
carboplatin doses with therapeutic drug monitoring.1 This
audit will focus on age at administration and, whether phar-
macokinetic (PK) levels, audiology and creatinine clearance
were conducted prior to administration of carboplatin as per
the protocol.
Method Data was collected retrospectively from December
2018 till January 2019 of patients treated from 2017-present
using the PK monitoring carboplatin in any protocol. Data
collected includes -patient demographics, age at time of carbo-
platin administration, date of administration, course of treat-
ment, target AUC, dose (actual, protocol and dose difference),
whether audiology was completed, AUC levels and creatinine
levels.2,3,4 The data was compared against set standards to
determine percentage of compliance.
Results A total of 7 patients were identified as fitting the
inclusion criteria – 3 males and 4 females – between them
there were 26 courses of carboplatin. The patients had a
variety of diseases – neuroblastoma (n=1), low grade glioma
(n=1), astrocytoma (n=1) and retinoblastoma (n=4). 85.7%
of patients (n=6) had audiology tests conducted, however
only 28.6% (n=2) had them at baseline pre-treatment as per
the protocol. All patients apart from two (71.4%) has their
creatinine levels investigated prior to the first course of che-
motherapy as per protocol. Of the 26 courses of carboplatin,
20 courses accurately received PK monitoring as per protocol
where doses were modified as per the levels (76.9%). Fur-
thermore, those following JOE chemotherapy protocol for
retinoblastoma were all <3 months at the start of treatment
and hence were within the age criteria to receive PK moni-
toring. The other disease states had a range of ages at the
start of treatment from 2 months to 6 months, but still
underwent PK monitoring for most of their treatment, i.e.
only 2 (29%) patients did not meet the age criteria for PK
monitoring.
Conclusion The findings showed that the correct age criteria
were selected to receive PK monitoring, however typically
they would monitor throughout their treatment even over 3
months. They also showed that the critical drug monitoring
requirements before and whilst undergoing treatment with car-
boplatin were not consistently met for all patients as per pro-
tocols. To improve compliance to protocols, all practitioners
should receive information on what monitoring requirements
are necessary, when they need to be done and the importance
of them for patient care, an SOP should be produced to
include this information.
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P49 AN AUDIT OF BASELINE VITAMIN D LEVEL TESTS FOR
NEWLY DIAGNOSED PAEDIATRIC HAEMATOLOGY/
ONCOLOGY PATIENTS AGAINST TRUST GUIDELINES

Lamia Samrin-Balch*, Salma Mahmood. Great Ormond Street, London

10.1136/archdischild-2020-NPPG.58

Aim
1. 100% of patients should have their vitamin D levels checked

at diagnosis’ as stated in the current trust guideline for the
management of vitamin D deficiency Treatment and
Prevention.

2. 100% of patients who had a baseline vitamin D level had
these acted upon if necessary following the recommendations
in the trust guideline.

3. All of the patients who were given treatment had been
prescribed were given an appropriate dose as stated in the
trust guideline.

These standards are supported by the recommendations in
2016 by Public Health England (PHE) that everyone
(regardless of age and ethnicity) needs vitamin D equivalent
to an average daily intake of 10 micrograms via supplemen-
tation.2 3

Method This retrospective audit was conducted using inter-
nal clinical and prescribing programmes to access patient
records and medical histories to retrieve data. The inclusion
criteria for patients included in this audit were all new
diagnoses of malignant haematological and oncological dis-
ease over a 6 month period, from April 2018-October
2018. The data collected for these patients were: if they
had been tested for Vitamin D, the date of the test and
their level of total vitamin D level Serum total 25-hydroxy-
vitamin D concentration. Patient data from the electronic
prescribing system was utilised to check if patients had been
prescribed vitamin D. Once data completed, patients with
vitamin D levels, assessed against trust guidelines to deter-
mine if appropriately treated.
Results A total of 78 patients met the inclusion criteria,
where 56% of patients were tested for vitamin D during
admission. Of the 78 patient, 43 were oncology patients and
33 haematology patients.In the oncology cohort (n=15) only
35% were tested whereas 83% of haematology patients
(n=28) were tested. Of the haematology cohort of patients
who were tested (83%): 69% had sufficient levels of vitamin
D (serum total 25-hydroxyvitamin D concentration >50
nmol/L); 11% had insufficient levels (25–50 nmol/L) and 3%
were deficient (< 25 nmol/L). Of the oncology cohort who
were tested (35%): 28% had sufficient levels of vitamin D;
5% of patients had insufficient levels; 2% were deficient. 6%
of haematology patients and 5% of oncology patients with
sufficient levels of vitamin D received treatment that was not
indicated. Furthermore, the 5% of oncology patients with
insufficient levels of vitamin D did not receive any
treatment.
Conclusion The standards set for this audit were not met. It
is concerning that those with low levels were not treated
effectively and are at risk of complications. Although the find-
ings of this audit may not be a true reflection of the entire
patient population due to the small cohort size; the insight
into at risk patients suggests there is a need to improve prac-
tice and reach 100% for all the aims of this audit.

