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	ReGISTER FOR THE SPRING SYMPOSIUM TODAY

This year’s Spring Symposium is at the Leeds Hilton, 18th-20th May.

Content includes:

· National Service Framework on Coronary Heart Disease

· Medicines Management – ‘support to older people – discharge planning – repeat prescribing

· Medicines Management – medication errors – safe systems – education & training strategies to reduce medication errors

· A Surgery & Theatres/Critical Care mini-symposium 

Providing 9½ hours of continuing education

Are you on email?
Please take two minutes to email the office so that we can start to get as many member’s emails listed as possible. We aim to send increasingly more information electronically and so reduce everyone’s paper burden!

Email: pkennedy@ukcpa.u-net.com
UKCPA helps to save tax
Remember that your membership fees can be claimed against tax! 


PRACTICE INTEREST GROUP NEWS

Care of the Elderly Group

Due to time and space constraints, we are unable to bring you news from the Care of the Elderly Group. If you have any comments please contact Derek Taylor, Chair, via the office.

Derek Taylor

Care of the Elderly Group

Critical Care Group

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

If you have any comments please contact John Dade, Chair, via the office.

John Dade

Critical Care Group
Education & Training Group

Continuing Professional Development

The Education and Training Practice Interest Group Committee have organised a study day for 20th March 2001 about Continuing Professional Development.

The day will aim to identify the challenge and change required in developing a meaningful model of continuing professional development (CPD) to promote quality in the pharmacy profession.

The learning outcomes from the day are that by the end of the study day participants will be able to
· Distinguish the different kinds of procedure for enhancing professional standards. 
· Describe the possible difficulties of capturing effective learning with a compulsory CPD scheme. 

· Analyse the significance of the findings of the RPSGB CPD pilot. 
· Identify the role of CPD in the development of the clinical governance agenda
· Describe benefits of CPD to the individual practitioner and to the organisation. 

· Address the important issues in developing an effective CPD framework in pharmacy.
The day will include talks about quality in the professions from Professor Tony Becher,

Emeritus Professor at the University of Sussex and the results of the Royal Pharmaceutical Society’s’ pilot scheme for CPD in pharmacy from Dr Robert Dewdney, Head of Education Division. There will also be a discussion lead by Professor Janet

Grant, Professor of Education in Medicine, Open University, Milton Keynes about how pharmacists can learn from the experiences with CPD of the medical profession.

The afternoon sessions will include a pragmatic workshop session lead by Claire Grout, CPD Pharmacist, Oxfordshire and Berkshire Hospitals who has some real practical experience of getting pharmacists to engage in CPD. Finally presenters from all sessions will be asked to join an “Ask the Panel” round up chaired by Helen Bradbury, Course director, Postgraduate Programme in Clinical Pharmacy Teaching at the University of Leeds, to address some of the participants questions and concerns about CPD for pharmacists.

The day promises to be an exciting venture so if you are a pharmacist or a technician who has any involvement in developing CPD within your own working environment, the deadline for applications is 28th February. Application forms can be obtained from the UKCPA office and places will be allocated on a first come first served basis.

Introducing – Pharmacy Education

Pharmacists and technicians involved in education and training and CPD may also be interested to hear about a new journal from Harwood academic publishers. Pharmacy Education aims to provide a forum for communication between academic teachers and practitioners. It has an emphasis on new and established teaching and learning methods; new curriculum and syllabus directions; guidance on structuring courses and assessing achievements as well as the dissemination of new ideas. The journal also recognises the importance of policy issues and current trends in the context of education and professional development.

Pharmacy Education reports research and innovation in all aspects of pharmacy education and also case studies, essays and opinions for comment. All the articles are peer reviewed. The journal covers all scientific areas in pharmacy and is of interest to anyone involved in undergraduate or postgraduate specialist programmes or training within professional settings.

Pharmacy Education is a worldwide publication and examples of papers include “Undergraduate pharmacy education in the US and New Zealand: Towards a core Curriculum?” and “Enhancing pharmaceutics laboratory classes by use of bespoke spreadsheets”. The journal is issued quarterly and free sample copies can be obtained from Rachel Carson, Harwood Academic Publishers, PO Box 90, Reading, RG1 8JL.

Bethan George

Education & Training Group
Primary Care Development Group

Introduction

In this issue we have a report from the excellent Autumn symposium in Blackpool and a profile of Beacon Award Winner Christine Macrae. If you are reading this, have an interest in primary care and are not yet a member of our group – why not join us? We are STILL looking for committee members so contact me NOW at the numbers given below

Reasons you should join the group

· It is the only organisation committed to clinical pharmacy in primary care, not just “prescribing support”

· UKCPA brings together pharmacists working in ALL branches of the profession, not just “primary care pharmacists”

· We have links with all other primary care organisations and the Society via the Primary Care Steering Group

· It is highly likely that you will be bought a drink at the next symposium!

Autumn Symposium 2000 - Fringe meeting. 

We were very lucky to secure the services of Wendy Broderick who, while everyone was slurping G+Ts and stuffing peanuts, gave an extremely professional and enjoyable presentation on PRODIGY, the NHS Executive’s very own computerised decision support system for general practitioners. As well as giving us loads of literature she was also giving out demonstration CD-roms which were snapped up like hot cakes.

Wendy, who is on secondment from the day job as a Pharmaceutical Adviser, works for the National Dissemination Office and it is her job to promote the system by taking it out on the road and also to provide education, training, evaluation and feedback She is very keen to demonstrate it to practice pharmacists and can be contacted on: wendy.broderick@ncl.ac.uk
PRODIGY is not a formulary set out in BNF chapters, it relies on the GP to make a diagnosis first, then sets out various guidelines and strategies to use for that diagnosis, including many non-drug methods of treatment and patient information leaflets. It is designed to be used in the consulting room and to involve the patient - which fits in with the concordance concept. 

Website to visit

We recommend you visit the Prodigy web-site: www.prodigy.nhs.uk to find out more. If you are involved in formulary development you may find the list of drugs included in the guidelines interesting, although they are not set out in a user-friendly format:  

http://www.prodigy.nhs.uk/guidance/drugs/druglist.asp
Autumn symposium – keynote speech and workshops

The symposium as a whole was totally relevant to all pharmacists working within PCG/Ts. 

Geraint Davies of Hillingdon PCT gave the keynote speech. You will have read about it by now in the Journal, but on a personal note, it clarified many issues surrounding trusts. I had wondered whether PCTs would mean the complete demise of smaller PCGs who had perhaps only just begun to function successfully as organisations. Now I realise that the experience gained within PCGs can be put to good use in a trust i.e. the new PCTs can build on the groundwork prepared by the PCGs, and that the original PCGs can still operate as “localities”.

The first of the primary care development workshops “Priority Setting in Primary Care” had Shailen Rao, Pharmaceutical Adviser for Hillingdon PCT, getting us all to think hard about prescribing incentive schemes.

The second workshop, “Evolving Pharmaceutical Services in Primary Care” brought us up to speed with the NHS Plan and the “Pharmacy in the future” plan and got us thinking how we could get to 2004 having accomplished all the goals set out in those plans, in particular changing the NHS contracts for pharmacists. Thanks to Maureen Devlin for that one.(and the sticky pads!).

The third workshop was run by Liz Lowe of the NHS Executive London Regional Office and formerly a hospital chief pharmacist. Liz was inspirational in getting us to think how valuable we were as pharmacists and how we could help implement the NSFs, the CHD framework in particular. She gave us a valuable insight into the behind-the-scenes workings of the Government and the DOH and informed us of the National Primary Care Collaborative. She urged us to get involved.

Astra Zeneca Award Lecture

Again you will have read of this in the Journal but I would like to re-iterate that UKCPA leads the way in reporting innovative pharmaceutical care.

Leading on from our discussion in the second workshop as to how we can improve care (not to mention our own job satisfaction) by changing the way we are remunerated, Annamarie McGregor and John McAnaw from Glasgow reported on hypertension clinics in pharmacies in the USA.

Of course, the pharmacies all had consulting rooms, interestingly University Schools of Pharmacy led all the clinics, and we learnt there were several different software programmes used. If hypertension clinics in community pharmacies start up over here we may be able to develop a standard programme avoiding any pitfalls in the American programmes. It’s not often that a community pharmacist wins a prestigious award, well done Annamarie.

NHS Beacon award winner

I can’t remember seeing any publicity in the pharmaceutical press about Christine Macrae. I only found out about her work by chance while browsing through a copy of the NHS Beacon sites. The practice where she has been working for six years won a Beacon award for her work as a practice pharmacist under the heading “Effective Prescribing “. As they gave an e-mail address your intrepid reporter contacted Christine and decided to visit her in beautiful Norfolk.

Her practice, the Hellesdon Medical Centre on the outskirts of Norwich “the last building before you get to the countryside”, is actually a converted pub and is very welcoming. Christine shares a spacious office, not far from the receptionists, with one other member of staff, lined with files. It is incredible how the paperwork builds up when you work in a practice.

Christine’s job has had many changes over the last six years. She first met one of the partners while both were studying for MScs in Health Sciences, the GP mentioned that the drugs budget – they were a fundholding practice of course – was overspent and suggested Christine did half a day per week, paid for from fundholding savings made in other areas of the practice.

When into her 2nd year, she did extra work in the practice by doing her MSc dissertation on repeat prescribing, holding medication review clinics in the practice. 

By top-slicing the budget and using fundholding savings in the third year Christine managed to work four days a week in the practice. After this she became the Health Authority Pharmaceutical Adviser for 3 days a week, but still did practice work the rest of the week. She feels that working at practice level has given her more credibility with other GPs

With the advent of PCGs she is now PCG Pharmacist but still has her base at Hellesdon. She has managed to obtain a 0.4 WTE practice pharmacist to help her and hopes to train more community pharmacists.

She very much regrets that being a pharmaceutical adviser means withdrawing from a lot of the clinical work she was doing previously which also means much less patient contact.

I joined Christine and the Hellesdon partners for one of their practice prescribing meetings which they hold every two months. They last about two to two and a half hours, which is very impressive, and are PGEA approved.

Amongst items discussed were initiating statins in the over 75s with IHD/MI – all started in secondary care. The Cambridgeshire methotrexate case was also discussed, Christine had done computer searches and found some patients were taking the 10mg strength. 

This led to discussions about having a policy for telephoned requests for prescriptions following a visit to a hospital or other practitioner (the surgery does not take telephone requests for repeat medication). The lack of written communication from secondary care was deplored, in one case a diabetic was given a change of insulin and prescribed cartridges but no pen. The patient was extracting the insulin using disposable syringes.

Other items discussed included prescribing of cephalosporins, monitoring growth of children taking inhaled steroids and nurse prescribing.

