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Letters
In the November issue of Australian

Pharmacist several lines of the following 
letter were inadvertently lost during editing
and layout. The full text of the letter is
included below, with the previously missing
text in bold italics.

Meloxicam debate
I wish to clarify some information

presented in the article titled
‘Meloxicam–a novel COX-2 inhibitor’ in
the August 2002 edition of Australian
Pharmacist, page 563.

The article stated that ‘selective COX-2
inhibitors such as meloxicam have no
effect on COX-1 at therapeutic doses’.
However, this is contrary to the results of
a study which compared the inhibitory
activity of rofecoxib, meloxicam and
various NSAIDs on COX-2 versus COX-1
in healthy volunteers.1 It showed that,
compared to placebo, meloxicam 15mg
produced substantial inhibition of COX-1
(measured as thromboxane B2 generation
in whole clotting blood), which was
similar to diclofenac.

We acknowledge that there is a degree
of confusion around the use of the
terminology ‘COX-2 inhibitor’. As noted
above, meloxicam significantly inhibits
COX-1 at therapeutic doses and is
described as an NSAID of the enolic class
in the Product Information for Mobic;
sometimes it is also referred to as a COX-2
selective inhibitor or a COX-2
preferential inhibitor. This differs to
rofecoxib which belongs to the
pharmacotherapeutic group, M01AH
coxibs; it has no clinically meaningful
inhibition of COX-1 at therapeutic doses,
and is known as a COX-2 specific
inhibitor. The key consideration is how
COX-2 specificity or selectivity translates
into clinical outcomes. The key benefit of
COX-2 inhibitors over traditional
NSAIDs is in the significant reduction of
serious GI complications (which should be
distinguished from GI tolerability).
To date, no large outcomes studies with
serious GI events as the primary focus
have been conducted which demonstrate
that meloxicam significantly reduces the risk

of serious GI complications over traditional
NSAIDs. In contrast this has been
demonstrated for rofecoxib in the VIOXX
Gastrointestinal Outcomes Research 
trial (VIGOR).2

Therefore, we are concerned that the
title and content of this article may have
misled readers into concluding that
meloxicam is a COX-2 inhibitor that has
an improved GI safety profile over
traditional NSAIDs.

Jennifer Chu
Senior Medical Information Associate

Merck Sharp & Dohme
Granville, NSW
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Letters to the Editor
Letters are invited from anyone wishing to
comment on articles or issues relevant to
pharmacy. Letters should be no more than
300 words long. They can be emailed to
the Editor at andrew.daniels@psa.org.au or
mailed to the Editor, Australian Pharmacist,
PO Box 21, Curtin, ACT 2605.

Did you know?
The Better Medication

Management System has its own web
site at www.bmms.gov.au. People can
even email the BMMS team at
bmms@health.gov.au if they have
questions about BMMS. Another
government web site that may be of
interest has been recently redeveloped.
That is the HealthConnect web site at
www.healthconnect.gov.au

First program in PSA’s new Essential CPE Satellite
Lecture Series

8.00pm EDST, Tuesday 11 February 2003

All Rural and Regional satellite viewing venues, plus selected fringe metropolitan
sites and through the Health Channel.

The PBS, Past Present and Future
Presented by Emeritus Professor Lloyd Sansom,

Chair Pharmaceutical Benefits Advisory Committee

Plus pharmacy news, issues in generics and more!!!

60 minutes of high quality education information and news – not to be missed.

To RSVP, contact the PSA web site www.psa.org.au and register on line.

Look out for your special January mailing for more details on the entire 2003 lecture
series and a special offer for PSA members to subscribe to the Health Channel.

Remember – 2nd Tuesday of each month –
February to November – at 8.00pm PSA’s 2003

Essential CPE Satellite Lecture Series
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FlexPen® lets people with diabetes get on
with their lives
• Preferred by 4 out of 5 device users1*

• Voted “Very easy to learn” and “quick” to teach1*

• 3 out of 4 device users believed that FlexPen would
lead to greater compliance with therapy1*

START with NovoMix® 30 
Dual-release2

Fast and lasting control2-4

HbA1C ✔
Fasting Blood Glucose ✔
Postprandial Glucose ✔✔
Without increasing the risk of hypoglycaemia4
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It is now 25 years since the
pharmaceutical societies throughout
Australia formed the Pharmaceutical
Society of Australia (PSA). For many of
our members it may not be apparent that
their Society is
actually seven
separate legal
entities. Some of
those entities are
nearly 150 years
old and they all
have a very proud
and distinguished
history.

Recently, the
Presidents, Chief
Executive Officers
and Councillors of
PSA made what is
one of the most
significant decisions of the decade: they
agreed that the separate parts of PSA
should merge into a single legal entity.
Many members (if not most) already think
of PSA as a single body, and the main
difference that they will perceive will be
the greater level of service that a more
effective and efficient organisation will be
providing them.

Australian society is moving into a new
era. The ageing
population has
created many
challenges for
government policy.
It is pretty dry
reading but the
Intergenerational
Report looking at the
financial impact of
the federal
government budget is
very significant for
pharmacists. This report predicts that
under the current Pharmaceutical Benefits
Scheme, government pharmaceutical costs

will increase more than five-fold in the
next 40 years (from 0.6% to 3.4% GDP).
The ageing population is one driver of this
increase. A significant characteristic of the
baby boomers who are entering an age at

which
pharmaceutical
expenditures
might be
expected to
increase is that
many will be self-
funded retirees.
The expectations
and behaviour of
this group might
be very different
to the previous
generation.
I believe that this
generation is

going to be serviced by different models of
health care. I am absolutely certain that
pharmacists have a significant role in these
new models.

These new opportunities will not be
realised without very effective advocacy
and a truly unified structure for the
profession. The vision of a single and truly
unified structure is going to add
significantly to the power of this advocacy

and the ability to create
business plans
through from the
conceptual level to
the grass roots’
implementation and
support for new
practice models.

A structural
change of this
magnitude is going
to challenge both the
culture and

governance of some very proud entities.
A very thorough analysis of linkages and
governance structures will be needed but

‘The expectations and
behaviour of this group might 

be very different to the 
previous generation.

I believe that this generation is
going to be serviced by different

models of health care. I am
absolutely certain that

pharmacists have a significant
role in these new models.’

‘While the Society is
considering such a dramatic

change we can virtually start
with a blank sheet of paper

in considering a new
structure. We have the
opportunity to be very

innovative.’

63290 Pharm Society  19/12/02  7:03 PM  Page 4



Jay Hooper

there is no doubt that we will continue to
have substantial and vigorous operations
in the Branches and that they will
continue to have a vital role in delivering
services to members.

I am very aware of the major
challenges ahead as I was involved in the
capacity of President of the
Pharmaceutical Society of Australia
(Queensland Branch) in 1992 when we
last attempted a transition to a single
body. There are some very large barriers to
such an ambitious task, however, the
rewards are extremely attractive. I believe
that there is a time and place for
everything and now is the time for a
single entity. Our past experiences, the
commitment of the Society’s leaders and
the healthcare environment give me great
confidence in our success.

While the Society is considering such a
dramatic change we can virtually start
with a blank sheet of paper in designing a
new structure. We have the opportunity to
be very innovative. Now is the time for
the professional organisations to consider
the benefits and how a new structure can
satisfy the needs of their members.
There is currently a huge overlap of
membership and duplication of effort 
and costs.

It is an interesting time. I encourage
you to embrace the Society’s leadership in
this vision. The short term pain can really
be worth the gains. It is our vision that
there be a single professional organisation
by 2007.

Listed below are extracts from 
the national PSA office diary.

3 December: Meeting with NPS
Medicines Line in Brisbane. Bill Kelly.

4 December: Better Medication
Management System Development
Group in Melbourne. Peter Saunders.

4 December: The first meeting of the
National Working Group on the
Diversion of Precursor Chemicals in
Canberra. Kay Sorimachi.

4-5 December: Health Economics
Committee and Agreement
Management Committee meetings.
John Daffey.

5 December: GlaxoSmithKline meeting.
Jay Hooper, Bill Kelly.

6 December: PSA NSW Branch
Strategic planning day. Jay Hooper,
Peter Saunders.

9 December: National Executive
meeting in Canberra. Jay Hooper,
Charlie Benrimoj, Brian Grogan,
Peter Saunders, Bill Kelly.

