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The rotator cuff consists of four muscles and 
their tendons: subscapularis, supraspinatus, 
infraspinatus, and teres minor. Non-rotator 
cuff structures include the long head of biceps 
tendon, the subdeltoid bursa and the acromio
clavicular joint. 

All rotator cuff tendons are readily visualised 
with ultrasound (Figures 1-3). The tendon of 

Figure 1. The subscapularis tendon 
(arrows) demonstrates an internalfibrillar 
pattern and lies below the deltoid muscle 
anterior to the shoulder joint. 

Fi~ure 2. Supraspinatus tendnl1 is seen as an 
echogenic band superior to the humeral head, 
with a convex upper suiface; it tapers toward 
the greater tuberosity. The arrow indicates a 
hypoechoic area due to tendon anisotropy. 
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Editor's Word 
Welcome to another 
interesting issue of The 
Synapse Magazine, which 
actually marks its sixth 
anniversary. Apart from the 
regular contributions on 
radiology and avian influenza, 
you will find articles on The 
Pharmacy of Your Choice 
scheme by Mary Ann Sant 
Fournier, Part I ofUnJ'avelling 
the Tangle of Genetic Testing 
by Dr Chris Sceni and the 
second and last part of the 
article discussing the 
controversial topic ~ Data 
Protection Act, presented by 
Professor Piene Mallia. You 
will also find articles by Dr 
Edgar Pullicino on Treating 
Gastro-oesophageal reflux 
disease with sense and by Dr 
Charmaine Gauci discussing 
the 450 daily cases of 
Infectious Intestinal Disease 
in Malta. Furthermore, as part 
of the series of contributions 
u11 shess md11agGlllcllt, Wc 
proudly present the first Letter 
from Your clinical 
psychologist. 
In this issue we g~t to meet 

Dr Victor Calvagna, who is 
often seen on our lotal media 
representing the' PtiUi~u Cares 
Support Group. ' . 
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Services Cenh'e, Guzi Cutajar Street, 
Dingli, Malta. 
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ltr sound Evaluation of the Shoulder 

Figure 8. Afull-thickness tear is seen 
in the supraspinatus tendon involving 
the anterior aspect of the tendon. The 
defect fills with anechoic joint fluid. 

With a full thickness tear of the 
supraspinatus tendon, the tendon is 
absent on longitudinal view and the 
deltoid muscle lies in contact with the 
humeral head (Figure 7). A full 
thickness tear may only involve part 
of the tendon, where the tendon defect 
fills with joint fluid (Figure 8). 

A partial-thickness supraspinatus 
tendon tear may be either on the articular 
or the bursal surface of the tendon. An 
articular-side partial-thickness tear 
appears as a distinct hypoechoic or 
mixed hyper-hypoechoic defect ofthe 
articular surface (Figure 9) . A bursal
side partial-thickness tear produces 
flattening of the bursal surface, with 
loss of the superior convexity of the 
tendon (Figure 10). 

Secondary US signs of a tendon tear 
are surface irregularity of the greater 
tuberosity (Figure 10) and the presence 
of fluid in the joint and the bursae 
(Figure 12). Essential infonnation for 
the orthopaedic surgeon includes 
characterization of the tear, the 
dimensions (lnolo,,(lfion of the tC(lr, 
and the amount of tendon retraction 
on the longitudinal view. 

Figure 9. Supraspinatus tendon, 
longitudinal view shows an articular
side partial-thickness tear as a distinct 
hypoechoic defect (arrow) at the 
tendon:~ articular surface. 

Figure 10. Supraspinatus tendon 
articular side partial thickness tear may 
present as cortical bone irregularity 
(arrows) at the greater tuberosity. 
(S = supraspinatus, 1 = infraspinatus.) 

Figllrl' 11. Greater tuberosi1)~ transverse 
view. A massive fluid collection (FL) is 
seen in the subdeltoid bursa. 
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reating Gastro-oesophageal reflux 

I by Ed2ar Pullicino 

disease (GERD) with sense 
___ ---, MD DCH FRCP(Lond & Glasg) PhD 

COl1SlIltal1l Gastruel1lerologist 
Department a/Medicine, St LlIke:~ Hospital 

Gastro-esophageal reflux disease (GERD) is a coml71on disorder that affects an estimated 5 % to 
7 % o.lthe global population. Management o.lGERD o.ften poses a number o.lchallenges. In this 

article, the author presents a number almanagement 11l0dalitie,s fol' this condition. 

Treat now, test later 

A therapeutic trial of a high dose twice daily proton pump 
inhibitor (PPI) (taken before food to increase acid 
suppression, and with good compliance) will lead to partial 
or complete relief of suspected acid reflux-related symptoms 
(e.g. heartburn, cough), in the majority of un selected cases. 
Gastro-oesophagoscopy is mandatOlY in patients with alaJm 
symptoms (e.g. dysphagia, weight loss) and is advisable in 
patients with chronic reflux symptoms to exclude Barrett's 
oesophagus (figure 1), a columnar epithelial metaplasia 
with an increased risk of progression to dysplasia and 
oesophageal carcinoma that necessitates regular endoscopic 
surveillance. PPIs rarely reverse this condition but may 
decrease its cancer potential and they allow the pathologist 
to assess dysplasia better by abolishing inflanunatory atypia. 

Figu re I: Barrett s oesophagus 

When PPls 'fail' 

Endoscopic appearances oflow-gradc (figurc 2) or high
grade (figure 3) oesophagitis are highly diagnostic ofGERD 
and predict symptomatic relief by PPIs but symptoms often 
recur on withdrawing PPIs. Ironically, a lcss satisfactory 
group to treat are those patients with a nonnal endoscopy 
(non erosive reflux disease (NERD), figure 4). About 60% 
ofNERD patients will obtain complete symptom relief on 
single dose daily PPIs. Only 5% of non-responders will 

Figure 2: Mild oesophagitis 

show significantly abnormal 24 hour oesophageal pH 
monitoring patterns during twice daily PPI treatment. 
Indeed, multi channel intraluminal impedance probes 
correlate episodes of non-acid reflux with symptoms in 
these patients. Biopsies from NERD patients exhibit marked 
widening ofthe spaces between the squamous epithelial 
cells lining the lower oesophagus that allow pepsin, rd1ux.(;u 
duodenal bile acids and other noxious agents to sensitize 

continues on page 6 

Figure 3: Severe oesophagitis 
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reating Gastro-oesophageal reflux 
disease (GERD) with sense 

Helicobacter pyloric (Hp) and GERD: strange 
bed fellows 

Gastric Hp colonization causes focal atrophic gastritis 
in the body of the stomach, destroys parietal cells and 
reduces acid output. Eradication of this natural biologic 
antisccrctory agent could, in theOl y, WOl sell OERD 01 

Barrett's oesophagus and induce oesophageal 
adenocarcinoma. Many gastroenterologists would choose 
to eradicate gastric Hp in an attempt to prevent the 
progression of atrophic gastritis to metaplasia and 
carcinoma although large-scale population-controlled 
studies of potential cancer prevention are not available. 
Hp-related duodenal or gastric ulcer (past or present) or 
Hp-related low grade primary B-cell MALT lymphoma 
require Hp eradication. 