If you would like to be featured in these columns contact me:

BradleyM@gp.walsall-ha.wmids.nhs.uk
tel. 01922-450900

fax 01922-450910

Marian Bradley

Primary Care Development Group

Quality Assurance Group

Quality alphabet

As it seemed such a shame to have a quality alphabet that finished at “W”, I have been persuaded to come up with something for “X”, “Y” and “Z” (…well almost, as I’ve opted out of “Y”, and really, “X” isn’t “X”… but I digress)

X for eXcellence (see what I mean)

What is excellence? It can be defined as “surpassing merit” or “being pre-eminent in quality,” and is a term currently experiencing a vogue in healthcare (eg clinical excellence). It has been in use in business management since post-war Japan picked itself off its knees and proved itself. It did this through the work of, amongst others Deming, a noted quality guru, who had excellence and its attainment as a central theme to his philosophies.

More recently (1991), the European Foundation for Quality Management (EFQM) has set out a Business Excellence Model, giving a framework to identify how excellence can be achieved through continuous improvement. The model builds on previous ideas, philosophies, and models and is applied using self-assessment. 

The model consists of nine interlinked, and weighted criteria, divided into “enablers” (those operational things we do to run the organisation) and “results” (what we achieve and how we measure it):

The overall principle is that:

“Customer satisfaction, people (employee) satisfaction and impact on society are achieved through leadership driving policy and strategy, people management, resources and processes leading ultimately to excellence in business results.

This is an umbrella type model, designed to sit over and draw together all continuous improvement activities.





ENABLERS
 RESULTS

How does this relate to healthcare? Further information can be found in the Int J Qual Healthcare June 2000 issue; also, Naylor G, Int J Healthcare Qual Ass ‘99, (12) 37-44 describes “using a business excellence model to develop a strategy for a healthcare organisation” and Jackson S, Int J Healthcare Qual Ass ’99 (12) 244-253 discusses why the UK government have commended EFQM as a model to use in healthcare organisations (editorial).

Z for Zero Defects

The “Zero Defects” or “Right First Time” philosophy is attributed to Phil Crosby, another one of the quality gurus. Zero defects thinking puts the emphasis on prevention, and relies on measurement and data collection to eliminate waste and error. Zero defects doesn’t mean that people never make mistakes, but rather that they are not assumed or expected to make mistakes. In other words, we should aim at perfection and miss it, rather than aim at imperfection and hit it. (That doesn’t of course mean that there isn’t an awareness of what those mistakes could be.) One of Crosby’s claims is that “human error is caused by a lack of attention rather than a lack of knowledge” (how well this can be seen with many medication errors), and that “lack of attention is created when we assume that error is inevitable”, (perhaps when we think that responsibility lies elsewhere). It means that accepting a 0.1% or even 

a 0.001% error rate is just not on, and that the only level worth striving for is 0%

Amanda McLean

Quality Assurance Group

Surgery & Theatres Group

Although I’m writing this over a week after the event, I’m still on a high following one of the best Autumn Symposia I have attended. Some thought provoking workshops (Standards of Practice in Secondary Care with Chris Acomb and Pharmacist Prescribing with Peter Harrowing), mixed with the usual high standards of UKCPA socialising. (Despite rumours to the contrary, I was not last to leave the bar on Friday night - I distinctly remember Prashant still there when I retired to bed!) And my brisk walk along the prom on Sunday afternoon blew more than the cobwebs out of my head! Thank you to everyone involved in putting together an excellent weekend.

The only ingredients missing were STPG members, as we weren’t running any workshops. However there is no excuse for you not to join us in Leeds in May as we have a complete Surgery workout planned for you. With Warm up, Cardiovascular Training, Bums and Tums and Relaxation sessions led by experts in their field (and your committee!), there should be something for everyone. Put the dates (18th-20th May 2001) in your diaries and look out for more details in the New Year.

Since the last In Practice the STPG has launched a new sub group: Burns and Plastics (or BAPS, as I see they call themselves). Congratulations to Jane Allen and Nita Sanghera for getting the group off the ground. They’re already running an active newsgroup and planning a meeting in Leeds during the Spring Symposium as well as a study day later in the year. If you’re interested or already working in the areas of burns or plastic surgery and you haven’t joined the group, please contact either Jane (Queen Victoria Hospital e-mail: jane.allen@qvh-tr.sthames.nhs.uk telephone: 01342 410210 bleep 214) or Nita (Chelsea & Westminster Hospital e-mail: nita.sanghera@chelwest.nhs.uk telephone: 0208 746 8000 bleep 4226).

Your committee hasn’t been lazing about either. Not only have we organised a mini-symposium for Spring, we’ve also planned two study days for 2001. On 1st February we’ll be breaking through the last bastion of men in blue pyjamas (Radiology – more of that later) and on 27th September we’ll be looking into the area of Inflammatory Bowel Disease. So while you’ve your diaries out, you’d better add those dates too. Further details can be obtained from the usual sources (STPG Committee, your Education Programme and the UKCPA office).

Thank you to everyone who has contributed to this quarter’s In Practice and especially to Chris Jay, who has taken over the post of STPG Editor. In Practice is your opportunity to share information with colleagues – have you read any good journals lately? Or attended local study days? Are your surgeons or anaesthetists involved in innovative practice? It won’t take you long to jot a few lines down on paper and e-mail it to Chris (c.jay@virgin.net).

If you’re not yet a member of the Surgery and Theatres Pharmacists Group and would like to access our Resource Centre or join the newsgroup all you have to do is contact either the UKCPA office or myself (e-mail: nicola.wake@lineone.net telephone: 0191 293 2704). I look forward to hearing from you!

Nicola Wake

STPG Chairman
Newsgroup Update

Despite the odd technical hitch due to the newsgroup moderator (me) the newsgroup has been going from strength to strength over the past few months. Over 80 of you are members and join in discussions on a variety of topics.

However I can’t believe that only 80 STPG members have access to e-mail. There must be more of you out there! If you would like to join the newsgroup please e-mail nicola.wake@lineone.net and I’ll add your name to the list. All e-mails are sent as blind copies so your address remains anonymous.

Last month’s questions:

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

Nicola Ward

Glenfield Hospital, Leicester

Have used intravenous alcohol for ITU and HDU patients. Put 25ml absolute alcohol in 500ml 5% Glucose and give at 25ml - 100ml per hours according to effect!

Simon Badcott

Mayday Hospital, Surrey

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

Graeme Hall

Leicester General Hospital
Also look out for Instillagel® which contains lignocaine and chlorhexidine, both of which have been implicated in reducing the number of BCG CFUs (see reference quoted below) and therefore having a potential effect on efficacy.

Bohle A, Rusch-Gerdes S, Ulmer AJ, Braasch H, Jocham D. The effect of lubricants on viability of bacillus Calmette-Guerin for intravesical immunotherapy against bladder carcinoma. J Urol 1996 Jun;155(6): 1892-6

Colin Green

Norfolk & Norwich Hospital
This month’s questions:

( What roles do/could technicians fulfil in operating theatres around the country? Are any involved in CD register checks/ordering etc? 

Jayne Davis

Royal Hallamshire Hospital, Sheffield
( Does anyone have a policy on the reporting of adverse drug reactions?

Emmeline Leung 

Royal Orthopaedic Hospital
( Are any anaesthetists using parenteral ketorolac in patients receiving enoxaparin for DVT prophylaxis? If so have there been any adverse incidents as a result?

Helen Hick

United Leeds Teaching Hospitals
( It is well known that ondansetron can be used to treat opioid induced itching. I've heard that some hospitals are using granisetron but could not find any evidence-based literature, just anecdotal reports. Does granisetron actually work and if so, does anyone have any details?
Chris Chung 

The Royal London Hospital
For those who have not yet joined the newsgroup, here’s a taster of our recent discussions:

( How long do wards leave epidural bags up for? Our practice is for 24 hours only, but I'd like to change this to 48 or even 72 hours if possible. The arguments would be that the inline filter (0.2micron) helps to reduce microbial contamination, the bags we use are terminally sterilised anyway, and the lines are only changed every 48-72 hours, so changing the bags becomes more of a risk. The last set of DOH guidelines on parenteral fluid administration were in 1972, so it looks like needing a local decision, but what do other people do and what evidence did they use to
support extension of expiries?

Caroline Broadbent

Guy’s and St Thomas’, London
Our epidural policy is to keep the catheter insitu, with line, filter (0.2 micron) and bag attached for up to 72hours. The bag is only changed when the previous one runs out (giving set line is not changed). Nurses inspect the cannula site (through a clear dressing) every 6 hours when they check the sensory level. This is based not on any written evidence, but on local experience. Although we acknowledge that the infection risk will increase with time, we counterbalance with the fact that lines and bags are not being changed every 24 hours i.e. less breaks in the 'circuit'.

Our thinking behind the 72 hours is fairly arbitrary, but by that time, most post-op pain will be diminished and the patient is usually on, or starting to take, oral analgesics. The pain team will assess daily and occasionally continue the epidural for longer than 72 hours - this is a rarity however and is usually when a patient still can't tolerate orals and is still in pain. I have yet to come across a patient who has had the same bag 'hanging' for 72 hours - if their pain is that minimal, the catheter would've been removed ages ago! 
Carolyn Gates

Chelsea and Westminster, London

Are the filters being used endotoxin retentive? I think this is vital to know before a decision re expiry in use can be made. When we last looked at expiry in ITU there was little support for extending anything beyond 24 hours unless an endotoxin retentive filter was in use. We use a 96 hour endotoxin retentive filter, attached in theatre. At the moment it means substituting it for the filter in the epidural kit, which has posed problems.

Clare Crowley

Wexham Park Hospital
At QMC we have no formal guidelines for the length of time epidural bags can be left up. We are however using the guidelines for our IV bags. These are that they can be left up for 24 hours if made on the ward/clinical area and 72 hours if they are made aseptically and have the stability data to prove it. We are generally changing our epidural bags every 48hours but are having discussions at the moment about extending it to 72 hours. There are a couple of interesting articles relating to this on the www.pain.com website. They are:

Sevarino FB et al. Sterility of epidural solutions - recommendations for cost effective use. 
Langevin PB. How should we handle epidural solutions - one view. They are both in Regional anaesthesia and pain medicine July/August 2000;25(4)
Katy Grimble

QMC, Nottingham
We have not set a limit in St. James's Leeds, whereas the LGI state 24 hours. There is no evidence in this area I know of. I have always advised 24 hours where solutions are prepared in clinical areas and 48-72 hours for pre-made solutions. In practise most solutions run out by 48 hours anyway, except in children were a 250ml bag can last for days. My gut feeling is that you should minimise line interference, except where the risks of ward based preparation become more of an issue. I assume everyone uses filters on their epidural lines.

John Dade

United Leeds Teaching Hospitals

Our epidural syringes & giving sets are changed every 48 hours.                                        

Kuan Ooi

Great Ormond Street Hospital

( Our Surgical Unit are setting up an HDU for surgical patients (likely cases will be bowel surgery, vascular surgery, gynaecology and urology surgery, trauma & orthopaedics). Does anyone have an estimate of the cost of medicines per patient per day for this type of case mix? We are trying to plan a sensible budget and any advice from colleagues working in this area would be very helpful.