10 December: Department of Health
and Ageing meeting concerning
Medication Assistance Service and other
issues. Jay Hooper, Peter Saunders,
Bill Kelly.

10 December: Mayne Health meeting
concerning practice support issues.
Jay Hooper, Brian Grogan,
Peter Saunders, Bill Kelly.

10 December: meeting of the Price
Information Code Regulatory 
Sub-group. Kay Sorimachi.

12 December: PSA Vic Branch Council
Meeting. Jay Hooper.

12 December: Sigma meeting
concerning Pharmacy Self Care.
Bill Kelly, Matt Ryan.

13 December: Health Insurance
Commission meeting concerning PBS
issues. Peter Saunders, Bill Kelly.

18 December: National Healthcare
Alliance meeting. Peter Saunders.

19 December: Health Insurance
Commission function. Peter Saunders.

20 December: Department of Health
and Ageing briefing in Melbourne. Brian
Grogan, Bill Kelly.

Australian Pharmacist
Peer Review Panel
Professor Carol Armour — 

University of Sydney (USyd).
Dr Parisa Aslani — USyd.
Associate Professor Patrick Ball — 

University of Auckland (Auckland).
Dr Gordon Becket — University of Otago

(Otago).
Professor Charlie Benrimoj — USyd.
Dr Sinthia Bosnic-Anticevich — USyd.
Professor Jo-anne Brien — USyd.
Peter Cabot — University of Queensland (UQ).
Dr Samantha Carmichael — UQ.
Dr Heather Cavanagh — Charles Sturt

University (CSU).
Associate Professor Bruce Charles — UQ.
Dr Tim Chen — USyd.
Chris Cutts — UQ.
Dr Andrew Davey — Otago.
Associate Professor Chris Doecke — 

University of South Australia (UniSA).
Deane Dight — ACPP
Michael Dooley — Monash University

(Monash).
Dr Stephen Duffull — UQ.
Greg Duncan — Monash.
Ruth Ferguson — Otago.
Kirstie Galbraith — Monash.
Associate Professor Andrew Gilbert — UniSA.
Catherine Gilbert — UQ.
Bruce Green — UQ.
Karen Jones — UQ.
Julia Kennedy — Otago.
Dr Philip Kerr — CSU.
Dr David Kong — Monash.
Dr Ines Krass — USyd.
Dr Lesley Lluka — UQ.
Dr Jennifer Marriott — Monash.
Dr Ross McKinnon — UniSA.
Dr Andrew McLachlan — USyd.
Natalie Medlicott — Otago.
Dr Robert Milne — UniSA.
Professor Roger L Nation — Monash
Dr Lisa Nissen — UQ.
Professor Ken Raymond — 

Latrobe University, Bendigo.
Dr. Craig Rayner — Monash.
Dr Sarah Roberts-Thomson — UQ.
Associate Professor Louis Roller — Monash.
Dr Fraser Ross — UQ.
Dr Libby Roughead — UniSA.
Dr Kath Ryan — Otago.
Professor John Shaw — Auckland.
Associate Professor Janie Sheridan —

Auckland.
Associate Professor Maree Smith — UQ.
Associate Professor Ieva Stupans — UniSA.
Dr Sue Taylor — USyd.
Professor Istvan Toth — UQ.
Dr Lexin Wang — CSU.
Paula Whitehead — USyd.
Dr Jenny Wilkinson — CSU.
David Woods — Otago.

PSA national
office diary
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NEWS
Briefs
NAPSA congress

The newly rejuvenated NAPSA will
hold its first congress at the end of this
month in Adelaide. The congress is
expected to attract more than 150 NAPSA
members. The program includes
presentations by more than a dozen
speakers. The congress is being held at the
University of South Australia’s City East
Campus from 25-31 January. More details
are available at the NAPSA web site,
www.napsa.org.au/adelaide03.

Product deletion
Mayne Pharma is discontinuing

dextromoramide (Palfium). According to
the company it has experienced difficulties
establishing a reliable supply of the active
pharmaceutical ingredient and has
therefore ceased manufacturing the drug.
Mayne expects current supplies to be
depleted by the end of May 2003.

EU recognises special nature 
of medicines

In October the European Union (EU)
adopted a report from the European
Commission for a review of EU
pharmaceutical legislation. In doing so, it
acknowledged that medicines require
special treatment to ensure that public
health is protected at all times. One
amendment that was adopted recognises
the guarantees provided by pharmacists, as
experts in all medicinal products, in their
responsibility for the supply of these
special products.

Rural pharmacy degree
The University of Sydney has

introduced a new Bachelor of Pharmacy
(Rural) at its Orange campus from the
start of 2003. According to Professor
Charlie Benrimoj, Dean of the Faculty of
Pharmacy, the new course will equip
graduates to handle the particular
challenges faced by pharmacists in rural
areas. Thirty places will be offered for the
first year of the four year course. The first
staff member appointed to the Orange
campus is Dr Sue Taylor, a Senior Lecturer
in Pharmacy Practice at Sydney University.

GPs prescribe less,
counsel more

Volume 22, Number 1, January 2003  6

GPs are prescribing fewer medications
for patients than four years ago, according
to the Australian Institute of Health and
Welfare (AIHW) report General practice
activity in Australia 2001-02.

The report also found significant
increases in rates of treatment with non-
steroidal anti-inflammatory drugs
(NSAIDs), typically used to treat arthritic
pain, and cholesterol-lowering drugs such
as statins, for patients with cardiovascular
disease. It showed that antibiotics,
cardiovascular and central nervous system-
related drugs were most frequently
prescribed by doctors. Antibiotics
accounted for four of the top 10
medications most frequently prescribed by
GPs, but the prescription rate for these
drugs had fallen from 17.3 to 14.5 per 100
consultations between 1998-99 and 
2001-02.

Overall, the problems most frequently
managed by doctors were hypertension
(nine per 100 consultations), upper
respiratory tract infection (6.2 per 100),
vaccination (4.7 per 100), and depression
(3.4 per 100). Dr Lynn Weekes, Chief
Executive Officer of the National
Prescribing Service (NPS), claimed the

reduction in prescribing could be partly
attributed to the NPS’s work.

She said, ‘Our antibiotic program has
been running for the past four years.
Our key messages for this topic are to use
less for upper respiratory tract infections,
such as otitis media and sinusitis, and to
use the correct types of antibiotics. It is
pleasing to see that our efforts are paying
off and there is a real decrease in the
number of antibiotics being prescribed.

‘We have developed a number of
resources that focus on NSAIDs including
COX-2 selective NSAIDs. The goals of
this program are to increase awareness of
the risks of these drugs and to ensure the
COX-2 selective NSAIDs are only used
for those patients who have the most to
gain from this drug therapy, that is, those
with higher gastrointestinal risk,’
Dr Weekes said.

New Medicines Australia CEO
Medicines Australia has appointed,

Kieran Schneemann, as its new CEO.

Mr Schneemann has been Chief-of-
Staff for the federal Finance Minister
Senator Nick Minchin for the past 
five years.

Mr Schneemann is thought to have
beaten a number of other high profile
contenders including former ACT Chief
Minister Kate Carnell and the Prime
Minister’s Social Policy Adviser 
John Perrin to secure the job.

According to a statement released by
Medicines Australia, Mr Schneemann
would bring a wealth of relevant
experience to the position, having been
one of the longest serving chiefs-of-staff

in the Howard Government. It said he
possessed a wealth of knowledge and had a
sound appreciation of the economic,
political and social environment in which
the pharmaceutical industry operates.

‘With both the carriage of the
Pharmaceutical Industry Investment
Program and the ‘Backing Australia’s
Ability’ initiative in science and
technology, Kieran played a vital
supportive role to the minister.’
Mr Schneemann will take up his position
at a time when the pharmaceutical
industry is fending off calls to cut the
$300 million pharmaceutical industry
assistance package. He takes up his
appointment with Medicines Australia on
1 February.
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New FIP president in the lead-up 
to FIP-PAC 2003

Biotech will change pharmacy practice
by Andrew Daniels

Biotechnology is poised have an
enormous impact on pharmacy practice,
according to speakers at the recent APSA
annual conference in Melbourne.

