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EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
It feels strange to be writing this letter. As I
tap on my laptop keys, I’m shielded by the
safety of my kitchen walls, yet those I’m
seeking to address – you, our readers – are
currently on the frontlines of this terrifying
pandemic; courageously protecting,
assisting, and saving countless lives.
Although I know that the gratitude
I can express to all of you will never
match the enormity of your efforts, and
so much now is trivial in comparison to
them, it feels equally as wrong to sweep
over COVID-19 in this letter. It’s what
everybody is talking about – what is
flooding our phone screens – what is
dictating a new normal for our daily lives.
We have had to adjust, distance, and for
you, sacrifice so much for those suffering.
What has personally been helping me
through this descent into the unknown is
keeping tabs on the things that bring me
light – that break through the darkness
and present hope for when the world opens
back up again. Here are just a few:
1. Although conditions are forcing us to
physically distance from one another, I’ve
never felt as connected to people. From
using video technology to stay in touch
with my loved ones, to exchanging personal
stories and worries via email with this
issue’s contributors, the unity is palpable.
2. One of my favourite quotes in times of
distress is from the late Fred Rogers, ‘Look
for the helpers. You can always find people
who are helping.’ And finding helpers and
volunteers during the COVID-19 crisis
couldn’t be easier. In fact, a drive to boost
Northern Ireland’s health and social care
workforce received a mammoth response of
4,031 people in its first weekend.
3. Having learned of just some of the
innovative potential of the sector as

@nihealthweb

Editor of NIHR, I am comforted by the
acceleration of scientific developments
centring on COVID-19 – and the
determination of those at the helm of
them.
4. Never has it been more evident
that in spite of our profession, age, or
circumstances, we can all play our part.
Children are inking posters of support for
their NHS neighbours; people are stitching
and donating protective equipment to local
hospitals; tradesmen are volunteering their
vans and time to deliver essential items to
the vulnerable.
In this edition – a COVID-19 special
– we are aiming to bring you the latest
professional information, updates, and even
personal insights, to help you navigate this
unprecedented time.
The Public Health Agency provide
advice for protecting your own mental
health (beginning on page six), and Maeve
Devlin, General Practice Pharmacist, delves
into how her role has modified as a result
of the crisis (page 10).
Elsewhere, the Pharmaceutical Society
NI (page 17) and Medical Defence Union
(page 14) present the need-to-know tips
which will help you in practice, while the
British Heart Foundation explore the risk
of coronavirus for those with heart and
circulatory disease (page 11).
We hope that our raft of other features
and topics also grant you some light and
interest – including the reveal of the
first half of our 21st Northern Ireland
Healthcare Awards winners (beginning on
page 31).
Take care – and thank you.

Medical Communications 2015 Ltd
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COVID-19

COVID-19: A CRISIS
IN MOTION
Sweeping through the world and thrusting a torrent
of panic and fear upon populations – as well as
unprecedented pressures on critical healthcare
services – the COVID-19 crisis continues. NIHR recaps
some of the major pandemic-centred developments in
the region thus far, from the initial confirmed case, to
the concerted efforts to protect the public.

THE EARLY STAGES

When did the virus initially
descend upon the region and
subsequently pick up pace?
Although we could be forgiven for believing
that the COVID-19 situation in Northern
Ireland has been spiralling for a greater period
of time, it was only a few months ago –
towards the end of February – when the testing
of a patient resulted in the first presumptive
positive test for coronavirus in the region. In
line with established protocols, this Northern
Ireland test outcome was sent to Public Health
England laboratories for verification.
At the time, Northern Ireland’s Chief
Medical Officer, Dr Michael McBride,
explained, ‘We have been planning for the
first positive case in Northern Ireland and
have made clear that it was a question of
when not if. We have robust infection control
measures in place which enable us to respond
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immediately.’
Following this reveal, the rate of those
directly impacted by the virus soon accelerated.
At the time of going to print, the total
confirmed COVID-19 cases in Northern
Ireland has reached over 1,000 – while the
tragic number of COVID-19-related deaths is
now 73.

TAKING ACTION

NIHR rounds up a few of the
main measures which have
been implemented with the aim
of curtailing the rate of the
COVID-19 spread in the region,
as well as enhancing education,
and supporting the sector.

£10.5 MILLION TO ALLEVIATE
PHARMACY PRESSURES

With pharmacies playing an essential role in
the communities they serve, and experiencing
mounting pressures due to COVID-19,
urgent modes of assistance were necessary –
prompting the Health Minister, Robin Swann,
to announce additional funding of £10.5
million to support community pharmacies.
The Health Minister said, ‘The entire health
and social care system in Northern Ireland
is under severe pressure due to COVID-19.
That pressure is also being felt in community
pharmacies by the staff who are working in
challenging conditions and dealing with
increasing demands for prescriptions.
‘I want to reassure everyone that supplies of
medicines are continually replenished. There
is no need to stockpile. This creates a pressure
on the system that will be felt by the most
vulnerable in our society.’

DRIVE TO RECRUIT FORMER
HEALTHCARE PROFESSIONALS

Further efforts to ensure sufficient patient
support throughout the surge included a
rigorous push to recruit former healthcare
professionals back into the health and social
care workforce. Garnering an immediate and
effective response, the initiative has increased
staff groups across the full range of disciplines
and comes alongside initiatives to deploy
medical, social work and nursing students.
Among the organisations reaching out, the
General Medical Council wrote to over 500
Northern Ireland doctors who had left the
register and given up their licence to practice;
and arrangements were put in place for final
year medical students who were just about to
complete their degree at Queen’s University
Belfast to have the opportunity to join the
provisional medical register so that they too
can support clinical teams over this period.
Employers across the trusts also urgently
investigated the opportunity to deploy, on a
voluntary basis, the approximately 500 third
and fourth year medical students, who have
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COVID-19
been withdrawn from the clinical placements under their
medical degree course, in some form of temporary medical
student technician role. This not only offers a means of
supplementing the workforce, but gives these medical
students the opportunity to contribute their skills during
the pressures in the surge.

OPENING OF NEW PRIMARY CARE COVID-19
CENTRES
In line with the emergence of new COVID-19 cases has
been the expansion of Primary Care COVID-19 Centres
across Northern Ireland. The centres have been rapidly
established in each trust area to help manage the increase
of cases in the community by allowing patients who are
showing symptoms of the virus to be separated from those
with non-COVID-19-related conditions. This is essential
to ensure that vital GP services can be maintained in the
coming weeks and months with minimum disruption.
Not testing facilities, the centres are only for patients
who are unwell, are suspected of having COVID-19, and
require medical attention. Patients also aren’t able to report
directly to these centres without being referred by their GP
or out-of-hours provider.
As well as the opening of centres in Belfast, Dungannon
and Banbridge – and the first in Derry-Londonderry
– further centres have followed in Antrim, Coleraine,
Newtownards, Lisburn, Downpatrick and Enniskillen.
The situation will be kept under review and further
centres may be opened.

DEDICATED NORTHERN IRELAND COVID-19
APP LAUNCHED

As the situation with the pandemic evolves, never has it
been more important to equip people across Northern
Ireland with immediate advice and links to vital, trusted
information. In response to this urgent need, the
Department of Health Northern Ireland launched a new
COVID-19 Northern Ireland information app.
The app includes guidance on the symptoms of
the coronavirus infection and supports individuals in
identifying whether they might potentially have it. It also
provides advice as to what actions individuals should take
if they think that they may have it – bolstering their ability
in deciding whether they need advice from a healthcare
professional, and how best to access that advice should they
need it.

WHAT’S NEXT?

With so much still shrouded in
uncertainty at this time, research
is currently investigating the
consequences which could be cultivated

by the action we’re taking – and how
things may proceed in the weeks and
months to come.
KEY FINDINGS OF COVID-19 MODELLING

The crucial importance of social distancing – and the
necessity of adhering to the regulations – has been
stringently and consistently reasserted. And now it has
been graphically brought home by local modelling data on
COVID-19, in which Health Minister, Robin Swann, set
out key findings of an expert Northern Ireland modelling
study, which will inform intensive hospital planning for the
forthcoming surge in COVID-19 cases.
The Health Minister explained, ‘In summary, the
research indicates that our health service would have
a realistic prospect of coping in this initial period if a
sufficient proportion of the population adhere to the social
distancing and self-isolation measures.
‘However, it is important that this is considered in
context, and I would emphasise that it provides no grounds
whatsoever for dropping our guard. On the contrary, the
projections underline that the continuation of rigorous
social distancing will save many lives and protect our health
service from collapse. Even then, a reasonable worst-case
scenario would involve significant loss of life in Northern
Ireland.
‘In addition, the absence of a vaccine means we will have
to plan for a potential second wave of COVID-19 cases
later in the year.’
The modelling outcome sets out a reasonable worstcase scenario, based on a number of assumptions, including
social distancing measures producing a 66 per cent
reduction in contacts outside the home and workplace. In
addition, 70 per cent of symptomatic cases would adhere to
case isolation.
The modelling team’s best judgement is that this
would lead to a peak number of 180 COVID-19 patients
requiring ventilation and critical care beds during the first
wave of the epidemic. The peak number of COVID-19
hospital admissions would be 500 per week.
Under this reasonable worst-case scenario, the projected
number of cumulative COVID-19 deaths in Northern
Ireland over 20 weeks of the epidemic would be 3,000.
The modelling indicates that the peak of the first wave of
the epidemic is expected between 6th-to-20th April 2020.
The modelling team authors emphasise that the
work is not a prediction or forecast, rather a model for
planning purposes, and have also stated, ‘It is assumed that
current restrictions remain in place for the foreseeable
future. When the current restrictions are relaxed, there will
be a second wave. Future modelling will focus on the size
and shape of this depending on how / when restrictions
are relaxed or re-introduced. This will remain the case until
there is substantial population immunity either as a result
of recovery from infection or successful vaccination.’
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Protecting your mental health:
Coping during COVID-19
For many health professionals involved in the response to the COVID-19 (coronavirus) pandemic,
this period will bring a level of stress you will not have experienced before.
People react in various ways during a crisis but stress is a natural reaction to a situation like this
and many of you will have feelings of anxiety about your loved ones, your colleagues and your
own health.
As the situation develops at a faster pace, people will naturally become more anxious, stressed and
exhausted. It is crucial to look after your mental health, which is just as important as looking after
your physical health.
You need to take care of yourself so you can cope better, think more clearly and better take care
of others. This is a unique situation and your resilience will be tested but relying on familiar coping
techniques that have helped you before will help again now.
•

Rest and sleep are often overlooked when under pressure, so take breaks when you can
during the busy day and make sleep a priority between shifts;

•

Practise controlled breathing and relaxation techniques, particularly if you feel
overwhelmed;

•

Make time to eat healthy food either in the work place or when you get home – savour the
taste and enjoy it;

•

Try to fit in some form of physical activity, whether that is a brisk walk, a run or an online
physical activity class. Being active boosts your mood, especially if it is an activity you enjoy.

•

Create a list of things you enjoy doing, such as walking, gardening or reading a book. It is
important to have some time for your favourite activities as this will help you cope in the
long term.

•

Family and friends will be concerned for you while you are responding to this situation so when
you can, try to make some time to let them know how you are doing. This will help reduce their
anxiety and will benefit your own mental health by staying connected with those who love you.
There are so many ways to keep in touch by phone, video calling, emails and texts.

Your colleagues are on this journey with you and will be experiencing many of the same
feelings you have so you can turn to them for support.
Remember, you are not alone, everyone is in this together and we will get through it.

You will find many helpful resources relating to Covid19 and mental health at the
following sites:
World Health Organization: www.who.int
Change your mind: www.changeyourmindni.org
Samaritans: www.samaritans.org
Scottish Association for Mental Health (SAMH): www.samh.org.uk
Royal College of Occupational Therapists: www.rcot.co.uk

If you are feeling overwhelmed there are a number of organisations you can contact:
Lifeline 0808 808 8000
Samaritans 116 123

STAY HOME

KEEP DISTANCE

WASH HANDS

WWW.NIHEALTHCARE.COM

RESPIRATORY

NOSOCOMIAL LOWER
RESPIRATORY TRACT
INFECTIONS

Examples of both can be illustrated below:

Respiratory tract infections have garnered a huge
amount of media attention recently with the global
outbreak of COVID-19, however, they have always
been at the forefront of infections faced by both
primary and secondary healthcare professionals.
NIHR finds out more.
Respiratory tract infections can be divided into upper respiratory
tract infections (URIs) and lower respiratory tract infections (LRIs).
The upper respiratory tract consists of the nasal cavity, sinuses, larynx
and pharynx while the lower respiratory tract is made up with the
trachea, bronchi/ bronchioles, diaphragm and lungs.

With LRIs being the fifth leading cause of death worldwide
they are significantly more severe than URIs. LRIs will usually have
coughing as the primary symptom and are caused by one of four
organisms – viruses, bacteria, funghi and mycoplasma. Having
said this, bacteria are the dominant pathogens accounting for the
highest percentage meaning the majority of patients can be treated
successfully with antibiotics.
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Nosocomial lower respiratory tract infections (NLRTIs) are ones that
originate in either a hospital or care home setting. Due to where they
are contracted the patients are usually vulnerable being either elderly
or having a lowered immune system. NLRTIs have a history of being
underappreciated causes of morbidity and mortality in both paediatric
and adult patients.
The most serious NLRTI is hospital-acquired pneumonia (HAP).
This can be described as pneumonia that occurs 48 hours or more after
hospital admission and is not incubating at hospital admission. HAP can
be segmented into early onset and late onset – early onset being within the
first four days of admission and late onset five or more days after. HAP not
only has a detrimental affect on the patient but also the resources available
to the local hospitals as it usually increases hospital stays by seven to nine
days.
Pneumonia can be characterised as the inflammation of the lung
parenchyma with early symptoms consisting of a cough, chest pain, fever,
shortness of breath and an increased production of sputum. For this
reason, in this current climate, some of the symptoms are similar to that of
COVID-19, which can be extremely difficult for a healthcare professional
to differentiate. Pneumonia can be further sub-divided into two types:

One treatment for HAP is IV fosfomycin – a phosphonic acid
derivative (cis-1,2-epoxypropyl phosphonic acid) known to have low levels
of toxicity and a low rate of adverse effects. The majority of adverse effects
reported involves the gastrointestinal tract and skin and normally do not
require cessation of treatment.
Fosfomycin’s low molecular weight and relatively long half-life allows it
to penetrate various tissues (including inflamed tissue) with ease therefore
allowing it to inhibit the growth of many Gram-positive and Gramnegative bacteria.
IV fosfomysin is indicated for NLRTIs when first line treatment is
either not recommended or ineffective. The usual dose is 12-24g daily in
2-3 divided doses (maximum of 8g per dose). For patients with a severe
infection or when it is thought their infection is caused by a less sensitive
organism, the high does regimen should be used. It must be noted that
throughout treatment, the patient’s electrolyte and fluid balance must be
closely monitored.

