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Subjective: Rapid onset of swelling and pain on the left ankle, erythema and edema around the joint,

very warm to touch; wheezing, cough with yellow sputum; history of gastric ulcer

Objective: AC 142 mg/dL, 2 hour PC 185 mg/dL, HbA1C 7.8%, BUN 39 mg/dL, serum creatinine 2
mg/dL, 98% on 2L nasal cannula. Height 150 cm, Weight 60 kg. Current medications
include cefiriaxone 1 gram IV q24h, azithromycin 250 mg PO daily, glipizide 5 mg PO bid
ac, pioglitazone 30 mg PO daily, and furosemide 20 mg PO bid.

Assessment: (1) Colchicine is very safe and effective in the treatment of acute attacks of gout. It

should be the drug of choice for Ms. Chang.

(2) Non-steroidal anti-inflammatory drugs (NSAIDs) are an alternative therapy if patients
cannot tolerate colchicines. All NSAIDs are contraindicated in patients with history of
peptic ulcer disease (PUD) or active PUD. Therefore, Ms. Chang should avoid
NSAIDs. '

(3) Allopurinol is the most effective urate-lower agent available. It may be considered as
long-term prophylaxis if necessary.

(4) Use of diuretics is a risk factor for gout attack. The physician is advised to consider
discontinuation of furosemide or continuation with reduced dose if applicable.

Plan: (1) Start colchicine 0.5 — 0.6 mg every hour until diarrhea occurs or maximum dosage of 8 mg is
reached.
(2) Monitor prepradial and postprandial glucose, HbA1C, resolution of gout and pneumonia
symptoms, BUN, serum creatinine, diarrhea.
(3) Obtain patient’s history of gout to determine if long-term prophylaxis using allopurinol is
needed.
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Safety and Efficacy of Oxaliplatin and Fluoropyrimidine Regimens With or Without Bevacizumab As
First-Line Treatment of Metastatic Colorectal Cancer: Results of the TREE Study
Hochster HS, Hart LL, Ramanathan RK, et al. J Clin Oncol 2008;26:3523-29.

Purpose
To evaluate the safety and efficacy of three oxaliplatin and fluoropyrimidine regimens, with or without

bevacizumab, as first-line treatment for metastatic colorectal cancer (CRC).

Patients and Methods
Patients with histologically documented metastatic or recurrent CRC and no prior treatment for advanced disease

were randomly assigned to mFOLFOX6 (bolus and infusion fluorouracil [FU] and leucovorin [LV] with oxaliplatin),
bFOL (bolus FU and low-dose LV with oxaliplatin), or CapeOx (capecitabine with oxaliplatin), respectively (Three
Regimens of Eloxatin Evaluation [TREE-1 cohort]). The study was later modified such that subsequent patients were
randomized to the same regimens plus bevacizumab (TREE-2 cohort).

Results ]
A total of 150 and 223 patients were randomly assigned in the TREE-1 and TREE-2 cohorts, respectively.

Incidence of grade 3/4 treatment-related adverse events during the first 12 weeks of treatment were 59%, 36%, and 67%
for mFOLFOX6, bFOL, and CapeOx, respectively, (TREE-1) and 59%, 51%, and 56% for the corresponding treatments
plus bevacizumab (TREE-2; primary end point). CapeOx toxicity in TREE-1 included grade 3/4 diarrhea (31%) and
dehydration (27%); capecitabine dose reduction to 1,700 mg/m2/d in TREE-2 resulted in improved tolerance. Overall
response rates were 41%, 20%, and 27% (TREE-1) and 52%, 39%, and 46% (TREE-2); median overall survival (OS)
was 19.2, 17.9, and 17.2 months (TREE-1) and 26.1, 20.4, and 24.6 months (TREE-2). For all treated patients, median
OS was 18.2 months (95% CI, 14.5 to 21.6; TREE-1) and 23.7 months (95% CI, 21.3 to 26.8; TREE-2).

Conclusion

The addition of bevacizumab to oxaliplatin and fluoropyrimidine regimens is well tolerated as first-line treatment
of mCRC and does not markedly change overall toxicity. CapeOx tolerability and efficacy is improved with
reduced-dose capecitabine. First-line oxaliplatin and fluoropyrimidine-based therapy plus bevacizumab resulted in a
median OS of approximately 2 years. '
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The Neurology Clinic, where Ta-Da Lee, RPh, worked, was part of a large, ambulatory care center for
veterans and their dependents. Pharmacist Lee helped establish a number of pharmacist-run clinics for
antihypertension drugs, antilipemic agents, and anticoagulant therapies, with good results. Lee was working
with Ron-Chi Chen, MD, Medical Director of the Neurology Clinic, to determine the feasibility of an
anticonvulsant pharmacotherapy clinic for patients who had been under treatment for seizures for at least 1

year.

Lee accompanied Dr. Chen and several other neurologists as they saw patients in the Neurology Clinic.
He listened as they discussed the risks and benefits of various types of anticonvulsant medications and any
alternative therapies with each patient. After a week of observing the procedures in the Neurology Clinic, Lee
and Dr. Chen met to formalize plans for the pharmacy clinic. Lee stated, “Before we begin discussing details
about now the pharmacy clinic will operate, I have a few questions to ask you regarding the type and amount
of information you and the other neurologists disclose to patients about the drugs you use to treat their
seizures. For example, let’s use the drug phenytoin, since it is so commonly prescribed. I notice that you and
your colleagues routinely disclose all of the plausible benefits to patients. However, of the many risks
associated with the drug, you disclose only 5 or less. Why is that?”

Dr. Chen responded, “Well, I think my colleagues would agree that it is critical to disclose information
-about risks. Of course you can’t tell each patient about every risk. There are just too many. I try and share
information about risks that I believe are most likely to occur.”

“I’m not so sure about that,” Lee said, “There are numerous risks that you and your colleagues didn’t
disclose that I think would be important for patients to know about before deciding what drug treatment is
best for them. For example, I only occasionally heard a neurology disclose the risks of lymphadenopathy,
gastrointestinal disturbances, or hirsutism when discussion phenytoin. Granted, some of these risks are not
life-threatening. However, a risk like hirsutism occurs in approximately 5 out of every 100 patients taking the
drug, and the extra hair does not go away after the patient stops taking the medication. Don’t you think
patients should routinely be told about all of these risks?”

Dr. Chen answered, “No, [ don’t. Frankly, I believe that detailed disclosures would make patient less

likely to correctly adhere to their prescribed regimens. I think patients would have less confidence in their
drugs as a result of the kind of detailed disclosure that you are recommending. I am certain that all of the
neurologists in our clinic meet the standard of practice regarding the amount and kinds of information to be

disclosed to patients.”
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Estazolam 2 mg/tab po 2mghs 1
Magnesium oxide 250 mg/tab po 250 mg tid
Phenytoin 100 mg/tab po 100 mg gid
Topiramate 100 mg/tab po 200 mg bid 5
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