Australian Pharmacist consultant editor
and Curtin University Senior Lecturer, Jeff
Hughes, told delegates that in the post-
genomic era pharmacy practice would
inevitably be different, but how different
would depend on biotechnology’s ability
to fulfil its potential and the pharmacy
profession’s desire to change.

‘Pharmacists may well be involved in
offering highly specific screening tests to
patients at risk. Drug therapy will become
more efficacious and less toxic though
through the use of pharmacogenetic
profiling,’ he said.

Mr Hughes said pharmacists would
individualise patients’ drug therapy based
on their genetic thumbprint and could
even be entrusted with the job of choosing
the most efficient mode of drug

administration for new biotechnology
products.

University of Sydney Senior Lecturer,
Dr Ines Krass, said rapid advances in
biotechnology, where living systems such
as cellular enzymes were used to make
defined biological products, were poised to
have a major impact on pharmacy practice.
This would be through the introduction of
new and expensive pharmaceuticals.

‘These products which have the
capacity to target previously untreatable
diseases pose many therapeutic dilemmas
regarding their place in practice. Which
products should be listed in drug
formularies or be subsidised?’

Dr Krass said the need for information
about these more technical products was
usually very high given their special usage
requirements. Pharmacists could possess
the expertise to provide the information
and new services. This fitted well within

the paradigm of pharmaceutical care or
extended cognitive services, she said.

Mr Hughes said pharmacists would
take on the role of disease state managers
with the responsibility to evaluate cost
effectiveness of new biotechnologies and
to monitor and manage their toxicities.

‘The impact on community pharmacy
will be profound, possibly even more so
than on hospital pharmacy,’ he said.

Jeff Hughes

APSA Conference

In the lead-up to the combined FIP-
PAC 2003 congress in Australia, Jean
Parrot, of France, has succeeded Dr Peter
Kielgast of Denmark as the president of
FIP. The election took place at the 62nd

FIP World Congress in Nice, France,
in September.

More than 2,500 pharmacists and
pharmaceutical scientists from 95
countries attended the congress, which
boasted a program of more than 500
scientific sessions. The next FIP World
Congress will be held in conjunction with
PAC in Sydney from 4-9 September 
this year.

The main theme of the Sydney
congress will be: Developing a new
contract between pharmacy and society
(risk management and improving

outcomes). As part of the PAC
component of the overall congress, a
number of Australian pharmacy
organisations will arrange workshops.
These organisations will include the
Australian Association of Consultant
Pharmacists, Addiction Care, Australian
Institute of Pharmacy Management,
Australian Self Medication Industry,
Australian College of Pharmacy Practice
and Australian Association of Research
and Clinical Scientists. These workshops
will be held on 5 September. The PAC
presentations component will stream over
two days (6-7 September).

Stream 1—The changing pharmacy
role in the management of chronic
conditions–will introduce new concepts in
treatment of diabetes, asthma,
cardiovascular disease and

gastroenterology and the role pharmacists
can play. This program will feature small
interactive workshops.

Stream 2—Changes in drug
therapy–will introduce new therapies,
particularly those derived from gene
technology. This program will feature
small interactive workshops.

Stream 3—The changing expectation
of pharmacy–is an interconnected series of
symposia to consider how governments’
healthy policy changes affect pharmacy.
Symposia titles are: How health policy
changed pharmacy; How pharmacy took
advantage of these changes (the specifics);
The research that lead to these systems
and the research interwoven into these
changes; and practical applications, service
delivery and outcomes.
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A quarter of people in NSW keep 
out-of-date prescription medicines,
according to new research released by
NSW Environment Minister Bob Debus.

The research, conducted by Newspoll,
shows that 40% of people in NSW keep a
range of medicines after their ‘use by’ date.

Mr Debus released the research
findings on the first day of Return
Unwanted Medicines Week in December,
which was designed to encourage more
people to use the free medicine disposal
service offered by every pharmacy 
in NSW.

He said that while keeping old
medicines was a health risk, especially in
homes with children, unwanted medicines
disposed of inappropriately also posed a
risk to the environment.

‘The research shows that many people
in NSW are pouring unwanted medicines
down the sink (almost 10% or the
equivalent of 500,000 people) or flushing
them down the toilet (13% or 650,000
people). Around 50% (equivalent to 2.5
million people) dispose of them in the
household garbage.’

Mr Debus said people should not
assume that sewage treatment plants could
treat all substances contained in medicines.

‘When they’re flushed down the toilet
or sink many of these chemicals can end
up in our rivers and creeks where they
could harm aquatic life. With the support
of Return Unwanted Medicines,
pharmacies, GPs and community
organisations throughout NSW, the State
Government is funding an awareness
campaign to educate people about the
potential dangers associated with storing
unwanted or outdated medicines, or with
disposing of them the wrong way,’
Mr Debus said.

He said a 20% increase in the amount
of medicines being returned to pharmacies
across NSW since the Government’s
awareness campaign was launched in
October 2001 showed it has been
successful.

‘Over 70 tonnes of medicines have
been returned to NSW pharmacies during
the past 12 months, which means they
won’t pose a danger to people or the
environment,’ he said.

Encouraging the return of unwanted medicines

Researchers gather to compare notes

Over 70 tonnes of medicines have been returned to NSW pharmacies during the past 12 months.

About 300 pharmacists from academia
and industry gathered in Melbourne late
last month for the annual Australasian
Pharmaceutical Science Association
conference. Conference chairman, Roger
Nation told Australian Pharmacist the
main theme for the 2002 conference was
the impact of the biotechnology revolution
on the discovery development and clinical
use of drugs.

He said two new initiatives had also
been included in the conference, these
were: a new investigator symposium as
part of the pharmacy practice stream; and
a final symposium at the end of the
conference where the two streams,

pharmacy practice and pharmaceutical
sciences came together.

‘The invited participants in this
symposium will grapple with a topic of
major significance, namely the social and
economic implications and ethical
challenges presented by the biotechnology
revolution.’ Mr Nation said the conference
also provided an opportunity for students
to present their research in a non-
threatening environment.

Prize winners were: Brigette Traversa
and Jiping Wang (joint winners of the
Pharmaceutical Sciences Poster prize);
Lyna Irawati (winner of Pharmacy

Practice Poster prize); Alison Roberts
(winner of Pharmacy Practice Podium
prize); Dr Anthony Lucas (winner of the
Pharmaceutical Sciences Podium Prize).
In the coming months Australian
Pharmacist will publish abstracts of the
winning posters and presentations.

Incoming APSA President Sue Charman presents
Brigette Traversa with her award.
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Increasing QCPP accreditation levels
and the number of pharmacists doing
Home Medicines Reviews (HMRs) top
Minister for Health and Ageing Senator
Kay Patterson’s list of key issues facing
pharmacy this year.

The Minister told Australian
Pharmacist that pharmacy also needed to
increase its interaction with the Divisions
of General Practice. However, she
recognised that it had to be a two-way
communication and while in some
divisions this communication was
effective, in others it was not.

‘I think there are more and more ways
in which there can be cooperation in terms
of delivering preventive health messages.

‘When you look at the
Intergenerational Report it looks sort of
ok until about 2011-2 and then it’s a steep
hike up. And we’ve got that period of time
in which to educate the public about the
fact that we will not always have a pill or a
potion to fix something or that sometimes
pills are a second line,’ she said.

‘We’ve got a window to say how we are
going to actually ensure we can still deliver
a health service which is affordable and
sustainable into the future, with an ageing
population and a youth population that is
going to have problems if we don’t do
anything to address these issues.

‘And they’ll be converging, so I think
pharmacists will have an ever increasing
role. I see one of the ways of that
happening is by a much greater
communication between the pharmacist
and the GP, especially through the
Divisions (of General Practice). It takes
two to tango,’ she said.

In November at a speech to the annual
Pharmacy Guild dinner at Parliament
house in Canberra, Senator Patterson said
that the uninitiated might not see the
Third Community Pharmacy/Government
Agreement as one of the contributors to

improved health but it
had. The Quality Care
Pharmacy Program was
the foundation for
pharmacists playing a
greater role in health care
and prevention–providing
support to their
communities was a high
quality way.