Preparation of the
solution for infusion
Potency

1

2

Reconstitution

Dilution

stock solution

Ready-to-use

Rate of

Infusion time

solution

infusion

(brief infusion)

Fomicyt 2g

+ 20 ml*

+ 30 ml*

approx. 40-60 ml

3.5 ml/min

at least 15 min.

Fomicyt 4g

+ 20 ml*

+ 80 ml*

approx. 100 ml

3.5 ml/min

at least 30 min.

Fomicyt 8g

+ 40 ml*

+ 160 ml*

approx. 200 ml

3.5 ml/min

at least 60 min.

Name and active ingredients: Fomicyt 40 mg/ml powder for solution for infusion. One ml of reconstituted
solution contains 40 mg fosfomycin. 2 g presentation: Each bottle with 2.69 g of powder contains 2.64 g
disodium fosfomycin, corresponding to 2 g fosfomycin and 0.64 g sodium, for reconstitution in 50 ml of solvent.
Fomicyt 4 g presentation: Each bottle with 5.38 g of powder contains 5.28 g disodium fosfomycin, corresponding
to 4 g fosfomycin and 1.28 g sodium, for reconstitution in 100 ml of solvent. Fomicyt 8 g presentation: Each
bottle with 10.76 g of powder contains 10.56 g disodium fosfomycin, corresponding to 8 g fosfomycin and
2.56 g sodium, for solution in 200 ml of solvent Indications: Treatment in adults & children including neonates:
osteomyelitis, complicated urinary tract infections, nosocomial lower respiratory tract infections, bacterial
meningitis, bacteraemia that occurs in association with, or is suspected to be associated with, any of these
infections. Fomicyt should be used only when it is considered inappropriate to use antibacterial agents that are
commonly recommended for the initial treatment of the infections listed, or when these agents have failed to
demonstrate efficacy. Consideration should be given to official guidance on the appropriate use of antibacterial
agents. Dosage and administration: Daily dose is determined based on the indication, severity and site of the
infection, susceptibility of the pathogen(s) to fosfomycin and the estimated creatinine clearance. In children, it
is also determined by age and body weight. For adults and adolescents 12 years, > 40 kg and with normal renal
function (creatinine clearance > 80 ml/min): osteomyelitis 12–24 g in 2–3 divided doses, complicated urinary
tract infection 12–16 g in 2–3 divided doses, nosocomial lower respiratory tract infection 12–24 g in 2–3 divided
doses, bacterial meningitis 16–24 g in 3–4 divided doses. Individual doses must not exceed 8 g. Dose reductions
in patients with renal impairment are required. Paediatric population; Dose recommendations are based on
very limited data. Neonates, infants and children <12 years of age (<40 kg) the dosage should be based on age
and body weight. Method of administration: Intravenous infusion only. The solvent must be water for injections,
5% or 10% glucose infusion. The duration of infusion should be at least 15 minutes for the 2 g pack size, at least
30 minutes for the 4 g pack size and at least 60 minutes for the 8 g pack size. Contraindications: Hypersensitivity
to fosfomycin, or to any of the excipients. Special warnings and precautions: Consideration should be given
to co-administering intravenous fosfomycin with another antibacterial agent. Caution advised in patients with

Kent Pharma
Joshua House, Crowbridge Road, Orbital Park
Kent, TN24 0GR

cardiac insufficiency, hypertension, hyperaldosteronism, hypernatraemia or pulmonary oedema. One bottle of
Fomicyt 2 g contains 28 mmol (640 mg) sodium. One bottle of Fomicyt 4 g contains 56 mmol (1280 mg) sodium
and one bottle with 8 g of fosfomycin contains 111 mmol (2560 mg) sodium. A low-sodium diet is recommended
during treatment. Potassium substitution may be necessary in some cases. Serum electrolyte levels and water
balance must be monitored. Acute, potentially life-threatening hypersensitivity reactions (anaphylactic shock)
may occur in very rare cases. Antibacterial agent-associated colitis and pseudo-membranous colitis have been
reported. It is important to consider this diagnosis in patients presenting with diarrhoea during or subsequent
to administration of Fomicyt. During prolonged treatment with high doses, blood potassium levels should be
monitored in particular in digitalized heart failure patients. Interactions: No drug-drug interaction studies have
been performed with Fomicyt. No clinically relevant pharmacological interactions between fosfomycin and
other agents have been reported. In-vitro tests have shown that the combination of fosfomycin with a β-lactam
antibiotic such as penicillin, ampicillin, cefazolin or the class of carbapenems, usually shows an additive to
synergistic effect. The same applies to the combination of fosfomycin with most anti-staphylococcal (linezolid,
quinupristin/dalfopristin, moxifloxacin) agents in the treatment of staphylococcal infections. The combination
of fosfomycin with aminoglycosides has predominantly indifferent to additive effects. Undesirable effects
(see SmPC for full details): Common: Retching, stomach ache, injection site phlebitis, hypernatraemia and/or
hypokalaemia, erythematous eruption. Uncommon: decreased appetite, oedema, dysgeusia, headache, vertigo,
dyspnea, nausea, vomiting, diarrhea, rash, fatigue, transient increases in blood alkaline phosphatase, aspartate
aminotransferase and alanine aminotransferase. Rare: aplastic anaemia, eosinophilia. Very rare: anaphylactic
shock, visual impairment, fatty liver (reversible on withdrawal). Unknown frequency: agranulocytosis,
granulocytopenia, leucopenia, pancytopenia, thrombocytopenia, neutropenia, confusion, tachycardia, asthmatic
attack, pseudomembranous colitis, hepatitis, cholestatic hepatitis, icterus, gamma-GT increased, angioedema,
facial oedema, pruritus, urticarial. Pack size: 30/50/100 ml clear glass bottle with rubber stopper and pull off cap
containing 2 g, 4 g or 8 g. Date of preparation: January 2019

Tel: 00 44 845 437 5565
Email: customer.service@kent-athlone.com
www.kentpharm.co.uk
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DAY IN THE LIFE

ALL IN A DAY’S WORK

Maeve Devlin is a General Practice Pharmacist working across two different GP
practices – the Old School House Medical Centre in Lurgan, and Aghalee Surgery. In
this edition, she helps NIHR peer through the lens of her professional itinerary – and
shares how her role has transitioned under the stress and strain of COVID-19.
started working as a Hospital Pharmacist at
Craigavon Area Hospital. During this time,
general practice pharmacy in Northern Ireland
was gaining momentum and really appealed
to me. I jumped at the opportunity to apply
and was subsequently appointed General
Practice Pharmacist across two surgeries where
I remain at present.

Maeve Devlin

DID YOU ALWAYS WANT TO WORK
IN THE HEALTHCARE SECTOR?

Ever since I was younger I knew that I
wanted to work in a healthcare setting in
some capacity. I can recall being an avid
viewer of Casualty with my mum and dad
every Saturday night! However, it was in my
later years in secondary school that I started
thinking seriously about which healthcare
discipline I wanted to pursue. After chatting
to a few pharmacists across my community, I
learned more about the role and decided that
it was a great fit for me. I soon began to gain
experience by working in a local pharmacy as a
Pharmacy Assistant every Saturday.

CAN YOU SHARE THE CAREER
PATH WHICH LED TO YOU
BECOMING A GENERAL PRACTICE
PHARMACIST?

I attended Queen’s University Belfast where
I attained a 2.1 Master of Pharmacy degree. I
then took on my pre-reg year in McKeagneys
Pharmacy in Lurgan in which I continued to
garner valuable experience in a front-facing
community pharmacy role.
After being a locum for a year, I joined
BioKinetic Europe as a Clinical Trials
Pharmacist and later trained up as Project
Manager. This role entailed overseeing
pharmaceutical aspects of multiple clinical
trials for major pharmaceutical companies
and at times, interacting with, and dosing, the
volunteers.
After three years, I was keen to learn
more about a hospital pharmacy setting and
10 | NIHR | April 2020

WHAT ARE YOUR HOPES FOR THE
FUTURE OF GENERAL PRACTICE
PHARMACY IN NORTHERN
IRELAND?

Despite still being in its infancy, the profession
has already managed to make significant
progress and improvements to patient care –
and I believe that the role will only continue
to grow. General Practice Pharmacists are
in a prime position to help manage a large
population of patients who have chronic
conditions, such as asthma, hypertension and
type 2 diabetes. I am optimistic of the future
and look forward to the continued evolution
of the role which is now so well-established in
general practice.

WHAT DOES YOUR DAILY WORKING
ROUTINE ENTAIL?

In my job there is no particular daily schedule
– you have to be prepared to adapt and
prioritise accordingly. Each day I carry out
medicines reconciliations of hospital letters
for patients whose care is being transferred
back from secondary to primary care to
ensure appropriate ongoing prescribing within
the community. I also conduct medication
reviews for patients in order to rationalise
medications, ensure ongoing suitable
monitoring for each medication, and therefore
enable continued safe prescribing.
Additionally, I regularly run a clinic for
type 2 diabetes patients in both surgeries in
which I carry out critical reviews, including
a dietary review, medication review, and a
foot health assessment. On top of this, I am
currently preparing to submit my portfolio for
my foundation practice certificate and have
been accepted to commence my IP certificate
this year.

SPARKED BY COVID-19, WHAT
HAVE BEEN THE MAJOR CHANGES
TO YOUR ROLE?

Although prioritisation has always been a key
element of my job, the spread of COVID19 has meant that we have had to be more
stringent about the patients who present to
the practices. The practices themselves are
closed to patients; the GPs are operating on a
telephone triage basis, and if it is felt that the
patient needs to be seen in person, they are
allocated a specific time in which they should
attend for appointment.
We have also had to take certain
precautions to maintain our own safety
during this time, such as changing clothes and
showering immediately once we return home,
and before we are allowed to engage with our
family members.
My role has remained largely unchanged,
however my patient-facing type 2 diabetes
clinics have been postponed for now, and I’m
having to liaise with my community pharmacy
colleagues a lot more.

WHAT ARE YOU FINDING TO BE
THE GREATEST OBSTACLES?

During a heightened time of anxiety and
uncertainty, I am having to consciously set my
own fear and worries aside in order to ensure
that I deliver optimal patient care on a daily
basis.

HOW ARE YOU BEING
SUPPORTED?

I am very lucky to work within two wonderful
multi-professional close-knit GP practice
teams. I have found the support that I have
received from both teams, as well as my
own general practice pharmacy team, to be
invaluable. We are all facing an unprecedented
situation together.

WHAT IS PERSONALLY BRINGING
YOU HOPE THROUGHOUT THIS
TESTING PERIOD?

Like many people, I have found family
support to be crucial throughout this crisis
and I’m fortunate to have my husband,
Christopher, and adorable little dog, Daisy, to
come home to at night and help me unwind.
In terms of the bigger picture, I believe that
we will come through this as a stronger and
more resilient profession – poised and ready
to take on any future challenges which may
arise.
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COVID-19:
THE HEART OF
THE MATTER

COVID-19

The medical experts from the British Heart
Foundation explore the potential impact of

COVID-19 on people with heart disease – and offer
an insight into the questions most likely to be
posed by your patients.
WHAT IS CORONAVIRUS AND WHAT IS
COVID-19?

Coronaviruses are a large group of viruses that are responsible
for different illnesses, including the common cold, so many of us
have had a coronavirus before. However, the virus that is causing
the current outbreak was described as ‘novel’ because it had not
been identified previously in humans. It is named COVID-19.
This specific outbreak started in animals and then transmitted
to humans.

WHAT ARE THE SYMPTOMS OF CORONAVIRUS?

The main symptoms to watch out for are a cough and fever, as
well as shortness of breath. If an individual experiences any of
these symptoms, no matter how mild, it’s important that they
self-isolate for seven days and follow the government’s advice. If
they live with other people, they should stay at home for 14 days
from the day the first person got symptoms.

ARE PEOPLE WITH HEART AND CIRCULATORY
DISEASE AT INCREASED RISK OF
CORONAVIRUS?

The majority of people diagnosed with coronavirus (COVID19) have mild symptoms and make a full recovery. However,
early indications are that people with heart and circulatory
diseases are at risk of a more severe illness which could require
admission to hospital.
If their symptoms become significant or get worse, they
should call 111 in line with the government’s advice.

IF THE INDIVIDUAL HAS A HEART OR
CIRCULATORY CONDITION, WHAT SHOULD THEY
DO TO AVOID CORONAVIRUS?
It is thought that COVID-19 is spread by coughs and sneezes.
It can also be spread if you touch a surface or object that has the
virus on it and then touch your face.
The current advice says that if you are over 70 years old,
pregnant, or under 70 years old and have a long-term underlying
health condition, you should take extra care.
This includes people with:
• Chronic heart conditions
• Stroke
• Diabetes
• High blood pressure (hypertension)
• Lung disease
• Chronic kidney disease
If an individual has received a heart transplant and are on
immunosuppression medication, social distancing is especially
important.

WHAT ELSE CAN HEART DISEASE PATIENTS DO
TO REDUCE THEIR RISK OF CORONAVIRUS?

