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widely considered to imply frailty, and 

European advocacy organisations have 

pressed for rejection of its use as a descriptor 

for older people.5 It would be helpful if 

Clinical Medicine would consider avoiding 

the term and instead use ‘older person’ or 

‘older people’, which are less value-laden 

and of greater scientific utility.
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Outpatient parenteral 
antimicrobial therapy in a 
changing NHS: challenges and 
opportunities.

Editor – Dr Chapman made the case for 

more outpatient parenteral antimicrobial 

therapy (OPAT) (Clin Med February 2013 

pp 35–6). The figures in an earlier paper of 

hers on the clinical efficacy and cost effec-

tiveness of OPAT state that 59% of the treat-

ment episodes were for soft tissue sepsis.1 

The majority of these patients had cellulitis 

and were receiving ceftriaxone intravenously 

(IV) with a mean duration of IV antibiotics 

exceeding 7 days. There are studies com-

paring inpatient IV therapy with outpatient 

IV therapy for cellulitis which demonstrate 

mutual efficacy,2 but Dr Chapman does not 

supply the data to support the benefit of IV 

therapy over oral antibiotic therapy. A large 

study comparing an oral treatment to IV 

therapy for cellulitis showed marginally 

improved outcome with oral therapy.3 Why, 

then, do we need to give patients with cel-

lulitis long courses of broad spectrum IV 

antibiotics, when we have a range of effective 

oral antibiotics? It may be that many of these 

patients, because of very slowly resolving 

skin damage, are mistakenly regarded as 

having failed initial oral antibiotic therapy, 

when in fact the duration of recovery is 

independent of the route of the antibiotic.

Perhaps, before we encourage the 

Department of Health and our new commis-

sioners to invest in OPAT services, we ought 

to produce some evidence that IV therapy is 

better than oral treatment for those condi-

tions in which we are proposing OPAT?
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In response

Editor – Dr Brindle makes the important 

point that oral antibiotics should always be 

used in preference to intravenous (IV) antibi-

otics where possible. However, the evidence 

base demonstrating the relative effectiveness 

of oral and IV antibacterials for significant 

soft tissue sepsis is limited.1 The paper he cites 

by Bernard et al2 used oral pristinamycin in 

comparison with intravenous penicillin in 

only a small subset of patients with soft tissue 

sepsis; that is, patients with erysipelas of 

moderate severity. The study demonstrated 

that in these patients pristinamycin was non-

inferior to IV penicillin. Although drop-out 

rates were similar in the two groups, pristi-

namycin was associated with a significant 

increase in gastrointestinal upset.

Currently it is accepted that a proportion 

of patients with soft tissue sepsis will 

require IV antibiotics, but not admission. 

The CREST guidelines3 classify cellulitis by 

severity into four classes ranging from mild 

infection (class I) to severe life-threatening 

infection or sepsis syndrome (class IV). 

Class II patients have cellulitis with sys-

temic symptoms of sepsis, or with comor-

bidities that may complicate or delay 

resolution of infection – for example, lym-

phoedema, peripheral vascular disease or 

chronic venous insufficiency. Intravenous 

antibiotics, through OPAT where available, 

are recommended for this group, which 

includes approximately 30% of patients 

presenting to hospital with cellulitis.4

However, there is a real danger of over-

use of IV therapy in patients with mild 

infection4 and this may be more likely 

where an OPAT service exists. In our earlier 

paper this issue was discussed,5 but it was 

noted that virtually all patients were 

referred to OPAT by a physician (either GP 

or medical admissions unit doctor) and 

were then further assessed by a specialist 

OPAT doctor and nurse before being 

accepted in order to ensure as far as pos-

sible that IV therapy was appropriate. Our 

more recent (unpublished) data show that 

8% of patients with cellulitis referred for 

OPAT are not accepted but are given opti-

mised oral antibiotic therapy; virtually all 

have already received oral therapy from 

other healthcare providers, reinforcing the 

importance of ensuring oral therapy is 

adequate before considering parenteral 

antibiotics.