‘We have a target of
4,000 (QCPP accredited)
pharmacies by 2003 and it
depends on the leadership
of us all whether we
achieve that goal or not.

Home medicine
reviews

‘A further example of
the positive outcome of
the Agreement is the
Home Medicines Review.
As you all know, I am very
committed to this
initiative–this is about
achieving better health
outcomes through partnerships with the
prescriber, the pharmacist and the patient,’
she said.

Senator Patterson said that the real
effect in terms of reducing hospital
admissions, falls and other adverse
outcome as a result of the more than
10,000 Home Medicines Reviews already
undertaken over the last 12 months would
never be known.

She later told Australian Pharmacist
that at some stage some research into the
effect of HMRs might have to be done,
but the impact of HMRs should not be
under-estimated.

‘You know I had a pharmacist come up
and actually grab me at the airport and say
“I’ve just done my first HMR and I can’t
believe how important it was.” ’

QCPP
In the case of QCPP, Senator Patterson

said it was about delivering better service,
about setting standards across all
pharmacies and about getting quality into
the way in which pharmacy is delivered.

‘I think it makes it more accountable
too because you have that accreditation
process. The more pharmacists are
accredited the more it maintains their
credibility,’ she said.

Senator Patterson went on to say that
the more pharmacists were accredited, the
more likely they were to maintain
standards and the more likely they were
not to have people saying, ‘Well why aren’t
the supermarkets doing it?’ (selling S2 and
S3 medications).

‘There’s got to be evidence that there’s
value added. I think that accreditation

In November, Australian Pharmacist Editor Andrew Daniels spoke to the Minister for Health and Ageing,
Senator Kay Patterson, about what she believed were the key issues facing pharmacy in 2003.

Senator Patterson at the launch of the Online Wound Care Program in
Melbourne recently.
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makes sure staff are alert that it is not just
the pharmacist but the whole pharmacy
and the way that pharmacy delivers 
its service.’

Senator Patterson dismissed talk about
a Fourth Agreement, preferring to
concentrate on the Third Agreement.

‘I don’t know why everyone’s talking
about the next agreement. I’m interested
in the next agreement but let’s make this
agreement work. We’re in the middle of
this agreement. Let’s get through this
agreement and the mid-term assessment
before we talk about the next agreement.
It’s a five-year agreement and we’re two
and a half years into it.’

The PBS
The Minister said that the PBS was

not only about saving on the bottom line.
It was also about making sure the best
outcomes were achieved.

‘I said last night (at the Pharmacy
Guild dinner) that we get the best
outcomes that money can buy with the
huge amount we’re spending on it. $4.8
billion is an awful lot of money.

‘The PBS is most probably the best
system in the world but it is not going to
survive if people don’t look after it. I’m
talking about everybody looking after it,’
she said.

‘Statins, the most commonly prescribed
medication on the PBS, cost $20 per
person per month. We did some focus
group work at the beginning of this year
and the people had no comprehension.

‘I happened to be in Bali last week,
unexpectedly, and I was at an international
clinic that an Australian set up and we
were chatting.

‘He said, “People come in here. They’ve
forgotten their statins or they’ve forgotten

some medication. They go absolutely
ballistic and say we’re ripping them off
when they have to pay for it. They can’t
believe it costs that much. And,” he said to
them, “you don’t believe it because you
don’t realise how much your medication 
is subsidised.”

‘That was an interesting spontaneous
comment from someone outside the system.’

Prevention
Senator Patterson was also enthusiastic

about pharmacy’s role in spreading
preventive health messages in the
community. She called prevention the
fourth pillar of Medicare.

‘Prevention is absolutely vital ... we’ve
got smoking down to below 20%.
Pharmacy has been a part of that.
Pharmacy’s been part of diabetes;
pharmacy has been involved in many
ways. People go to pharmacists, often it’s
their first port of call.

‘I think it’s a really important message
that we’re going to expect higher and
higher tech responses, we’re going to
expect very expensive medications and
procedures. If we’re going to be able to
afford those we have to have people as
well (healthy) as possible.

‘It’s no good just extending life, then
we have people living a life which is
immobile, where you can’t get around,
your quality of life is reduced. What you
need to do is increase life and reduce
chronicity. That’s really the goal, a better
quality of life for a longer period of time
so you’re not wheezing with emphysema,
you haven’t got chronic obstructive airways
disease, you’re not struggling because your
knees are gone because you’re overweight.’

‘It’s a challenge because if you lose your
mobility you lose your ability to get out
and about, your quality of life decreases,
you’re more likely to get sick.

‘It’s a bit of an ideal but you have to
aim for ideals,’ she said.

The coming year will be a busy one for PSA
as it gears up to meet the emerging challenges 
of 2003.

PSA National President Jay Hooper’s list of
priorities for 2003 was similar to Senator
Patterson’s in that he saw HMRs and QCPP
accreditation as key issues for this year. He said
pharmacy’s performance in seizing the
opportunities presented by the Third Agreement,
such as HMRs, would be a central theme for
pharmacy. ‘The availability of accredited
pharmacists is an issue. Increasing the number of
accredited consultant pharmacists and developing
resources for them will be a major focus.

‘By the end of the year there should be 4,000 pharmacies QCPP-accredited and
PSA will play a vital role nationally in providing support services [in the QCPP
process],’ he said.

Mr Hooper said the recently announced agreement for PSA to move from
being a federation to a true branch structure would enhance effectiveness and
efficiency in delivering results from the opportunities presenting with the new
health care models.

‘PSA is playing a vital role in developing the future for pharmacy and actively
participating in developing propositions for a Fourth Agreement,’ he said.

Jay Hooper

PSA encourages accreditation
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Canberra commentary
with Mark Thornton

New year same issues same faces
So we come to the end of another

annus horribilis scarred by terror, drought,
higher taxes and less welfare for the poor.

Looking ahead to 2003, it is
frightening to think that we might just
get more of the same. But we will.

Yet whatever you think of the federal
government and its willingness to strut to
the choreography of President Bush, it
appears to have a handle on domestic
economic management and is doing its
best to spend wisely on our health,
particularly by focussing where possible
on the need to prevent bad health
happening in the first place–what it calls
the Fourth Pillar of Medicare.

It is fortunate to have Kay Patterson, a
Minister with considerable knowledge of
her portfolio, in charge of health.
Her efforts alongside those of the PBAC
to get its decisions about drug listings
made public, due to happen mid-year,
must be heartily applauded.

Perhaps that is the one of key issues of
this year–transparency of the committee’s
deliberations that will make it not only
the engine room of the best PBS in the
world but the most credible one too.
That, and a shift in the paradigm with
which the PBAC tackles these issues.

‘We’ve tried and we are still trying to
break down the barriers with industry but
with the government we are working in
the same direction in a frank, open
manner to achieve the best outcomes,’
PBAC chair Lloyd Sansom told this
column. ‘But the pie, though worth 
$4.8 billion, is limited. The challenge for
2003 will be to maintain equity across the
Australian population.’

However, he foresees difficulties with
some biotech drugs where data about
their efficacy is limited. For such drugs
the committee will have to rely more on
projections, with all the uncertainties
those entail.

For Senator Patterson the issues are
increasing Quality Care Pharmacy
Program accreditation levels and the need
for pharmacists to interact more with the
Divisions of General Practice. This is a
relationship she concedes could be
happier though its outcomes, notably
through the Home Medicines Review, are
surely only good ones.

She sees the QCPP as a new channel
through which community pharmacists
can play a greater role in health care and
prevention and wants 4,000 to become
accredited by next year. Credibility of the
system is again a key word.

Mark Thornton is a member of the Federal
Parliamentary Press Gallery. Any opinions
expressed are not necessarily those of PSA,
its council or staff.
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Backgrounder Community pharmacy–the first port 
of call for smoking cessation

by Professor Peter Carroll

As health care professionals,
pharmacists should never forget
that cigarette smoking is the

greatest single cause of preventable death
in Australia today with more 50% of
regular smokers dying from smoking
related diseases.1 Smoking in the
presence of children is also a major form
of child abuse. Thus, any part that
pharmacists can play in helping people to
quit will greatly contribute to the overall
health of the community.

When you consider that most
attempts at quitting end in failure2 and
that a Cochrane review clearly concludes
that advice from healthcare professionals
is an effective intervention,3 it is
surprising this message is not more
prominent in our efforts to reduce overall
smoking rates.