To improve smart and efficient prescribing of medication,
clinicians should adhere to the revised trust ‘Guideline for the
Management of vitamin D deficiency’ to guide their decisions
on initiating therapy. Pharmacists should check vitamin D lev-
els for all new admissions and follow up as appropriate for
any pending tests. Having a default test built into the current
new prescribing system will also support in improving the
results.
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P50 TIME AND MOTION STUDY TO ASSESS WORKLOAD
VERSUS STAFFING AT IN PAEDIATRIC HOSPITAL
CHEMOTHERAPY MANUFACTURING UNIT

1Lamia Samrin-Balch*, 2Jessica Laxaman. 1Great Ormond Street Hospital; 2London School of
Pharmacy

10.1136/archdischild-2020-NPPG.59

Objectives In order to improve efficiency of the staff work-
load in the Paediatric Hospital Chemotherapy Manufactur-
ing Unit, tasks conducted by the pharmacy staff were
evaluated with their expected roles. The aims of this study
were to establish an understanding of the workload at this
unit and to develop a proposal for the unit to become tech-
nician-led.
Methods The time taken to perform a pre-determined list
of tasks by the senior pharmacy technician was recorded,
collated, and compared to tasks performed by the pharma-
cist. This established the key activities that could be dele-
gated from the pharmacist and the senior pharmacy
technician to other members of staff. The findings were
discussed with a focus group to establish the efficiency of
the manufacturing unit and enable a proposal to be
formed.
Key findings A substantial part of the pharmacist’s and
senior pharmacy technician’s time was spent on activities
which could be delegated to other members of staff of a
lower pay band. The financial implication of this estimated
that there would be a reduction of around £8,696.70 with
the correct utilisation of the staff members. The pharmacists
leading this manufacturing unit were spending most of their
time on computing and training, therefore reducing the
time available for them to focus on patient-facing clinical
activities.
Conclusions The current skill mix was highlighted as being
inefficient, due to a lack of delegation from the pharmacists
and senior pharmacy technician. A technician-led manufactur-
ing unit can improve the focus of pharmacists on clinical tasks
while reducing the cost of activities.

REFERENCES
1. Lord Carter of Coles. Operational productivity and performance in English NHS

acute hospitals: unwarranted variations. An independent report for the Depart-
ment of Health 2016; 10–11: 34–40.

2. Willett MS BK, Rich DS, Ereshefsky L. Prospectus on the economic value of clinical
pharmacy services. A position statement of the American College of Clinical Phar-
macy. Pharmacotherapy 1989; 9:45–50.

3. Barnett MJ, et al. Analysis of pharmacist-provided medication therapy manage-
ment (MTM) services in community pharmacies over 7 years. J Manag Care Pharm
2009;15:18–31.

4. Napier P, et al. Introducing a checking technician allows pharmacists to spend
more time on patient-focused activities. Res Social AdmPharm 2018;14:382–
386.

P51 EVALUATING PROPRANOLOL PREPARATIONS FOR USE
IN INFANTILE HAEMANGIOMA

Greg Sargent*. North West Anglia NHS Foundation Trust

10.1136/archdischild-2020-NPPG.60

Aim To evaluate oral liquid formulations of propranolol and
to select the optimal preparation for use in Infantile
Haemangioma.
Method Four oral liquid preparations of propranolol were
considered:

A – an alcohol-free suspension prepared as a ‘special’ (the
current treatment of choice)

B and C – generic solutions available in four different
strengths

D – a French solution not marketed in the United King-
dom (UK)

Preparations were evaluated against six criteria:

. Licensing status

. Ease of purchase

. Shelf life

. Excipients

. Ease of dosing

. Cost

Results
Licensing status: Preparation A is unlicensed and should

not be used if a licensed product is suitable. Preparations B
and C are licensed in children but not for Infantile Haeman-
gioma. Preparation D has a European license for Infantile
Haemangioma.

Ease of purchase: Preparation A is made to order but has
a short lead time. Preparations B and C are available from
wholesalers. No current importer for Preparation D was
found.

Shelf life: The licensed preparations have 2–3 years shelf
life. Preparation A has a 1 month shelf life.

Excipients: All excipients were considered. Aspartame, etha-
nol, maltitol, methylhydroxybenzoate, propylhydroxybenzoate,
propylene glycol, saccharin sodium and Sunset Yellow can all
cause adverse effects. The excipient most likely to cause prob-
lems was propylene glycol. This is eliminated by both renal
excretion and liver metabolism but, in infants, these processes
are immature and accumulation occurs with resultant toxicity.
Preparation A contains no propylene glycol and can be used
in children of all ages. Levels in Preparations B and C are
safe for use in children over 1 month.1 The propylene glycol
content of Preparation D could not be ascertained. Preparation
B contained ethanol. Levels were below safety limits2 but
ethanol competes with propylene glycol for metabolism via
alcohol dehydrogenase increasing the risk of propylene glycol
toxicity.

Ease of dosing: Dose volumes were calculated for a neo-
nate (3.5 kg), a 6 month-old (7.6 kg) and a 1 year-old (9
kg). All preparations with strengths between 1 mg/ml and
3.75 mg/ml gave suitable dose volumes. Doses for Preparation
D are expressed as propranolol base. In the UK, doses are
expressed as propranolol hydrochloride. This could be confus-
ing and lead to prescribing or dispensing errors.

Cost: Preparation A was more expensive than B or C. The
cost of Preparation D could not be established.
Conclusions Although Preparation D is licensed for Infantile
Haemangioma, its use would be complicated by difficulties in
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