Patients may be able to protect themselves further if they follow
the advice provided by the NHS and the government.
• Stay at home according to government guidelines
• Wash your hands with soap and water often – do this for at
least 20 seconds
• Cover your mouth and nose with a tissue or your sleeve (not
your hands) when you cough or sneeze
Continued onto next page
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COVID-19
• Put used tissues in the bin immediately and
wash your hands afterwards
• Try to avoid people who cough and sneeze
or who you know are currently unwell with the
symptoms
• It’s still really important for the patient to
carry on taking any medication they have been
prescribed, even if they feel unwell. They should
get someone to collect their prescriptions from
the pharmacy if necessary

information and they are agreed that there
is a lack of evidence to support speculation
that ACE inhibitors and angiotensin receptor
blockers (ARBs) increase the chances of severe
COVID-19 infections.
What is clear, is that stopping your
medication could be very dangerous and could
make your condition worse. These drugs are
very effective for heart failure, and to control
high blood pressure to help prevent a heart
attack or stroke. It’s really important that people
continue to take them as prescribed, unless
advised differently by their doctor.

IF A PATIENT HAS HEARD THAT
THEIR HIGH BLOOD PRESSURE
WHAT SHOULD PATIENTS WITH
OR THEIR BLOOD PRESSURE
MEDICATIONS COULD CAUSE MORE CONGENITAL HEART DISEASE DO?
important for everyone to follow the most
SEVERE CORONAVIRUS INFECTION, It’s
up-to-date government and NHS advice on
SHOULD THEY STOP TAKING THEIR avoiding infection, when to self-isolate and for
how long, including children and adults with
BLOOD PRESSURE TABLETS?
congenital heart disease.
We’d strongly advise people to continue taking
all their medications unless advised differently
by their doctor.
It’s understandable that newspaper headlines
like this can make people feel uncertain
about their blood pressure and heart failure
medicines, especially at such an unsettling
time. The medical profession has a number of
expert groups who have reviewed the scientific

Congenital heart disease comes in many
different forms and many patients may have
mild COVID-19 symptoms, just like everyone
else.
According to specialists, congenital heart
disease patients that are at particular risk
of more severe COVID-19 illness include
those that are over 70, have lung disease,
complex congenital heart disease, pulmonary

hypertension or heart failure. The risk to
children from coronavirus is lower, and the
main concern is that children may spread the
virus to more vulnerable groups.
Individuals should contact their specialist
nurse or specialist centre for specific advice on
their child if they have additional concerns,
and continue to check any new advice from the
government.
At this stage all congenital heart disease
patients, including children, should follow
the same advice as other high-risk groups and
be extra vigilant. If they experience COVID19 symptoms and they get worse, they should
contact 111 in line with the government’s
advice.
The British Heart Foundation recommend
that everybody closely follows the advice
provided on the NHS and government
webpages, as they are updating their
information daily. If those living with heart
and circulatory diseases, or its risk factors,
would like to speak with a cardiac nurse, they
can contact the British Heart Foundation’s
helpline.
For more information, visit www.bhf.org.uk.

REMOTE PERSONAL ECG MEASUREMENT BEING USED IN THE US TO
MITIGATE THE RISK OF DRUG-INDUCED VENTRICULAR ARRHYTHMIAS
As the COVID-19 pandemic rages across the globe, the race to prevent
and treat this deadly disease has led to the ‘off label’ re-purposing of drugs,
such as hydroxychloroquine and lopinavir / ritonavir, with the potential
for unwanted QT interval prolongation, and a risk of drug-induced
sudden cardiac death.
The QTc is a heart rate corrected interval that reflects the integrity of
the heart's electrical recharging system. Abnormal prolongation of the
QTc can stem from congenital long QT syndrome, many disease states,
electrolyte abnormalities. Patients with a prolonged QTc are at greater
risk for their hearts to go into a potentially dangerous arrhythmia called
Torsades de Pointes which can lead to sudden cardiac arrest and even
worse, SCD.
In order to help healthcare providers to mitigate the risk of druginduced ventricular arrhythmias while minimising risk to personnel of
COVID-19 exposure and conserving the limited supply of personal
protective equipment (PPE), new FDA guidance allows use of
KardiaMobile 6L to Measure QTc in COVID-19 Patients. The six-lead
personal ECG is now allowed for use in the measurement of a patient's
QTc and detection of potentially dangerous QT prolongation.
Healthcare professionals in the US will now be able to use
KardiaMobile 6L to collect a six-lead ECG (Lead I, II, III, aVR, aVL, aV),
use manual tools to calculate QT duration, and then make assessments
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with respect to patient medication. The KardiaMobile 6L is the only
personal ECG to provide data from Lead II, which is unavailable from
smart watch-based ECGs and is critical for the detection and monitoring
for potentially life-threatening QT prolongation. This gives medical
professionals the power to monitor QTc in patients receiving what will
hopefully be life-saving treatment for COVID-19, whether in hospital, or
at home.
The technology can ‘play a key role in obtaining the patient’s QTc as a
vital sign to help guide the rapid and safe use of these drugs,’ said Michael
J. Ackerman M.D., Ph.D., Genetic Cardiologist and Director of Mayo
Clinic’s Windland Smith Rice Genetic Heart Rhythm Clinic and Sudden
Death Genomics Laboratory.
‘In addition, the patient’s QTc can be obtained without exposing ECG
technicians to affected patients which helps to conserve PPE and thereby
expand the capacity of our strained medical resources.’
With growing numbers of coronavirus cases worldwide and billions of
people trying to fight off infection, with the possibility that a significant
proportion of the world’s population could receive COVID-19
pharmacotherapies with torsadogenic potential for therapy or postexposure prophylaxis, the immediate availability of a device that can
measure the potential life-threatening effects of medications prescribed to
treat COVID-19 has never been more critical.

Give your
heart a
checkup
in just 30
seconds.
KardiaMobile 6L
The medical-grade ECG
that detects Atrial Fibrillation
or Normal heart rhythm
from anywhere.
Only £149.

alivecor.co.uk | Amazon
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MEDICAL DEFENCE UNION

FR O M A D I STA N CE

The summer months can be stressful for many medical
professionals, illustrated by the pressures placed on staff and
systems – particularly during the current COVID-19 climate.
Here, Dr Catriona James, Medico-Legal Adviser at the Medical
Defence Union, discusses why the implementation of effective
measures is important in order to ensure the safety of staff
and patients – as well as the efficient running of the practice –
throughout this complex period.
AVAILABILITY OF STAFF

During summer there may be a greater number
of staff members taking annual leave and it is
important that reception staff have accurate and
up-to-date information about which members
of staff are currently available and the return
dates of those on holiday which they can share
with patients. Reception staff should also have
an up-to-date list of locums so that patients can
make an appointment with a different member of
the clinical team.
This is assuming availability of staff and
locums is unaffected by a significant disease
outbreak, as seen recently with COVID-19.

WORKING OUTSIDE YOUR SCOPE OF
PRACTICE

Currently, the regulators have recognised that
healthcare professionals may need to depart from
established procedures and stated that concerns
‘will always be considered on the specific facts of
the case, taking into account the factors relevant
to the environment in which the professional
is working. We would also take account of any
relevant information about resource, guidelines
or protocols in place at the time.’
The General Medical Council’s coronavirus
guidance says that when deciding the safest and
best course of action, you should consider:
• What is within your knowledge and skills
• The options for support from other clinicians,
working collaboratively across the healthcare
team
• What will be best for the individual patient
given available options
• The protection and needs of all patients
• Minimising the risk of transmission

14 | NIHR | April 2020

Dr Catriona James

If you are asked to carry out clinical duties
which are outside your clinical competence
explain your concerns to the clinician in charge.
It may well be the case that the needs of patients
can only be met by some doctors working
outside their primary field. If you think that you
have been asked to do something which is not
appropriate, even in the current circumstances,
contact the Medical Defence Union or your own
medical defence organisation for specific advice.

Additionally, clinical staff may wish to
handover summaries on patients with particularly
complex or unusual conditions. This information
can help those covering periods of leave to
provide appropriate and safe clinical care.
Handovers would ideally be in a written format,
delegate tasks to named individuals and be easily
accessible to all relevant staff.

REMOTE CONSULTATIONS

When employing locums over the summer, it
is important to ensure that all information is
up-to-date and that any necessary training and
an induction of practice systems and procedures
is completed. Locums, especially those who
have not previously worked in the practice,
should have an appropriate induction to the
electronic record system. Locums should also
be made aware of how to raise concerns about
any administrative issues they have in relation
to accessing required information and practice
systems.

The NHS is encouraging the increased use of
remote triage and online consulting. However,
a decision would need to be made about the
suitability of remote consultations in each case,
taking into account the patient’s individual
circumstances and whether, for example, an
examination or prescription was needed. You
should be able to justify your decision but when
reaching it you can take in to account the risks
to a patient of a face-to-face consultation in the
current circumstances.
The General Medical Council’s ‘ethical hub’
includes a flowchart to help determine whether
a remote consultation is appropriate in a given
situation.

ORGANISING A HANDOVER

It is the responsibility of clinical staff to ensure
that patients will be suitably cared for during
a period of annual leave. The General Medical
Council says that doctors must share all relevant
information with colleagues involved in their
patient’s care when handing over or delegating
care. Clinical staff must also be satisfied that
the person providing care has the appropriate
qualifications, skills and experience needed to
provide safe care for your patients.

LOCUMS

REPEAT PRESCRIPTIONS

Sometimes, patients may fail to order enough
medication for the duration of their holiday or
ensure that they have an adequate supply when
they return. Consequently, it may be worth
publicising the methods of requesting repeat
prescriptions and the timescales within which
requests will be processed, to an even greater
extent.
Please note, all information was correct at the
time of writing (March 2020). Please keep up-todate with the latest information in your area.

We work around
the clock
because you do
COVID-19
In these uncertain times, we understand our medical
colleagues are under intense pressure, making difficult
decisions in unusual circumstances.
We’re here to support our members offering the
latest advice on the medical-legal issues that the
pandemic presents.
Download the MDU app

themdu.com/coronavirus
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NEWS

A HELPING
HAND
Northern Ireland Hospice
is needed now more than
ever.
At the beginning of 2020, Northern Ireland Hospice and
Children’s Hospice was already launching plans for fundraising
events for the year ahead. Events such as boat races, fun runs
and walks, complemented by the efforts of 25 charity shops,
and a café, generate vital income.
The COVID-19 virus has forced the hospice to postpone all
events and close all the shops and the café; losing this income
was a crippling blow for the local charity. However, even in
the face of these financial challenges, hospice staff continue
to provide excellent care for their patients and families across
Northern Ireland.
Chief Executive, Heather Weir, praised her staff, saying,
‘Our nurses show an amazing capacity for compassion every
single day and are committed to wrapping their care around
patients and families when they need us the most.’
The charity had to act and recently launched their
Emergency Appeal, ‘Now More Than Ever’. The appeal is
asking the public to support the hospice during this
unprecedented time in history, giving what they can in these
difficult times.
Heather Weir explained that the prospect of an estimated
loss of £10 million by the end of 2020 has forced the hospice to
launch this appeal.
She said, ‘We decided we needed an Emergency Appeal
when it was clear that if we didn’t take immediate action, our
vital care services were at risk.
‘I know this is a worrying time for everyone and many are
concerned about the future, we are only asking for whatever
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help people are able to give. Our appeal is aptly named; ‘Now
More Than Ever.’’
The UK government announced on 7th April that funding
would be made available, and while the hospice remains
optimistic, it is unlikely that this funding package will replace
the much-needed community income. The charity has called
upon the government for ongoing support so that they may
continue to support the work of the Health & Social Care
Board and relieve the pressure that hospitals are already facing.
‘I would urge the NI Executive to consider
ongoing support so that we may increase the level of care we can
give; supporting the health service and changing our services
to help those individuals that need palliative care during this
crisis. We have asked the Executive to provide funds to address
the inequality of funding, to bring statutory funding up to
50 / 50 payment for both Adults and Children’s Hospice.
Current financial support from the government only funds
approximately 34 per cent of our service. A key focus for us now
is to ensure that our nurses receive the same pay as healthcare
workers in the public sector,’ added Heather.
Heather continued, ‘This may be the most important appeal
for the hospice since our formation. Our nurses, doctors, and
support teams are tirelessly providing care to their patients
throughout this crisis. We need to continue our specialist
services and help those that need it.’
For more information, visit www.nihospice.org.
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PHARMACEUTICAL SOCIETY NI

A SHOW OF
SUPPORT

At s u ch a s t res s-i nd uc ing
ti me f o r t he s ect o r, t he
Ph a r ma c eut i ca l S o ci e ty NI is
p r ov i d i ng s uppo rt and help ing
yo u s tay i nforme d. Read u p on
th e i r r ecent s t at ements and
a d v i ce be l ow.
The Pharmaceutical Society NI is working
closely to, and with, the Department of Health
Northern Ireland, the General Pharmaceutical
Council, and other key stakeholders to ensure
that they are taking appropriate regulatory
actions to support pharmacists during this
extremely difficult period, while also protecting
the public and maintaining the continuity of
the pharmacy profession.

DELAY IN PHARMACIST
RETENTION PROCESS 2020

We are aware of the many pressures on the
sector at the moment arising from the current
COVID-19 outbreak. We want to support
the profession during this difficult time and
our aim is to ensure that the regulatory burden
is minimised to that necessary to uphold
standards, protect the public and maintain
trust in the profession.
We recognise that we seek, at annual
retention, information that is necessary to
both provide assurance around continuing
fitness to practise and to provide workforce
planners, commissioners and employers with
information on the make-up and dispersal of
those on the register.
In order to reduce that burden at this time,
the council have decided to extend the 2019

/ 2020 registration year, previously due to
finish on 31st May 2020, to now finish on 31st
August 2020. This means that we will not be
sending retention notices during April / May
and that all those currently on the register
will remain so for an additional three months
without the need to make returns or payments.
The following registration year will
commence on 1st September 2020 and run
until the normal year end, 31st May 2021. For
clarity, we will not be increasing the fee for
the longer current year nor reducing it for the
following shorter year, in accordance with fee
regulations. No-one will, therefore, have to pay
more than they would otherwise have done.
It is important at this time that you
continue to practice within your competence
and ensure that you take appropriate action if
you evidence any issue which may affect your
fitness to practise.
We hope this will ease some of the
bureaucratic burden that you may be under.
We would emphasise, this does not affect the
recent statement on CPD. The submission
date for CPD will be notified, as previously
communicated, two months in advance of the
required date.