Simply raising the subject of smoking
and discussing it for as little as three to
five minutes effectively promotes
cessation.4 We must realise, however, that
it is very important to match our
intervention to the smoker’s current
desire to quit, e.g. it is of no use to offer
nicotine replacement therapy (NRT) to
someone who is not contemplating
quitting. The best intervention in this
situation is to highlight the negative
aspects of smoking in a supportive way,
provide appropriate literature and offer to
discuss the issue further at the 
smoker’s convenience.

It seems to me that the task of
helping smokers to quit is just as
important in public health terms as our
ongoing attempts to discourage young
people from taking it up.

Australian smokers appear to be
trying to quit in great numbers, and if
pharmacists can increase success rates by
providing tailored support and
encouraging the use of effective cessation
aids, we can have an enormous positive
public health impact.

So what works in smoking cessation
and what is the most appropriate role for
community pharmacy?

Let us review some evidence on the
efficacy of various interventions and then
come back to the role of Australian
pharmacists.

How much does professional
assistance contribute to
successful quitting?

The Cochrane study notes that simple
advice from primary health care
professionals has been studied in 31 trials
involving more than 26,000 smokers in
settings as varied as GP surgeries,
hospital wards, outpatient clinics and
workplaces. The review found that brief
advice significantly improved quit rates
(odds ratio of 1.69).3

There is also clear evidence of the
added efficacy of some support programs,
such as telephone support, in helping
smokers to quit. The Cochrane review 
of six trials where patients received
proactive calls from a counsellor, and 
one study of reactive calls, concluded 
that telephone support can improve
success rates.3

These support programs are readily
available and as a profession we should
ensure that smokers know that they exist
and that they can help to improve their
chances of quitting.

One of the challenges facing our
tobacco control efforts in general, and
community pharmacy in particular, is to
encourage smokers to think differently
about these support services and smoking
cessation aids.

A report released in 2001 confirmed
that a negative attitude toward support

services and cessation aids can act as a
substantial barrier to successful 
quit attempts.5

The report suggested that many
smokers regard cessation aids as a crutch
for weak people, rather than an aid for
those who have really made up their
mind to quit.

Our challenge is to act as advocates
for assisted quitting. The evidence is
clear that this gives our smoking
customers their best chance of long 
term success.

Nicotine Replacement
Therapy (NRT)

The Cochrane review is crystal clear
in its recommendations regarding
NRT–‘all forms of nicotine replacement
therapy are effective’.3

The odds ratios from the Cochrane
meta-analysis show that NRT (gum,
patch, and inhaler) approximately
doubles the chances of quitting over cold
turkey (odds ratio 1.71).

There is also some recent good news
on the nicotine lozenge, with Shiffman
and his colleagues reporting odds ratios
of 2.14 and 2.69 for 12 month abstinence
using the 2mg and 4mg lozenges
respectively.6

In addition, while bupropion is
effective in increasing quit rates, the
National Prescribing Service (NPS) has
recently recommended that ‘NRT is
preferred as first line drug therapy unless
contraindicated’ and that ‘NRT has a
more favourable benefit/risk profile 
than bupropion’.4

Clearly the range of NRT products
available in pharmacy is central in
helping customers to quit for good.
We are past debating whether or not they
are effective. When used appropriately,
i.e. as an aid to smokers who are
committed to quitting, they significantly
improve the chances of success.

‘There is also clear
evidence of the added efficacy

of some support programs,
such as telephone support, in

helping smokers to quit.’
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Backgrounder Community pharmacy–the first port 
of call for smoking cessation (continued)

The role of the pharmacist
A few years ago I was fortunate

enough to be involved in the first ever
controlled study to investigate the role of
Australian community pharmacists in
helping people to quit smoking.1

The study showed impressive success
rates among those smokers who used
nicotine patches combined with
counselling from the pharmacist.

The study involved 20 pharmacies in
the Sydney, Wollongong and Central
Coast areas of NSW and monitored the
progress of 127 heavy smokers who had
smoked on average for approximately 
25 years.

The study showed that around one in
five (18.9%) of those enrolled in the
study were smoke-free at six months, as
measured by breath tests for carbon
monoxide levels and confirmed by self
report. This result is comparable to
studies which have looked at support
from GPs for people trying to quit and is
approximately twice the success rate that
could be expected from smokers going
‘cold turkey’.

I think the results of the study
confirmed the evolution of community
pharmacies into accessible venues for
effective quit smoking support.

It is often easy to forget that not so
long ago nicotine patches were available
only on prescription. The move to having
nicotine patches available through
pharmacy without a prescription, and
promoted with direct-to-consumer
advertising, has positioned pharmacists as
the front line health care professionals
when it comes to helping smokers quit
the habit.

The pleasing thing about the
pharmacy study was that it showed
pharmacists were more than capable of
responding to this challenge.

I said when the paper was first
published, and I still believe it now, that
all smokers in the community should

think of their local pharmacy as a ‘quit
smoking centre’. As community
pharmacists it is our responsibility to be
proactive in our attempts to get smokers
to at least consider the benefits of
quitting and, when they are committed
to quitting, to maximise their chances of
success by offering professional
counselling and, when appropriate, NRT.

The opportunity for
pharmacists

The New Year is an important time to
be focusing on issues related to smoking
cessation.

Australian pharmacists have been
given a unique responsibility in regard to
the management of Pharmacy Only and
Pharmacy Medicines. It is a responsibility
we must continue to earn, especially in
the area of smoking cessation.

All of the evidence is on our
side–interventions from pharmacists help
smokers get better results, pharmacy only
NRT products have a mountain of
evidence to support their efficacy and
community pharmacists are respected
and trusted by the community.

A major challenge for pharmacists
practising today is that we are time poor
and it is sometimes difficult to find the
time to offer the professional service we
aspire to. As professionals we must do
what is going to be most effective in the
available time. I suggest that when it
comes to counselling patients about
smoking cessation we should consider
the following points:

1. Encourage those smokers who are
not contemplating quitting to
consider the benefits of quitting and

have literature available to support
this message.

2. Be supportive and enthusiastic about
each quit attempt and offer
professional support, which includes
counselling about behavioural
changes and coping strategies to deal
with trigger factors likely to lead 
to relapse.

3. Ensure any NRT recommended will
best match the smoker’s needs and
offer behavioural and professional
support as above.

4. Encourage smokers who are
committed to quitting to set a 
‘quit date’.

5. Make sure that all patients are aware
of the behavioural support programs
available with different products.

Professor Peter Carroll is Dean of the
Australian College of Pharmacy Practice.
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‘All of the evidence is
on our side–interventions

from pharmacists help
smokers get better results ...’
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reductions in cholesterol may help lower the risk 

of heart disease. So now your Metamucil customers

will not only be regular, they’ll also be regularly

looking after their heart.

M E TA M U C I L  H A S

N OW  B E E N C L I N I C A L LY

P R OV E N TO  

R E D U C E  C H O L E S T E R O L .1

Good for 
your stomach.

Smart for 
your heart.

CONSUMERS SHOULD CONSULT THEIR DOCTORS BEFORE USING METAMUCIL TO LOWER CHOLESTEROL.
REFERENCE: 1. Bell LP, Hectorne K, Reynolds H, Balm TK, Hunninghake DB. Cholesterol-lowering effects of psyllium hydrophilic mucilloid: Adjunct therapy to a
prudent diet for patients with mild to moderate hypercholesterolemia. JAMA 1989; 261:3419-23. Brown L, Rosner B,Willet WW, Sacks FM. Cholesterol-lowering
effects of dietary fiber: a meta-analysis.Am J Clin Nutr 1999; 69:30-42. Food and Drug Administration. Food Labeling: Health Claims; Soluble Fiber from Certain
Foods and Coronary Heart Disease. Final Rule. 63 Federal Register 32: 8103-8121. February 18, 1998. Procter & Gamble Australia Pty Limited. 99 Phillip Street
Parramatta NSW 2150. ® Metamucil is a registered Trademark of the Procter & Gamble company. PGM0002C Medicus Sydney. www.metamucil.com
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An online resource that gives
healthcare providers the latest information
on how to best manage patients with
wounds was launched by Monash
University and the Federal Minister for
Health, Senator Kay Patterson, recently.

