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	7 Great Tips for 
Dealing with Conflict & Stress! 

	1
	Eat for energy and focus.

 Use caffeine in moderation.  Fruit and water are more energizing than caffeine. 

	2
	Get up and move around.

Movement clears your mind and helps you stay alert. 

	3
	Take a good, deep breath. It may sound simple, but focusing on your breathing can help when you need to relax, concentrate, or calm down.

	4
	Get yourself in the mood with music. 

Classical music can boost productivity and harmony. 

	5
	Conduct a quick reality-check. Is this situation or pressure just temporary? How important is it? Are you over-reacting? Can you do anything about it? Learn to accept situations that you cannot control. 

	6
	Make sure you get your R&R.

 Avoid stimulants and alcohol at night. Practice consciously relaxing your muscles and clear your mind. 

	7
	Take steps to cool down a hot situation.

 When someone is looking for a fight, defuse their anger - listen without interruption, try to understand their viewpoint, find one thing you can agree with, ignore cheap shots, keep a confident, calm manner, and focus on something you have in common. 
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Formulary Changes


ADDITIONS								DELETIONS


Enoxaparin-Lovenox (								Dalteparin - Fragmin(


Estradiol - Climara(									Estradiol  - Esclim(








BCF FORMULARY CHANGES:	


Fexofenadine- Allegra( DELETED					
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Non-Aspirin NSAID’s May be Cardio protective


The use of non-aspirin non-sterodial anti-inflammatory drugs (NSAIDs) appears to reduce the risk of myocardial infarction (MI) in patients not taking prophylactic aspirin.  However, they do not seem to provide any extra protection to aspirin users, researches report in the March 17th issue of the Journal of the American College of Cardiology.


In fact, lead investigator DR. Stephen Kimmel of the University of Pennsylvania, Philadelphia told Reuters Health that “NSAIDs may reduce the risk of MI, but they should not be used for this purpose.  Only aspirin should be used to specifically prevent MI.”


Dr Kimmel and colleagues examined the effects of such agents, particularly ibuprofen, on MI risk, in the presence or absence of aspirin.  The researchers conducted a case-control study. This involved more than 1000 subjects who had a first nonfatal MI and about four times as many controls.


In nonusers of aspirin, NSAIDs led to a significant reduction in MI risk (adjusted odds ratio 0.53).  Results were similar with both ibuprofen and naproxen.  For those using aspirin, but not non-aspirin NSAIDs, the corresponding odds ratio was 0.76.  However, using both aspirin and non-aspirin NSAIDs did not appear to provide increased protection.


Moreover, in those who took non-aspirin NSAIDs at least four times a week, the corresponding odds ratio versus no aspirin use was 2.04.  The outcome was similar when ibuprofen and aspirin was considered.


Nevertheless, the researchers note that ‘confidence intervals were very wide’ and thus the finding cannot ‘definitively determine the cardiac risk’ in such combinations users or ibuprofen user in particular.


Overall, Dr. Kimmel continued, the fact that such agents ‘could reduce the risk of MI may be important to factor into the decision process for the choice of pain relievers and arthritis medication when balanced against the risk of bleeding complications from these drugs.’


Additional studies, the team concludes are needed to determine the clinical impact of using these drugs along with aspirin for cardio protection.


In an accompanying editorial, Drs Jeptha P. Curtis and Harlan M Krumholz of Yale University School of Medicine, New Haven, Connecticut, agree that the issue is not resolved.


They point out that in ‘ patients who have a strong preference for ibuprofen and a need for aspirin, it is reasonable to reassure them that the preponderance of evidence dose not clearly demonstrate that this combination is harmful.’