Non medical treatment 

Patients who persist with severe heartburn, regurgitation 
or aspiration despite PPIs or who refuse long tenn PPIs, 
may be considered for antireflux surgery following extensive 
investigation using endoscopy, oesophageal monitoring, 
gastric emptying studies and 24 hour pH testing. Functional 
heartburn, gastroparesis, achalasia and scleroderma must 
be excluded. The presence and size of a hiatus hernia should 
be assessed radiologically. The most popular operation is 

a laparoscopic (Nissen) fixation and wrapping of the gastric 
fundus around the lower oesophagus. Dysphagia and gas
bloat may result from too tight an application. The operation 
is not always superior to PPIs in the long tenn and rarely 
cures Barrett's oesophagus. 

Endoscopic therapeutic options include endoscopic 
suturing, silicon injection and radiofrequency (RP) treatment. 
RP treatment is achieved using a cooleo (Strettfl ~) hfllloon 
(figure 5) with retractable barbs that are deployed after 
endoscopy to apply current at various levels to the lower 
oesophageal sphincter. This treatment is reported to give 

good long-term relief but 
is not recommended for 
use in patients with a large 
hiatus hernia or Barrett's 
oesophagus. 

Management of the 
GERD patient should be 
guided by an 
understanding of the 
interaction between 
abnonnal ities of anatomy 
or motility, patterns of 
acid/pepsin exposure and 
the corresponding 
responses in the 
oesophageal mucosa. 
Rational management can 
be planned after 
appropriate investigations 
using endoscopy, biopsies 
and more specialized 

..&--...... - techniques where 
necessary. @ 
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Such a convenient choice for 
your cholesterol patients. 

In order to reduce cholesterolle1lels and achie1le a healthier heart, 
World Heart Federation recommend taking regular physical 

activity and eating a balanced diet rich in fruit and yegetables, law 
in saturated fats and including foods that contain plant sterols. 

~._ WORLD HEART \::!I FEDERATION-

To learn more and apply for patient information pack>, visit www.becel.de. phone 08000-72 52 35 or send an email toproactiyscienceinji:J@unile1ler.com. 
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cases. a decrease in the sodium SCnlm concentrations may occur Expiry dato of lhe 
product: It shOuld be slnted on the ouler and Inner package Do not use It aner the 
exPIry dOlo sl'lOYln Spoclal prltc.utlons for the storage of tho product: Ammel must 
not be slored above 25·C In order to be protected from mOisture It Should be stored III 
lhe ohglnal paCkage MODE OF SUPPLY This medICine IS subject 10 a medical 
prescrlpllon Holder of Marketing Authorization: Aventis Pharm .. AEBE (2. 
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Dear colleague, 

r have been invited by the editorial board to 
write four briefletters that will sow some seeds 
of personal awareness and self care in you as 
an esteemed reader of The Synapse Magazine. 
r have been asked to share with you a few 
practical tips and ideas about how you, as a 
professional person and a hwnan being working 
in our health sector, can achieve a healthier 
work-life balance. TIns is my first letter to you 
out of four, all of which will cover different but 
complementary areas of work-life balance. 

r know that the area of self care and anytlling 
to do with psychology is often considered as 
'exotic' by many in the medical and paramedical 
professions. So for you to read on, r really 
have to trigger yow· curiosity fast. Will celiain 
buzz words that you nlight imagine as being 
linked to you personally, like communication, 
loneliness, stress, burnout, anxiety and 
depression do the trick? Or are you more into 
the scarier tactics like' have a heart attack' or 
'you need to see a psychologist' help you to 
read on? 

I would appreciate some of your time because . 
I am sure that like me, you too are aware that 
the number of colleagues finding themselves in 
psycho-social difficulties and seeking professional 
help is increasing. I also know that a contribution 
like tIns in such a publication is different to what 
you are nonnally used to. Shining a spot light 
on our own needs is not generally welcome but 
this initiative by The Synapse is genuine and 
ttuly Jesel yes SUppott anJ praise. 

I take it for granted that you care for yourself 
even if you work too many hours and find it 
hard to relax and reflect on your own personal 
needs and expectations. I believe that for 
someone who is constantly looking after and 
addrcssing the needs of other persons, like 
patients and clients, so that they can be 
reasonably happy and healthy, you too merit 
the same treatment and care. 

To me, good health implies a reasonably 
happy balance in the following human 
dimensions - mental, physical, emotional, 
spiritttal and social. If one or more dimension 
is not within personally acceptable lin1its, then 
the person tends to pass tlrrough a distressing 
or vulnerable stage whereby hiSlher behaviours 
are also influenced. The longer tl1is stage 
persists, tlle more worrisome and difficult the 
situation becomes. 

I believe that the first step towards a happier 
and healthier well-being is good intra-personal 
communication. WitIl good intt-a-personal 
communication you enjoy a level of self 
awareness tIlat in tum allows for a better 
appreciation of and response to core personal 
needs and expectations. Once your needs and 
expectations are being truly respected and 

Wlderstood, then tIle first and most important 
step towards self care and a better work-life 
balance is done. With tIns aclnevement secured, 
intrinsic motivation for more self awareness and 
action increases naturally. In tum this encourages 
you to pmsue previously considered alien 
behavioms tIlat will in turn help you aclneve the 
work-life balance and self care you deserve. 

Being able to communicate with yourself in 
a healthy and constructive manner is both 
necessary and satisfYing. r encourage you to 
take some time and space to perfolln a short 
pencil and paper exercise as my first 
recommendation for tIle day. 