The Online Wound Care Program is
the first of its kind in Australia and is
freely available to GPs, pharmacists,
podiatrists, veterinarians, nurses and allied
health professionals who want to further
develop their knowledge and skills in
wound care.

Paul Loughran, director of the Centre
for Continuing Education, part of
Monash University’s department of
pharmaceutics, said the online wound care
program would particularly benefit health
providers in rural, remote and isolated
communities.

‘Health care needs in the area of
wound care have undergone massive
change over recent years. Advances in
wound dressings, growth factors and skin
substitutes have been driving the
development of the Online Wound Care
initiative.

‘It’s important that health care
providers right across Australia have access
to this latest information so they can give
their patients the best possible treatment,’
he said.

The program will also benefit
veterinarians who treat acute and chronic
wounds in companion animals and
thoroughbred and exotic animals housed
in zoos around Australia.

Dr Helen McCracken, senior
veterinarian, Zoos Victoria, said the

wound management program would help
vets better understand how to treat
wounds, aiding wound healing and
animals’ return to function.

Information on the website currently
covers wound healing and repair, phases of
wound healing and factors affecting
wound healing.

Over the next two years information on
wound assessment, wound products,
managing burns, scars and acute and
chronic wounds, dermatology and
reconstructive surgery will be added.

Content for the website has been
developed by the Monash Wound Care
Consortium which involves Monash
University, the Wound Foundation of
Australia, the National Ageing Research
Institute, the University of Melbourne and
La Trobe University.

The Online Wound Management
Program can be accessed at
www.pharmace.vic.edu.au.

Contact your branch
New South Wales Branch
President: Warwick Plunkett
Branch Director: Maxine Goodman
82 Christie St
ST LEONARDS NSW 2065
PO Box 162
ST LEONARDS NSW 1590
Tel: (02) 9438 1833
Fax: (02) 9436 2139
Toll Free: 1800 677 081
email: psansw@hcn.net.au

Victorian Branch
President: Valda Comber
CEO: John Ilott
381 Royal Parade
PARKVILLE Vic 3052
Tel: (03) 9903 9584
Fax: (03) 9903 9585
email: psa@psavic.com.au

Queensland Branch
President: Peter Mayne
Branch Director: Bill Hartjes
Unit 2 Crown Court
1 Crown Street
WOOLLOONGABBA Qld 4102 
PO Box 8171
WOOLLOONGABBA Qld 4102
Tel: (07) 3844 4900
Fax: (07) 3846 3811
email: billh@psaqld.org.au

South Australian Branch
President: Grant Kardachi
Branch Director: TBA
109 Greenhill Road 
UNLEY SA 5061
Tel: (08) 8272 1211
Fax: (08) 8272 7925
email: sa.branch@psa.org.au

Tasmanian Branch
President: Mary Collins
Branch Director: Maria Cantillon
(9 am-12 noon Mon Tue Thu Fri)
161 Campbell Street
HOBART Tas 7000
Tel: (03) 6231 2636 
Fax: (03) 6231 2669 
email: psatas@netspace.net.au

Pharmaceutical Society of 
Western Australia
President: Kevin McAnuff
Registrar: Bob Brennan
21 Hamilton St
SUBIACO WA 6008
Tel: (08) 9388 2886
Fax: (08) 9388 2940
email: pcwa@iinet.net.au

STATE NEWS

Guide to wound management
now available online
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L-R: Professor Colin Chapman, Dean of Pharmacy,
Monash University; Paul Loughran, Director of the
Centre for Continuing Education holding a
wounded tortoise and Geoff Sussman, Director of the
Wound Education and Research Group.

PSWA’s annual seminar
The Pharmaceutical Society of

Western Australia’s 2003 annual seminar
will cover the topic Sugar ‘n’ Spice: Diabetes
and thyroid at Burswood Convention

Centre on 4 May. Registration
information will be distributed in the
Februay 2003 issue of Rescript, the state
body’s newsletter.
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Medal of excellence
STATE NEWS

Three Pharmacy Practice Medals of
Excellence were presented at the University
of Sydney Pharmacy Practice Foundation
Governor’s dinner in late November.

The medals were presented to the
winners by Maurice Renshaw, Vice
President of Pfizer.

The Merck Sharp & Dohme (Australia)
Medal of Excellence in Pharmacy Practice
which is awarded to a pharmacist working
or voluntarily involved in an official
organisation who made a major
contribution to Pharmacy Practice was
awarded to John Bronger, National
President of the Pharmacy Guild.

The Aventis Pharma Medal of
Excellence in Pharmacy Practice which is

awarded to a pharmacist who has made a
major contribution to pharmacy practice
was presented to Robert Crane and Ben
Wilkins, the partners in Crane’s Pharmacist
Advice Pharmacy at Forster.

The Pharmacy Practice Foundation
Industry Medal of Excellence is awarded to
a person working in Industry who made a
major contribution to Pharmacy Practice.
The winner was Carolyn Winkler, Medical
Marketing Manager–Asia Pacific at
Pharmacia Australia.

Project examines MMS effectiveness in transfers to nursing homes
A project is underway to examine the

effectiveness of a medication management
service for older adults facing first-time
transfer from acute hospital care setting to
residential care within the southern region
of Adelaide.

The SANFAC project—Southern
Adelaide Network for Aged Care—involves
five organisations: Repatriation General
Hospital, Flinders Medical Centre,
Noarlunga Health Service, Southern
Division of General Practice and Southern
Domiciliary Care and Rehabilitation Service.

It has been funded through the National
Demonstrations Hospital Program IV.

Project Officer for the medication
management project, Lisa Spurling, said the
study would involve a total of 100 patients,
half as a control group.

The aim was to compile timely,
comprehensive information that would pass
across the interface between acute care and
residential care when patients were first
transferred.

‘We’re trying to reduce medication-
related problems and re-admissions to
hospital through improved communication,’
Ms Spurling told Australian Pharmacist.

The trial has been running since July
and patient enrolment is expected to filled
by May 2003. Each participant is an
inpatient of Flinders Medical Centre,
Repatriation General Hospital or

Noarlunga Health Service, who has had
prior assessment to ‘high’ or ‘low’ care.

The focus of the Regional Medication
Management Service intervention is on
coordinating:

• Effective and timely communication
across the critical hospital-residential
care interface

• Timely collaboration with community
health care providers in the residential
care setting

• The linking network between existing
services in the hospital, residential care
and community settings

• Medication management services on
discharge from hospital and in the
residential care setting to all patients
in the intervention group to improve
quality of care.

The goals are to provide:

• An Interim Discharge Summary
communication within 24 hours of
transfer to the facility

• Reasons for admission, an admission
diagnosis, allergies and sensitivities

• A comprehensive list of patients’
medications at the point of discharge
signed by RMO

• A list of all changes to the medication
regimen made during hospitalisation

• Factors relating to medications
requiring attention within two weeks
of discharge

• A prompt medication management
service for all new residents by an
accredited pharmacist within two
weeks of transfer

• A case conference involving the
resident’s GP, pharmacist, nurse,
residential care staff and other health
care professional as required within
four weeks of transfer.

Excellence award winners, (left to right) John
Bronger, Carolyn Winkler, Robert Crane and 
Ben Wilkins.

Interest in enrolments for the Bachelor
of Pharmacy degree at the University of
Queensland (UQ) is at an all-time high
this year.

School of Pharmacy head Professor Sue
Tett said Queensland Tertiary Admissions
Centre statistics showed that first
preference applications for entry in 2003
were 525 (compared with 477 at the same
time for 2002 entry, 406 for 2001 entry).
All preference applications were running
at 1193 (compared with 1068 and 826).

‘This is good news,’ Professor Tett said.
‘It should be another excellent batch 
of students.’

UQ is expected to reduce first-year
student positions across all faculties in 2003
and the School of Pharmacy is believed to
be enrolling about 150 students.

Interest in UQ pharmacy
at an all-time high
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Homocysteine—the missing link?

omplementary medicinesC by Dr Ian Brighthope

How would you like to dispense a
drug that could save 22,000 lives
over 10 years? Well, if a recent

American study holds true for Australia,
you already do. The study, published last
year in the Journal of the American Medical
Association1, was an investigation on
treating all patients with known coronary
heart disease with substances to reduce
their blood homocysteine levels. The
results were staggering–simply by reducing
homocysteine levels, 310,000 lives over 10
years could be saved in the United States.
More on that ‘drug’ later.