THE PHARMACEUTICAL SOCIETY
NI’S APPROACH TO FITNESS TO
PRACTISE DURING THE COVID-19
PANDEMIC

During the ongoing pandemic emergency, our
top priority in relation to fitness to practise is
public protection and patient safety. We will
continue to receive and log complaints and
concerns; these will be risk-assessed and those
which present an immediate risk to the public
will be advanced if they meet the threshold for
interim order. Other cases will be advanced
should the risk assessment change or when the
current emergency is over.
We will either hear or adjourn any cases
currently listed and will list only the following
type of case going forward:
1. Initial interim order applications
2. Interim order review hearings
3. High Court applications to extend interim
orders
4. Substantive fitness to practise review
hearings
All other face-to-face statutory committee
hearings are being postponed and no new
ones will be scheduled until further notice –
this allows us to prioritise interim order and
substantive order reviews.
In conjunction with the Chair of the
statutory committee, we are considering
arrangements to progress as many priority
cases as possible by virtual hearings and case
management reviews, and are also exploring
the holding of some hearings on papers alone,
with the agreement of the parties. We will
communicate arrangements directly to the
people involved in individual cases.

JOINT REGULATORY STATEMENT

The UK healthcare regulators released a recent
statement on how we would regulate during
the pandemic, which outlines that the current
context will be taken into account provided
registrants had followed standards and
exercised their professional judgement.
The statement is available on our
website at www.psni.org.uk/news/
joint-regulators-statement-on-covid-19.
To stay updated on the latest statements
and frequently asked questions which
pharmacists and the public should read,
visit www.psni.org.uk/publications/covid19regulatory-statements-and-information.
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GROUP B STREP

MUM’S THE WORD

On average, two babies each day in the UK develop a Group B Streptococcus infection, and each week, one baby
dies from the infection and another is left with a life-changing disability. Jane Plumb MBE, Chief Executive of
Group B Strep Support, breaks down the basics of Group B Streptococcus and takes a look at the strategies
which have the potential to inform our current clinical approach and reduce the rate of infection.
baby is born, the greater the risk of infection and resulting morbidity
or mortality
• A previous baby affected by GBS infection
• Maternal fever or other signs of infection during labour
• GBS detected from a maternal vaginal or rectal swab or urine sample
during the current pregnancy
• Amniotic membranes breaking more than 24 hours before the baby
is born

Jane Plumb
Group B Streptococcus (GBS, Strep B or Group B Strep) is a normal
body commensal carried by 10-to-40 per cent of adults in the lower
intestines and / or vagina. Carriage rarely causes any symptoms and
does not need to be treated.
However, GBS can cause infection in newborn babies when the
bacteria pass to the baby around labour. More rarely, it also causes
infection in the elderly and immuno-suppressed adults. Most babies
will not be affected, but a small percentage develop invasive GBS
disease.
GBS is the UK’s most common cause of severe infection in
newborn babies (1), causing sepsis and pneumonia and, in about 10
per cent of cases, meningitis. (2) Most GBS infection occurs in babies
in the first six days of life (early-onset GBS or EOGBS infection) and
less commonly between seven days and three months (late-onset GBS
or LOGBS infection). These infections are very rare after the age of
three months.
In 2015, worldwide EOGBS infection was estimated to have
affected 205,000 babies and LOGBS infection, 114,000 babies,
causing 90,000 deaths plus 33,000 cases of GBS infection in pregnant
or postpartum women, and 57,000 foetal infections and stillbirths. (3)
Most EOGBS infection can be prevented by giving women carrying
GBS intrapartum antimicrobial prophylaxis (IAP) at least four hours
before giving birth. (4)

WHAT IS THE UK’S APPROACH TO PREVENTING
EOGBS INFECTION?

In 2003, the UK introduced a risk-based approach to preventing
EOGBS infection. The following risk factors (5) are known to increase
the chance of a baby developing EOGBS infection:
• Preterm birth (<37 completed weeks of pregnancy) – the earlier the
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The recommended antibiotic for IAP is Penicillin G. For
penicillin-allergic women, the recommendations have recently
changed: provided a woman has not had severe allergy to penicillin,
a cephalosporin should be used, with vancomycin recommended
where there is any evidence of severe allergy. Clindamycin is not
recommended as resistance in the UK is high (29 per cent reported in
England in 2018). (6)
The antibiotic should be given as soon as possible once labour has
started and repeated at regular intervals until the baby is born. Ideally,
the first dose will be given at least four hours before the baby is born.

HOW HAS THE UK RATE OF EOGBS INFECTION
CHANGED?

EOGBS infection has increased in the UK – there has been a rise of 37
per cent in the total number of babies infected between 2000-to-2001
(7) and 2014-to-2015 (2), and a 19 per cent rise in the rate per 1,000
live births, despite the risk-based prevention introduced in 2003.
The UK’s rate of EOGBS infection in infants is double that of
other developed countries (8), most of which offer universal testing in
late pregnancy to detect GBS colonisation, with IAP to women where
GBS is detected. Countries using a testing approach have substantially
reduced their rates of EOGBS infection. The rate of EOGBS infection
in the UK is now 2.5 times that of America.

WHAT ARE WE MISSING?

Many hospitals have yet to implement fully the 2017 Royal College of
Obstetricians & Gynaecologists (RCOG) guidance. (5) This reduces
the effectiveness of prevention and leaves the door open to potential
clinical negligence claims.
For example, the Enriched Culture Medium (ECM) test to
detect GBS carriage, is recommended by Public Health England’s
Standards for Microbiology Investigations B58 (9) and the RCOG.
The RCOG recommends that, where GBS was detected in a previous
pregnancy, a woman should then be offered the option of ECM
testing in a subsequent pregnancy with IAP if positive (or offered IAP
without testing). Yet most UK hospitals have yet to make ECM tests
available. Some use a less sensitive test; some only offer IAP to women
who tested positive previously; and some ignore previous carriage
entirely. This is not nationally recommended practice – and, should
a baby develop EOGBS infection, could result in a legitimate clinical
negligence claim.
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GROUP B STREP
WHAT’S NEXT FOR THE UK?

The UK National Screening Committee does not
currently recommend a national screening programme
for GBS in pregnancy, stating that, ‘there is insufficient
evidence’ to demonstrate benefit. This is likely to be
reviewed once the GBS3 trial reports (due 2022).
GBS3 will compare the risk-based approach with two
testing approaches (testing women at 35-to-37 weeks of
pregnancy or at the beginning of labour) to see which
approach is best.
The £2.8 million trial, funded by the National
Institute for Health Research, will involve 80 hospitals in
England, Wales and Scotland and 320,000 women. The
results will inform screening decisions in the UK and may
break the logjam that has stopped the UK adopting a
strategy shown elsewhere to be both less costly and more
clinically-effective at preventing EOGBS infection than
our current approach.
For more information, visit Group B Strep Support
at www.gbss.org.uk and download the latest RCOG GBS
guidelines and supporting materials from www.gbss.org.
uk/RCOG.
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GENERAL PRACTICE PHARMACISTS

THE NEXT CHAPTER

A New Script, the inaugural conference showcasing general practice
pharmacists in Northern Ireland, took place earlier this year.
NIHR takes a look at the event’s success in shedding light on the
profession’s momentum thus far – and igniting excitement for all
that’s to come.

At a time of ever-increasing demand and limited
resources, general practice pharmacists in
Northern Ireland have proven to be a vital asset
to the sector – demonstrating how patient care
can be bolstered for the better when teams work
together.
To fully bring the profession’s role in
healthcare transformation into focus, for the
first time, a conference centring on general
practice pharmacists took place at The Dunadry
Hotel in Templepatrick.
Attended by a broad range of healthcare
professionals from across the region,
the meeting was supported by Napp
Pharmaceuticals, and the content was agreed
and organised collectively by a steering group
representing the 17 GP federations across
Northern Ireland.
As well as highlighting the progress already
achieved, delegates were opened up to the
boundless possibilities of this healthcare
integration; having the opportunity to hear
about the exciting projects other federations
have undertaken and learn from one another.

SPEAKERS IN THE SPOTLIGHT
The conference itinerary comprised an esteemed
line-up of speakers who reflected on their own
unique experiences both within and with the
profession.
Delivering the opening remarks, Dr George
O’Neill, Co-Chair, West Belfast Federation,
reflected on the success of the region’s general
practice pharmacists, but emphasised the
importance of driving the services to the next
level, saying, ‘I want to ensure that we get the
learning; there’s still more to learn. We are all
– or have been – a patient. It’s in our interest to
make this work.’
Addressing attendees, Health Minister
Robin Swann echoed the necessity of forging
20 | NIHR | April 2020

even further ahead – asserting that pharmacists
are the third biggest workforce in Northern
Ireland and therefore have an essential role and
contribution.
The Health Minister said, ‘We all need
to be more innovative about the way we
work across the health and social care sector.
Pharmacists have a key role to play in the wider
transformation of our health service.’

A VALUED ADDITION
Throughout the event, the positive changes
which this patient-facing role has helped to
channel were illustrated through statistics as
well as personal stories. Currently, over 1,000
patients are seen each week by general practice
pharmacists in Northern Ireland and most now
have their independent prescribing qualification
and are trained in managing long-term
conditions.
Speaking on their impact, Clare Murray,
Lead General Practice Pharmacist, explained,
‘Pharmacists are akin to car crash avoidance
technology in cars, striving to avoid
medicines-related problems for patients
before they happen, through robust medicines
reconciliation and medication reviews.
‘I go home each day satisfied that I’ve made
a valued contribution to our patients in primary
care. I am satisfied knowing that I am making a
difference to the patients.’
In line with the teamwork ethos which
was threaded throughout the day, Lorna Sims,
Practice Manager, discussed the introduction
of general practice pharmacists to her practice.
In particular, she stressed her belief that they
will improve retention of GP practice managers,
making a difference to the whole team, saying,
‘Having a mix of pharmacists caused concern
at first but good management, guidance and
protocols ensured that it went smoothly. We are

now achieving results which seemed impossible
three years ago.’
As evidence has already demonstrated,
‘Patient feedback from pharmacist multimorbidity medication reviews have been very
positive.’

PORTS IN THE STORM
In a further conference highlight, attendees
learned more about the important link which
the members of the profession represent
throughout the patient’s journey. One carer
for a patient expressed huge gratitude to their
general practice pharmacist for understanding
the angst and confusion; reviewing the
medication; answering all queries; and checking
for understanding and follow-up. As a result
of the general practice pharmacist’s repeated
support, the patient’s transition from hospital to
community was made as smooth as possible.

LOOKING AHEAD
As the enlightening day – which also included
poster viewings and thought-provoking café
conversations – came to a close, hope and
inspiration was elicited in attendees at the
prospect of the path paved for, and by, Northern
Ireland’s general practice pharmacists.
By continuing to foster relationships,
communication, and teamwork, in addition
to the care of the patients and collaborative
working, the next chapter is most definitely
promising.
As Glynis McMurtry, Professional Head
of Pharmacy, GP Federations, explained, ‘By
July 2020, we hope to have 330 pharmacists
working in general practice in Northern Ireland
– equivalent to approximately one pharmacist
per 6,500 patients.’
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LUPUS

GUIDING THE WAY

Caroline Gordon, Emeritus Professor of
Rheumatology at University of Birmingham,
and Honorary Consultant Rheumatologist,
Sandwell and West Birmingham Hospitals NHS
Trust, outlines the recommendations for the
management of systemic lupus erythematosus.
BACKGROUND:
WHY LUPUS NEEDS
SPECIALIST CARE

Systemic lupus erythematosus
(SLE or lupus) is a multisystem,
autoimmune disease that may
develop at any age. It affects
about one-in-1,000 of the UK
population and is most common
in women. Diagnosing lupus can
be challenging as lupus causes a
large variety of clinical features
affecting any system in the body
and expert advice is required to
Caroline Gordon
confirm the diagnosis. About 30
per cent of lupus patients develop kidney disease, especially those of African
descent. The commonest causes of death are infection and cardiovascular
disease and death may occur prematurely, as the mean age of death was 54
years in a recent UK study.

MANAGEMENT OF LUPUS

The British Society of Rheumatology (BSR) published a NICE-accredited
guideline for the management of systemic lupus erythematosus in adults in
2018 to optimise management and to improve the outcome of this variable
and potentially life-threatening disease. The guideline covers the diagnosis,
assessment, monitoring and the treatment of active lupus disease (available
open access online: see below) and a longer version of this article is available
on the LUPUS UK website.
• Full length article – www.lupusuk.org.uk/
recommendations-for-the-management-of-sle
• Full BSR guideline – www.academic.oup.com/rheumatology/
article/57/1/e1/4318863
• Executive summary – www.academic.oup.com/rheumatology/
article/57/1/14/4318864
The diagnosis of lupus requires a combination of relevant clinical
features and at least one immunological abnormality. Delays in diagnosis are
common as it takes a mean of six years from onset to be recognised.
Environmental triggers include infection, ultra-violet light, oestrogen, and
smoking. Drug-induced lupus is most often caused by tetracyclines but can
be due to other drugs.
An autoantibody screen should be requested in anyone in whom there
is a clinical suspicion of lupus. If ANA is negative, there is a low clinical

probability of the patient having SLE, however a minority have other
autoantibodies or low complement without ANA. The ANA test can
become negative in treated patients. In active lupus CRP is usually low
despite raised ESR but CRP rises in infection or lupus effusion.
Patients suspected of lupus should be referred to a physician with
experience of managing lupus. They should assess disease activity,
distinguish damage and co-morbidity and provide advice on treatment and
prevention of flares. The only licensed drugs for lupus are prednisolone,
hydroxychloroquine and belimumab but immunosuppressants are used offlicense by experienced physicians. The BSR guideline for the management
of SLE divides the treatment of lupus in to three sections covering mild,
moderate and severe lupus. There is a separate BSR guideline on the use of
drugs in rheumatic diseases in pregnancy and breastfeeding.
SLE patients should have access to a multidisciplinary team, including
rheumatologists, nephrologists, dermatologists, haematologists,
obstetricians, nurse specialists, physiotherapists, psychologists, podiatrists
and occupational therapists. They should work as a collaborative clinical
network involving regional and national specialist centres, local hospitals
and GPs.
The aim of lupus treatment is to achieve a low level of disease activity
using hydroxychloroquine, immunosuppressants and the minimum amount
of corticosteroids. Biological agents may be required in refractory patients.
Managing lupus patients can be challenging due to the risk of infection,
attribution of cytopenias, and the need to distinguish disease activity from
damage and co-morbidities. Fatigue is common, difficult to manage and
may be due to lupus, anaemia for other reasons, hypothyroidism, physical
deconditioning and / or co-existing fibromyalgia. Management should
ensure regular sunscreen, adequate vitamin D3, weight control, exercise,
not smoking, vaccinations and other measures to reduce risk of infection,
atherosclerosis and osteoporosis. Advice on contraception, pre-pregnancy
counselling and cancer screening are important.