Take a clean sheet of paper, empty on both 
sides, and something to write with and follow 
the following 5 simple steps outlined here 
below. Do not skip any steps and this 'activity 
map' exercise will take you about 15 minutes 
to do. 

Step 1 . 
On one side of the papel; make a general Itst 

of where your time goes over a nonnal 7-day 
period. How do you nonnally spend the 168 
hours in a week? What do you generally do 
with your time? Consider how much time you 
dedicate over one whole week to sleep, to work, 
to hygiene, to eat, to shop, to exercise, for 
chores, pets, television, etc. Take the most 
obvious chunks of time and list them down so 
that when you add them all up, altogether, you 
reach a total of 168 or thereabout. Do not 
worry too much about reaching an exact 168 
hours! 

Step 2 
Once you are ready and you have a reasonable 

breakdown of activities, turn the piece of paper 
and find a creative way to map the sub totals 
you listed in tenns of hours. You can either 
map the hours in a te1111S of a pie chart, or a 
histogram Witll activities along the x-axis and 
time on the y-axis. Just find a simple and visual 
way to represent your activities. 

Step 3 
Once you finish your 'activity map' , look at 

it as objectively as possible and reflect on tins 
question: 'When I look at this map, what does 
it say about the person who drov i(!' 

Take a few moments to reflect and write 
down what comes to yom mind on your piece 
of paper. Write down what the map says about 
the person who drew it. Try to be as objective 
as possible. 

Step 4 
Well, what Jo you think.? Are you happy 01 

dissatisfied with what you objectively see in 
yourself? Is there something in particular that 
concems you or that you are proud of? Is there 
sometlling you would like to address or do 

differently? Note your answers down on your 
piece of paper for future reference. 

StepS 
Now look at the map again and see whether 

there is any time dedicated to you. A slot just 
for you. The actual amount of time you spend 
with yourselfis not too relevant but the important 
thing is that you have some tinle for yourself 
that is enough for you. This is the actual 
personal free time tllat can fluctuate somewhat 
depending on fanlily obligations, but wInch 
still remains important and necessaty at all 
times during your life. This is the personal 
time you need to be with yourself and 
communicate intra-personally. It is the time 
you need to perfonn certain activities, physical 
and mental, that in turn help you to remain 
reasonably healthy and happy over time. 

Note 
When persons occupying similar positions to 

you perfonn tins exercise, they nonnally become 
consciously aware of how little time they actual.ly 
dedicate and have for themselves personally. 
TIley realise that they have no time to reflect on 
their own personal needs and expectations, as 
well as little, if any, time to plan what they can 
do to address these needs and expectations. This 
implies that there is little intra-personal . 
communication and that self awareness IS low 
and potentially cOWlterproductive to a positive 
self-esteem and self-confidence. In turn, this 
influences how we tend to deal with and view 
personal problems. The 'me' starts to vatlish 
ilnct inst-rilct one fincts it eilsier to fOl-lIs on the 
needs and expectations of other people rather 
than oneself These include fan1i.ly members, 
patients, clients, friends and acquaintances. 

If on the other hand you are pretty self 
disciplined and regularly take the time to respect 
your own needs sometime during the week or 
at the weekend, then you are lucky and doing 
the right thing. Do yom utruost to protect and 
consolidate this enviable position and time 
because you are likely to be more satisfied and 
happy with yourself and your work. 

If you lack enough time for yourself, then 
the question which obviously follows is, 'When 
are you going to starl reorganising your needs 
and expedations so that you too call get some 
attention and space?' 

In the next tln·ee letters to be published over 
the coming issues, I will write to you about how 
mental progranrrning and assertive 
commwlication skills heavily influence the way 
we view ourselves and the decisions we take to 
self Cat-e and to achieve a healtl1ierwork-life 
balance. Later on, I will also outline ways for 
you to recognise and address signs and symptoms 
of negative pressure, stress and bumout and will 
highlight ways to enhance self-esteem and 
personal confidence to prevent anxiety, 
depression and loneliness in your life. 8J 
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S orani x P itraconazole 

THE POWER OF 1 WEEK PULSE THERAPY 

For Skin and Nail fungal infections 
Broad Spectrum antimycotic /1- week pulse therapyl 

ABBREVIATED PRESCRIBING INFORMATION: PROPERTIES: SPORANOXTloI (itraconazole), a triazole derivative, is active against 
infections with dermatophytes (TrichoplJyton spp., Microsporum spp., Epidermophyton floccosum), Aspergillus spp. and various other 
yeasts and fungi. INDICATIONS SPORANOXN (itraconazole) is indicated for onychomycosis caused by dermatophytes and/or yeasts, 
dermatophytoses, pityriasis versicolor, fungal keratitis, oral candidiasis, and vulvovaginal candidiasis. DOSAGE AND ADMINISTRATION 
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pedis, T. manus: 2 capsules (200 mg) once daily for 7 days: highly keratinized regions, as in plantsr T. pedis and palmar T. manus, require 
2 capsules (200 mg) twice daily for 7 days. Pityn'as;s versicofor: 2 capsules (200 mg) once daily for 7 days. Fungal keratitis: 2 capsules 
(200 mg) once daily for 21 days. Oral candidiasis: 1 capsule (100 mg) daily for 15 days. Vulvovaginal candidiasis: 2 capsules (200 mg) 
morning and evening for 1 day. CONTRAINDICATIONS SPORANOX"" (itraoonazole) is contra-indicated during pregnancy and in patients 
who have shown hypersensitivity to the drug or its excipients. WARNINGS AND PRECAUTIONS Although clinically SPORANOX TU 
(itraconazole) has not been associated with hepatic dysfunction, it is advisable not to give this drug to patients with a known history of liver 
disease. NURSING MOTHERS: It is recommended not to breast feed whilst taking SPORANOXT'U (itraconazole). DRUG INTERACTIONS 
SPORANOX""" (itraconazole) should not be given concomitantly with terfenadine, astemizole, cisapride, oral midazolam, triazolam. 
pimozide or quinidine. If Midazolam is administered LV. special precaution is required since the sedative effect may be prolonged. In 
worldwide post-marketing experience there have been very rare reports of rhabdomyolysis involving transplant patients receiving the 
combination of SPORANOXTN. cyclosporine and lovastatin. A casual relationship between itraconazole and rhabdomyolysis has not been 
established. 

Marketing Authorisation Holder: Janssen-Cilag International NV, Turnhoutseweg 30, 2340 Beerse, Belgium. 
For fu ll prescribing information please contact A.M. Mangion LTD, Mangion Buildings, New Street in Valletta Road, 
Luqa LQA 06, Malta, telephone number 2540 2600. 