The role of homocysteine in heart
disease provides the ‘missing link’ to our
understanding of the disease. It may
explain why some people have
cardiovascular disease, when their known
risk factors are low. It also may explain the
‘French Paradox’, where people who eat a
traditional French diet, with higher levels
of saturated fat, have quite low rates of
heart disease. What we do know is that an
elevated plasma total homocysteine
concentration does not just increase the
risk of cardiovascular disease, but that this
association is causal.2

What we do not know is exactly how 
it works.

Homocysteine is a metabolic by-
product in the tetrahydrofolate cycle–an
intermediatory in the demethylation of
methionine, and also in the production of
cysteine. A number of hypotheses have
been suggested to explain its role in
cardiovascular disease, and more than one
of these may be correct. One theory is that
homocysteine causes cholesterol to
oxidize, which is damaging to the arteries,
and another is that high homocysteine
levels increase blood clotting.3

Exciting new areas of research are
continually opening concerning
homocysteine. Small trials have shown

that breast cyst fluid is significantly higher
in homocysteine than plasma levels, and
women with these cysts have a higher risk
of breast cancer.4 We also know that
invasive cervical cancer risk is significantly
elevated for women with high
homocysteine.5 Looking ahead into the
future, I can see homocysteine levels
becoming a routine test performed
probably more often than a cholesterol
test, and an accepted risk factor for not
only cardiovascular disease and cancer but

infertility, dementia and anything else that
may include an element of the
inflammatory process. Homocysteine is a
simple, fasting blood test done by all the
major laboratories–the technical aspects
that made this a difficult test to perform
have been long resolved. While the
reference range is normally between five
and 15mmol per litre, the American Heart
Association recommends a homocysteine
level of less than 10mmol per litre.

And the therapeutic substances that
you can dispense to reduce homocysteine?
The vitamins B12 and folic acid. Regular
supplementation with vitamin B12 and
folic acid has been calculated to reduce the

risk of coronary heart disease by 40%.6

This also supports the theory of the role
of homocysteine in cancer, because we
already know that dietary folate is
inversely associated with cancer risk,
particularly breast cancer.7 Pharmacists
have a unique ability to directly impact
people’s health in this area–when you fill a
script for a statin, ask your customer what
their homocysteine level is. A good quality
multivitamin containing 400mcg of folic
acid, and a sublingual B12 tablet (B12 is
better absorbed sublingually than orally)
will slash their risk of a whole host 
of diseases.

Dr Ian Brighthope is president of the
Complementary Healthcare Council of
Australia and president of the Australasian
College of Nutritional and Environmental
Medicine. He is also Managing Director 
of Nutrition Care Pharmaceuticals,
Nutrisearch Australia and Biocentres
(Australasia).
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‘... I can see
homocysteine levels becoming

a routine test performed
probably more often than a

cholesterol test, and an
accepted risk factor for not
only cardiovascular disease
and cancer but infertility,

dementia and anything else
that may include an element
of the inflammatory process.’
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Herbal remedies are fascinating
things, not only for their
historical connotations and

development, and their obvious uses as
softer options in the treatment of health
conditions and many diseases, but also in
the matter of the recommended doses.
I have written about this before.
For example, puzzling over the merits of
introducing apparently very low doses of
herbal extracts into poly-herbal
formulations such as those for menopause.
I have asked the question whether such
doses are potent enough even for a herb
with established efficacy.1 As Geoffrey
Rush oft-repeated in that excellent film
Shakespeare in Love, ‘it’s a mystery’, and it
is just that.

At this juncture, let me introduce
myself–Dr Bob–61 years old this year and
78 kg, a reasonable body weight for my
height, 180 cm. Should I take an aspirin
for a headache, the recommended dose
would be 300-600mg every three to four
hours, or even more. Let us suppose I take
aspirin throughout the waking day, I could
be taking four doses, totalling up to 2.4g
or even more. Now, I seem to be able to
handle aspirin all right, and it is a
molecule that undergoes facile and ready
biotransformation in me, especially to

salicyluric acid, as I have proved in many
pharmaceutical chemistry classes over 
the years!

Similar considerations could be levelled
at paracetamol, when I could consume
500-1,000mg per dose to a maximum, say,
of eight tablets per day, a total of up to 4g.
Now in anybody’s language that’s an awful
lot of pure drug, but it’s effective and
provided we do not move into a chronic
abuse situation we can handle that amount
over the short-term of a minor health
condition. This all assumes I have a
healthy, metabolising liver, of course.
In fact, we recommend that patients with
chronic pain take 4g of paracetamol daily
on a regular basis for weeks, months and
even years. The issue would be to exceed
that recommended daily dose. However 
I will stay with my original intention to

consider how many single pure chemicals,
and additionally, often foreign to our
system, do we consume in such large
amounts on a daily basis?

I should add that I am well aware of
many aspects of drug action at the
molecular level, the nature of enzyme and
receptor sites, their interactions with drug
molecules in both specific and physico-
chemical non-specific mechanisms and the
concepts of specificity, affinity, efficacy and
the like–I lectured on those subjects for
some 30-odd years.

Look at the use of a herb such as 
St John’s wort. Let us suppose I take one
tablet of an extract equivalent to
approximately 2000mg dried herb, I can
expect to be consuming a stated dose of
903.2-1129 mcg (i.e. 0.9–1.13mg)

hypericin, an acknowledged effective bio-
active compound in the herb.2 Should I
double the dose, which I am safely able to
do? I will be only consuming not more
than about 2.26mg of active compound.
I appreciate that other compounds such as
hyperforin have also been identified as
active, but the fact still remains, that the
amount of active compound in this simple
herb is very small, and yet apparently
effective both as a selective serotonin
release inhibitor (SSRI) and potentially
able to interfere with enzymes capable of
biotransforming other drugs.

Now looking at fluoxetine
hydrochloride as a conventional SSRI,
available say as 20mg tablets, I can
commence with 20mg daily, and increase
to 40mg after several weeks, and even
increase further, as required to a maximum

The mighty motes–pharmacological phenomena?

Illustration by G
iacom

a Spiluttini

erbal medicines
by Dr Bob LongmoreH
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dose of 80mg daily. Hmmm–80mg per
day compared with about 2.26mg
hypericin to achieve a similar effect! 
Is it that hypericin is far more potent than
fluoxetine, based on receptor affinity? 
It is a possibility and a good one at that,
however surely the same argument should
then apply in a similar fashion to all high
potency herbal constituents taken for so
many different health conditions.
Does that become too great a generalisation,
even too difficult to swallow?

Other commonly used herbs present in
a similar fashion–that while the dose taken
may represent an extract from several
grams of dried herb equivalent, the actual
amount of active constituent is small to
very small, and yet effective. And this after
all the typical pharmacokinetic pitfalls
awaiting any drug taken orally 
i.e. ingestion, absorption, distribution,
tissue sequestration, biotransformation and
excretion. Perhaps my amazement is
somewhat motivated by naivety, but how
can it be that we see so small a dose of
herbal active constituent often displaying
so profound an effect?

Modern pharmacology has identified
cascade systems of receptors and enzymes
able to amplify the actions of very low
concentrations of absorbed drug in the
blood stream to generate major
physiological consequences from changes
in second messenger hormones such as
adenosine triphosphate (ATP) and
guanosine triphosphate (GTP) and the
like. Does this infer that herbal
constituents often act more in a specific
than a general fashion, docking on to
highly sensitive protein surfaces involved
in important enzymes or ion channels?