FURTHER READING

1. Gordon C, Amissah-Arthur MB, Gayed M, Brown S, Bruce IN, D'Cruz D et al.
The British Society for Rheumatology guideline for the management of systemic lupus
erythematosus in adults: Executive Summary. Rheumatology (Oxford) 2018; 57(1):14-18
2. Gordon C, Amissah-Arthur MB, Gayed M, Brown S, Bruce IN, D'Cruz D et al.
The British Society for Rheumatology guideline for the management of systemic lupus
erythematosus in adults. Rheumatology (Oxford) 2018; 57(1):e1-e45
3. Flint J, Panchal S, Hurrell A, van d, V, Gayed M, Schreiber K et al. BSR and BHPR
guideline on prescribing drugs in pregnancy and breastfeeding-Part I: standard and
biologic disease modifying anti-rheumatic drugs and corticosteroids. Rheumatology
(Oxford) 2016; 55(9):1693-1697
4. Flint J, Panchal S, Hurrell A, van d, V, Gayed M, Schreiber K et al. BSR and BHPR
guideline on prescribing drugs in pregnancy and breastfeeding-Part II: analgesics and other
drugs used in rheumatology practice. Rheumatology (Oxford) 2016; 55(9):1698-1702
For more information, visit www.lupusuk.org.uk.
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THE FULTIUM-D3 DOSING RANGE OFFERS A
SIMPLE APPROACH TO THE TREATMENT OF
VITAMIN D DEFICIENCY1-5
Vitamin D deficiency is a serious
National problem
Vitamin D deficiency is a serious problem in the UK.6 Up to 50% of the
adult population become vitamin D insufficient during winter and spring6,7
and a further 16% suffer vitamin D deficiency.7 This can have a significant
negative impact on people’s lives.6-10 Not only does vitamin D deficiency
cause fatigue, muscle weakness and pain,8 it can lead to reduced bone
density (a contributor to osteoporosis and fractures).

Specific groups are at greater risk of
vitamin D deficiency
Some people are at greater risk of vitamin D deficiency, including:9,11
• Pregnant and breastfeeding women
• Individuals with dark or covered skin
• The very young (under 4 years)
• Those over the age of 65 years
• Those who are housebound.
NICE and the ROS recommend that those at increased risk of vitamin D
deficiency should receive supplements whenever possible8,9

Fultium-D3 dosing range

The Fultium-D3 dosing range offers a simple approach to both loading
and maintenance vitamin D supplementation and is formulated to suit all
patient groups including pregnant and breast-feeding women*.1-5

Fultium-D3 Capsules 3,200 IU:1

A simple once-a-day treatment for vitamin
D deficiency for a wide variety of patients,
including pregnant and breast-feeding women,
for up to 12 weeks

Fultium-D3 Capsules 20,000 IU:2
An option for twice-weekly loading doses over
7 weeks

Fultium-D3 Capsules 800 IU:

4

Providing a once-a-day maintenance dose.
Approved for use in pregnancy and lactating
women4

Fultium-D3 Drops
Colecalciferol 2,740 IU/ml3:
Allowing patients a variable dosage
regimen for deficiency or ongoing
maintenance; suitable for use from birth
and in adults

*Not all doses have posology in pregnancy and breastfeeding. Use care when
prescribing in pregnancy, as high doses of colecalciferol may affect the foetus.
Always refer to the SmPC prior to prescribing.

Recommended Dosing Strategies
• In adults, a once-a-day loading dose can be given for up to 12 weeks, for a total
loading dose of approximately 300,000 IU8.
• After correcting vitamin D deficiency, the CMOs of England and NICE recommend
on-going maintenance therapy in all high-risk groups.13
By selecting Fultium-D3 by name, healthcare professionals can be confident
they are prescribing an effective licensed treatment that is consistent and of
pharmaceutical-grade quality.14

Fultium-D3 – the UK’s leading range of licensed vitamin D12
Fultium-D3 800 IU, 3,200 IU & 20,000 IU Capsules Abbreviated Prescribing Information Please refer to the appropriate
Summary of Product Characteristics (SmPC) before prescribing Fultium-D3. Use care when prescribing in pregnancy, as high
doses of colecalciferol may affect the fetus. Fultium-D3 Capsules: Each Fultium-D3 800 IU capsule contains colecalciferol
800 IU equivalent to 20 micrograms vitamin D3. Each Fultium-D3 3,200 IU capsule contains colecalciferol 3,200 IU equivalent
to 80 micrograms vitamin D3. Each Fultium-D3 20,000 IU capsule contains colecalciferol 20,000 IU equivalent to 500
micrograms vitamin D3. Indication: Fultium-D3 800 & 20,000 IU capsules. Prevention and treatment of vitamin D deficiency.
As an adjunct to specific therapy for osteoporosis in patients with vitamin D deficiency or at risk of vitamin D insufficiency.
Fultium-D3 3,200 IU capsules only. Treatment of vitamin D deficiency. Dosage and administration: Adults and the elderly.
Treatment of Vitamin D deficiency (serum levels <25nmol/l (<10ng/ml)). Depending on the severity of the disease and the
patient’s response to treatment: 1-4 Fultium-D3 800 IU capsules daily for up to 12 weeks or 1 Fultium-D3 3,200 IU capsule
daily for up to 12 weeks or 2 Fultium-D3 20,000 IU capsules per week for 7 weeks. Prevention of vitamin D deficiency. 1-2
Fultium-D3 800 IU capsules (800-1600 IU) daily or 1 Fultium-D3 20,000 IU capsule per month. Long term maintenance
therapy following deficiency treatment or vitamin D insufficiency (serum levels 25-50nmol/l (10-20ng/ ml). 1-2 Fultium-D3
800 IU capsules daily. Children over 12 years. Depending on the severity of the disease and the patient’s response to
treatment: 1 Fultium-D3 800 IU capsule daily (for prevention/ treatment), or 1 Fultium-D3 3,200 IU capsule daily for up to 12
weeks (treatment), or 1 Fultium-D3 20,000 IU every 6 weeks (prevention), or 1 Fultium-D3 20,000 IU every 2 weeks to 6 weeks
(treatment). Should only be given under medical supervision. Not recommended for use in children under 12 years. For
oral use. Swallow capsules whole with water. Contraindications: Hypersensitivity to vitamin D or any of the excipients in
the product; hypervitaminosis D; nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or hypercalciuria;
severe renal impairment. Warnings and Precautions: Use with caution in patients with impaired renal function or sarcoidosis
and monitor the effect on calcium and phosphate levels. In patients with severe renal insufficiency, vitamin D in the form of
colecalciferol is not metabolised normally and other forms of vitamin D should be used. In cases of long-term daily doses
exceeding 1,000 IU, monitor serum calcium levels. Use caution in patients receiving treatment for cardiovascular disease.
Consider vitamin D supplementation from other sources. Interactions: Concomitant treatment with phenytoin, barbiturates
and glucocorticoids can decrease the effect of vitamin D. Attenuation of digitalis
and other cardiac glycosides. Absorption of vitamin D may be reduced by ion exchange resins and laxatives. Pregnancy
and lactation: Use only under medical supervision. Studies have shown safe use up to 4,000 IU daily but reproductive
toxicity has been seen in animal studies. The 20,000 IU dose should not be used during pregnancy. Vitamin D is excreted in
breast milk, when prescribing additional vitamin D to a breast-fed child consider the dose of any additional vitamin D given
to the mother. Undesirable effects: Allergic reactions are possible. Uncommon adverse reactions include hypercalcaemia
and hypercalciuria. Rare adverse reactions include: pruritus rash and urticaria. Overdose: Refer to SmPC. Legal Category:
POM. Pack size: Fultium-D3 800 IU capsules x30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS Price £8.85.
Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium- D3 3,200 IU capsules x90 – NHS Price £39.96. Fultium-D3
20,000 capsules x15 – NHS Price £17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA Number: 40861/0002
[Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3 3,200 IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules].
MA Holder: Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield, West Yorkshire HD7 5QH,
UK. Full Prescribing Information is available from Internis Pharmaceuticals Ltd. Date of preparation: August 2018. unique
ID no. FUL-458. Fultium-D3 Drops Abbreviated Prescribing Information Please refer to the appropriate Summary of

Product Characteristics (SmPC) before prescribing Fultium-D3. Use care when prescribing in pregnancy, as high doses of
colecalciferol may affect the fetus. Fultium-D3 Drops: 1 ml of oral solution contains 2740 IU (68.5 mcg per ml) colecalciferol;
3 drops contains 200 IU colecalciferol. Indications: Prevention and treatment of vitamin D deficiency in adults and
children, and as an adjunct to specific therapy for osteoporosis in patients with vitamin D deficiency or at risk of vitamin D
insufficiency. Dosage and administration: For oral use. Can be taken directly or mixed with a small amount of food. Adults.
Treatment of deficiency: 12-60 drops (800-4000 IU) daily; During pregnancy and breast-feeding: 6-60 drops (400-4000
IU) daily; Osteoporosis adjunctive therapy: 12 drops (800 IU) daily. Maintenance or prevention of deficiency: 12-24 drops
(800-1600 IU) daily; During pregnancy and breast-feeding: 6-30 drops (400-2000 IU) daily. Children. Treatment of deficiency:
0-2 years: 6-15 drops (400-1000 IU) daily; 2-11 years: 6-30 drops (400-2000 IU) daily; 12-18 years: 6-60 drops (400-4000 IU)
daily. Maintenance or prevention of deficiency: 0-2 years: 3-15 drops (200-1000 IU) daily; 2-11 years: 6-15 drops (400-1000 IU)
daily; 12-18 years: 6-24 drops (400-1600 IU) daily. Contraindications: Hypersensitivity to vitamin D or any of the excipients;
hypervitaminosis D;
nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or hypercalciuria; severe renal impairment.
Warnings and Precautions: Use caution in patients with impaired renal function or sarcoidosis. Monitor effect on
calcium and phosphate levels in these patients. Consider risk of soft tissue calcification. Use other forms of vitamin
D in cases of severe renal insufficiency. Consider the need for calcium supplementation in individual patients. Where
calcium supplementation is necessary, close medical supervision is required. Use caution in patients receiving treatment
for cardiovascular disease. Make allowances for vitamin D supplementation from other sources. Monitor to prevent
hypercalcaemia. Interactions: Concomitant phenytoin, barbiturates and glucocorticoids can decrease the effect of vitamin
D. Ion exchange resins, laxatives, actinomycin and imidazole may also reduce the effect of vitamin D. Oral calcium and
vitamin D potentiates the effect of digitalis and other cardiac glycosides. Pregnancy and lactation: Limited clinical data in
pregnancy. Animal studies have shown reproductive toxicity. RDI in pregnancy is 400 IU. Pregnant women who are vitamin
D deficient may need a higher dose. Pregnant women should follow the advice of their GP, as their requirements may vary
depending on disease severity and response to treatment. Vitamin D and metabolites are excreted in breast milk. Overdose
in nursing infants has not been observed, however, when prescribing additional vitamin D to a breast-fed child, consider the
maternal dose of any additional vitamin D. Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC for
the full list of side effects. Legal Category: POM. Pack size: Fultium-D3 Drops, 1 x 25 ml – NHS Price £10.70. MA Number:
40861/0005. MA Holder: Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield, West Yorkshire
HD7 5QH, UK. Full Prescribing Information available. Date of preparation: August 2018. unique ID no. FUL-263.

1. Fultium-D3 3,200 IU capsules. Summary of Product Characteristics. January 2018
2. Fultium-D3 20,000 IU capsules. Summary of Product Characteristics. January 2018.
3. Fultium-D3 Drops. Summary of Product Characteristics. August 2015
4. Fultium-D3 800 IU capsules. Summary of Product Characteristics. January 2018.
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6. Hyppönen E, Power C. Am J Clin Nutr 2007; 85: 860-868.
7. Pearce SH, Cheetham TD. BMJ 2010 Jan 11; 340: b5664.

8. Francis R, Aspray T, Fraser W, et al. Vitamin D and Bone Health. Royal Osteoporosis Society, December 2018.
9. NICE. Vitamin D: increasing supplement use among at-risk groups. Public health guidance 56. NICE, 2014. Updated August 2017.
10. http://bestpractice.bmj.com/topics/en-gb/641/history-exam#keyFactors
11. Scientific Advisory Committee on Nutrition (SACN) vitamin D and health report 21 July 2016.
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14. NHS Clinical Commissioners. Over the counter quick reference guide.