Carol Stevens

Royal London Hospital

I'm doing a costing exercise at the moment as we are setting up a 20 bedded mixed medical surgical unit. Our bid has gone in for approximately £70/bed day as we are planning to head into formally pre-optimising our surgical patients using dopexamine. It’s probably a bit excessive but you're better to aim high! I base it on 2/3 of our ICU bed cost that is £110/bed day

Annie Egan 

Manchester Royal Infirmary

A surgical HDU is being set up at Glenfield Hospital. The patients will be mostly post GI surgery. I have to anticipate drug costs or these will get forgotten about. A 4 bedded thoracic HDU was set up last year with no extra funding for drugs, the drug expenditure there is on average £3000 per month. Our own surgical wards have had HDU patients "outlying" over the last two months. The cost for drugs was in the region of £1000 per patient per month.            

Louise Bailey

Glenfield Hospital, Leicester
We proposed a cost of £12,500 per patient/year. This was based on expenditure on a 4 bedded orthopaedic/plastics HDU. This seems to concur with others i.e. £1,000 per patient month.

John Dade

United Leeds Teaching Hospitals
( Does anyone have guidelines on the management of post-thyroidectomy patients, in particular management of hypocalcaemia?

Nita Sanghera

Chelsea and Westminster, London

There are guidelines in the following reference:

Consensus statement for good practice and audit measures in the management of hypothyroidism and hyperthyroidism. Vanderpump et al BMJ 1996;313:539-44 (31st Aug). 

On page 542 under post-op care it recommends that, in the immediate post-op period to check serum calcium (it appears that not all patients need it, but other references suggest periodic follow up if normal). Thyroid function should be assessed after 4 weeks, then at three monthy intervals up to one year and yearly thereafter.

Jane Allen 

Queen Victoria Hospital, East Grinstead

We check calcium on the first post op day and if low commence on Sandocal 1g daily and Alfacalcidol 1mcg daily, then recheck in out patients in two weeks

Helen Holdsworth

Bradford Royal Infirmary

( Does anybody use pre-printed sticky labels on their drug charts? Our pain team use Morphine PCA with regular oral cyclizine. To encourage the anaesthetists to prescribe regular cyclizine (and hence decrease ondansetron usage), we thought that a pre-printed sticky label was the way forward. If anyone has any examples they would be willing to share, I'd be really interested.

Carolyn Gates

Chelsea and Westminster Hospital

We use pre-printed stickers for morphine PCA, fentanyl/bupivacaine epidural and bolus dose morphine in recovery at Addenbrooke's. They also cover anti-emetics and naloxone and ephedrine (for side effects). They are accompanied by flow charts authorising nurses to adjust pain relief within defined limits and also appropriate monitoring forms for pain score, sedation, N&V, respiration etc. Our acute pain team developed them.

Allison Eggleton

Addenbrooke’s Hospital, Cambridge
We were going to go the sticky way when we did our protocol but have gone for a pre-printed drug chart with the protocol on the back.

Annie Egan

Manchester Royal Infirmary
We use pre-printed labels at Guy's and St Thomas' too, for PCAs, mophine IM, and epidurals, with the label including PRN cyclizine and naloxone.

Caroline Broadbent

Guy’s and St Thomas’, London

All our pain charts for epidurals and morphine PCA/NCA are pre-printed with all the drugs and doses (including naloxone and anti-emetics). 

Kuan Ooi

Great Ormond Street Hospital

Many thanks to everyone who sent me copies of their pain & anti-emetic stickers - I now have a wonderful selection! However, I do now have an additional question regarding the legalities of using the ones containing CDs!

Firstly, can I clarify exactly where in the hospital these stickers are being used? Are the anaesthetists in theatres sticking them onto drug charts (i.e. the first supply of a CD is from theatre stock) or is it the pain team on the ward? If the labels are attached in theatres, what happens when the patient returns to the ward and a replacement PCA/epidural is required? Are the same labels considered valid, such that a replacement PCA is then obtained from the ward stock using the theatre sticker? Alternatively, are you getting the ward doctors to rewrite the prescription once the patient is back on the ward and a replacement PCA is needed? 

I am interested because I have managed to obtain correspondence from the Home Office (via another pharmacy department) which discusses the issues surrounding pre-printed stickers, CDs, doctor's directions etc. The 2 main points that I have obtained from the letter are: 

1. In the opinion of the Home Office, 'a non-peelable pre-printed label signed by the doctor would appear to comply with the 1985 Misuse of Drug Regulations, provided that it constituted a direction by the doctor, to administer from the theatre or ward's drug stock'. i.e. a direction is not considered to be the same as a prescription (the latter requiring prescriber's handwriting, the former doesn't).

So far so good. The letter then goes on to say; 

2. 'A preprinted label could be used to cover a doctor's direction to set up and administer patient controlled analgesia through an infusion device (say) in the recovery room and would cover the contents of that infusion device after the patient had transferred to a ward but would not permit the administration of any subsequent replacement infusion devices which were administered to the patient on a ward'. (My underlining).

So. What do people think? Have you discussed this with the legal departments in your hospitals? What was their view? I'd be grateful for comments. If anyone would like a copy of the correspondence from the home office, then let me know and I'll pop one in the post.

Carolyn Gates 

Chelsea & Westminster Hospital 

Interesting - the first time I've heard this viewpoint! We took it to our Drug and Therapeutics Committee (the most appropriate one we had at the time) and agreed that this was an instruction to administer and not a prescription, hence it was appropriate to use permanent adhesive labels (as per first point). These labels are put on the PRN side of the drug chart by any doctor in both theatre/ recovery/ ward environment; they're therefore intended to be an instruction to administer a new PCA syringe/ IM dose, etc when needed, wherever the location. In Guy's and St Thomas', we just use one sticker for the duration of that treatment. Surely the second interpretation applies to a sticker put on the stat side, which is intended for single use only. 
If this differentiation wasn't made, every CD would have to be repeatedly re-prescribed, and the anaesthetists wouldn't be able to prescribe analgesia for recovery and ward use. Patients would never get any analgesia delivered on time!

Caroline Broadbent

Guys & St Thomas’, London 

( Do any ophthalmologists use Povidone Iodine 5% Aqueous Eye Drops for pre-operative preparation before intraocular surgery? One of our consultants says it reduces the incidence of post-operative endophthalmitis. 

Chris Jay 

Russells Hall Hospital, Dudley
We use povidone-iodine 5% that we buy from Ipswich hospital manufacturing unit. If they are unable to help then there is an American preparation, obtainable through IDIS, but is presented in a 50mL bottle. (It used to be discounted if you bought in multiples of 10). At a previous hospital we used to pack 50mL into 5mL bottles in Aseptic Services give a 1 week unopened shelf life and a 4 hour in-use shelf-life and the unit then used disposable droppers to administer to patients as requested by ophthalmologist (names supplied retrospectively).

Colin Green

Norfolk & Norwich Hospital

( What are people using to maintain patency of (a) arterial lines and (b) CVP lines in ITU patients. Has anyone successfully managed to swap totally to Sodium Chloride from Heparin saline and which evidence did they manage to persuade the ITU clinicians with? For those still using heparin saline (we use 500 units/500ml running at 3ml/hr down each lumen), has anyone experienced problems with drug incompatibilities? I know the heparin concentration is weak, but our nurses routinely flush after drugs have been given (via a 3 way tap) with the heparin saline (they do stop the heparin saline whilst giving the drug). Possible problems therefore with things like vancomycin, phenytoin, gentamicin etc. Any advice or suggestions would be welcomed. 

Carolyn Gates 

Chelsea and Westminster, London

We use heparinised saline (1iu/ml) for arterial lines, CVP, and pulmonary artery lines. I haven't any data on CVP and PA lines, because I haven't looked. The meta analysis of heparinised saline vs saline for peripheral venous and arterial lines, by Debbie Cook and the McMaster University Group, BMJ 1998;16:969-75, concluded that heparin prolonged the patency of peripheral arterial lines, and reduces clot formation. 

John Dade

United Leeds Teaching Hospitals

( What are current practices with regards to the supply of small volume intra-ocular injections e.g. intra-ocular antibiotics used intra-operatively. 

Colin Green

Norfolk & Norwich Hospital

At Wirral Hospital we make up the intra-ocular eye injections in our aseptic unit for individual patients. Our on call pharmacists make them up when needed at night or over the weekend.

Kath Phillips

Arrowe Park Hospital, Wirral

The intraoculars given at RHH are currently requested for a theatre list and made in pharmacy -e.g. vancomycin solutions where intra ocular irrigation required. The urgent supply of antibiotics for bacterial endophthalmitis is more of a problem. We have for some years now taken this on as a pharmacy service but we can no longer guarantee a prompt enough delivery, especially out of hours, so we are putting together kits for the surgeons to reconstitute. These will contain an instruction sheet and an incidence reporting form, as is the practice at Moorfields. 

Val Haylor

Royal Hallamshire Hospital, Sheffield
In Leeds two practices. LGI - made in aseptics in and out of hours. SJUH - made in theatres

Philip Howard

United Leeds Teaching Hospitals

( Does anyone's hospital regularly use clonidine and ketamine epidurally, if so are there any protocols and information on the doses used?

Katy Grimble

QMC, Nottingham

We don't use either regularly, but epidural clonidine just happened to be the subject of one of the talks at the National Acute Pain Conference last week. The arguments were:

[1]
Shouldn't we be optimising the local anaesthetic +/- opioid combination and only use more complicated epidural mixes for those individual patients who need it? (The unlicensed use of drugs rearing its head here too.) 

This was from Professor Wildsmith, Ninewells Hospital and Medical School, Dundee - well respected, but a quick show of hands afterwards showed that most anaesthetists there wanted to keep 'playing' with combinations. (Evidence based medicine still being a personal choice, not a minimum standard for many!) Talking to people afterwards, clonidine seemed mainly to be used for single blocks rather than in epidurals (purely subjectively!), e.g. intra-operative spinal dose for children.

[2]
Review of available evidence for epidural clonidine by N Hacking/ I McConnachie, Blackpool Victoria Hospital. In summary:
- There is a lack of coherent published evidence with conflicting results, diverse patients/ methods/ doses and surgery that impedes meta analysis but there is some consensus of usefulness and safety of neuroaxial clonidine 1-2mcg/kg.
– The speaker uses it intrathecally (stat during procedure) for lower extremity orthopaedic surgery to prolong post-op analgesia.
– There is some evidence that it can double the duration of block from epidural opioid
He recommended a reference by Eisenach, JC et al Alpha 2 adrenergic agonists for regional anaesthesia: A clinical review of clonidine

(1984- 1995). Anaesthesiology 1996;85:655-74

Hope that hasn't made things worse!

Caroline Broadbent

Guy’s and St Thomas’, London

We have an anaesthetist who uses quite a few mixtures in epidurals without any protocols that I have heard of. One of his mixtures is lignocaine, diamorphine, clonidine and midazolam.

Kath Phillips

Arrowe Park Hospital, Wirral

( Has anyone got any stability data on maintenance fluids that have been warmed artificially prior to infusion into the patient? Not all drug companies have that information.

Chris Chung

The Royal London Hospital

( I would be grateful if any theatre pharmacists could tell me if they warm up IV fluids and irrigation fluids to body temperature? If so, how do they do this? I have found out that our orthopaedic theatres are using a microwave, does anyone else do this?