Am J Coll Cardiol 2004; 43:985-993








Herbal Supplement Ginseng Reduces Effects Of Warfarin


Researchers from the University of Chicago report in the July 6, 2004, issue of the Annals of Internal Medicine that ginseng, one of the best selling herbal supplements in the United States, interferes with warfarin, a drug commonly used to prevent blood clots.�	The researchers encourage anyone who takes both ginseng and warfarin, also known as Coumadin®, to notify his or her doctor and urged doctors to ask patients on warfarin if they are taking ginseng.�	"Warfarin has a narrow therapeutic index," said study author Chun-Su Yuan, M.D., Ph.D., "which means precise dosing is crucial."�	"With too small a dose," added Yuan, the Cyrus Tang Professor of Anesthesia & Critical Care and director of the Tang Center for Herbal Medicine Research at the University of Chicago, "the risk of clots increases, but too much can cause serious bleeding. So a substance, such as ginseng, that alters warfarin's effects, even slightly, can have significant consequences."�             The 'blood-thinner' warfarin, taken once a day by about 3 million people in the U.S., is used to prevent blood clots from forming or growing larger. It is often prescribed for patients with certain types of irregular heartbeat, those who have had a heart attack or undergone heart valve replacement surgery. It prevents the formation of substances that cause clots.�             Package inserts stress the importance of maintaining the proper dose. "It cannot be emphasized too strongly," notes the insert, "that treatment of each patient is a highly individualized matter. Warfarin sodium, a narrow therapeutic range drug, may be affected by factors such as other drugs and dietary Vitamin K. Dosage should be controlled by periodic determinations of prothrombin time," a measure of clotting speed.�           Yuan's team studied 20 healthy volunteer subjects for four weeks. All subjects received 5 mg a day of warfarin for three days during week one and again in week four. Beginning in week two, 12 subjects took two grams of powdered ginseng in capsules. The other eight volunteers received a placebo. The researchers monitored blood levels of warfarin and the clotting ability of the blood.�           They found that after two weeks, daily doses of ginseng significantly reduced the blood levels and the anti-clotting effects of warfarin.�            Since ginseng alone can promote bleeding and delay clot formation, the researchers were surprised to find that it reduced the anti-clotting effect of warfarin compared to those who took the placebo. They suspect that substances within ginseng may enhance the function of enzymes that break down warfarin, clearing it from the blood stream more rapidly.


�





Ginseng Plant





Web Sites 


Diabetes Goes Untreated Despite Medical Coverage


� HYPERLINK "http://www.phrma.org/publications/policy//admin/2004-04-13.954.pdf" ��http://www.phrma.org/publications/policy//admin/2004-04-13.954.pdf�





Meta-analysis Reveals Risks of SSRIs in Pediatric Depression


� HYPERLINK "http://www.washingtonpost.com/wp-dyn/articles/A34792-2004Apr22.html" ��http://www.washingtonpost.com/wp-dyn/articles/A34792-2004Apr22.html�





FDA Approves Rapid-Acting Insulin Analogue


� HYPERLINK "http://www.ashp.org/news/ShowArticle.cfm?id=5174" ��http://www.ashp.org/news/ShowArticle.cfm?id=5174�
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Recently Approved Drugs/Indications





FDA Approves New Dosing Options for Prevacid(; U.S. Food and Drug Administration (FDA) has approved Prevacid® (lansoprazole) SoluTab™ Delayed-Release Orally Disintegrating Tablets to be given using an oral syringe or nasogastric (NG) tube. Prevacid SoluTab is the first and only orally disintegrating formulation of a proton pump inhibitor (PPI) Prevacid SoluTab is an easy-to-take tablet that has been micro-engineered to disintegrate quickly in the mouth, usually in less than 60 seconds. For administration via either an oral syringe or nasogastric tube, the tablet can be dissolved in water (4mL for 15 mg tablet, 10mL for 30 mg tablet) and should be administered within 15 minutes. 


FDA Approves Istalol ((Timolol) for the Treatment of Glaucoma; Istalol is a once daily, topical solution of timolol, a beta-blocking agent for the treatment of glaucoma. Advantages of Istalol include enhanced corneal penetration, as demonstrated in animal studies, and once-daily administration.


FDA Approves Chewable Zyrtec( for children; The U.S. Food and Drug Administration just approved a chewable version of a popular antihistamine for allergies and chronic hives in children aged 2 years and up. Zyrtec® (cetirizine HCl) chewable tablets are a new option for kids at the in-between stage -- they've outgrown the syrup formulation, but they still aren't ready to swallow a pill.�The grape-flavored tablets can be taken with or without food or water. Since each dose is individually packaged, there's no more measuring doses and it's possible to carry just what you need.


�








Please use ONLY electronic forms for submitting New Drug Request.  Through CHCS mail or online at � HYPERLINK "http://evans.amedd.army.mil/Pharmnew/New Drug Request/VTC_request.htm" ��http://evans.amedd.army.mil/Pharmnew/New Drug Request/VTC_request.htm� 


 All new Special Order medications will be picked up at INPATIENT PHARMACY. 


Refill medications will be picked-up at requested Refill site. 








The next Formulary Committee Meeting will be held on Tuesday September 7, 2004 (Evans P&T) at 1030hrs in the 3rd floor Nursing Classroom (RM 3952), and 


Thursday September 2, 2004 (Pikes Peak Regional) in the 3rd floor Nursing Classroom (RM 3952).