Reference: 1- Sporanox'" prescribing information. • JANSSEN-CILAG 



The Human Papilloma Virus 
From Mr Christopher Farrugia Dip 
MLS PgD Forensic Science(UK) 

I refer to the aliicle by Prof Albert 
Ciliil-Vinr.f.nti f.ntitlf.d, "Thf. Hnmiln 
Papilloma Virus" (May 2007 Issue 
03/07). I take exception to his 
comments and in particular the section 
where he states, and I quote ad 
verbatim, "Molecular testing for viral 
DNA (and also molecular testing for 
detection of progression from HPV to 
CIN) is an expensive matter when 
carried out properly in suitable 
laboratories. Beware of claims that 
these PCR (polymerase chain reaction) 

Vacancy 

techniques can be carried out in some 
small corner of a local private 
laboratory, to offer cheap and reliable 
testing". 

MLS BioDNA Ltd. , is currently the 
only DNA facility in Malta carrying 
out DNA HPV testing using state of 
the art facilities and top-notch 
expertise in the area. May we assert 
that quality assurance regarding all 
our tests is in place. We follow 
standard operating procedures and 
regularly participate in proficiency 
testing programmes. Moreover, the 
facilities have been assessed by 

quality assessors under the 
stewardship of the National 
Accreditation Board and recently 
have been awarded ISO 17025 
ArrrE'riitiltir)11 Phy~iri(111~ ,1110 p~ti('nts 
can rest assured that all results 
emanating from MLS BioDNA Ltd. 
are indeed tried and tested. 

Furthermore, DNA HPV is carried 
out at the KBIC at Kordin, and is 
licensed by the Health Authorities in 
Malta to conduct such tests. 

Mr Christopher Farl'ugia is director 
of MLSBioDNA Lld. 

~'-lH p~ Were you looking for Clinic Space in a very central area 
~ ~ close to both St. Luke's and Mater Dei Hospital? 

Join the Team of Medical Professionals 
which is already attending the Health Plus® Clinics. 

For viewing one of our 15 spacious clinics, 
call us now on 21227027 or 99865772 

or e-mail usonhealth.plus@maltanet.net 



COR N E R .. 
Winning with TheSynapse 
Last June 2007, tlu-ough TheSynapse, invited Medical Doctors, members ofTheSynapse, to participate in two online 
questionnaires, one relating to Daflon and another linked to Stab Ion. Quite an interest was shown in both questionnaires 
and, as advised, winners from those who completed these questionnaires were randomly selected. 

Drs Julian Mamo, Michael Refalo, Alex Magri and Jason Attard, 
who took part in the STABLON survey won a CD ROM 'How 
to get published - All you need to know to publish in Psychiatry' 
by Frank J Bayle. 

r 

\ 
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Dr Yves Muscat Baron and Dr Patrick Mahoney, who 
completed the DAFLON survey, won a fully illustrated 
hard back book entitled 'The Vein Book' published 
earlier on this year and which has been edited by 
John J Bergan. daflon 500n" 

STABLON and DAFLON are products of 
Les Laboratoires Servier. 

Call for interest - Environment and Health 
Environmental health comprises those aspects of human 
health including quality of life that are determined by the 
physical, biological, social and psychosocial factors in 
the environment. It also refers to the theory and practice 
of assessing, correcting, controlling and preventing those 
factors in the environment that can potentially affect 
adversely the health o/present andfitture generations. 
(Helsinki Declaration, 2nd European Conference on 
Environment and Health,1994) 

Job OPIJontunities 

n 

Professionals in the medical field (doctors, pharmacists, scientists, 
nurses, other health professionals, as well as students in these 
areas) interested to focus on the linkages between human health 
and environmental [actors, and to take action locally, nationally 
and internationally are encouraged to contact family doctor Jason 
1. Bonnici MD, MMCFD, onjasonjbonnici@hotmail.com. 
Actions include building local capacity through education and 
training, raising awareness, research and publication, advocacy 
and being a good role model. 

Check out these job opportunities in the U.K. through TheSYNAPSE 

• Qualified Pharmacist/Chemists 
Salaries from €44,OOO to €75,OOO with pension & benefits 

Resourcing is able to provide a wide portfolio of vacancies to suit all levels of experience - from recently 
qualified to vastly experienced professionals. Also, interested candidates are given further assistance as to 
advice, relocation, support and information on working conditions in the UK and other such useful particulars. 

For more details, send an email to ukjobs@thesynapse.net or visit TheSynapse Portal: within the "Opportunities" 
area at TheSynapse Main Page. 



IS SUE SIN P U 

450 daily cases of Infectiou 
hy Charmaine Gauci MD PhD MSc Dip(Fit & Nut) FRSH 

------I Head - Disease Surveillance Ul1it 
Departll1el1l of Public Health 

An improvement of hygiene methods 
and sanitation as well as early 
management, have greatly reduced the 
deaths caused by this illness in 
developed countries like Malta, 
however not the same can be said for 
developing countries. In these 
countries we are still seeing a number 
of deaths especially in children. 
Furthermore although the number of 
deaths have been radically reduced in 
developed countries, the burden of 
illness from sickness remains high. 

Most of the information on the 
number of cases of infectious diseases 
in many countries comes from 
notifications from doctors and 
laboratories. However this does not 
include those persons who develop the 
illness and do not go to a doctor, and 
cases where the doctor does not suspect 
that food is implicated. Hence 
information on the number of cases 
occurring in many countries is not 
known. An estimate of the frequency 
of this illness is important to be able 
to control this illness. 