Adverse events should be reported. Reporting forms
and information can be found at: www.mhra.gov.uk/yellowcard or
search for MHRA Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported to 01484 848164.
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IS FOR
LIGHT
...AND LICENSED
Don’t stay in the dark by DISPENSING AN UNLICENSED
VITAMIN D against an open prescription

ALWAYS DISPENSE FULTIUM-D3, THE UK’S No.1 LICENSED VITAMIN D BRAND1
Fultium-D3 800 IU, 3,200 IU & 20,000 IU Capsules Abbreviated
Prescribing Information
Please refer to the appropriate Summary of Product Characteristics (SmPC)
before prescribing Fultium-D3. Use care when prescribing in pregnancy, as high
doses of colecalciferol may affect the fetus.
Fultium-D3 Capsules: Each Fultium-D3 800 IU capsule contains colecalciferol
800 IU equivalent to 20 micrograms vitamin D3. Each Fultium-D3 3,200 IU
capsule contains colecalciferol 3,200 IU equivalent to 80 micrograms vitamin
D3. Each Fultium-D3 20,000 IU capsule contains colecalciferol 20,000 IU
equivalent to 500 micrograms vitamin D3. Indication: Fultium-D3 800 &
20,000 IU capsules. Prevention and treatment of vitamin D deficiency. As
an adjunct to specific therapy for osteoporosis in patients with vitamin D
deficiency or at risk of vitamin D insufficiency. Fultium-D3 3,200 IU capsules
only. Treatment of vitamin D deficiency. Dosage and administration: Adults
and the elderly. Treatment of Vitamin D deficiency (serum levels <25nmol/l
(<10ng/ml)). Depending on the severity of the disease and the patient’s
response to treatment: 1-4 Fultium-D3 800 IU capsules daily for up to 12 weeks
or 1 Fultium-D3 3,200 IU capsule daily for up to 12 weeks or 2 Fultium-D3
20,000 IU capsules per week for 7 weeks. Prevention of vitamin D deficiency.
1-2 Fultium-D3 800 IU capsules (800-1600 IU) daily or 1 Fultium-D3 20,000
IU capsule per month. Long term maintenance therapy following deficiency
treatment or vitamin D insufficiency (serum levels 25-50nmol/l (10-20ng/
ml). 1-2 Fultium-D3 800 IU capsules daily. Children over 12 years. Depending
on the severity of the disease and the patient’s response to treatment: 1
Fultium-D3 800 IU capsule daily (for prevention/ treatment), or 1 Fultium-D3
3,200 IU capsule daily for up to 12 weeks (treatment), or 1 Fultium-D3 20,000
IU every 6 weeks (prevention), or 1 Fultium-D3 20,000 IU every 2 weeks to
6 weeks (treatment). Should only be given under medical supervision. Not
recommended for use in children under 12 years. For oral use. Swallow
capsules whole with water. Contraindications: Hypersensitivity to vitamin D
or any of the excipients in the product; hypervitaminosis D; nephrolithiasis;
diseases or conditions resulting in hypercalcaemia and/or hypercalciuria; severe
renal impairment. Warnings and Precautions: Use with caution in patients
with impaired renal function or sarcoidosis and monitor the effect on calcium
and phosphate levels. In patients with severe renal insufficiency, vitamin D
in the form of colecalciferol is not metabolised normally and other forms of
vitamin D should be used. In cases of long-term daily doses exceeding 1,000
IU, monitor serum calcium levels. Use caution in patients receiving treatment
for cardiovascular disease. Consider vitamin D supplementation from other
sources. Interactions: Concomitant treatment with phenytoin, barbiturates and
glucocorticoids can decrease the effect of vitamin D. Attenuation of digitalis

and other cardiac glycosides. Absorption of vitamin D may be reduced by ion
exchange resins and laxatives. Pregnancy and lactation: Use only under
medical supervision. Studies have shown safe use up to 4,000 IU daily but
reproductive toxicity has been seen in animal studies. The 20,000 IU dose
should not be used during pregnancy. Vitamin D is excreted in breast milk,
when prescribing additional vitamin D to a breast-fed child consider the dose
of any additional vitamin D given to the mother. Undesirable effects: Allergic
reactions are possible. Uncommon adverse reactions include hypercalcaemia
and hypercalciuria. Rare adverse reactions include: pruritus rash and urticaria.
Overdose: Refer to SmPC. Legal Category: POM. Pack size: Fultium-D3 800
IU capsules x30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS
Price £8.85. Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium- D3
3,200 IU capsules x90 – NHS Price £39.96. Fultium-D3 20,000 capsules x15 –
NHS Price £17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA
Number: 40861/0002 [Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3
3,200 IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules]. MA Holder:
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield,
West Yorkshire HD7 5QH, UK. Full Prescribing Information is available from
Internis Pharmaceuticals Ltd. Date of preparation: August 2018. unique
ID no. FUL-458.
Fultium-D3 Drops Abbreviated Prescribing Information
Please refer to the appropriate Summary of Product Characteristics (SmPC)
before prescribing Fultium-D3. Use care when prescribing in pregnancy, as high
doses of colecalciferol may affect the fetus.
Fultium-D3 Drops: 1 ml of oral solution contains 2740 IU (68.5 mcg per ml)
colecalciferol; 3 drops contains 200 IU colecalciferol. Indications: Prevention
and treatment of vitamin D deficiency in adults and children, and as an adjunct
to specific therapy for osteoporosis in patients with vitamin D deficiency or
at risk of vitamin D insufficiency. Dosage and administration: For oral
use. Can be taken directly or mixed with a small amount of food. Adults.
Treatment of deficiency: 12-60 drops (800-4000 IU) daily; During pregnancy
and breast-feeding: 6-60 drops (400-4000 IU) daily; Osteoporosis adjunctive
therapy: 12 drops (800 IU) daily. Maintenance or prevention of deficiency:
12-24 drops (800-1600 IU) daily; During pregnancy and breast-feeding: 6-30
drops (400-2000 IU) daily. Children. Treatment of deficiency: 0-2 years: 6-15
drops (400-1000 IU) daily; 2-11 years: 6-30 drops (400-2000 IU) daily; 12-18
years: 6-60 drops (400-4000 IU) daily. Maintenance or prevention of deficiency:
0-2 years: 3-15 drops (200-1000 IU) daily; 2-11 years: 6-15 drops (400-1000
IU) daily; 12-18 years: 6-24 drops (400-1600 IU) daily. Contraindications:
Hypersensitivity to vitamin D or any of the excipients; hypervitaminosis D;

nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or
hypercalciuria; severe renal impairment. Warnings and Precautions: Use
caution in patients with impaired renal function or sarcoidosis. Monitor effect
on calcium and phosphate levels in these patients. Consider risk of soft tissue
calcification. Use other forms of vitamin D in cases of severe renal insufficiency.
Consider the need for calcium supplementation in individual patients. Where
calcium supplementation is necessary, close medical supervision is required.
Use caution in patients receiving treatment for cardiovascular disease. Make
allowances for vitamin D supplementation from other sources. Monitor to
prevent hypercalcaemia. Interactions: Concomitant phenytoin, barbiturates
and glucocorticoids can decrease the effect of vitamin D. Ion exchange resins,
laxatives, actinomycin and imidazole may also reduce the effect of vitamin D.
Oral calcium and vitamin D potentiates the effect of digitalis and other cardiac
glycosides. Pregnancy and lactation: Limited clinical data in pregnancy.
Animal studies have shown reproductive toxicity. RDI in pregnancy is 400
IU. Pregnant women who are vitamin D deficient may need a higher dose.
Pregnant women should follow the advice of their GP, as their requirements
may vary depending on disease severity and response to treatment. Vitamin
D and metabolites are excreted in breast milk. Overdose in nursing infants
has not been observed, however, when prescribing additional vitamin D to
a breast-fed child, consider the maternal dose of any additional vitamin D.
Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC
for the full list of side effects. Legal Category: POM. Pack size: Fultium-D3
Drops, 1 x 25 ml – NHS Price £10.70. MA Number: 40861/0005. MA Holder:
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield,
West Yorkshire HD7 5QH, UK. Full Prescribing Information available. Date of
preparation: August 2018. unique ID no. FUL-263.
Adverse events should be reported. Reporting forms and
information can be found at: www.mhra.gov.uk/yellowcard or
search for MHRA Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported to 01484 848164.
Reference: 1. IQVIA Data (52 weeks RxA and HPA) November 2019.

FUL-527a Date of preparation: January 2020
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TEENAGE CANCER TRUST

OF A CERTAIN AGE

Ben Sundell, Head of Policy and Public Affairs at Teenage Cancer Trust,
addresses shortfalls within the teenage and young adult cancer service
and outlines the urgent need for age-appropriate care.
Teenagers and young adults with cancer have distinct needs that differ
from those of a child or adult, and this must be reflected in their care.
Young people benefit from age-appropriate support, reporting better
experiences, as well as improving access to potentially life-saving clinical
trials.
For the past 30 years, Teenage Cancer Trust has been working to ensure
that all young people with cancer in the UK can access age-appropriate,
specialist care. We now have 28 specialist units within hospitals across the
UK, along with teams of expert nurses and youth support staff who offer
young people with cancer the very best care from the moment they are
diagnosed.
Despite advancements that have been made in the past 30 years, there
is still a way to go. Cancer remains the leading cause of death from disease
in teenagers and young adults in the UK. In addition, the number of
teenagers and young adults with cancer has risen gradually in the past 20
years, meaning that it is vital that the NHS workforce keeps apace with
this increase, as well as developments in age-appropriate care. As we look
towards the next 30 years, Teenage Cancer Trust has identified barriers in
the current system that must be addressed to ensure that all young people
have the best support available.

EARLY DIAGNOSIS
It can be especially difficult for teenagers and young adults to get a timely
diagnosis. Young people often lack knowledge and awareness of cancer,
so can miss symptoms or be too scared to speak to a doctor about them.
In addition, GPs may be less likely to suspect a young person’s symptoms
could be cancer as the disease is rare among this age group.
A recent study found that 35 per cent of 13-to-24-year-olds with
cancer who consulted with their GP had three or more consultations
before being referred, compared to only 18-to-23 per cent of adults.
The NHS Long-Term Plan places a particular emphasis on improving
cancer diagnosis timelines in order to save more lives. The government
must ensure that GPs are equipped to spot the signs and symptoms of
cancer in teenagers and young adults, enabling them to make efficient
and confident referrals. We welcome the government’s commitment to
roll-out Rapid Diagnostic Centres across the UK. We hope that this will
play a vital role in ensuring that young people with cancer receive a timely
diagnosis.

FERTILITY
Chemotherapy, radiotherapy and surgery are commonly used in the
treatment of cancer and can affect fertility. It is important that young
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people with cancer understand how their treatment may affect their
fertility but many – over a quarter of young people that we spoke to –
have told us that they didn’t get any information and that even when they
do, they can still face barriers actually accessing the fertility preservation
services. As a result, many young people with cancer have very negative
experiences.
Every young person must have their fertility options discussed with
them, regardless of whether their prognosis is expected to directly affect
fertility. It is important that healthcare teams are trained to properly do so,
allowing teenagers and young adults to make fully-informed decisions.

MENTAL HEALTH
Young people report that mental health support is one of the most
important services they can access when dealing with cancer. Young
people with cancer often experience difficulties, such as depression,
anxiety, loneliness and body image worries, throughout their treatment
and into recovery.
A survey by Teenage Cancer Trust found that only 61 per cent of
young people said that they had access to a psychologist or counsellor
throughout their treatment for cancer – this fell to 44 per cent after
treatment had finished.
It is vital that every young person with cancer who requires mental
health support has access to it. The Department of Health and Social
Care must ensure that the right services are available for each teenager and
young adult who is referred for expert psychological support during and
after treatment as a routine part of their care.
To be a young person diagnosed with cancer is hard enough, but
missing out on vital support services and important information makes
it all the harder. Timely and appropriate diagnosis, accessible fertility
options, and mental health support are of vital importance to a young
person with cancer’s quality of life as they look towards adulthood.
Teenage Cancer Trust will continue to raise awareness of the problems
young people with cancer face and push for meaningful change so that
young people living with the disease in 30 years to come are not faced with
the same barriers.
For more information, visit www.teenagecancertrust.org.
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SKINCARE

PLAYING IT
SAFE
As summer begins
to take shape, many
make the mistake
of misjudging the
force of the region's
sun’s mighty glare.
NIHR overviews the
fundamental knowledge
which patients should
be equipped with to
ensure that their skin is
protected.

Many of us may have put our foreign travel on hold
this year due to the fallout from the coronavirus.
As a result, we are likely to be out in our own great
outdoors more than usual.
We need to be careful whether we are working
outside, gardening, exercising, relaxing or spending
time outdoors with our children.
Cancer Focus Northern Ireland (NI) and the
Public Health Agency’s key message is that care in
the sun is vital, whether at home or abroad, and in
cool, cloudy weather, as well as on brighter, sunny
days.
Marbeth Ferguson, Skin Cancer Prevention
Strategy Co-ordinator, Cancer Focus NI,
explained, ‘Skin cancer is the most common form
of cancer in Northern Ireland, accounting for over
31 per cent of all cancers. About 4,097 people
develop the disease each year and around 377 of
these are malignant melanomas, the most serious
kind.
‘Malignant melanoma rates have risen
remarkably here over the past 30 years, from an
average of 103 cases per year in the mid-1980s, to
the current figure. And the number is expected
to continue to rise as many people don’t protect
their skin in the sun as much as they should or use
sunbeds.’
Denise McCallion, Senior Health and
Social Wellbeing Improvement Officer at the
Public Health Agency, added, ‘Over-exposure
to ultraviolet (UV) radiation from the sun and
sunbeds damages our skin. The most accurate way
of knowing your risk of sun damage is the UV
index. In Northern Ireland, we should protect our
skin if the UV index is three or more.’

UV INDEX

The UV index, developed by the World Health
Organisation, has a scale of 0-to-11+. In Northern
Ireland, the UV index is three or above on many
days between March and October, and it can reach
seven or eight in mid-summer.

TIPS FOR TAKING CARE IN THE SUN

If your patients are spending time outdoors, you
should advise them to cover up with suitable
clothing, such as loose t-shirts or long sleeve shirts,
broad-brim hats, wrap-around sunglasses with 100
per cent UV protection. They should also seek
shade and apply at least SPF15 four-star sunscreen.
Sunscreen should be applied generously and
reapplied often – always on the ears, neck and face,
even when wearing a hat.
Sunscreen should be applied generously at least
30 minutes before going outdoors. Most people
apply too little, resulting in much less protection
than specified on the bottle.
It should be reapplied every two hours or
more frequently, especially if it is being rubbed off
through swimming or exercise.
Sunscreens don’t offer 100 per cent protection
and should be used along with other protection.

SUNBURN FIRST AID

If an individual does experience sunburn, heat
exhaustion or heat stroke, they must get out and
stay out of the sun. They are advised to sponge
sore skin with cool water, then apply soothing
after-sun or calamine lotion. They should also wear
lightweight loose clothes to avoid irritating the
skin, drink plenty of fluids, and take painkillers to
relieve any pain. Medical advice should be sought
if they feel unwell or if the skin blisters.
The hourly UV index forecast is available from
the Met Office, and the Met Office weather app is
a useful tool to help keep track of the UV levels at
your location.
For more information visit
www.careinthesun.org/uv.
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PROMOTION

A HARD ACT TO SWALLOW
Working with the aim of making life easier for individuals
contending with gastroesophageal reflux disease, an
innovative new product is providing an effective solution
for swallowing issues. NIHR gets to the bottom of the
condition and the new help at hand for this patient group.