COX-2 NSAID Information





1.  Question: Do all NSAIDs have an effect on platelet aggregation?





	No – Platelets have only COX-1 activity, so COX-2 NSAIDs don’t effect platelet aggregation.





2. What does COX-2 preferential mean versus Cox-2 selective?





	Drugs, which are COX-2 selective, have no ex vivo effect on COX-1 through the full range of potential human doses.


	Drugs which show enzymatic preference for COX-2 receptors, but still inhibit COX-1 receptors at therapeutic doses are considered COX-2 preferential.





3. Which COX-2 selective or preferential agents are on EACH’s formulary?





	COX-2 Selective	Valdecoxib (Bextra() and  Salsalate (Disalcid()


	COX- Preferential	Meloxicam (Mobic() and Etodalac (Lodine()





Comment; Ibuprofen reversibly binds to platelet receptors. If using both aspirin and ibuprofen- separate dosing time by 2 hours to assure irreversible binding occurs for aspirin.





Medications Safety





 “Errors Recently Reported in the Literature”


Contrived Suffixes:  Suffixes are confusing enough without coining your own. However, prescribers can be creative.  Recently a Physicians Assistant (PA) wrote a prescription for Vicodin RS.  The pharmacy staff initially read this prescription as Vicodin ES (hydrocodone 7.5mg, acetaminophen 750mg).  However, on closer inspection the suffix looked more like RS. A telephone call to the PA clarified the intention was regular strength Vicodin (hydrocodone 5m, acetaminophen 500mg). (ISMP Safety Briefs, 15 July 04)


The right Insulin:  Getting the correct insulin to the patient is getting tougher.  Novolin has been confused with Novolog during the prescribing and dispensing processes in our hospital.  In these cases the patient never used the wrong insulin because the errors were caught in time.  This problem has contributed to numerous medication errors in other hospitals, some of which have also been administered in error.  Insulin is a “high alert” medication in our hospital.  (ISMP Safety Briefs 15 July 04)


Tubing Misconnection:  A child’s oxygen tubing (AIRLIFE by Allegiance Healthcare Corporation) became disconnected from his nebulizer and was accidentally reattached to his IV tubing Y-site (CLEARLINK by Baxter).  The connection was broken in seconds, not before an air embolism cause the child’s death.  (ISMP Safety Briefs 1 July 04)


Look-Alike/Sound Alike:  Look-alike, sound alike medications that are causing errors throughout the country this month include, Actos/Actonel (selection from a computer pick list) and Mucomyst/Mucinex, Pamelor/Tambocor (telephonic order), Ortho Tri-Cyclen and Ortho Tri-Cyclen LO.  





If it happened once, it can happen again.  Think Medication Safety!





The Apothecary Bulletin                 July-August 2004             Page 4





Worth Repeating... 


Abandon use of immediate-release nifedipine for hypertensive crisis


The effect of immediate-release nifedipine (available as PROCARDIA and generics) in adults is unpredictable, and several well-documented reports describe cases of profound hypotension, cerebrovascular ischemia, stroke, acute myocardial infarction, conduction disturbances, and even death after the drug was given during hypertensive emergencies. As far back as 1985, FDA reviewed data on nifedipine and concluded that the sublingual route of administration should be abandoned. In 1999, the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure also labeled the use of sublingual nifedipine as “unacceptable.” Likewise, ISMP advised against this practice in our November 6, 1996, and January 12, 2000 issues. 





Although physicians may understand that sublingual nifedipine should not be used, they may still believe it’s acceptable to prescribe the immediate-release capsules for hypertensive emergencies if the capsules are swallowed whole. This is not true; it’s known that sublingual doses do not work until the patient swallows the liquid inside the capsule. Thus, the same adverse effects that occur with sublingual nifedipine can also result if the capsules are swallowed whole. The nifedipine package insert now contains a bold-faced warning stating: “Procardia capsules should not be used for the acute reduction of blood pressure.” But even today, one of the most common drug safety issues uncovered by ISMP consulting teams during hospital visits is the regular use of nifedipine immediate-release capsules in the treatment of acute high blood pressure. 





On occasion, the immediate-release form is used to treat hypertensive emergencies in children, who are asked to chew and swallow the capsule. The safety concerns in adults do not appear to be applicable to children who have more resilient cardiovascular systems. There’s also data to support the use of immediate-release nifedipine to inhibit uterine contractions in pregnant women. Otherwise, administration to treat a hypertensive crisis is unsafe and our previous advice that such dosing should not be employed is Worth Repeating. Possible alternatives for acute episodes of high blood pressure include: oral clonidine 0.1 to 0.2 mg, which may be repeated every hour as required to a total dose of 0.6 mg; enalapril IV 1.25 mg every 6 hours administered over 5 minutes; captopril 6.25 to 50 mg by mouth; labetolol 200 mg by mouth or 20 mg IV; or nitroprusside infusion (ISMP Medication Safety Alert, July 29, 2004).