This promoted the author, who is the 
head of the Disease Surveillance Unit 
within the Ministry of Health, to 
initiate a series of research studies to 
identify the gaps in the epidemiology 
ofthis disease. This doctoral study 
estimated the frequency and defined 
the distribution of infectious intestinal 
disease in Malta. 3,504 randomly 
selected persons participated in this 
study which was calTied out over a 
period of 16 months. From this study 
it was estimated that 3.18% of the 
population experienced an episode of 
infectious intestinal illness at any point 
in time in a year. This can be 
extrapolated to the general population 
giving an average rate of 0.421 
episodes per person per year which is 
equivalent to 450 episodes of illness 
occurring in the Maltese Islands per 
day. This was the first estimate of the 
frequency of this condition to be 

estimated in Malta. Knowing that there 
may be about 450 persons suffering 
from gastrointestinal illness due to 
microbiological agents puts everyone 
on their toes to see what we can do to 
minimize this burden. Usually some 
have the impression that this illness is 
of short duration however this study 
revealed that the duration of illness 
can vary from 4 to 9 days with an 
average of 3 days . The study a Iso 
dwelled on what infectious intestinal 
illness at community level is costing 
us from a societal aspect. The largest 
proportion of cost is due to provision 
of health-care services costing Lm 
4,558,970 per year; followed by Lm 
2,209,393 in lost productivity; Lm 
561,078 in medicines; Lm66,452 in 
stool culture testing and Lm31 ,183 in 
personal costs, glvmg a total cost of 
illness of over 7 million Maltese liri 
per year. The burden and cost of 
infectious intestinal disease are high 
enough to justify efforts to control the 
illness since most cases of this illness 
can be prevented. 

The results of this study have been 
published in local and international 
scientific peer-reviewed journals by 
the author, who obtained a doctorate 

in epidemiology in 2006. 

What is the health division doing in 
terms of miniInizing the risk of illness? 
The Disease Surveillance Unit 
investigates all notified cases and 
undertakes action where food 
operations are implicated, advises the 
persons involved on safe food handling 
practices and advises on measures to 
prevent transmission from one person 
to another. The Public Health 
Department ensures that all tood 
operations are registered with the Food 
Safety Commission in terms of Legal 
Notice18012001, which guarantees that 
regular inspections are performed to 
ensure compliance with all food safety 
regulations in tenns ofthe Food Safety 
Act (2002). It is the responsibility of 
the tood operators to ensure 
compatibility - they should not allow 
food handlers who are suffering from 
gastroenteritis to work during the 
period oftime in which they are 
symptomatic. 

In addition, food handlers need to 
follow a course in food hygiene in 
order to be registered. The course 
includes measures to be taken to 
prevent food-bome illness and lectures 



B LIe HE A LT H 

s Intestinal Disease in Malta 

I. Cook raw foods thoroughly. Under normal 
circumstances raw foodstuffs and water may become 
contaminated with pathogens. Thorough cooking will 
kill the pathogens, which means the temperature of all 
parts of the food must reach at least 70 QC. 

2. Eat cooked food immediately. When cooked foods cool 
to room temperature, bacteria begin to grow. The longer 
the wait, the greater the risk. To be on the safe side, eat 
cooked foods as soon as they come off the heat. 

3. Prepare food for only one meal. Foods should be 
prepared freshly and for one meal only, as far as possible. 

4. Store cooked food properly. If foods have to be 
prepared in advance, or if there arc leftovers, they 
should be stored cold, i.e. below 5 QC (in a refrigerator), 
or hot, i.e. above 60°C. This rule is vitally important 
when it is planned to store food for more than 4-5 
hours. 
5. Reheat stored food thoroughly. Cooked foods that 
have been stored must be thoroughly reheated before 
eating, i.e. all parts reheated to at least 70 QC. 

6. Avoid contact between raw foods and cooked 
foods. Safely cooked food can become contaminated 
through even the slightest contact with raw food. This 
cross-contamination can be direct, e.g. when raw fish 
comes into contact with cooked foods. It can also be 
indirect. For example, preparing raw fish and then using 

the same unwashed cutting surface and knife to slice 
cooked food should be avoided, or all the potential risks 
of illness that were present before cooking may be 
reintroduced. Cross-contamination may also occur in 
a freezer when the power has been off for some time 
and this should be checked for. The juice of raw meat 
and poultry may drip onto other foods. 

7. Choose foods processed for safety. Many foods, 
such as fruits and vegetables, are best in their natural 
state. 

8. Wash hands repeatedly. Hands should be washed 
thoroughly before preparing, serving or eating food 
and after every interruption, especially after use of 
the toilet or latrine, changing a baby or touching 
animals. After preparing raw foods, especially those 
of animal origin, hands should be washed again before 
handling cooked or ready-to-eat foods. 

9. Keep all food preparation premises meticulously 
clean. Since foods are so easily contaminated, any 
surface used for food preparation must be kept absolutely 
clean. Scraps of food and crumbs are potential reservoirs 
of germs and can attract insects and animals. Food 
should be stored in closed containers to protect it from 
insects, rodents and other animals . 

10. Use safe water. Safe water is just as important for 
food preparation as for drinking. 

Figure I: Golden rules for safe food preparation (Source WHO - http://www.paho.org/english/ped/teJ5oldhtm) 

on the nature of symptoms which may 
indicate gastroenteritis and hence their 
obligation to refrain from work whilst 
symptomatic. In instances where there 
is a serious violation in breach of the 
Food Safety Act various legal actions 
are contemplated including the 
possibility of closure of premises. 

What can the general public do to 
minimize the risk that he/she or the 
family can fall ill? Taking up safe tood 
handling practices in their home is the 
best measures to avoid infectious 
intestinal disease that is transmitted 
through food. By following the ten 
World Health Organization golden 
rules (Figure I), the risk can be greatly 
reduced. Another important measure 
is to avoid transmission of infection 
from one person to another by proper 
cleaning of areas where persons who 
are sick are staying with proper 
disinfectant agents, and personal 
protection during cleaning of material 
from infected persons ego vomitus. 

The role of hand washing cannot be 
over-emphasized. 

Health care professionals including 
doctors and pharmacists who have the 
first encounter with the patient, are in 
a position to offer advice on preventive 
measures to reduce the burden of this 
illness. 

More information can be obtained 
from the Disease Surveillance Unit 
website at 
http://www.hea/th.gov.1I1t/dw and by 
contacting the Unit on 21332235 
/21324086 or email Dr Gauci on 
charmaine.gauci@gov.mt. El 
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EW FRONTIERS IN MEDICINE 

nravelling the Tangle of Genetic Testing 
br Christian 1\. Scerri A1D PhD (Mo/cclI/or GCI/crics) 
Clinico/ om/ Mo/cclI/ar Genericisr 
Clinica/ ol/d Mo/cclI/or Generics Clinic 
Medico/ School, Sr LlIke 's Hospira/ 

In the past 60 years the identification of the genetic basis ofvariolls diseases has steadi~v increased. 
Whilst great strides have been made in seqllencing the lvhole human genome project, the identification 
oj disease causing mlltations especial~y.lor fI1ultt/actorial conditions is still in its injancy. On the other 
hand, in the majority of genetic disorders where the causative gene is known, moleclIlar genetics tests 

are available with which to identify the causative mlltations. 