Katy Grimble

QMC, Nottngham

We have IV fluid warmers that indicate the temperature that the fluid is being warmed. We also warm our fluids for irrigation in a cupboard that is designed for that purpose. There are irrigation warmers and machines for TURPs etc available as well, that we do not have at the moment, but have discussed purchasing. I am sure that the MDA would have plenty to say about warming fluids in microwaves and am sure that they have sent round Hazard Warnings in the past. There are also issues surrounding the fluid container and whether or not the container properties are changed.

Carolyn Gates

Chelsea and Westminster, London

Theatres here use warming cabinets set to 37 degrees. I've seen these in theatres and also on renal wards for CAPD fluid. They use microwaves to heat up saline to higher temperatures.

John Dade

United Leeds Teaching Hospitals

We do not use microwaves for heating any fluids. All fluids are heated in warming cupboards or purpose made warming devices.

Melanie Kilburn

Hartlepool General Hospital

Many A&E departments have fluid warmers. I looked into storage at body temperature in one of these cabinets, and obtained data supporting storage at an elevated temperature from Baxters for some of their fluids, and also for Haemacil.

Philip Kirkpatrick

Frimley Park Hospital

( Does anyone have experience of the use of hydrogen peroxide during total hip replacement? 
One of our arthropods uses it to clean out the bone cavity prior to putting the cement in, he swears the cement doesn't work well without the peroxide! 

Rachel Lee 

Broomfield Hospital, Chelmsford

Presumably the surgeon only use the peroxide to clean out the cavity then any residual peroxide is washed out with, say, saline otherwise there is a risk of causing oxygen emboli which have been reported in the literature from peroxides use in wound dressings.

Colin Green

Norfolk & Norwich Hospital

One of our Consultants apparently used peroxide years ago but now considers it old-fashioned. He used it to clean blood etc from the cavity but now uses pulsed water under high pressure. Peroxide caused too many problems with gas collecting in the cavity as well as causing tissue damage. No problems experienced with cement.

Lynne Harris

North Tees General Hospital

Our consultants now use chlorhexidine to clean out the wound. Apparently this procedure is superior at reducing bacteria count than peroxide. 

Fran Maguire

Musgrave Park Hospital, Belfast
( Has anyone been having problem with generic propofol? We are using the Abbott product and have now had 6 incidents of the drug leaking from around the giving set. This is using a standard IVAC set and has happened with both 50ml and 100ml vials. I have contacted Abbott who are looking into it but would be interested to know if anyone else has had similar problem with IVAC
or other sets and this product.

Simon Badcott 

Mayday University Hospital

We have had problems with both the 50ml and 100ml size. The bung seems to split when the giving set (our anaesthetists use Avon primary and secondary sets) was inserted. Propofol was literally pouring from around the giving set. Vials and sets have been sent to Abbott QC who 
haven’t got back to us yet. We have also had problems with the Abbott 20ml ampoules with the bottom of the ampoules falling off when they were taken out of the packaging. Abbott are also aware of this and are analysing some of these ampoules.

Nicola Ward

Glenfield Hospital Leicester

We're also having problems with the 100ml bottles made by David Ball. Again the bung splits when the giving set is put in. David Bull say we're the only ones having this problem, and it is due to giving set used and/or nurses technique! Has anyone else experienced problems with the David Bull ones too?

Wendy Lloyd 

Royal United Hospital, Bath

( I am interested in finding out what expiry people give ketamine oral solution, either the neat solution after drawing up the injection or after making it up with purified water as the palliative care formulary suggests.

Katy Grimble

QMC, Nottingham

This came up on the di-uk discussion line. The answers varied between 24 hours and 38 days. If you have a DI pharmacist with access to it, I suggest you ask them to do an archive search. Otherwise, give me a call.

Jane Allen

Queen Victoria Hospital, East Grinstead
We use sublingual ketamine in the chronic pain setting, again the 100mg/ml strength undiluted and give a month expiry. We have been told that patients experience a problem with evaporation, so have purchased a special small glass bottle and permanent oral syringe insert to minimise this. 
Is anyone else aware of these alleged problems?

Clare Crowley

Wexham Park Hospital

In Durham we give out the neat injection solution labelled with a 1 month expiry date. I believe this was determined empirically. Our pain control specialist however disagrees with this and tells all the patients that they can use it for up to 3 months!

Nicholas Watt

Dryburn Hospital, Durham

We give the neat solution a 1 month expiry and don't make the purified solution up.

Claire Standage

United Leeds Teaching Hospitals 

( Please could people tell me which of the following (if any) they are using at their hospitals.
1. Oral ketamine together with oral midazolam as pre-med in children (ref BJA March 2000) - how is it being made up, stability etc

2. Ketamine-S

3. Preservative-free ketamine

4. Preservative-free ketamine-S

Jane Allen

Queen Victoria Hospital, East Grinstead

We don't use oral Ketamine, (although I believe some centres do). We do use oral midazolam, we currently use the injection solution orally, 500mcg/kg. They mix it with the pre-med calpol to disguise the (horrible) flavour. I believe a liquid may be available now or soon. We occasionally use intra nasal midazolam, 200mcg/kg, drip in slowly, half into each nostril, again the iv formulation.

Nita Sanghera

Chelsea and Westminster, London

( Has anyone set up a Short Stay Surgery Unit? How did you manage TTOs and patients own drugs?

Nita Sanghera

Chelsea and Westminster, London

We use patients own drugs during the stay. These are checked by a Pharmacist who visits the ward in the afternoon and identifies patients who will stay overnight. Hopefully a technician will be able to do this in the near future. The TTOs are prepared in advance after the pre admission clinic, the Pharmacist writes the discharge prescription using a protocol that has been agreed with the surgeons. These are dispensed the day before admission and the doctor signs the prescription on admission or in theatre.

Helen Holdsworth

Bradford Royal Infirmary 

We have currently set up a system for our 23 hour ENT patients. We have a pre-printed sheet with different TTO options that gets completed at the pre-admission clinic by the doctor. The sheet gets sent down to pharmacy when the patient comes into hospital so that it is ready for them on discharge. The main aim of this was to prevent the drug chart/discharge summary being taken away from the patients notes as it is needed whilst the patient is in theatre. 

Priya Mistry

North Hampshire Hospital, Basingstoke

We run a similar system at Leeds General Infirmary on 2 ENT wards with pre-printed TTOs

Philip Howard

United Leeds Teaching Hospitals

( When reconstituting IV amphoteracin (not liposomal) does anyone follow the package insert instructions re - testing the pH of the glucose solution and adding phosphate buffer?

Nicholas Watt

Dryburn Hospital, Durham

At Halton we check what batches of Glucose infusion we have in stock and ring the manufacturers for their qc pH value and then choose a batch which has an appropriate pH. The bags are then separated from the rest of the stock until the course is complete so that they don't get taken for other patients by mistake and are sent up to the ward with the amphotericin. The batch number is endorsed on the drug chart. We have been doing this for years and always seem to have at least one batch that has a suitable pH, despite the fact that we are a very small hospital!

Sally Holloway

Halton General Hospital, Cheshire

We use a 'special' called BUFFER for preparation of amphoteracin infusion, added to the glucose before the amphotericin is added. It is from Martindale.

Clare Crowley

Wexham Park Hospital, Slough

Our IV guide advises to routinely add 2ml amphotericin buffer to each 500ml G5% before adding the amphotericn. We do not measure the pH.

Carolyn Gates

Chelsea & Westminster, London

We don't test the pH but we do add 0.1ml sodium bicarbonate 8.4% irrespective of the bag size. So we do try to alkalinise the bag but we don't ever test it.

Jeff Graham

QMC, Nottingham

( Does anyone recommend that all TPN solutions should be administered through an in line filter? We do not compound our own TPN but use Baxter Clinomel and Clinimix range.

Nicholas Watt

Dryburn Hospital, Durham

Within the critical care environment we add a TPN inline filter (pall TNA); at ward level they use a giving set with an integral filter.

Clare Crowley

Wexham Park Hospital, Slough

Currently at C&W all neonatal TPN aqueous solutions are filtered by 0.2 micron filters but fat solutions are not filtered. This is being reviewed to extend the life of the 0.2 micron filter by using 96hour filters and possibly adding in a 1.2 micron fat filter to the system. With regards to adult TPN, the standard administration sets used within the hospital have a 15micron filter in the drip chamber - obviously not adequate for TPN. We do not currently add any additional in-line filters but are awaiting guidance from BAPEN.

Carolyn Gates

Chelsea and Westminster, London


We use Kabimix bags as the basis of our TPN regimes and don't use in-line filters.

Sally Holloway

Halton General Hospital, Cheshire

( Does anyone have a policy on the use of PCA for patients on long-term opiates? Our PCA policy states that no other opiates should be given whilst a patient is on a PCA but we are having problems with methadone addicts and those on regular MST e.g. chronic pancreatitics or terminal care patients who use huge amounts of morphine and never settle. I think these patients should be able to continue their regular opiate (if the gut is functioning) and use PCA as a top up. Does anyone else allow patients to do this?

Helen Holdsworth

Bradford Royal Infirmary

We most definitely would allow our patients to do this. Otherwise we just can't get their pain under control. Our policy does state that no other opiates should be given, but we make exceptions in these cases. 

 Nita Sanghera

Chelsea and Westminster, London
We routinely allow patients to continue MST for chronic pain, whilst adding PCA on top at usual doses. We felt this avoided problems of dose conversion. 

Heather Davenport

Royal Albert Edward Infirmary, Wigan

Patients on a PCA and long term opiates would normally be given a background infusion. The rate of background infusion would be determined by converting the usual dose of long term opiate to the equivalent iv morphine dose. We have seldom needed to do this since the Acute Pain Team was formed a year ago. Our PCA policy states that background infusions are not routinely used and should only be considered for patients on long term opiate therapy. Initiation should only be on the instructions of the Acute Pain Team. We do not allow any other opiates to be administered whilst a PCA is running. Our former Acute Pain Sister used to work in Glasgow where she dealt with a lot of methadone addicts. Use of a background infusion in these patients was much commoner and apparently worked well if monitored closely by the Acute Pain Team.

Lynne Harris

North Tees General Hospital


At a previous place of work if a patient used "high dose" opioids regularly due to chronic pain conditions we would set up the PCA with a background opioid infusion and use the PCA for "top up" with appropriately elevated bolus dose. There is no point in giving 1mg morphine bolus if
background equivalent is 100mg a day. Unfortunately, this was not fully worked up into a policy.

Colin Green

Norfolk & Norwich Hospital


I work in the field of Palliative Care and our registrars who rotate round the hospital get very frustrated with patients on long term opiates receiving the same doses as patients who have never had a sniff of morphine. These patients are then referred to them for advice regarding pain control!

Claire Standage

United Leeds Teaching Hospitals

We routinely use background infusions for any patient coming in on long term opioids, with additional PCA boluses. We add up the total daily maintenance dose of opioid, convert it to IV morphine and divide by the obvious 24 for the hourly rate, with the bolus increased in line with the size of the background. This usually works well, without increased risk of sedation, providing the patients are monitored, as they should be!