Despite being a common disorder and a source of considerable distress,
the emotional and physical burden experienced by individuals with
gastroesophageal reflux disease (GORD) – and often their parents – is
frequently under-estimated. To help alleviate stress and pave a path of
improvement for this segment of patients, it is crucial to guide them
towards a workable management plan.

THE ROOT OF THE PROBLEM
Reflux – widely identified as heartburn – can cause irritation and damage.
Although mild reflux is fairly common, consistent, severe occurrences,
taking the form of GORD, represent a cause for concern; subsequently
warranting assistance.
The digestive disorder is generally accepted as being caused by gastric
acid from the stomach flowing back up into a person’s food pipe, or
oesophagus. This back-up can happen when the lower oesophageal
sphincter, a muscle that briefly opens to let food into the stomach and
closes to take food inside, relaxes too often or for too long. Besides causing
the burning sensation in the throat and chest via heartburn, GORD can
damage tissues and cause food to be regurgitated.
In terms of its presentation, GORD’s symptoms can vary from
person-to-person, but tend to be persistent, such as chronic heartburn
and regurgitation of acid. However, sometimes there are no apparent
symptoms, and the presence of GORD is revealed when complications
become evident.

A BETTER WAY FORWARD
As the experts in developing effective solutions for patient groups with
swallowing issues – boasting over 50 years’ dedicated experience in this
specialty – Rosemont are now proud to announce the launch of their
latest innovation for these vulnerable patients, the first licensed liquid
omeprazole. Rosemont Omeprazole Powder for Oral Suspension will be
available in 2mg/ml and 4mg/ml strengths.
Omeprazole in a liquid format has long been an unsatisfied need in
patients with swallowing issues, previously having only been available as an
unlicensed special. Licensed tablets and capsules can also present problems
for patients with swallowing difficulties, patients with PEG/NG tubes and
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infants from one month requiring treatment for GORD.
Rosemont Omeprazole Powder for Oral Suspension is the result of
extensive research and development; it is a major advance in formulation,
overcoming some of the obstacles of the previously available options.
Omeprazole Powder for Oral Suspension has been developed in an
innovative and patented format that makes constitution easy. It avoids the
limitations of enteric coated pellets and has a pre-constitution shelf life
of two years. The product negates the need to crush tablets, open capsules
or order specials. To meet the needs of all patient groups, it is available in
both 2mg/ml and 4mg/ml strengths and is licensed for use with PEG/NG
tubes.
Howard Taylor, General Manager, Rosemont Pharmaceuticals,
commented on the product launch, saying, ‘I am delighted that following
extensive research and development, Rosemont are able to bring to market
this much requested, innovative product which fulfils a previously unmet
need for both patients and healthcare professionals.’

ONE FOR THE AGES
Gastric reflux is common in infants because the band of muscle, or
sphincter, that squeezes the top opening of the stomach shut, does not
yet close at full strength. As a result, babies often have reflux and spit up
after feeding. When reflux happens within several minutes of other more
alarming symptoms, such as a drop in heart rate, apnoea, coughing or
gagging, arching of the back, incessant crying, and wheezing, physicians
may suspect gastric reflux disease, or GORD.
With this in mind, Rosemont’s new development is also significant
in meeting the special needs of infants with GORD. It is the only PPI
formulation licensed for babies from one month, and the only liquid PPI
with mg/kg dosing, allowing for dose titration below 10mg.
Through extensive testing the 2mg/ml product has proven to be
effective in short, narrow bore NG tubes with only a 2ml flush volume,
important where fluid intake may be an issue. All excipients have been
carefully selected, and the product contains no ethanol, sugar or propylene
glycol. The 2mg strength also includes a natural vanilla flavour to improve
palatability for infants.

Abbreviated Prescribing Information: Omeprazole 2mg/ml
and 4mg/ml, Powder for Oral Suspension. Consult Summary
of Product Characteristics before prescribing. Presentation: The
reconstituted suspension will be a white / off-white / brownish
suspension containing 2mg/ml or 4mg/ml omeprazole.
Therapeutic Indications: Adults: Treatment of duodenal ulcers,
gastric ulcers, NSAID-associated gastric and duodenal ulcers,
reflux esophagitis, symptomatic gastro-esophageal reflux disease,
prevention of relapse of duodenal ulcers, gastric ulcers, NSAIDassociated gastric and duodenal ulcers, in combination with
appropriate antibiotics, Helicobacter pylori (H. pylori) eradication
in peptic ulcer disease, long-term management of patients with
healed reflux esophagitis. Paediatric use: Children over 1 month
of age: treatment of reflux esophagitis, symptomatic treatment
of heartburn and acid regurgitation in gastro-esophageal
reflux disease. Children over 4 years of age and adolescents:
In combination with antibiotics in treatment of duodenal ulcer
caused by H. pylori. Posology and Method of Administration:
Adults: Treatment and prevention of relapse of duodenal ulcers,
gastric ulcers: 10 – 40mg once daily. H. pylori eradication 20 –
40mg once or twice daily + suitable antibiotic for one week, which
may be repeated. Treatment and prevention of NSAID-associated
gastric and duodenal ulcers: 20mg once daily, for 4 weeks, which
may be repeated. Treatment of reflux esophagitis: 20mg once
daily for 4 weeks, which may be repeated. Severe esophagitis
40mg once daily for 8 weeks. Long-term management of patients
with healed reflux esophagitis: 10 – 40mg once daily. Treatment
of symptomatic gastro-esophageal reflux disease: 10 – 20mg
daily. Paediatric population: 1 month to 1 year: 1mg/kg once
daily. ≥ 1 year 10 – 20mg once daily. ≥ 2 years of age 20
– 40mg once daily. Reflux esophagitis: Treatment 4 – 8 weeks.
Symptomatic treatment of heartburn and acid regurgitation in
gastro-esophageal reflux disease: Treatment 2 – 4 weeks. Children
over 4 years of age and adolescents: Treatment of duodenal
ulcer caused by H. pylori: 10 – 20mg depending on weight +
suitable antibiotic twice daily for one week. Special populations:
Dose adjustment is not needed in patients with impaired renal
function. In patients with impaired hepatic function a daily
dose of 10 – 20mg may be sufficient. Dose adjustment is not
needed in the elderly. Method of administration: Oral suspension
should be taken on an empty stomach, at least 30 minutes
before a meal. Can be administered via nasogastric (NG) or
percutaneous endoscopic gastrostomy (PEG) tubes. Contraindications: Hypersensitivity to the active substance, substituted
benzimidazoles or to any of the excipients. Omeprazole must not
be used with nelfinavir. Excipient warnings: contains sodium,
potassium, sodium methyl para hydroxybenzoate, sodium
benzoate and maltitol. Drug interactions: Active substances with
pH dependent absorption. Not recommended: atazanavir, digoxin,
clopidogrel, posaconazole, erlotinib, ketoconazole, itraconazole
and active substances metabolised by or inhibitors/inducers of
CYP2C19 or CYP3A4. Unkown mechanism: Saquinavir/ritonavir,
tacrolimus, methotrexate. Special Warnings and Precautions
for use: malignancy, reduced vitamin B12 absorption, severe
hypomagnesaemia, increased risk of bone fracture, subacute
cutaneous lupus erythematosus (SCLE), gastrointestinal infections
may occur, treatment should be stopped for at least 5 days
before CgA measurement. Fertility, Pregnancy and Lactation:
Omeprazole can be used during pregnancy. Omeprazole is
excreted in breast milk but is not likely to influence the child when
therapeutic doses are used. Animal studies do not indicate effects
on fertility. Effects on Ability to Drive and Use Machines: Is not
likely to affect the ability to drive or use machines. Undesirable
Effects: Adults and children: Common: headache, abdominal pain,
constipation, diarrhoea, flatulence, nausea/vomiting, fundic
gland polyps. Uncommon: Insomnia, dizziness, paraesthesia,
somnolence, vertigo, increased liver enzymes, dermatitis,
pruritus, rash, urticaria, fracture of the hip, wrist or spine, malaise,
peripheral oedema. Rare: leukopenia, thrombocytopenia,
hypersensitivity reactions, hyponatraemia, agitation, confusion,
depression, taste disturbance, blurred vision, bronchospasm, dry
mouth, stomatitis, gastrointestinal candidiasis, hepatitis, alopecia,
photosensitivity, arthralgia, myalgia, interstitial nephritis,
increased sweating. Very rare: agranulocytosis, pancytopenia,
aggression, hallucinations, hepatic failure, encephalopathy in
patients with pre-existing liver disease, erythema multiforme,
Stevens-Johnson syndrome, toxic epidermal necrolysis, muscular
weakness, gynaecomastia. Not known: hypomagnesaemia,
hypocalcaemia. Hypomagnesaemia may also be associated
with hypokalaemia, microscopic colitis, subacute cutaneous lupus
erythematosus. Overdose: The symptoms described have been
transient, and no serious outcome has been reported. Treatment
is symptomatic. Shelf Life and storage: Dry Powders: 24 months.
Constituted suspension: 28 days. The constituted suspension
should be stored in a refrigerator (2°C - 8°C). Store in the
original container in order to protect from light. Keep the bottle
tightly closed. For up to 2 days it may be stored below 25°C. Dry
Powders: Do not store above 25°C. Store in the original foil pouch
in order to protect from light and moisture. Legal Category: POM.
Pack Size and NHS Price: 2mg/ml x 75ml - £92.17, 4mg/ml
x 75ml - £178.35. Marketing Authorisation Number: 2mg/
ml – PL 34111/0002, 4mg/ml – PL 34111/0003. Marketing
Authorisation Holder: Xeolas Pharmaceuticals Limited,
Hamilton Building, DCU, Glasnevin, Dublin 9, IRELAND. Date of
Preparation: January 2020.
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for the first licensed liquid omeprazole
Make a happy difference for older
patients with swallowing difficulties
Developed to meet the needs of GI patients who may
have swallowing issues, Rosemont’s new omeprazole
powder for oral suspension has an innovative, patented
format that makes constitution easy. It avoids the need
to crush tablets, open capsules or order
specials, is available in 2mg/ml and 4mg/ml
strengths and is licensed for use with
PEG/NG tubes. View our video guide to
Scan to see
constitution via the QR code or for more
constitution
video
information visit www.rosemontpharma.com
Rosemont Pharmaceuticals Ltd. Rosemont House, Yorkdale Industrial Park, Braithwaite Street, Leeds LS11 9XE T +44 (0)113 244 1400 F +44 (0)113 245 3567
E rosemont.infodesk@perrigouk.com Sales/Customer Service: T +44 (0) 113 244 1999 F +44 (0) 113 246 0738 W www.rosemontpharma.com
Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard Adverse events should also be reported to Rosemont Pharmaceuticals Ltd on 0113 244 1400.
DTM144 January 2020
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FIBROMYALGIA

FIBROMYALGIA: A
JOURNEY THROUGH
TIME
Living with fibromyalgia is not easy – putting many patients on a path of
widespread chronic pain and complex challenges as they try to navigate their
everyday lives. Des Quinn, Chair of Fibromyalgia Action UK, provides an in-depth
overview of the condition and its historical roots.
Fibromyalgia is a chronic widespread pain condition
that takes your independence, liberty, and much more.
It also impacts your sleep so that you are less able to
deal with the pain. Add to this fibrofog where you feel
like you could forget your own name and you have a
starting point of this condition. Lack of treatments,
working treatments being taken away, disbelief from
friends, family, and health professionals means that
this condition is challenging. We would not wish it on
anyone.
The condition is thought to affect between 2.9 per
cent and 4.7 per cent of the population, but with the
NHS not recording diagnosis accurately, these figures
are up for dispute. However, we are now in a period of
greater awareness than even five or 10 years ago.

WAY BACK WHEN

Fibromyalgia can be referred to as a new disease or a
fad diagnosis. It used to have other names like fibrositis
or muscular rheumatism and has been thought to have
affected some notable people from history like Florence
Nightingale (1820-to-1910) or the artist Frida Kahlo
(1907-to-1954).
In 1592 rheumatism was coined by Guilliame de
Baillou to cover musculoskeletal pain that did not
originate from an injury, to later the term muscular
rheumatism that included conditions like fibromyalgia.
William Balfour later described in 1852, tender
points that would eventually be used to first classify
and diagnose fibromyalgia and then later, Francois
Valleix used neuralgia to describe what he thought was
referred pain from these tender points. Stress was also
thought to be a factor, with neurologist George William
Beard citing widespread pain, fatigue and psychological
disturbance.
The 1900s introduced new terminology like
fibrositis, muscle hardening, and myogeloses, but Sir
28 | NIHR | April 2020

William Gowers’ definition of fibrositis stuck. The
symptoms that Gowers put forward will ring true with
fibromyalgia patients today, i.e. spontaneous pain,
sensitivity to pressure, sleep disturbances, fatigue, cold
sensitivity and aggravation of symptoms by muscle
over-use.
In the first decade of the 1900s cocaine injections
were suggested as a treatment. The name reflected the
thoughts of the time, i.e. muscle and inflammation
and tender / trigger point patterns appeared as charts
through the 1930s. Anaesthetic was still the suggested
treatment for fibrositis which was thought to be the
most common form of severe chronic rheumatism
according to a 1936 paper.
Soldiers from the Second World War were thought
to be more likely to have fibrositis which brought more
attention and a new name of psychogenic rheumatism
was being coined as they did not show signs of physical
degeneration or inflammation, and stress and depression
appeared to play a part.
Arguments on what fibromyalgia was continued,
with psychological and physical origins and treatment
being debated, but acceptance grew, with textbooks
stating that there can no longer be any doubt of its
existence. Eugene F Traut’s paper in 1968 added female
predominance as well as headaches, and a mind-body
connection to Gowers’ list.
Up to this point myofascial pain syndrome was part
of the fibromyalgia conversation, but in 1972 Hugh A
Smythe’s textbook chapter on fibrositis set the scene
for the future, identifying it as a widespread condition
and separating it from myofascial pain syndrome. He
introduced the concept of dysfunction within sleep
as well as stating that trauma, emotional distress and
non-restorative sleep can heighten symptoms. Later
he helped refine the definition of tender points and
suggested their use in diagnosis.
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FIBROMYALGIA
FIBROMYALGIA – WHAT’S IN A NAME?