'Do you know of anyone else in your 
family that has a similar condition? ' 
This question has become almost a 
routine one in clinical practice. It reflects 
the growing awareness that practically 
all pathological conditions have some 
genetic background. Though most 
probably the inheritance of physical 
characteristics must have been known 
since time immemorial, the major 
breakthrough in the identification of 
the units of inheritance (genes) came 
about in the mid 19'h century, when the 
Augustinian monk Gregor Mendel 
carried out his noted pea-breeding 
experiments. Through his observational 
and experimentation work, Mendel set 
the basic principle of one gene one trait. 

Though the concept of the gene was 
established at around this time, it took 
almost 100 years before the first 
experimental evidence that DNA 
transmits genetic information was 
published by Avery et al l of the New 
York's Rockefeller Institute followed 
hy Franklin and Gosling2 and Wilkins 
et al\ of King's College in London, 
who through x-ray diffraction patterns 
of DNA showed that it had a regular 
and helical structure. In 1953, armed 
with this infonnation and knowledge 
of the chemistry of DNA, lames 
Watson and Francis Crick4

, then at the 
Medical Research Council laboratories 
in Cambridge, England, proposed a 
model composed of two helically 
twisted strands connected to each other 
by a number of molecular rungs. These 
rungs were made up of either an 
adenine (A)-thymine (T) or guanine 
(G)-cytosine (C) base pair. Thus the 
theory that it is the order of these G, 
A, T and C bases on the DNA strand 
that determined the genetic make up 
of every living organism was born. 
This arrangement could also account 
for the way DNA strands and thus the 
genes, were copied and transmitted to 
the offspring. The next piece of the 
jigsaw puzzle was put in place in 1966 
with the identification of the triplet of 
bases (e.g. CTG) that code for 
particular amino acids (in this case 

Polymerase Chain Reaction 
DNA Region of Interest 

~ 1. DNA is denatured. Promers attach to 
each strand. A new DNA strand 

iliiildHh1!,'MNt is synthesized behind primers 
on each template strand 
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2. Another round: DNA is 
denatured, primers are 
attached, and the number 
of DNA strands Doubled 

3. Another round: DNA is 
denatured, primers are 
attached, and the number 
of DNA strands Doubled 

i>:t •• ~ 

~ 

~ 

! TZ~ 

__ if I.' 

F'!'~ 

4. Another round: DNA is 
denatured, primers are 
attached, and the number 
of DNA strands Doubled 

~~ 

~ 
~ 

~ 

~ 

~ 

5. Continued rounds of amplification swiftly produce large 
numbers of identical fragments . Each fragment contains 
the DNA region of interest 

~ 

~ 

Figure 1. The steps and reactions in the Polymerase Chain Reaction (adapted 

leucine) or else for the start (usually other fragments and the polymerase 
ATG) or stop (TGA, TAG, TAA) of could replicate the fragments. These 
protein coding regions. ' tools enabled researchers to digest 

The scene was thus set for the hunt 
for disease-causing genes. Initially the 
tools that the molecular geneticist could 
use consisted of enzymes called 
restriction enzymes (RE), ligase and 
heat labile DNA polymerase. RE are 
enzymes present in eukaryotic cells 
that protect them against invading 
phages (bacterial viruses) . These 
enzymes recognise specific sequences 
and cut the DNA strand. The ligase 
could then ligate the fragment with 

genomic DNA and then separate the 
fragments by size through gel 
electrophoresis as well as introduce 
DNA fragments into bacteria for 
amplification followed by sequencing. 
With these primitive tools, researchers 
started to recognise background 
patterns of RE sites (haplotypes) that 
were linked to certain genetic 
disorders. In the late 1970's and early 
1980's these techniques enabled 
researchers to identify the first 
molecular causes of genetic disease . 

conlil7l1cs 0/1 page 18 
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EW FRONTIERS IN MEDICINE 

bInravelling the Tangle of Genetic Testing 
conlinued./i"Ol11 page 16 

Since then, it was a rapid progression 
both in techniques and identification of 
possible mutations that could cause 
genetic disorders. The pivotal discovelY 
was the principle ofthe Polymerase Chain 
Reaction (PCR) in 1986 by Mullis et al.6 

This technique utilises fom components 
- the template DNA (usually full genomic 
DNA), two short DNA fragments 
(primers) that are synthesised in the lab, 
a buffer solution containing the 
nucleotides, and heat stable DNA 
polymerase. The genomic DNA can be 
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obtained from any cell (apart red blood 
cells - they contain no nucleus) ofthe 
body and even from one single cell. Thc 
primers are two ShOlt (15 to 30 nucleotide
long) fragments of DNA that are 
artificially synthesised. The sequences of 
these fragments are chosen so as to be 
complimentalY to the 3' region upstream 
of the gene of interest in both strands. 

The sequence of events in PCR (figure 
1) involves a cycle (25 to 30) of heating 
and cooling steps. The initial step is that 
of heating the mixtme of genomic DNA, 
primers, nucleotides and polymerase 
enzyme to a temperatme, high enough to 
obtain complete separating ofthe two 
complimentary strands of DNA (this step 
is called denatming and usually takes 
place between 95°C and 99°C). The 
mixture is then cooled to a temperFlture 
that is optimal for the two primers to 
anneal to their respective complimentary 
sequence (usually between 63°C and 
68°C). The last step brings the mixtme to 
the ideal temperatme for the polymerase 
to build a new complimentary strand 
starting from the annealed primers 
(depends of the enzyme which is used 
but the ideal temperatme of the most 
commonly used enzyme - Thermus 
aquaticus (TAQ) polymerase - is n °C). 
With every cycle, the munber of fragments 
of interest doubles up and thus after 25 
cycles and stmting from the genomic 
DNA from one single. ce1l

15 
one would, 

theoretIcally, end up WIth 2- (33,554,432) 
copies of the fragment of interest within 
3 to 4 homs. This technique opened the 
doors for various important research and 

diagnostic tcchniqucs, including large 
scale, rapid sequencing as well as rapid 
methods to identifY mutations. 8J 
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MEETING PEOPLE 

For the sake of childre 
- -------1[ by Marika Azzopardi 

I 

which was in the limelight following 
Mr Carreras' memorable concert held 
in June. Thanks to the hard work 
shouldered by all those involved, a 
cheque of Lm 2,200 was presented 
to Jose Carreras himself on June 9, 
during a friendly football match. This 
was held between an Austrian team 
led by former Austrian Chancellor 
Wolfgang Schussel and a Maltese 
contingent of parliamentarians and 
other personalities. Although the 
Maltese team was beaten 3-2 by a 
visibly older team of Austrians, the 
Maltese were winners through and 
through. Dr Calvagna explains what 
eventually happened ... 

