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You have just started in your new job as a community internist with an interest in cardiology in a small Ontario city.  You are on call and have just assumed coverage of a 67 year old retired truck driver who was admitted with a non-Q MI three days ago.  ECG shows non-specific STT changes, he has had no previous MI and his peak CK 300, Troponin 8.2.

Mr Oso Big has the VA-six pack but has stopped smoking and drinking for over a year.  Your 45 year old cardiologist colleague had stabilized him with ASA, clopidogrel 300mg then 75mg od, enoxaparin 100mg q12h, Nitrodur 0.8mg od, Lipitor 80mg od and atenolol 50mg od.  He was previously on metformin 1000mg bid, glyburide 10mg bid, ASA 325mg od, Losec 20mg od, Celebrex 100mg BID and Ramipril 10mg od … these have been continued.  You realize that Mr Big has had a previous GI bleed from gastritis and so stopped the enoxaparin as he has been quite stable and pain free.

Mr Big is wondering when he can go home, when he can hunt again, and why he has to take so many pills.  As you are considering whether to do a pre-discharge stress test or whether to send him for an angiogram, the hospital pharmacist approaches you …. "Did you know that clopidogrel is non-formulary?  Should we make it as part of the standing orders?  Do you want to continue it at discharge?  It's pretty expensive, you know…"

You realize that you are in trouble.  As a recently completed Fellow from McMaster you have already been volunteered for the local hospital Pharmacy and Therapeutics Committee.  You don't want to ruffle the waters.

In desperation you refer back to the Oct 24th  2001 Academic half day on this topic….  What are you going to do?
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