As soon as the patient is able to tolerate oral intake, we convert back to their original opioid but at a temporarily increased dose, based on the previous 24hr PCA requirement. Dose reductions (back to the original) would normally be made at a maximum of 1/3 decrease every 2-3 days. The only routine exception to this is methadone patients, who we leave on methadone (IM if necessary) and then simply treat as an opioid tolerant patient by giving a higher PCA bolus (assuming that PCA is appropriate) +/- a background if their opioid tolerance dictates. It's a lot easier to keep the methadone and pain relief separate in this way and prevents anyone mistakenly reducing the patient's often hard won maintenance.

Caroline Broadbent

Guys & St. Thomas’, London

Thank you to everyone who has contributed to the newsgroup. Please keep e-mailing me your questions (and answers!). Don’t forget to let me know if your e-mail address changes or if someone else would like to join the group.

Nicola Wake

STPG Chairman

Media Studies – Radiology Study Day

The last bastion of men in blue pyjamas. Do you know what your radiologists do with the contrast media you purchase for them? What about the Picolax® posted out to patients by receptionists? How should the patient on long-term medication be managed when they “go to x-ray”?

If you’d like to know the answers to these questions (and others) then join the STPG in Regent’s College, London on Thursday 1st February. Fran Maguire has planned an excellent study day covering a number of aspects of radiology. Over the past few years the STPG has run a couple of workshops looking at the pharmacist’s input to radiology. Interest has been high and we hope that many of you will join us in London where we will be exploring issues in more depth.

Subjects include:

· Contrast media: use and adverse effects

· Management of the patient on long term medication

· Selection of contrast media for procurement negotiations

· The pharmacist’s role in radiology

Speakers include:

· Professor Peter Dawson, Consultant Radiologist, UCLH

· Caroline Ashley, Principle Pharmacist, Renal Services, Royal Free Hospital, London

· Allan Karr, Pharmacy Business Services Manger, UCLH

· Sima Goldney, Radiology Pharmacist, Hope Hospital, Salford

For further details or to book your place please contact the UKCPA office. Book Friday 2nd as well and join Fran and myself in a little London shopping!

Nicola Wake

STPG Chairman

STPG Fringe Meeting, Blackpool

As in previous years the STPG held a fringe meeting on the Friday evening at Blackpool. Thank you to everybody who dragged themselves from the bar (warm) to our meeting room (cold) and contributed so enthusiastically. Wendy had to scribe so quickly I’ve had trouble deciphering her notes!

This year’s topic was “Patient Group Directions – which direction are you going?” I don’t think we came up with many answers but it seems that most of us are at the same stages of writing or approving Patient Group Directions (PGDs) with no one having reached the stage of auditing practice.

PGDs written by the group included simple analgesia and antibiotics for A&E, Picolax® for radiology/endoscopy, omeprazole and ranitidine as pre-medication and Levonelle-2® and vaccines for primary care. Problems encountered included frameworks, PGDs for unlicensed drugs, concerns over de-skilling junior doctors, audit and documentation. Many “current practices” under standing orders are not covered by PGDs (e.g. supply and administration of controlled drugs).

We had an interesting discussion around the area of training. The group agreed training was needed, especially for specialist areas but recognised that training does not equal competence. Therefore along with training, professionals involved in drawing up PGDs need to consider a competency assessment. It was suggested that competence need not be assessed as nurses and pharmacists acting under PGDs were professionals and should know not to act outside their own level of competency. However, a few group members knew of nurses in their Trusts who were not competent to work within PGDs.

Another discussion looked at review of PGDs. HSC 2000/026 recommends PGDs are reviewed at least every two years. The correct group of people should review PGDs. The group should include clinicians from that area of practice. PGDs should not be re-issued if there is no audit information from the previous two years.

Although we didn’t come up with many answers I certainly welcomed the opportunity to see what others were doing within their Trusts. If you have any PGDs you would like to share with other STPG members please send a copy to the Resource Centre (c/o Wendy Lloyd, e-mail: wendy.lloyd@ruh-bath.swest.nhs.uk, telephone 01225 834120).

And for those who didn’t get to Peter Harrowing’s workshop on Sunday morning that did answer a number of our questions, we also have a copy of his notes in the Resource Centre. Contact Wendy, details as before.

Nicola Wake

STPG Chairman

SUBGROUP REPORTS

Burns and Plastics Sub-Group

Following an initial questionnaire, Jane Allen (Queen Victoria Hospital, East Grinstead) received replies from around the country and so it was difficult to decide where and when to meet. A small group from the London area met in September. We decided to discuss the results of the questionnaire and the best way to take the Burns & Plastics group forward. The following was agreed:

· To remain a Burns & Plastics group as part of UKCPA Surgery and Theatres group (STG). 

· To set up an email discussion group- similar to the one that runs currently within the STG.

· To arrange an informal meeting at the UKCPA Spring Symposium to discuss arrangements for a Burns Study day in late 2001. A Plastic Surgery study day would be run at a later date.

· To circulate a list of Burns & Plastics pharmacists.

· To send a questionnaire regarding the use of drugs in Burns units across the UK.

· To inform the British Burns Association of our group and to make contact with pharmacists at Shriners in Galveston, USA.

The email discussion group was set up at the end of October and has been a success so far. So what have we been talking about ?

Phosphorus burns

Jacqui Scorer from Newcastle asked ‘What treatment is used in your hospitals for phosphate burns?’
Emily Hartwell from Swansea sent Jane Allen a copy of their guidelines for treatment of phosphorus burns. If anyone would like a copy then please contact Jane Allen.

Fluid Resuscitation in Children

Jane Allen from East Grinstead asked ‘What fluid resuscitation is used in children with burns greater than 10%?’

The following answers were received:

[1] Parkland (Hartmann's Solution 4ml/kg/%burn - half over first 8 hours, then rest over next 16 hours). This is used at Selly Oak (Birmingham), Chelsea and Westminster and Queen Victoria, East Grinstead.

[2] Muir & Barclay- Plasma Protein Solution is used at Edinburgh Children’s Hospital.

[3] Muir & Barclay - Albumin 4.5% Solution is used at Mount Vernon.

[4] Modified Brooke - Is used at the Swansea hospitals consisting of: 

3-4ml Hartmann's / kg / %burn (half in first 2hours) i.e. 0.2ml/kg/%burn/hour for first eight hours 

PLUS dextrose saline 4ml/kg/hr for first 10kg + 2ml/kg/hr for 10-20kg +1ml/kg/hr for >20kg weight.

It is nice to know we are all doing the same thing!

Do you have any comments or wish to join the group? Then contact

Jane Allen

Queen Victoria Hospital, East Grinstead

jane.allen@gwh-tr.sthames.nhs.uk
Also, remember to put a date in your diary to attend the UKCPA Spring Symposium for the Burns & Plastics first meeting.

Theatres Sub Group

Drug Use Inefficiency: A Hidden Source of Wasted Health Care Dollars (Anesth Analg 2000;91:921-4)

The above study published recently suggests that drug expenditure in theatres can be limited by decreasing waste of pharmaceuticals. Waste is defined as the appropriate or inappropriate disposal of unused or partially used amps, vials or syringes of drugs. The authors suggest it is an attractive strategy to reduce expenditure as it does not restrict drug selection by anaesthetists.

Data was collected over a 12 month period to study waste. The drugs studied were thiopentone, suxamethonium, rocuronium, atracurium, midazolam and propofol. The annual drug efficiency index was calculated for each drug (percentage of drug administered to the patient). This is shown in the table below.

Table 1. Drug Use

	Drug
	Annual Efficiency Index %

	Atracurium
	29

	Midazolam
	53

	Propofol
	49

	Rocuronium
	61

	Suxamethonium
	33

	Thiopentone
	31


The total cost of unadministered drugs was found to be $165, 666. 

The second part of the study looked at the anaesthetists knowledge of drug costs and waste.

Table 2. Question response by variable 

	Prediction
	Percent Correct

	Prediction of drugs wasted by volume
	70%

	Prediction of most expensive drug by mg
	27%

	Prediction of drugs most wasted by dollars
	29%

	Prediction of dollars wasted by study drugs
	$67,136 (mean)


The study showed that waste from the 6 drugs accounted for 26% of the departments annual drug expenditure. The estimated avoidable waste was $42,000.
Suggestions to reduce waste included

· Using multidose vials if possible

· Increasing prescriber awareness about drug costs

· Appropriate vial sizes

· Reducing drawing up of drugs “just in case”

· Preparing pre-filled syringes from stock solutions

At Barts and the London we have recently done some work on waste of ephedrine, suxamethonium and atropine in theatres which showed it would be cost effective to use pre-filled ephedrine syringes in theatres here. (Poster presentation UKCPA Nov 2000).

Has anyone else looked at waste in theatres?

What have you looked at?

What changes if, any, have you implemented?

Jane Hylands

Senior Directorate Pharmacist, Support Services

Barts and the London NHS Trust

RESOURCE CENTRE

Recent additions to the Resource Centre:

· Guidelines for the prescribing, supply and administration of Iloprost. Northampton General Hospital.

· Stickers for PCAs and epidurals. North Hampshire Hospital, Basingstoke.

· Use of Propacetamol (IV paracetamol). Queens Medical Centre, Nottingham.

· Treatment of DVT with Tinzaparin, dosage cards. Central Sheffield University Hospitals.

· Recommended regimens for antimicrobial prophylaxis prior to surgery. Royal United Hospital, Bath.

Thank you to all those who contributed. 

The resource centre is about to undergo an update. 

Some of its contents are quite old. In order for it to continue to be useful and provide members with up to date, current practice information, everyone’s contributions are required.

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

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

Or,

by post to: Wendy Lloyd, Pharmacy Department, Royal United Hospital, Bath BA1 3NG.

If you would like to request any articles, contact me at the above e-mail address or, by telephone (01225 428331 bleep 7632).

Wendy Lloyd

Secretary

Literature Review
Acta Anaesthesiologica Scandinavica 44 (10), 1252-1257

Droperidol and 5-HT3-receptor antagonists, alone or in combination, for prophylaxis of postoperative nausea and vomiting: A meta-analysis of randomised controlled trials LHJ. Eberhart et al
Background: Droperidol and 5-HT3-receptor antagonists are among the most potent antiemetics to prevent postoperative nausea and vomiting (PONV). Combinations of these drugs have been used to increase the efficacy of antiemetic treatment. However, so far the quantitative effect of this combination has not been evaluated systematically.

Methods: Results from randomised controlled trials investigating the efficacy of 5-HT3-receptor antagonists or droperidol alone versus the combination of both drugs to prevent PONV were included in a meta-analysis. Studies were systematically searched using Medline, EMBASE, the Cochrane-Library, and by manually screening the reference lists of matching review articles and current issues of locally available peer-reviewed anaesthesia journals. Seven papers with data on granisetron published by Fujii and co-workers were not considered. The main end point in each study was defined as occurrence of nausea, retching, or vomiting within 6 h (“early PONV”) and within 48 h (“late PONV”) after surgery. The relative risks (RR) and the numbers needed to treat (NNT) of the pooled data with their corresponding 95% confidence intervals (given in parentheses) were calculated using a random effects model.