The Acute Decompensated Heart Failure National Registry (ADHERE) was created in 2001 to track the management, outcomes, and resource utilization of patients with heart failure. In the analysis of data presented to the American College of Cardiology’s 53rd annual scientific session, patients were divided into two groups: those with creatinine < 2.0 mg/dL and > 2.0 mg/dL. About 70% of patients in each group received chronic diuretic therapy, most frequently furosemide and other loop diuretics. With long-term use of these drugs, the kidney tries to compensate by increasing sodium resorption in the distal tubules.


	The results of analysis of these groups showed elevated creatinine level and diuretics were associated with higher death rates and longer hospital stay. The mortality rate for renal insufficiency patients was 7.8% with chronic diuretic therapy (3.3% with normal renal function) and 5.5% not receiving diuretics (2.7% with normal renal function). The highest mortality rates in ADHERE occurred in patients with the highest creatinine levels who were receiving chronic diuretic therapy. The hospital length of stay also directly correlated to diuretic use (5.5 days with normal creatinine and no diuretic vs. 6.9 days with elevated creatinine receiving chronic diuretic therapy). The findings do not mean that diuretic therapy is causing the increase in mortality, but that as the creatinine changes the risk increases.


	The recommendation made is to better optimize the use of ACE and beta-blocker therapy, so patient’s heart failure stabilizes and chronic diuretic therapy may not be needed. Diuretics should be used on an as-needed basis only for rapid weight gain and edema, and when symptoms resolve the diuretic should be stopped.





Asthma


	Asthma is one of the disease states for which the Department of Defense (DOD)/ Veterans Health Administration (VA) have established clinical practice guidelines (CPG), which were based on the National Heart, Lung, and Blood Institute (NHLBI) clinical practice guidelines. The Asthma CPG metrics are: Percent of asthma follow-up visits with documented asthma severity level, percent of patients with persistent asthma who are prescribed long-term controllers, percent of persistent asthmatics with written action plan documented in the past 12 months, and percent of asthmatics age 6 and over with spirometry in the past 12 months.


	Compliance with the Asthma CPG at Evans Army Community Hospital (EACH) continues to need improvement as indicated by the following: Asthma was # 4 of the top 10 preventable hospital admissions in 2003, in a review by the Procurement and Supply-chain Benchmarking Association (PASBA), only 3% of asthma charts at EACH were coded correctly, and a July review of Asthma care in the Emergency Department showed documentation of severity in 14% of patients and monitoring of peak flows pre and post beta 2 agonist therapy in only 30% of the patients treated.


	Correct diagnosis of asthma (>  6 years old) may be hampered since peak expiratory flow (PEF) is patient effort dependent. PFTs may need repeating until the patient learns to do correctly. Diagnosis is reliable only with spirometry demonstrating 15% increase in post bronchodilator FEV1 (reversibility). A history of wheezing, chest tightness, cough and nocturnal symptoms between midnight and 5AM are strongly suggestive of asthma. PFTs in a fit or athletic person may appear normal; but if history suggests asthma, a post bronchodilator study is indicated. If reversibility is less than 15%, a trial of medication and repeat PFTs in 2-4 weeks (with moderate to severe obstruction a 2 week course of high dose oral steroids along with a bronchodilator) can be used to determine the extent of reversibility.


	In patients who are unable to do spirometry (3-6 years of age) diagnoses can be made based on family history of asthma, diagnosis of atopic dermatitis, and documentation of response to bronchodilator therapy on three separate occasions. Peripheral eosinophilia and allergic rhinitis are additional diagnostic criteria.


	A hospital wide performance improvement team, spear headed by Rhonda Eustice, PharmD, AE-C needs your assistance in improving care for our asthma patients. Diagnosis is key in controlling the disease. The Disease Management Clinic does not diagnose patients, but assists the providers with education and medication management of patients with the diagnosis.
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NEW HOURS 


Clinical Pharmacy Office and 


Anticoagulation Monitoring Service  


Room 1242		Dr Jo Vickers          pager 520-8639


526-7389		Dr Rhonda Eustice  pager 385-1242





Monday thru Thursday 1300 – 1600hrs


Friday                            1300 – 1500hrs
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