"The Carrera event was organized 
through the initiative of Ba wag Malta 
Bank and various other local and 
foreign commercial institutions. 
They planned the fund-raising 
football match between Maltese MPs 
and a selection of Austrian 
Parliamentarians. I participated in 
the game and played for the Malta 
side. The proceeds of this match were 
passed to Mr Carrera's Leukaemia 
Foundation and the latter very 
generously passed on these funds to 
our support group." 

continues on page 20 
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A V I A N IN FLU EN Z A 

Update on Avian Influenza 
by Tanya Melillo Fenech MD MSc(HSM) Dip(HSM) 

- - --I Public Health Physician, Disease Surveillance Ullli, 
Department oj'Public Health 

Avian Flu virus change lowers vaccine 
effectiveness 

A change in the avain flu virus strain H5NI has d~shed 
the effectiveness of the vaccine against the disease. AVian flu 
vaccines are produced according to the gene type Z found in 
the avian flu virus strain H5NI in 2003 but another gene type 
G was detected in 2005 and these two genes are not similar. So 
vaccines are more effective against type Z and less effective 
against type G. 

New antiviral drug - Peramivir 
A new antivual Jmg to treat both avian amI humanllu, 

developed by United States-based BioCryst Pharmaceuticals, 
will be tested across Asia this summer. 

In animal trials, the drug boosted the survival rates of mice 
and ferrets infected with the H5NI avian flu virus. 

The development of peramivir may be an answer to exper:ts 
who want to have several antivuals to choose from when fightmg 
the different types of flu, especially since the viruses mutate 
quickly. 

Mild avian flu in Britain this May has pandemic 
potential 

Four human cases tested positive for H7N2, a mild strain of 
avian flu, in Wales this May from a small farm which reported 
the death of several chickens. This is a reminder that the next 
flu pandemic can be sparked by a virus other than the feared 
H5N I strain. 

Health officials are currently investigating 142 people who 

may also be infected, of whom 12 hav~ sympto~ns of flu or 
conjunctivitis. Health officials are treatmg hos~ltal staff and 
patients after a health care worker caught Ule VllllS and also a 
prunary school where one of the pupils devel?ped symptoms. 

Low pathogenic vU'uses can gUl~kly morph mto hig.hly 
pathogenic ones, sometimes wlthm weeks. Too httle IS known 
about flu viruses to predict with any certainty which ones are 
most lethal for hnmans. 

Unlike many other avian flu subtypes, which disappear off the 
radar after a short period, H5NI has remained entrenched in the 
environment and continues to spread to new areas. 

Still, while ~o avian flu vuus can be ruled out when it comes 
to Igmtmg the next pandemIC, some clues maay eXIst. 'lhough 
H5N I has several worrying characteristics, other flu subtypes 
are also in the running for the pandemic title. The last two flu 
pandemics were the result of a hnman flu virus recombining 
with low pathogenic avian viruses. 

Antibodies from survivors may hold clue to bird 
flu remedy 
An article published in May in The Public Library of Science 
JOlnnal PLoS Medicine describes how antibodies from survivors 
of the Vietnamese H5N I straul were used to prevent mice iiolll 
developing the infection by neutralizing the.virus. Hmnan 
monoclonal antibodies were created and tramed to recogmze 
the H5N I virus. The role of antibodies in the body is to recognize 
and initiate an attack against the offending antigen - in thi~ case 
the avian virus - and destroy it. The study showed that thiS 
treatment could be administered uQ..to 72 hours from the onset 
of symptoms for it to be effective.~ 
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Ciappara' opinioned that "an evaluation 
of patients' expectations is important 
as this enables the profession to meet 
today's challenges to set practice 
standards and develop phannacists' 
services to meet patients' needs." The 
majority of patients interviewed in the 
Ciappara study (92%, n=80) had a 
positive view of phannacists as health 
care professionals. This was found to 
influence their perception of their 
relationship with their pharmacist. 
Moreover, patients identified 
interpersonal qualities, professional 
approach and knowledge as the most 
significant characteristics of a good 
phannacist. Promoting the good of 
patients (48.8%), communication 
(38%), and a friendly approach (30%) 
were the interpersonal qualities 
considered to be of greater impOliance. 
Furthermore, over 96% (n=80) of the 
patients said that they trusted 
pharmacists, 39% expected to be given 
more infonnation about their medicines, 
15% expressed desire to actively 
pmticipate in decisions about their health 
and 61 % recognized the pharmacist's 
efficacy in giving infOlmation on 
medicines. 

Phannacists' private practice in the 
community has always focused on the 
establishment of good patient
pharmacist relationship which is 
fundamental to the provision of patient
focused pharmaceutical services. On 
the other hand, those patients who 
receive their medicines through the 
government primary health care system 
are being deprived of such a service 
because the system is a barrier to the 
development of personalised services 
in an area where direct phannacist
patient contact is essential to attain 
positive outcomes of medicines usage 
and a better quality of life. 

In the coming days a Memorandum 
Of Understanding (MOU) shall be 
signed by the Malta Chamber of 
Pharmacists and the GRTU pharmacy 
section, representing pharmacists and 
phannacy owners, respectively and the 

Government. After about 20 years of 
negotiations (the first document on the 
'Pharmacy of Your Choice' (POYC) 
was submitted by the Chamber to the 
Government in 1987), this will bring 
about a turning point in the delivery of 
a fundamental service by community 
phannacists to patients who are 
beneficiaries under the Social Security 
Act for free medicines. Significantly, 
the MOU highlights the special nature 
of the community phannaceutical sector 
wherein phannacies are places where 
essential public health services are 
delivered by community pharmacists 
and that community pharlnacies are an 
integral part of the primary health care 
sector. 

Malta Chamber of Pharmacists 
Founded 1900 

To Serve, To Protect 
To Educate 

Indeed, the main ohjective to 
implement the POYC is that patients 
choose their private community 
phannacy, not only on the basis of 
convenience in the location but 
significantly on the basis of the nature 
and quality of professional services that 
are delivered by the pharmacist. 

