| Pharmacy in psychiatric |
hospitals

A report from the sixth Seminar for Pharmacists
in Psychiatric Hospitals held at Leeds University and
sponsored by Sandoz Products Ltd.

Report by Margaret Benfieid

clockwork is a basic necessity; understaffing can

be a problem but much can be done through
more efficient use of the existing structure. This was the
view of Miss Christine Clark, clinical pharmacist at
Hope Hospital, Salford, who was speaking at the sixth
Seminar for Pharmacists in Psychiairic Hospitals, held
at Leeds University (September 29-October 1, 1981).
The chairman was Mr Keith Munns, APhO, Gloucester
Area Health Authority.

The seminar might have been preeted with mixed
feelings by pharmacists who, working in the limited,
and often staff limited, ficld of psychiatry, could feel
that clinical pharmacy is anattainable for them. How-
ever, Miss Clark firmly placed the subject within the
capabilities of those currently practising. **Chnical
pharmacy”’’, she said, ‘“is the other end of the spectrum
that begins with ward pharmacy, which is concerned
with more effective patient treatment.” Just as pharma-
cists had seen the need, with today’s potent drugs, to do
more than merely dispense a prescription, so those who
began to check the prescription for appropriate pre-
scribing in terms of dose and route and other medica-
tion had found the need to know more about the
patient’s condition, to meet the patient and sometimes
to see if they could forestall what was inappropriate by
beihg there at the time of prescribing. Clinical pharmacy
developed out of recognition of the potency of modem
drugs, and new methods of administering them.

Discussing the current practice of clinical pharmacy,
Miss Clark said that too much should not be tackled at
once; attendarce at one consultant round might seem
too little, but could be an adequate beginning. If one
ward team found the pharmacist an invaluable member
of the group, the word spread.

Often case conferences were a better place to start; it
was simple to visit the ward, read the noies, and look up
any information that might be wanted beforehand, and
so be ready to join in the conference. Other good
siarting points were areas of heavy, toxic or expensive
drug nsage, and long-stay wards where chronic drug
usage was rarely fully reviewed; there was no reason
why the pharmacist should not be the initiator of case
conferences of this sort.

Liaison should not only be with medical staff; in
psychiatry, nurses, psychologists and other profession-
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als took an active role in assessment and non-drug
treatment. The pharmacy could also often be the point
of contact for diagnostic departments such as the patho-
logical laboratory, particularly if they were on another
site, by sorting out, for example, strange requests and
odd results.

Miss Clark suggested seven areas that ought to be
considered:

1. Advice on drugs, formulation, and kinetics, in rela-
tion to the particular patient.

2. Spontancous contribution of information which
other staff might not realise that pharmacists had.

3. Drug level monitoring, perhaps only at the level of
advice.

4. Adverse drug reaction monitoring {preferably before
the reactions arose).

5. Drug histories and patient counselling.

6. Bulletins and news sheets.

7. Specialised areas such as anticoagulant monitoring,
and pain clinics.

After Miss Clark’s talk, members discussed state-
ments and questions sef by Mrs Celia Feetam, principal
pharmacist, Rubery Hill Hospital, Birmingham. These
were: “*Clinical pharmacy is not relevant to the psychi-
atric patient*’; “Clinical pharmacy is impossible in
psychiatric hospitals**; ““The pharmacist has little to
offer the psychiatric patient except a supply of tablets'’;
““What should be the make-up of the multidisciplinary
teams in psychiatric hospitals?”’; *“Which patients
would benefit most from the involvement of the phar-
macist?"’; and “What are the problems with regard to
clinical pharmacy in psychiatric hospitals?'’* As might
be expected, those reporting back firmly refuted the
three statements.

Two of the lectures early in the seminar were comple-
meniary; aone by Professor Stevenson of Ninewells
Hospital and Dundee University, on the changing physi-
ology of the elderly which results in changed pharmaco-
kinetics and changed drug effects, and the second by Dr
Overstall, Consultant Geriatrician to Hereford General
Hospital, speaking specifically on the uses and problems
of hypnotics in the elderty.

Dr Overstall pointed out that, as standards of public
health had improved over the last 80 years, life expec-
tancy had increased. He could foresee a time when it
would be normal to live a healthy life until the age of 80.
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