opinion leaders.

Finally, how do you let your hair down ?

There's not much leisure time in a job like this so holidays are precious! We frequently visit some of the best ski resorts in Europe and North America. Advice is often sought from others regarding which resort, which restaurants, and what to eat with which wine! We ski hard but we do seek out lunch stops with good grub and ambience. I am planning a holiday to Mexico in November, I'll tell you about it at the Symposium. Time and weather permitting during the summer it's golf, BBQs and gardening. This summer we intend mooring our boat at Loch Earn for some waterskiing. 

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

Book review:

Ethical Issues in Pharmacy ed Bruce D Weinstein, pub Applied Therapeutics Inc, 1996. ISBN 0-915486-25-3 Pp xiii + 327

This book is intended be a resource where pharmacists can obtain information about ethical issues encountered in their day to day work. Resolving moral problems requires an understanding of both clinical pharmacy and philosophical ethics. The book is divided into two sections. The first one maps the ground-rules. Included in this section are chapters dealing with whether pharmacy is primarily a business or a profession, the principles of pharmacy ethics, the relationship between ethics and the law, the process of ethical decision-making and the “counter side conversation”. The second section explores the relationships with patients and physicians, relationships with the pharmaceutical industry, the right to medication, the right to refuse to dispense a prescription, responsibilities towards incompetent colleagues and a series of other chapters dealing with the media, drug research and the social context of pharmacy. 

Each chapter is illustrated with cases and case discussions and offers several interpretations of the scenario. Each chapter is written by authors with expertise in their subjects. 

The book would be useful to both students and practitioners. Readers are invited to send the editor reports of cases they have encountered that raise challenging ethical issues. 

Laurie Goldberg
Chairman’s Report of the Annual General Meeting
The 20th Annual General Meeting of the United Kingdom Clinical Pharmacy Association, was held on Saturday 20th May 2000.

Election of new committee members was announced and the retiring members thanked for the hard work and support for the Association.

New members to the general committee are: Elizabeth McGovern, Stobhill Hospital, Glasgow and Catherine Norris, Harrogate District Hospital. Pat Murray and Sally Shaw also elected for a further term.

Retiring members : were all thanked for their hard work - Saran Braybrook and Peter Richardson for the last three years. Linda Stephens after fourteen years on the general committee -A serving as a key person on a number of sub-committees and as chair of the Association.

It was announced that the annual membership fee increase would come into effect on the 1st July and that members would be reminded that their membership fee could be included in their tax returns.

Pat Murray

Chair of UKCPA

AWARDS UPDATE

AWARDS won

Wyeth Laboratories Education & Training Award 2000.
Congratulations to Dr Delyth James from University of Brighton.Delyth’s submission was entitled “The design and evaluation of a simulated-patient teaching programme to develop the consultation skills of undergraduate pharmacy students”

Pharmacia & Upjohn Pharmacoeconomics award 2000.
Congratulations to Michelle King from University of Queensland, Brisbane, Australia. Michelle’s submission was entitled “Multidisciplinary case conference reviews: improving outcomes for nursing home residents, carers and health professionals”

Upcoming awards 

AstraZeneca Travelling Fellowship Award 2000.

Closing date now 11th August 2000.

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

	DIARY UPDATE




Critical Care Study Day, Critical Care  Therapeutics and Practice.  Manchester Royal Infirmary, Manchester, England, 

19th September 2000

Surgery & Theatres Study Day, Radiology: X-ray -  beyond the media interest.  Regents College Conference Centre, Regents Park, London

27th September 2000

UKCPA Autumn Symposium, Stakis Hotel, Blackpool

24th - 26th November 2000
	FEEDBACK




A number of attendees at this year’s Spring Symposium were not able to hand in a feedback form. As we are always keen to learn what we can do well, and what we already do well [there was an excellent turnout at the Spring Symposium], we would appreciate your feedback.

UKCPA Spring symposium

19 – 21 May 2000, Leeds

The UKCPA committee have tried a new format and timetable for the meeting this weekend. We would like your opinion, please complete the following:

What feature of this meeting attracted you to register:

…………………………………………………………
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The earlier start on Friday

Yes
No

Finish on Saturday


Yes
No

No workshops on Sunday

Yes
No

The venue being in Leeds

Yes
No

 

The programme



Yes
No

The Medical exhibition held on Friday
Yes
No


What area of the UK would you prefer the Spring meeting to be held?

…………………………………………………………

Have you any suggestions to improve the UKCPA Spring Symposium

…………………………………………………………

Please return this questionnaire to the Office [address and fax number on cover page]

More FEEDBACK

The above form is just for those who were able to attend the last Symposium, but of course, If you have any comment to make to the UKCPA regarding any aspect of the Association or clinical pharmacy in general, please write, fax or email whenever you like.
( 2000 UKCPA

BOOK SERVICE


BOOKS AVAILABLE THROUGH UKCPA

	
	Members Price
	Non-

Members Price
	

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

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

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

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

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

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

applicable


	

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

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

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

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


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

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

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

	
	 9
	Parenteral nutrition support (2nd edition)
	

	
	
	10
	Therapeutic drug monitoring (2nd edition)
	

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

	
	
	12
	Management skills (2nd edition)
	

	
	
	13
	Adult Cardiopulmonary Resuscitation (2nd edition)
	

	
	
	14
	Drug stability and intravenous administration (2nd edition)
	

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

	
	
	18
	Patient medication records (2nd edition)
	

	
	
	20
	Service Specifications or Agreements for Clinical Pharmacy
	

	
	
	21
	Management of clinical Trials
	

	Resource

Guides
	
	
	Resource Guide( costs £5.00)
	

	
	
	
	Teaching communication skills
	

	
	
	
	Assessment methods in clinical pharmacy teaching 
	

	
	
	
	
	

	UKCPA Personal Organiser without Diary contents (cost £10.00)
	


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

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

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

	
	
	

	
	
	Please include a receipt Please tick boxes as necessary


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

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

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




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