At present, patients entitled to receive 
national health service medicines may 
collect them only through the 
government primaty health care (PHC) 
system from dispensaries that service 
different regions of the island and 
through a 'postal system' (bereg) . This 

'postal system' is available through 
small government clinics located in 
nearly every town and village. There is 
no contact whatsoever with a phannacist 
in the latter system. The government 
primary health care system is thus 
mainly one of supply and distribution 
where contact between phannacists and 
patients is limited. 

In the first phase of the POYC project, 
which will be co-managed by a standing 
advisory committee consisting of 
representatives of the partners signatOlY 
to the MOU and other resource persons, 
the 'postal system' (bereg) will be phased 
out. Patients shall be invited to register 
with the phannacy Iphannacist of their 
choice. They shall leave their 
presCliptions with their phannacist at 
their chosen phannacy. The PHC will 
collect these and they shall be filled by 
the PHC pharmacists and pharmacy 
technicians These patient-specific pre
packed medicines packages will be 
distributed to the pmticipating phannacies 
for dispensing, which shall be orgmrized 
at the discretion of the managing 
phannacists with guidelines fi'om the 
standing advisOly committee. Protocols 
shall be established to provide necessary 
quality assurance to ensure professional 
responsibility for the accuracy and safety 
of dispensed medication and avoidance 
of en'Ofs. Appropriate channels of 
cOlmnunication between all professionals 
involved shall be established. The project 
will be piloted in two selected areas ie. 
Gzira and Mosta, for a period of 4 months 
after which it shall be rolled out 
nationally. 

It is envisaged that in the second phase 
of the project the participating 
pharmacies will be responsible for the 
preparation and dispensing of patient
specific drug entitlement. Discussions 
are underway to set up the organized 
dispensing of those items that are 
supplied in hospital packs at a dedicated 
premise governed by good phannacy 
practice protocols. This is envisaged to 
facilitate the work of community 
phannacists. 

COll f i l1l leS on page 24 
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The Ideal Proposal for Your Clinic! 

Nowadays, ultrasound has become one of the leading diagnostic techniques available in modern 
medicine. The new age of digital technology has improved the dedicated systems of ultrasound even 
more . developing these special tools for various practices depending on the speciality of the user 

ESAOTE. based In Florence and Genoa In Italy and Maastricht in the Netherlands. has become one of 
the world players in ultrasound technology. This su~cess has been achieved by a comprehensive group 
of people each one dedicated to meeting the end-user demands both in design and software applica
tions . 

ESAOTE has the right systems for each individual practice according to their needs and with the possi
bility of future upgrades The range is comprehenSive both for the veterinary models where the 
company IS considered the world leader, as well as in human ultrasound applications 

The MyLab series IS ESAOTE's latest innovation. The 'No Compromise' motto in our portable MyLab 
25/30 system IS In demand worldwide. This ulllt has the advantage of portabillty while stili rendering the 
high performance ultrasonography of the larger consoles. 

The new Mater Dei hospital has been equipped with ESAOTE systems. Various models and software 
applications are available according to the department These Include Cardiology. ObstetriCs . Gynecol
ogy. Emergency fast scan and. of course. the main General Radiology department. 

ESAOTE has several unitS IIlstalled In private practices all over the island In both medical and veteri
nary applications. ESAOTE strives to render the utmost service to its clients. and has been rewarded by 
bemg the No 1 seller in Malta . This IS the best reference for even more clients in the future. 

ESAOTE are locally represented by Jamesco Trading Co Limited of George 
Borg Olivier Street Sliema. - telephone number 23291006. 
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Pharmacies will also be encouraged 
to implement an Information and 
Communication Technology (lCT) 
system. It is envisaged that this will 
lead to the introduction of patient 
medication record keeping, facilitating 
better medicine management and 
reducing drug misadventures. This is 
also expected to facilitate better 
communication with family doctors 
in the best interest of our patients. 
ImpOliant tools such as data collection 
and data mining could be used for 
pharmacoeconomic reasons and for 
research on medicines usage. The 
oppOliunities for innovative phannacy 
practice developments and rewarding 
job opportunities for pharmacists and 
others are unlimited. 

The principle of a fee for such a 
service in the community pharmacy 
shall also be introduced. Such a fee 
shall be borne by the government. 

The third phase will entail the 
taking over of the responsibility for 
the procurement, distribution, 
packaging and dispensing of free 
medicines to beneficiaries directly 
and fully by the pharmacies and the 
introduction of a Government 
reimbursement model on the lines 
of European and international 
practices, with mechanisms in place 
10 ensure flrreptflhh~ prire levels of 
medicines. 

Studies have consistently shown 
that there is strong support by the 
public for the decentralization of 
these services to the private 
community pharmacics in the towns 
and villages in Malta. Significantly, 
a body of knowledge has also been 
building up, nationally and 
internationally, whereby research 
has revealed evidence that 
pharmaccutical scrviccs in 
community settings make a positive 
impact on patient outcomes, ego 
clinical, humanistic and economic. 2

.
3 

A Foresight studl explored 
possibly successful scenarios for 
the POYC project implementation. 
The objectives of the study were to 
encourage wider participation in 
policymaking in pharmacy services; 
to use scenario methods to explore 
possible futures for pharmacy in 
Malta and address alternative 

pathways for pharmacy and its 
impact on and contribution to the 
health of the Maltese society; and 
provide guidelines to an action
oriented vision and develop 
recommendations to be incorporated 
into possible policies. 

Top-down scenarios were 
considered such as looking to the 
fl1tl1n~ flnrl flsl<ing ' how' 'l1lf'8tion<;, 
ego how could a future scenario be 
attained, where pharmacist expeliise 
in the public and private service is 
fully utilised with a positive impact 
on the health of the community and 
on the sustainability of the national 
health budget? The resultant top 
priorities to inclucie immeciiiltely in 
a national health policy with the long 
term objective of attaining equity, 
sustainabihty, and economic viability 
in the pharmaccutical sector were: 

• Convergence on the 
implementation of a POYC system; 

• Full implementation of ICT; 
• Standing advisory committee of 

stakeholders to implement 
and monitor the project; 

• Better patient management; 
• Necessity to take a Policy Decision. 

It appears that the future of 
Community Pharmacy for the 
benefit of pharmacists and the 
society they serve is finally here. 8J 
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