An answer may be found by looking at
certain marine toxins,
such as tetrodotoxin
from puffer fish and
ciguatoxin from reef
fish, that also act in
very low dose by
blocking specific ion
channels in sensitive
biological membrane
structures. There is
that word ‘specific’ again. Is this the
phenomenon we are dealing with? At a
conference I attended on toxins in 19913,
Ernst Habermann asked the question
‘Why are the most poisonous toxins that
poisonous?’ He compared toxins with
LD50 in rodents of 100ng/kg or less, and

noted that the majority were proteins
which underwent processes of binding,
internalisation and pharmacological
action. These proteins seemed resistant to
denaturation and even elimination, they
may create new membrane pores, interrupt
signal flow, act on neurotransmitter release
(there is a clue!), inhibit or modify protein
synthesis, and so on, but at a scale far
more potent than the mere organic
chemicals which we are discussing here.
Palytoxin would be the exception in
structure. It is a protease-resistant
membrane-active tripeptide derivative that
is able to bind to a Na+-ion channel, for
example that in Na+/K+-ATPase which
also responds to the cardio-active
glycoside ouabain, resulting in a massive
continuing flux of some 10 millions of
sodium ions per second per channel!3

Now that is what I call ‘active’!

This reminds me of that other potent
cardioactive drug digoxin, available as
0.25mg tablets and also isolated from a
natural source, Digitalis lanata. Digoxin
binds specifically to the K+ binding site of
the same Na+/K+-ATPase in cardiac
tissue, resulting in inhibition of the
Na+/K+ pump. This produces a positive
inotropic effect, that is, an increased
cardiac contractility benefiting cases of
congestive heart failure. The drug is so
potent that the patient has to be carefully
titrated with digoxin to digitalise the heart
muscle, before the disease condition can
be stabilised with a determined dose.
Its action parallels palytoxin.

What about other potent compounds
used in conventional medicine? I can
think of actinomycin D, available as
Cosmegen (dactinomycin), in which ‘toxic
reactions are frequent and may be severe’.

Actinomycin D is a
potent antineoplastic
antibiotic, isolated
from natural sources,
and a normal adult
dose would be
500mcg (0.5mg)
daily for a maximum
of five days only.
Now we have an

effective comparison
with hypericin! This antibiotic is
concentrated in nucleated cells binding by
an intercalation mechanism with obviously
sensitive DNA.

Many of our conventional drugs, for
example the ACE inhibitors such as

ramipril, in five and 10mg tablets, are
administered in a relatively low dose, but
many other conventional drugs by
comparison seem fashioned to act in a
blunderbuss manner. Their doses seem so
high–it makes one wonder whether we
should investigate the merits of lowering
drug doses which may in itself reduce
adverse and side effects and may introduce
a greater degree of specificity of action by
acting more strongly on fewer biological
sites? Quite by coincidence, I note that
Jack Thomas has examined the evidence
suggesting that low doses of fluticasone
are just as effective as the currently
recommended higher doses in the
symptomatic control of asthma.4

But this is removing us from the
original ‘mystery’–is there something
about herb active constituents such that
they are able to act in an acceptable
pharmacological manner, but in much
lower doses than conventional drugs? 
An oft-repeated argument is that whole
extracts of herbs provide principal active
constituents, perhaps acting in synergy,
and supported by other minor
constituents. Is this also why the incidence
of adverse and side effects is much lower?
Do most active, herbal constituents act so
specifically and with high potency at
enzyme and protein sites and more so
than many conventional drugs? Is it just
too naive to accept that all is dependant
on the simple truth that potency of drug
action is related to specificity, the
specificity of fit to an active site?

It is a mystery, perhaps a ‘specific
mystery’.

Dr Bob Longmore is a consultant on herbal
matters. He lectures in pharmacognosy and
holds the honorary position of Adjunct
Associate Professor at Curtin University of
Technology, WA.
email: longmore@westnet.com.au
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‘... how can it be that
we see so small a dose of
herbal active constituent

often displaying so profound
an effect?’
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More of the best

For those of you who attended the
presentation by Tony Wiss and
Peter Allen on the Friday morning

at PAC, I hope you enjoyed the short
journey into looking for the ‘good oil’ on
the Internet. One of the key points that
Tony made in the morning session was
that many of the new drugs, e.g. Yasmin
and Cararthron, are now launched with
their own web sites– www.yasmin.com/
and www.cararthron.com.au/

As drug manufacturers move more into
disease state management education roles,
there are more and more web sites like the
‘dysphagia’ mentioned last month. These
web sites have both a direct-to-consumer
focus and a health professional focus.
When bombarded by customers about the
latest new drug that has been seen on the
previous evening’s television current affairs
show, a quick web search will often find
the web site and at least the

manufacturer’s information sheet for you
to use. The only problem I find is that
most customers have not written down the
correct spelling.

Tony and Peter also discussed using
SUMsearch on the www.auspharmacist.net
site. SUMsearch has introduced a slicker
entry: http://sumsearch.uthscsa.edu/beta/

This newer version is really good and
will break down search results into:

• Broad discussions–Merck Manual,
reviews, editorials

• Practice guidelines–National
Guidelines Clearinghouse, PubMed

• Systematic reviews–Cochrane,
PubMed

• Original research–Medline abstracts
(via PubMed).

I recently performed a search on
Huntington’s Disease as I have two
medication review patients with this
diagnosis and they are displaying different
symptoms. SUMsearch gave me a large
variety of studies to read that would have
taken me some time to collate if I had
used Medscape, Cochrane, NGC etc.
(in fact it told me that there were more
than 1,000 papers available if I wanted to
read them all). Because it breaks the
search results down into the different
areas, users can decide what they want to
read based on their own criteria.

The other site to have a look at that
can be accessed from
www.auspharmacist.net is
www.tg.com.au/home/index.html.
This is the home page for Therapeutic
Guidelines. Therapeutic Guidelines are
now available by subscription on CD.
This CD version is excellent. All of the
books are on it and the searches are easy to
perform. The CD is easy to load and
utilise. (See the review by Geraldine
Moses in Australian Pharmacist July 2002
page 500.) It makes my medication review
work much easier as I have the latest
material with me at all times.

Karalyn Huxhagen is a community
pharmacist in Mackay, Queensland and an
accredited consultant pharmacist.

Web wonders
with Karalyn Huxhagen

Elastoplast. We help to heal.

AfterBefore

The pharmacy only Elastoplast
Scar Reduction patches will be
supported in magazines and highly
visible POS, information booklets will
also be distributed.

Highly effective results
Makes scars flatter and less visible.*
Effective scar treatment and a pain free 
alternative to laser surgery.      
Patch activates skin’s own regeneration 
process naturally and gently.*

▲ ▲
▲ ▲

Highly recommended for 
Raised and coloured scars.      
Both recent and older scarring. 
Prevention of scarring after injuries 
and surgery. 

▲ ▲
▲ ▲

▲ ▲
▲ ▲

Elastoplast Scar Reduction Patches. 
A new, effective and pain free way to reduce scars.

Elastoplast Scar Reduction Patches. 
A new, effective and pain free way to reduce scars.

Neighbours star Madeline West speaks on the performance of
Elastoplast Scar Reduction Patches following her horrific bus accident.
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8

“My scar has 
become less visible 
after just 8 weeks.”

“My scar has 
become less visible 
after just 8 weeks.”

*Schmidt, A et al: Journal of Wound Care 2001; 20(5):149153,
Klopp, R et al Wound Repair and Regeneration Journal of
Wound Care 2000; 9(7): 319-324. Journal of Wound Care 1998;
6/5:A473. Product in use test, Beiersdorf, data on file.

Clinical Studies prove effective
scar reduction in 95% of cases.
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It is unusual enough that
Tasmanian Bevan Warland-
Browne still works locum
pharmacy shifts at the age of
87, but it is even more
remarkable considering that
his career includes over three
years as a pharmacist
prisoner of war on the
notorious Burma-Thai
Railway. Australian
Pharmacist Deputy Editor,
Aaron Hall reports.

After enduring five years of war,
most Australians at the end of
1945 thought they had seen the

worst their foes could dish out. But as
Allied troops overran the prison camps of
the collapsing Japanese Empire, the horrors
they found shocked a battle-hardened nation.

One of the most infamous episodes
uncovered was the brutality inflicted on
60,000 Allied prisoners of war forced to
build the Burma-Thai Railway. Of the
13,000 Australian men sent to work on the
railway, 2,700 never returned. For those
who did come home, a large number
suffered debilitating health problems and
many died from the after-effects of their
imprisonment.

So it is not only remarkable that
Launceston pharmacist Bevan Warland-

POW pharmacist

Australian Pharmacist thanks 
Geoff Miller for additional
photograph and interview material.
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