In managing soft tissue sepsis, as with many 

other infections, choice of IV vs oral antibiotic 

therapy is often determined to a large extent 

by clinical judgement, and it is important 

therefore that their use in OPAT and more 

generally is overseen through a robust antibi-

otic stewardship programme.6 There remain 

many uncertainties and therefore a need for 

further prospective comparative studies.
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Is research declining amongst 
gastroenterology trainees in the 
United Kingdom?

Editor – We read with interest the letter 

from Kurien at al regarding the decline in 

research output from trainees in the UK 

(Clin Med February 2013 pp118–9). 

Although they cite ‘reduction of time spent 

within training programmes’ as a reason 

for the decline, surely an important consid-

eration is the colossal range of procedural 

hurdles the system has erected between 

trainees and simple research projects?

We had noted on an anecdotal basis that 

some patients (predominantly male) rather 

enjoyed a common medical procedure and 

some (predominantly female) did not. An 

interested registrar attempted to mount a 

small-scale study asking patients to rate their 

experience of the test on a linear scale from 1 

to 10. We planned to collect data from around 

60 patients to see if any pattern emerged.

Whether such an investigation should 

require ethics committee approval is surely 

debatable: nevertheless, we sought such 

approval as well as Trust R+D approval. 

The approval process required, inter alia: 

the Trust R&D application in XML and 

PDF format; an IRAS entry and SSI forms; 

curricula vitarum; patient information 

sheet and consent form; the actual ques-

tionnaire; data collection form; power cal-

culations; detailed protocol; a full ethics 

committee application and subsequent 

detailed correspondence. The project was 

then sent out for peer review by the Trust.

Over 9 months later, we were finally 

given provisional permission to proceed, 

albeit with a patient information and con-

sent pack on six sides of A4 paper. At this 

point, the study hit the problem of the 

requirement for the investigators to fund 

the stationery required to make up those 

packs. As the registrar had by then moved 

on, the project foundered.

It is no surprise to us that academic medi-

cine is dying. As a society, we have allowed a 

system to develop that prevents trainees from 

following through a simple research project 

within a reasonable time scale during their 

training. Heaven help you if you wish to do 

anything so rash as a drug trial, even of an 

existing medication in a patient group for 

whom the drug is already indicated.
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Nicorandil and calcium 
antagonists: remember oro-anal 
ulceration and reflux cough too 

Editor– Tarkin et al (Clin Med February 

2013 pp63–70) have comprehensively 

reviewed the current drug treatment 

options in stable angina. With regard to 

their comment on nicorandil and calcium 

antagonists, it is worth reminding physi-

cians of other commonly occurring side 

effects that may limit the ability of patients 

to take such medications in the long term.

With nicorandil, severe (but reversible on 

stopping the drug) oral1 or perianal ulcera-

tion are both well described and can signifi-

cantly impair compliance with the drug. A 

recent survey estimated 1 in 250 patients get 

anal ulcers, which requires discontinuing 

treatment.2 In more serious cases, ulcers 

progress to fistulae into adjacent organs.3 The 

mechanism is, as yet, unclear but may involve 

the effects of nicotinic acid on causing ulcera-

tion in the epithelium of healing wounds.4

With calcium antagonists, an underap-

preciated problem is reflux cough5 due to 

attenuation of the lower oesophageal 

sphincter and reduced oesophageal clear-

ance. Discontinuation of the drug for up to 

3 months may be necessary. Reflux cough 

should be particularly suspected with 

cough on phonation, throat clearing after 

meals, or cough on rising/stooping (without 

dyspeptic symptoms).6 In studies, vera-

pamil and amlodipine seem to cause more 

reflux symptoms than diltiazem.7

In summary, be aware that a patient on 

nicorandil may present with unexplained 

oro-anal ulceration and, unless the offending 

drug is stopped, the ulcer may worsen and 

lead to fistulae. Regarding patients on cal-

cium antagonists, discontinuation of the drug 

may be needed if reflux cough persists.
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