Results: Eight studies with 881 patients (adults: n=801; children (mean age: 8 yr): n=80) were included in the analysis. Droperidol was applied to 340 patients, 5-HT3-receptor antagonists to 198, and 343 were treated with a combination of both drugs. Seven out of these eight studies reported increased antiemetic efficacy of the combination group compared with the single drugs (droperidol and 5-HT3-receptor antagonists respectively). However, in none of the trials did this difference reach statistical significance. When a meta-analytic analysis based on these results was performed the combination of droperidol with a 5-HT3-recpetor antagonist was not associated with a significantly increased antiemetic efficacy. In 12 to 13 patients a 5-HT3-receptor antagonist has to be added to droperidol prophylaxis to prevent one additional patient from PONV who would have had suffered from PONV when treated with droperidol alone (RR “early PONV”: 1.52 (0.95-2.44); RR “late PONV”: 1.24 (0.89-1.74)). Similar results were obtained when the antiemetic effect of adding droperidol to a prophylaxis with 5-HT3-receptor antagonists was analysed. In this case 10 to 12 patients have to be treated with the 5-HT3-droperidol combination instead of with a 5-HT3-receptor antagonist alone to prevent one additional patient from PONV (RR “early PONV”: 1.55 (0.68-3.52); RR “late PONV”: 1.29 (0.77-2.17)). There were no reports of an increased incidence of adverse effects. 

Conclusion: The data on the combination of droperidol with 5-HT3-receptor antagonists suggest that there is a trend towards increased efficacy of the combination therapy compared to the single drugs. However, so far there are insufficient data to recommend this combination treatment for prophylaxis.

Alimentary Pharmacology & Therapeutics 14 (11), 1403-1409

Review Article. Potential therapeutic applications and mechanisms of action of heparin in inflammatory bowel disease A. Papa et al
Unfractioned heparin was recently reported to be beneficial in the treatment of inflammatory bowel disease. The available uncontrolled data show that it may be effective in steroid-resistant ulcerative colitis with a percentage of complete clinical remission of over 70% after an average of 4-6 weeks of therapy. The administration of unfractioned heparin is not currently justified by the very limited available data. The worsening of rectal bleeding is infrequent in treated ulcerative colitis patients and only rarely does it require blood transfusion or a colectomy. Low molecular weight heparin was used in a single trial in patients with steroid-refractory ulcerative colitis, with results similar to those observed with unfractioned heparin. Since a prothrombotic state has been described in inflammatory bowel disease, and microvascular intestinal occlusion seems to play a role in the pathogenesis of inflammatory bowel disease, it is reasonable that part of the beneficial effects of unfractioned heparin in inflammatory bowel disease may result from its anticoagulant properties. However, beyond its well-known anticoagulant activity, unfractioned heparin also exhibits a broad spectrum of immunomodulating and anti-inflammatory properties, by inhibiting the recruitment of neutrophils and reducing pro-inflammatory cytokines. Moreover, it can restore the high-affinity receptor binding of basic fibroblast growth factor and this would aid healing of the ulcerated mucosa. In conclusion, unfractioned heparin may represent a safe therapeutic option for severe, steroid-resistant ulcerative colitis, although randomized, controlled trials are needed to confirm this data.

Alimentary Pharmacology & Therapeutics 14 (11), 1469-1477

Endoscopic injection of botulinum toxin in patients with recurrent acute pancreatitis due to pancreatic sphincter of Oddi dysfunction T. Wehrmann et al 

Aim: To evaluate the technical feasibility, safety, and short-term efficacy of botulinum toxin injection for pancreatic sphincter of Oddi dysfunction and to analyse whether the symptomatic response to botulinum toxin might be a predictor of outcome for endoscopic sphincterotomy.

Methods: Fifteen consecutive patients (nine female, aged 38 ± 12 years) with frequent attacks (median four) of acute pancreatitis within 6 months, and manometrically proven pancreatic sphincter of Oddi dysfunction underwent endoscopic injection of 100 units of botulinum toxin into the major papilla. All patients underwent prospective follow-up thereafter and in cases of recurrent pancreatitis manometry this was repeated and pancreatic sphincterotomy was performed.

Results: No side-effects occurred after botulinum toxin injection in any patient. Within 3 months after botulinum toxin treatment, 12 out of 15 patients remained asymptomatic (80% primary response). Only one out of three patients without symptomatic benefit showed continued elevated pancreatic sphincter pressure at manometry and only this patient benefited from pancreatic sphincterotomy later on. Eleven of the 12 patients initially responding to botulinum toxin injection developed a symptomatic relapse 6 ± 2 months after botulinum toxin treatment. These patients then achieved long-term clinical remission from pancreatic or combined (biliary and pancreatic, n=5) sphincterotomy (median follow-up, 15 months).

Conclusion: Endoscopic botulinum toxin injection into the papilla of Vater is a safe procedure for treatment of pancreatic sphincter of Oddi dysfunction that may provide short-term relief in about 80% of the patients. Those patients who respond to botulinum toxin may subsequently gain definitive cure from sphincterotomy. 

British Journal of Urology International 86 (7), 840-842

 Patient self-injection: a new approach to administering luteinizing hormone-releasing hormone analogues R. Hamm et al
Objective To investigate the feasibility and advantages of self-injection of a depot dose of luteinizing hormone-releasing hormone (LHRH) analogue in patients with prostate cancer.

Patients and methods Twenty patients (mean age 70.9 years, range 53-85) with locally advanced or metastatic prostate cancer were recruited from urology clinics and, using a defined protocol, were taught to perform self-injection of a depot LHRH analogue (Prostap SR® or Prostap 3®, leuprorelin acetate, Wyeth Laboratories, Berks, UK). Patients were then followed for 1 year.

Results Of the 20 patients, 11 successfully learned to use self-injection and administered injections for the duration of the study. Ten of the patients chose self-injection and continued to self-inject after the end of this study. 

Conclusions This pilot study of 20 patients showed that it is feasible for a selected group of patients to be taught self-injection of an LHRH analogue, and that some patients prefer this mode of drug administration.

British Medical Journal 2000;321:1247 ( 18 November )

Cost effectiveness analysis of intravenous ketorolac and morphine for treating pain after limb injury: double blind randomised controlled trial TH Rainer et al
Objectives: To investigate the cost effectiveness of intravenous ketorolac compared with intravenous morphine in relieving pain after blunt limb injury in an accident and emergency department. 
Design: Double blind, randomised, controlled study and cost consequences analysis. 
Setting: Emergency department of a university hospital in the New Territories of Hong Kong. 
Participants: 148 adult patients with painful isolated limb injuries (limb injuries without other injuries). 
Main outcome measures: Primary outcome measure was a cost consequences analysis comparing the use of ketorolac with morphine; secondary outcome measures were pain relief at rest and with limb movement, adverse events, patients' satisfaction, and time spent in the emergency department.  

Results: No difference was found in the median time taken to achieve pain relief at rest between the group receiving ketorolac and the group receiving morphine, but with movement the median reduction in pain score in the ketorolac group was 1.09 per hour (95% confidence interval 1.05 to 2.02) compared with 0.87 (0.84 to 1.06) in the morphine group (P=0.003). The odds of experiencing adverse events was 144.2 (41.5 to 501.6) times more likely with morphine than with ketorolac. The median time from the initial delivery of analgesia to the participant leaving the department was 20 (4.0 to 39.0) minutes shorter in the ketorolac group than in the morphine group (P=0.02). The mean cost per person was $HK44 (£4; $5.6) in the ketorolac group and $HK229 in the morphine group (P<0.0001). The median score for patients' satisfaction was 6.0 for ketorolac and 5.0 for morphine (P<0.0001).

Conclusion: Intravenous ketorolac is a more cost effective analgesic than intravenous morphine in the management of isolated limb injury in an emergency department in Hong Kong, and its use may be considered as the dominant strategy.

Alimentary Pharmacology & Therapeutics 14 (9), 1119-1126

Acid suppression in peptic ulcer haemorrhage: a ‘meta-analysis’ N. M. Selby et al
Background: The use of acid-decreasing agents in the management of peptic ulcer haemorrhage continues to be controversial. Most clinical trials examining the efficacy of these drugs contain small numbers of patients, making it difficult to draw conclusions about their efficacy.

Methods: We report a meta-analysis that examined the effect of these drugs in the management of peptic ulcer haemorrhage. Included studies were located using a search of the Medline database between 1980 and 1999. Studies were published in English, randomized and controlled by a placebo group. Mantel-Haenszel and blinded random models were used in conducting the statistical processing of this meta-analysis.

Results: Twenty-one randomized placebo-controlled trials were included. The total number of patients was 3566 and the mean study size was 170 (range 20-1005). Seventeen of the papers assessed the efficacy of H2-antagonists, three assessed proton pump inhibitors and one was concerned with antacid therapy. The meta-analysis showed a significant reduction in re-bleeding rates (odds ratio, OR 0.727, 0.618-0.855, P < 0.001) and surgery rates (OR 0.707, 0.582-0.859, P < 0.001) when acid decreasing agents are used for acute peptic ulcer haemorrhage. Mortality rates appear to be unaffected (OR 1.140, 0.818-1.588, P=0.49).

Conclusions: This meta-analysis demonstrates a significant beneficial effect of acid-decreasing agents in lowering re-bleeding and surgery rates, but demonstrated no effect upon mortality.

Alimentary Pharmacology & Therapeutics 14 (9), 1159-1162

Allopurinol in addition to 5-aminosalicylic acid based drugs for the maintenance treatment of ulcerative colitis G. Järnerot et al 

Background: To investigate the value of combined treatment with allopurinol and 5-aminosalicylic (5-ASA) based drugs as maintenance treatment for ulcerative colitis (UC).

Methods: 199 patients with UC in remission but with active disease during the preceding 3 years were included. Allopurinol 100 mg twice daily or placebo was added to the 5-ASA based maintenance treatment. Clinical and endoscopic follow up was performed after 1, 6 and 12 months.

Results: Intention-to-treat analysis after 6 and 12 months showed similar results in both groups. A log-rank test showed that 77% in the allopurinol compared to 59% in the placebo group were still in remission after 6 months (P=0.0083) and 62% and 53% after 12 months, respectively (P=0.0936). This was mainly due to a higher than expected number of relapses during the first 3 months in the placebo group. After the first 3 months, the rate of relapse in each group was similar.

Conclusions: It appears possible that allopurinol in combination with 5-ASA is better than 5-ASA alone for a 6-month, but not a 12-month period. This has to be verified in further dose-ranging studies.

British Journal of Urology, Vol 85, Issue 3 Feb 2000
Drugs & intravenous contrast media, Thompson et al

Bowel prep before radiology in spinal injury patients.


European Journal of Anaesthesiology 17 (7), 448-455
Comparison of intravenous patient-controlled analgesia with tramadol versus morphine after microvascular breast reconstruction M. Silvasti et al 
Tramadol is a weak centrally acting analgesic and it might provide efficacious postoperative pain relief with minimal sedative effects in the use of intravenous patient-controlled analgesia (PCA). Sixty women scheduled to undergo microvascular breast reconstruction under standard general anaesthesia were enrolled in a study on the performance of patient-controlled analgesia with tramadol or morphine with special emphasis on drug- and technique-related side-effects. Seven patients were re-operated within the same day, leaving 25 patients in the tramadol group and 28 in the morphine group for comparison. When postoperative pain occurred, loading doses of either 10 mg tramadol or 1 mg morphine intravenous increments were administered in a double-blind fashion until the pain control was judged to be satisfactory by the patient. After that the patients received tramadol or morphine by a PCA apparatus (lockout 5 min, tramadol 450 µg/kg, morphine 45 µg/kg bolus). In addition, all patients received 500 mg paracetamol rectally, three times a day. The potency ratio of tramadol to morphine was found to be between 8.5 : 1 (loading) and 11 : 1 (PCA). There was neither a significant difference between the groups in the overall satisfaction of the analgesic medication nor in the visual analogue and verbal rate scales for pain. Women in the tramadol group had more nausea and vomiting during the administration of loading doses (P < 0.05) and more patients in the tramadol group (7) than in the morphine group (3) (NS) wanted to discontinue the PCA therapy before the end of the study due to nausea. Sedation or blurred vision prevented the performance of the psychomotor tests in 22 and 32% of the tramadol and morphine patients, respectively. The remaining patients performed similarly in the Digit Symbol Substitution Test. In women receiving intravenous PCA for analgesia after microvascular breast reconstruction tramadol and morphine provided comparable postoperative analgesia with similar sedative effects. However, tramadol was associated with a disturbingly high incidence of nausea and vomiting.

Anaesthesia 55 (10), 1008-1013 

The effect of the addition of ropivacaine or bupivacaine upon pruritus induced by intrathecal fentanyl in labour MK Shah et al 

Sixty patients in early labour were randomly allocated to one of three groups. The control group received intrathecal fentanyl 25 µg, the ropivacaine group received intrathecal fentanyl 25 µg and ropivacaine 2.5 mg while the bupivacaine group received intrathecal fentanyl 25 µg and bupivacaine 2.5 mg. The incidence of pruritus was 100% in controls, compared with 85% in the ropivacaine group (not significant) and 75% in the bupivacaine group (p = 0.003). The severity of pruritus was significantly less in the ropivacaine (p = 0.006) and bupivacaine (p = 0.001) groups. Most patients developed pruritus by 30 min. Pruritus above the abdomen was not reduced in patients receiving local anaesthetics. There were no significant differences in the mean pain visual analogue score, systolic blood pressure, maternal heart rate and upper level of reduced pin-prick sensation in the first 30 min. Intrathecal ropivacaine and, more so, intrathecal bupivacaine reduce the incidence and severity of pruritus from intrathecal fentanyl for labour analgesia.

European Journal of Anaesthesiology 17 (10), 611-615
Efficacy of prophylactic droperidol, ondansetron or both in the prevention of postoperative nausea and vomiting in major gynaecological surgery. A prospective, randomized, double-blind clinical trial A. J. Peixoto et al 
We conducted a prospective, randomized, double-blind clinical trial comparing droperidol 1.25 mg intravenously (i.v.) (group 1, n = 30), ondansetron 4 mg i.v. (group 2, n = 30), or both (group 3, n = 30) in the prevention of postoperative nausea and vomiting (PONV) in the first 24 h following major gynaecological procedures under combined general and epidural anaesthesia. PONV was analysed by a linear nausea/vomiting score, incidence of nausea and vomiting, and the need for antiemetic rescue. Our results showed a similar incidence of nausea and vomiting in all groups (G1 33%, G2 40%, G3 43%). However, when comparisons were made according to the time of assessment, combination therapy resulted in significantly lower PONV than droperidol in the first hour (0% vs. 13%, P < 0.05) and second hour (0% vs. 13%, P < 0.05), and than ondansetron on the first hour (0% vs. 13%, P < 0.05). A trend persisted up to the fourth hour but was not statistically significant in either group. In conclusion, droperidol and ondansetron are effective agents in the prevention of PONV, and their combination seems to provide slightly better results than either drug alone.

European Journal of Anaesthesiology 17 (10), 616-621
Itching after intrathecal morphine. Incidence and treatment R. Slappendel et al 
This study was designed to determine whether low doses of intrathecal morphine still result in itching and it evaluates the outcome of a standardized treatment using promethazine and - for intractable itch - naloxone. Patients (n = 143) scheduled for total hip surgery were allocated to four groups (in a double blind manner) with bupivacaine 20 mg in 4 mL but different doses of intrathecal morphine: Group I, 0.025 mg, Group II, 0.05 mg, Group III, 0.1 mg and Group IV, 0.2 mg. The presence or absence of itching was noted every three hours for a 24-h period. When required, standardized treatment was provided. The incidence of itching was: Group I: 14.3%; Group II: 21.6%; Group III: 48.6%; and, Group IV: 61.7%. Itch was treated by administering promethazine intramuscularly in 2.9% (Group I); 8.1% (Group II); 10.8% (Group III), and 8.9% (Group IV), respectively. Only in group IV there was a single patient who needed naloxone to treat itching. The incidence and severity of itching is a dose-related side-effect in the dose range of 0.025-0.2 mg of intrathecal morphine. Itching still occurs after the low doses of intrathecal morphine, but symptoms vanish after promethazine 25 mg intramuscularly.

European Journal of Anaesthesiology 17 (10), 627-633

A comparison of the effects on postoperative pain relief of epidural analgesia started before or after surgery P. Flisberg et al 

In a randomized, prospective clinical study pain relief and pulmonary function were compared after upper abdominal surgery when thoracic epidural analgesia was instituted either before or after surgery. Twenty-six patients admitted for surgery to treat gastro-oesophageal reflux received thoracic epidural analgesia as an adjunct to general anaesthesia either before or after surgery. Twelve patients received epidural mepivacaine 20 mg/ml and morphine perioperatively. Another 14 patients received an epidural bolus of bupivacaine 2.5 mg/mL and morphine after skin closure. Bupivacaine 2.5 mg/mL with morphine was adminstered to all patients for three postoperative days. No intergroup differences were found regarding pain at rest and mobilization. The requirement for additional analgesics was similar in both groups as well as peak expiratory flow. Thoracic epidural analgesia that had already been induced before surgery, and was continued into the postoperative period, does not seem to add any advantage regarding pain relief and lung function compared with thoracic epidural analgesia instituted in the immediate postoperative period.

 Acta Anaesthesiologica Scandinavica 44 (8), 934-939 

Randomised, placebo-controlled study of the postoperative analgesic effects of ketoprofen after spinal fusion surgery F. Aubrun et al 

Background: The additive effect of non-steroidal anti-inflammatory drugs administered with propacetamol after major orthopaedic surgery has not been studied. Thus, we performed a prospective, placebo-controlled study to assess the analgesic effects of ketoprofen in patients undergoing spinal fusion surgery and receiving propacetamol. 

Methods: Fifty patients undergoing spinal fusion surgery received either 100 mg of ketoprofen every 8 h or a placebo, postoperatively. All patients received propacetamol and morphine (intravenous titration followed by patient-controlled analgesia (PCA) over 24 h). Pain was assessed using a visual analogue pain scale (VASpi). Data are mean±SD. 

Results: During morphine titration, ketoprofen did not significantly reduce the dose of morphine (8±6 vs 11±4 mg, NS) whereas it significantly decreased VASpi (P<0.001). During PCA, ketoprofen significantly reduced morphine consumption (25±17 vs 38±20 mg, P=0.04) and VASpi (P=0.002). The total postoperative morphine consumption was significantly (33%) reduced with ketoprofen. Conclusion: Ketoprofen reduced morphine requirements and improved postoperative analgesia in patients undergoing major spinal surgery and receiving propacetamol.

Acta Anaesthesiologica Scandinavica 44 (8), 940-945

Onset and offset of intrathecal morphine versus nalbuphine for postoperative pain relief after total hip replacement Fournier et al 

Background: We designed this study to compare the postoperative analgesic effects of intrathecal morphine and nalbuphine, the endpoints being onset and offset of action.

Methods: Geriatric patients scheduled for elective total hip replacement under continuous spinal anaesthesia were randomized to two double-blinded groups in the recovery room as soon as they experienced a pain score higher than 3 cm on the visual analogue scale (VAS, 0-10 cm). Either 160 ?g morphine or 400mcg nalbuphine in 4 ml normal saline were administered intrathecally. Pain scores on VAS, rescue analgesia (diclofenac and morphine, not allowed during the first 60 min), and the adverse effects (respiratory depression, postoperative nausea and vomiting, itching) were recorded for 24 h after surgery.

Results: The study was stopped after inclusion of 2×12 patients due to slow onset of analgesia in the morphine patients. In the nalbuphine group, when compared to the morphine group, the time to a pain score <3 cm (8±6 vs. 31±32 min, P<0.001), the time to the lowest pain score (18±11 vs. 66±75 min, P<0.001) and the time to the first systemic analgesic intervention for a pain score >3 cm (218±256 vs. 1076±440 min, P<0.05) were significantly shorter. The analgesic requirements during the first 24 h were significantly lower in the morphine group (P<0.001).

Conclusion: We conclude that after total hip replacement, administration of intrathecal nalbuphine resulted in a significantly faster onset of pain relief and shorter duration of analgesia than intrathecal morphine. 

Anaesthesia 55 (11), 1052-1057

Isoflurane, desflurane and sevoflurane for carotid endarterectomy V. Umbrain et al
After carotid endarterectomy under general anaesthesia, the rapid elimination of desflurane and sevoflurane may allow earlier postoperative neurological assessment than after the use of isoflurane. However, desflurane may be associated with tachycardia and hypertension and may therefore increase cardiovascular risk. We investigated haemodynamic and recovery characteristics in patients scheduled for carotid endarterectomy who were anaesthetised with isoflurane, sevoflurane or desflurane. No significant peri-operative differences were noted in cardiac index or ST segment analysis. The times to extubation, movement on command and consciousness were shorter after desflurane and sevoflurane than after isoflurane anaesthesia. Postoperative pain, nausea, vomiting and shivering were similar in the three study groups.

Anaesthesia 55 (11), 1106-1113
An economic comparison of regional and general anaesthesia for varicose vein and inguinal hernia surgery J. Kendell et al 
A computerised database of operating theatre activity was used to estimate the costs of regional and general anaesthesia for varicose vein and inguinal hernia surgery. Data retrieved for each procedure included the anaesthetic technique and drugs used, and the duration of anaesthesia, surgery and recovery. The costs of anaesthetic drugs and disposables, salary costs of the anaesthetic personnel and maintenance costs for anaesthetic equipment were considered. Drugs and disposables accounted for 25% of the total cost of an anaesthetic. Anaesthetic times were 5 min longer for regional anaesthesia, but recovery times were 10 min shorter following regional anaesthesia for varicose vein surgery. Staff costs were dependent on the length of time each staff member spent with the patient. Although the number of cases was small, provision of a field block and sedation for inguinal hernia repair was considerably cheaper than other anaesthetic techniques.

Diseases of the Esophagus 13 (2), 96-101
Long-term follow-up of achalasic patients treated with botulinum toxin V. D’Onofrio et al 

Botulinum toxin A (BoTx), a potent inhibitor of acetylcholine release from nerve endings both within the myenteric plexus and at the nerve-muscle junction, has been shown to decrease the lower esophageal sphincter (LES) pressure in patients with achalasia. Because of this property, the esophageal injection of BoTx has been suggested as an alternative treatment in achalasia. The objective of this study was to determine the long-term efficacy and safety of intrasphincteric injection of BoTx in a group of achalasic patients. Nineteen patients (mean age 56.1 ± 19.2 years) were enrolled in the study. All of them were injected endoscopically with 100 U of BoTx by sclerotherapy needle at different sites of the LES. Symptom score (dysphagia, regurgitation and chest pain, each on a 0-3 scale), esophageal manometer and esophageal radionuclide emptying were assessed before the treatment and at 4 weeks, 3 months and 1 year after BoTx injection. In case of failure or relapse (symptom score >2), the treatment was repeated. All but five patients (74%) were in clinical remission at 1 month. Mean symptom score after 1 month of BoTx decreased from 7.1 ± 0.9 to 2.2 ± 2.5 (p < 0.05). LES pressure decreased from 38.4 ± 13.7 to 27.4 ± 13.5 mmHg (p < 0.05) and 10-min radionuclide retention decreased from 70.9 ± 20.7% to 33.8 ± 27.0% (p < 0.05). Side-effects (transient chest pain) were mild and infrequent. At 12 months, the clinical score was 0.9 ± 0.5 (p < 0.05 vs. basal); mean LES pressure was 22.0 ± 7.1 (p < 0.05 vs. basal) and 10-min radionuclide retention was 15.8 ± 6.0% (p < 0.05 vs. basal). The efficacy of the first injection of BoTx lasted for a mean period of 9 months (range 2-14 months). At the time of writing (follow-up period mean 17.6 months, range 2-31), 14 patients (10 with one injection) were still in remission (74%). Our results showed that one or two intrasphincteric injections of BoTx resulted in clinical and objective improvement in about 74% of achalasic patients and are not associated with serious adverse effects; the efficacy of BoTx treatment was long lasting; this procedure could be considered an attractive treatment, especially in elderly patients who are poor candidates for more invasive procedures.

Alimentary Pharmacology & Therapeutics 14 (11), 1419-1428

Budesonide in the treatment of Crohn’s disease: a meta-analysis C. Papi et al 
Aim: To perform a meta-analysis to assess the effectiveness and safety of oral budesonide for inducing remission in active Crohn’s disease and for preventing relapse in Crohn’s disease with medically- or surgically-induced remission.

Methods: All randomized, double-blind controlled trials involving oral budesonide therapy in Crohn’s disease were retrieved from a Medline search, reviews articles or their bibliographies. Of 83 articles retrieved, 12 met the inclusion criteria. Data extraction was performed by three independent observers and scoring disagreements were resolved by consensus.

Results: Six trials tested budesonide in active disease and six in quiescent disease. Budesonide was less effective than conventional corticosteroids for inducing remission of active Crohn’s disease (pooled rate difference, RD -8.5%; 95% CI: -16.4 to -0.7%; P=0.02), but corticosteroid-related adverse events were reduced (RD -22.4%; 95% CI: -32 to -12.8%; P < 0.001). In quiescent Crohn’s disease, budesonide was as effective as placebo for preventing relapse in medically induced remission (RD -0.8%; 95% CI: -9.9 to 8.3%; P=0.42) and endoscopic recurrence in surgically induced remission (RD -3.5%; 95% CI: -16.9 to 9.8%; P=0.30). In the long term treatment, budesonide had an occurrence rate of corticosteroid-related adverse effects similar to placebo (RD 5.3%; 95% CI: -3.9 to 14.5%; P=0.30).

Conclusions: Budesonide is significantly less effective than conventional corticosteroids for inducing remission in active Crohn’s disease, but the risk of corticosteroid-related adverse effects is significantly reduced. Budesonide is not effective in preventing relapse of Crohn’s disease after medically- or surgically-induced remission.

Phil Howard

Leeds Teaching Hospitals
Thanks to all contributors.

Chris Jay

STPG Editor
NEWS

Thanks from Mike Chapman, community pharmacist in Taunton. 

Mike wises to thank the delegates at the November symposium for being so generous in sponsoring his walk up Kilimanjaro. 

Mike says 'At the Saturday night dinner people responded very generously to the chairman's appeal on my behalf to support my charity walk up Mount Kilimanjaro which I am undertaking next July to raise funds for Somerset Cancer Care. If possible I would like to acknowledge that support in the next Newsletter and thank those who contributed to the £400 which was collected on the night.'

[All the very best for the climb, Ed]

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

Profile: prashant sanghani, chair of the publications committee

Prashant Sanghani, E&TG, 1996-8; General Committee since 1998, Chair of Publications Committee since 1999

Age: old enough

Graduated from Chelsea [KQC], 1989

MSc Clinical Pharmacy from University of London 1993

Why did you become a pharmacist?

I always fancied working in the pharmaceutical industry and thought I’d maintain a true scientific vocation. Pharmaceutics always appealed and I even did a industry/hospital pre-reg. But so much for plans!

Where have you worked since qualifying?

Since qualifying, I locumed at UCL Hospitals, did my Basic Grade training at The Royal Free and the Whittington, and returned to the Free following a year out reading for a full-time MSC at the School of Pharmacy. From there I moved to The Royal London and was fortunate to take up a teacher/practitioner post at The Square. Several evolutionary steps on saw me move to a Postgraduate Clinical Lecturer post with responsibility for helping to provide the clinical experience for non UK registered pharmacists, as part of a great new Master course. Since March 2000, however, after five years of formal academic involvement, I have taken on the post of Senior Directorate Pharmacist, Medical and Emergency at Barts and The London. Now I’m just a plain hospital based pharmacist but have a wicked team who help me provided services to HEMS, A&E, Gen Med, Endocrinology, Digestive Disorders, Respiratory Medicines, Metabolism and Diabetes, Dermatology and Infection and Immunity [including HIV and GUM].

Why the variety of career?

Well this wasn’t really planned – remember I was hoping to be sieving granules and applying film coats, but because I enjoy taking on challenges that I cannot imagine doing well, I invariably move about with a plan of improving as I go along!

So, what's next?

I hope it’s clear that my current job is really all about people and good management. This is what I really enjoy, along with creating new posts so that I can have even larger teams to work with! Additionally, I still locum regularly in community pharmacy, and after seeing 10 years of hospital pharmacy struggle to make any real difference in the management of chronic disease, have started to wonder if perhaps it’s community pharmacy that can really make a change.

Why UKCPA?

I suppose there are two aspects to this – why join the association and why join a committee. The reason for the former is that you only need to attend a couple of study days or weekend symposia to see how quickly you can improve your local practice simply by finding out how others practice in their locality. As to why join committees – well, because I felt I could help with bringing some new blood into the association! I suppose my increasing involvement, from PIG committee to General Committee and now as Chair of the PC, means that my peers think I’m doing something good!

What does Clinical Pharmacy mean to you?

I was asked this when seeking a scholarship for my MSc back in 1992! A year later the term pharmaceutical care became prominent. Since then I still haven’t changed my view of the meaning of CP; it’s the culmination of systems, practices and methods that bring about health gain in an individual via the use of drugs.

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

I’d make them feel like they’re responsible for the outcomes of drug use.

Finally, how do you let your hair down ?

There's not much hair for gravity to affect any more, but in my free time, I like to read, play golf, surf on the net, drive and do anything which makes full use of the evolutionary development of humans that has allowed us not to break sweat any more. Unless I hear a dance beat, in which case some primitive urge forces me to dance like a fool - see you on the UKCPA dance floors of the future.

AWARDS UPDATE

AWARDS won

AstraZeneca Travelling Fellowship Award 2000.

Duncan Petty, Research Pharmacist/Associate Lecturer, University of Leeds.

Title: Medication Review Clinics: An international comparison.

Upcoming awards 

Wyeth Laboratories Education & Training Award 2001.
Closing Date 1st March 2001 

Pharmacia Pharmacoeconomics award 2001.
Closing Date 1st March 2001

Awards Evening, Hilton National Leeds City Hotel

Thursday, 17th May 2001

This new adventure for UKCPA promises to be an exciting and productive evening and will bring together achievements of UKCPA and its members. The evening will allow the UKCPA and the award winners to celebrate their achievements. Duncan Eaton, Chief Executive, NHS Purchasing and Supplies Agency has agreed to speak at this meeting, which will constitute of a number of corporate member-sponsored tables. Sponsors will be able to invite guests to attend and participate in the night’s celebrations. 

We hope many of the guests will also attend the Spring symposium being held 18th – 20th May 2001, at the same hotel.

Peter Mas Mollinedo

Chair Membership & Marketing Committee
	DIARY UPDATE




1st February    

Surgery & Theatres Group Study Day

Radiology: Media Studies  

Regents College Conference Centre, Regents Park, London

14th  March  

Quality Assurance Group Study Day

Clinical Governance: making it happen!

Novotel Hotel, Birmingham

20th March     
 

Education & Training Group Study Day 

Continuing Professional Development:     

challenge and change



The Royal Armouries, Leeds

17th May       

Award Evening

19th May    

UKCPA Annual General Meeting
18th – 20th May


Spring Residential Symposium

Hilton National Leeds City Hotel, Leeds


26th September


Care of the Elderly Group Study Day

Parkinson’s Disease    

Novotel Hotel, Birmingham

27th September   

Surgery & Theatres Group Study Day 

Inflammatory Bowel Disease

Hilton Hotel, Sheffield

23rd – 25th November


Autumn Residential Symposium 

   Hilton Hotel, Blackpool
( 2000 UKCPA

BOOK SERVICE


BOOKS AVAILABLE THROUGH UKCPA

	
	Members Price
	Non-

Members Price
	

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

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

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

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

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

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

applicable


	

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

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

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

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


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

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

	No.
	 8
	Clinical pharmacokinetics : A guide to concepts and first principles
	

	
	 9
	Parenteral nutrition support (2nd edition)
	

	
	
	10
	Therapeutic drug monitoring (2nd edition)
	

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

	
	
	12
	Management skills (2nd edition)
	

	
	
	13
	Adult cardiopulmonary resuscitation (2nd edition)
	

	
	
	14
	Drug stability and intravenous administration (2nd edition)
	

	
	
	16
	Teaching methods : clinical  pharmacy skills (2nd edition)
	

	
	
	18
	Patient medication records (2nd edition)
	

	
	
	20
	Service specifications or agreements for clinical pharmacy
	

	
	
	21
	Management of clinical trials
	

	Resource

Guides
	
	
	Resource Guide( costs £5.00)
	

	
	
	
	Teaching communication skills
	

	
	
	
	Assessment methods in clinical pharmacy teaching 
	

	
	
	
	
	

	UKCPA Personal Organiser without Diary contents (cost £10.00)
	


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

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


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

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

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




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


______
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