SHOWING SUPPORT

Research was being carried out, but inflammation could not be found so
the name fibrositis was losing its shine. Our understanding at this point
suggested that pain in the muscles and connective tissues were the focus so
fibro – my – algia was chosen as the new name.
There were still a lot of unanswered questions. Our current
understanding began in the last two decades of the 20th Century, with a
seminal study by Muhammed Yunnus which confirmed that pain, fatigue
and poor sleep were more common in people with fibromyalgia and
that they tended to have a greater number of tender points. Parathesia,
subjective swelling and comorbid conditions such as IBS, tension
headaches and migraines were also common.
The rest of the 1980s saw juvenile fibromyalgia, higher incidence
with arthritis and the role that serotonin and norepinephrine may play
in targeting future treatments. However, with the 1990s the medical
profession starting to formulate treatments. The ACR criteria in 1990
led by Wolfe is the epoch that we use for future diagnostic criteria.
They outlined chronic widespread pain, as well as 11-of-18 specific
tender points, as a baseline research criteria. This, with the Fibro Impact
Questionnaire, helped to shape future research studies.
Central sensitisation syndrome (CSS), Substance P and SPECT brain
imaging followed as well as prevalence studies to estimate how many
people were suffering. We also found evidence of genetic predisposition in
a study that allowed us at the end of the century to explain why it ran in
families.

Fibromyalgia Action UK is a charity that has been supporting people
with this condition since 1994. We have a network of support groups
around the UK run by volunteers, and we work with health professionals,
employers and others to further the plight of people with fibromyalgia.
When we attend conferences, like the British Society for Rheumatology’s
in Birmingham last year, we hear from rheumatologists under pressure
from budgets. However, their patients with fibro are looking for help and
some rheumatologists without any resources to help, like pain clinics,
CBT or activity programmes, can only give the diagnosis and then shuffle
the patient back to their GP. These healthcare professionals are also
disheartened that they don’t have the resources to help us.
The patient has waited months for this appointment to see a specialist
and their expectations have not been managed; they are crushed by being
back where they started. Add to this the healthcare professionals that
dispute the condition or are too busy for another fibro patient in their
clinic when they have musculoskeletal conditions to deal with that they
can actually help and the patient is destroyed, without hope and doubting
their own diagnosis.
Our current method of diagnosis for fibromyalgia, as mentioned,
requires a doctor to consider the presentation of the patient, and their
history:
• Has the patient had widespread (four / five regions) pain without an
explanation for over three months?
• Have they suffered from lack of sleep or are unrefreshed / fatigued?
• Do they have issues with memory or co-ordination?
• Do they have any one of several other co-morbid conditions like IBS,
migraines, cramps or depression?

THE 2000S
The last 20 years have seen more work in CSS, treatment guidelines for
fibromyalgia being defined by the American Pain Society, and several
treatments being approved by the FDA. These and additional meds like
gabapentin and amitriptyline are prescribed off-label but have provided
relief to many. 2010 and 2016 brought further revisions to the ACR
criteria, including the move away from the tender points. These criteria
have been validated against their earlier versions but are less arbitrary than
relying on tender points. Research has continued to shore up previous
findings, but other theories and research are looking at things such as
inflammation of the fascia, extra nerves on blood vessels, small fibre
neuropathy, and immune system abnormalities.
These require more investigation and we are also seeing work being
done to establish subgroups of fibromyalgia.
It’s hard to sum up over 150 years-plus of research and patients
undergoing treatment for an often-controversial condition. We are seeing
changes in treatment regimens where budgets reduce access, policy and
study is limiting access to opioids for some although the advice is not to go
cold turkey, we are seeing immediate cessation without any replacement
being advocated.
When a fibromyalgia patient sees a GP or rheumatologist, they are
looking for help and hope that things will improve. Unfortunately,
without this hope and with unrealistic expectations they often leave their
health professional feeling dispirited and continuing to be in chronic
pain. Family and friends can be casualties of this condition as they do not
understand. Employers may think you are skiving and the DWP is sure
you are unless you can provide proof otherwise.

The ACR 2016 criteria (www.fmauk.org/acr2016), and as per the
NHS Choices website indicates, there is a move away from tender point
tests to these new criteria. At present we have no blood test to help with
the process but there is research ongoing.

HOW YOU CAN HELP
I wanted to end with what healthcare professionals can do to help a
fibromyalgia patient. First, please believe them and listen to them. Talk
about increasing activity and not exercise, with Tai chi and chair-based
yoga being options. Encourage them to write a short journal that lists pain
score, how they are during the day, and any questions that they have for
the next appointment, so that they don’t forget.
Pharmacists – please do regular medication checks as fibro patients can
have multiple medications that change over time. Fibromyalgia patients
will normally have a protracted journey to find meds that help with their
symptoms. Information for yourselves, or your patients on fibromyalgia,
can be sourced from Fibromyalgia Action UK.
To contact Fibromyalgia Action UK, email charity@fmauk.org, visit
www.fmauk.org, or access their Facebook page at www.fb.com/ukfibro
and Twitter account at @fmauk.
The national helpline is available between 10am-to-4pm weekdays on
0300 999 3333.
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We wanted to say a special thank you to
pharmacy teams up and down the UK who
are on the front lines, ensuring that patients
continue to receive their medicines.

We’re proud to be
your partners
Teva UK Limited, Ridings Point, Whistler Drive, Castleford, WF10 5HX
www.tevauk.com
UK/CPE/20/0009
Date of Preparation: April 2020
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21ST NORTHERN IRELAND
HEALTHCARE AWARDS

THURSDAY FEB 27TH 2020

A NIGHT TO REMEMBER
The 21st Northern Ireland Healthcare
Awards paid tribute to a number of
the sector’s notable trailblazers.
This year’s Northern Ireland Healthcare Awards recipients were recently honoured
in recognition of the positive impact which they have forged for the benefit of their
patients and peers alike. The culmination of the hotly-contested process – which
involved an interview stage led by esteemed panels of judges – was a packed-out
ceremony at Belfast’s Europa Hotel. Television Presenter Pamela Ballantine once
again took on the role of host for the evening, as the winners were unveiled before a
300-plus audience of industry stalwarts, students, and service providers.
Keeping apace with the region’s ever-evolving delivery of healthcare services, 10
awards were up for entry. With the categories spanning the different corners of the
profession, the titles ranged from Community Pharmacy Practice of the Year, and
Innovation in Rheumatology Service, to Managing Substance Dependency in the
Community, and Pharmacy Student Leadership.
As the ceremony reached its closing moments for the 21st year, the recipient of
the prestigious Lifetime Achievement Award was announced – Professor Peter
Passmore in recognition of his tremendous contributions to Ageing and Geriatric
Medicine at Queen’s University Belfast and beyond.
The Northern Ireland Healthcare Awards was delighted to raise much-needed
funds for this year’s nominated charity, Crohn’s and Colitis UK (Northern
Ireland).
The categories which this year’s winners soared to success in were:

• Asthma / COPD Project of the Year

• Pharmacy Student Leadership

• Innovation in Rheumatology Service

• Diabetes Project of the Year

• Improvements in Cardiac Services
for Chest Pain Management

• Hospital Pharmacy Team of the Year

• Managing Substance Dependency in
the Community
• Innovative Developments in the
Management of Inflammatory Bowel
Disease

• Community Pharmacy Practice of
the Year
• Management of Psoriasis
• Lifetime Achievement

All the winners and their stories of success will be split across this edition of Northern
Ireland Healthcare Review, as well as our next issue later in the year – don’t miss it!
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ASTHMA / COPD PROJECT OF THE YEAR AWARD WINNER, DR RORY CONVERY, ANDREA GREEN AND DIARMUID MCNICHOLL, RESPIRATORY AMBULATORY UNIT,
CRAIGAVON AREA HOSPITAL, WITH JAMES DALE, TEVA UK RESPIRATORY, AND DR PAUL MCKEAGNEY, CONSULTANT RESPIRATORY PHYSICIAN (BELFAST HEALTH &
SOCIAL CARE TRUST)

WINNER

Sponsored by Teva UK Respiratory

ASTHMA / COPD PROJECT OF THE YEAR
DR RORY CONVERY, ANDREA GREEN AND DIARMUID MCNICHOLL
RESPIRATORY AMBULATORY UNIT, CRAIGAVON AREA HOSPITAL
In recognition of the significance of implementing
responsive alternatives to hospital admission and
providing integrated care and care pathways for
long-term respiratory conditions, a new timely
and effective transformational service has been
developed.
An initial pilot in the winter of 2015 / 2016 was initiated as part of
the Southern Health & Social Care Trust’s action plan to reduce winter
pressures and the demand on the Emergency Department. The Rapid
Access Respiratory Clinic Team have worked closely with the Integrated
Care Partnership (ICP) group to include service-user input to clearly
identify local issues and set up a clinic which aimed to transform the care
that is delivered to these patients.
Patients were instrumental in the establishment of the Rapid Access
Respiratory Clinic, with feedback to local GPs providing the vision for
this project. During initial discussions they expressed their frustration
with repeated Emergency Department attendances and having hospital
admissions due to their chronic conditions.
The introductory pilot showcased an overall improved patient
experience and bed-days saved, with the success paving the way for
the opening of a purpose-built ambulatory unit in May 2019, with
a three-room suite solely for the respiratory service. From 2019 a
multidisciplinary team convened for Monday and Tuesday clinics,
linking with community teams, AMU, and the Emergency Department.
Monday and Tuesday were deemed the most effective days to impact on
Emergency Department pathways and patient triage.
The multidisciplinary team visits the Emergency Department each

‘We’re thrilled to win. It’s wonderful that our project – which we’re
hoping to expand – has been recognised. Thank you.’
Dr Rory Convery, Andrea Green and Diarmuid McNicholl
Respiratory Ambulatory Unit, Craigavon Area Hospital
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morning to identify suitable patients, while also taking referrals from
the community respiratory team also. A junior doctor provides medical
cover with a formal consultant session each afternoon.
After the first six months, a re-audit was conducted across several
parameters in order to assess the benefits of a Rapid Access Respiratory
Clinic and its impact on patient care.
In terms of its overarching objectives, as a consultant-led
multidisciplinary specialist respiratory service, the clinic sets out to
deliver specialist treatment and enhanced quality of care for patients
with long-term respiratory conditions, in addition to avoiding
unnecessary hospital admission and achieving a reduction in attendances
at the Emergency Department. The team were also persistent in their
determination to improve the patient experience through the healthcare
system, and continue the progression of the partnership between
primary, community and secondary care – advancing integrated care
planning for chronic respiratory patients.
Looking to the future, the team aim to continue the service’s journey
of progression. For example, training ‘roadshows’ have been planned
for 2020 to promote the service and referral pathway to primary care
parties, and a five-day opening is hoped for by the end of this year. Plans
are additionally underway to create a multi-site service – with a link
currently being developed with a sister service through the DAU in
Daisy Hill Hospital. Furthermore, funding for two permanent trust
grades to support the service is being sought, with all new consultant
appointees encouraged to have input to the ambulatory service.
As a result of the team’s foresight and commitment, demonstrable
improvements in patient care / service provision have been attained.
Ultimately, the vast majority of the attending patients would have
required Emergency Department attendance and admission without the
intervention of the team.
‘There’s still a lot to do in respiratory medicine and it’s brilliant to see
teams like this – working at the grassroots to try to improve patient
outcomes.’
James Dale
Teva UK Respiratory

INNOVATION IN RHEUMATOLOGY SERVICE AWARD WINNER, DR JONATHAN MCKNIGHT, DR MARIA WRAY AND DR AULEEN
MILLAR, ANTRIM AREA HOSPITAL (NORTHERN HEALTH & SOCIAL CARE TRUST), WITH PATRICK THOMPSON, UCB PHARMA,
AND DR GARY WRIGHT, CONSULTANT RHEUMATOLOGIST (BELFAST HEALTH & SOCIAL CARE TRUST)

WINNER

INNOVATION IN RHEUMATOLOGY
SERVICE

Sponsored by UCB Pharma

DR JONATHAN MCKNIGHT, DR MARIA WRAY AND DR AULEEN MILLAR
ANTRIM AREA HOSPITAL, NORTHERN HEALTH & SOCIAL CARE TRUST
From the team’s early inspiration, to the
initiative’s journey towards fruition and beyond,
the service has been a valued addition to the
sector – providing maximum benefit to the
wellbeing of the patients which it aids.
Patients with suspected Giant Cell Arteritis (GCA) require a
temporal artery biopsy (TAB) to assist diagnosis and help guide
management – and prior to the implementation of the new GCA
pathway in Antrim Area Hospital, patients presenting with suspected
GCA would be assessed by a rheumatologist and then required
admission to an inpatient medical bed where they would wait for an
opportunistic slot on the emergency surgical list to undergo a TAB.
Once the TAB was completed, the patient was discharged to be followed
up in a rheumatology outpatient clinic, and the average length of
inpatient stay was seven days.
In response to this, the first steps of the team’s initiative were
forged – resulting in the development and implementation of a new
GCA pathway in December 2018 in Antrim Area Hospital. Patients
presenting with GCA would be reviewed that day by a rheumatologist,
commenced on appropriate steroid therapy, and discharged home with a
patient information leaflet explaining the TAB procedure. Subsequently,
the patient would receive an appointment to attend as a surgical daycase for their TAB, and be followed up with their TAB results in a
rheumatology outpatient clinic.
With a focus on high quality and consistency, the new GCA pathway

‘We’re delighted to win this award. We put a lot of work into
developing the pathway and implementing it, and we look forward
to developing it further.’
Dr Jonathan McKnight, Dr Maria Wray and Dr Auleen Millar
Antrim Area Hospital
(Northern Health & Social Care Trust)

has led to a multitude of positive and sustainable changes for both
patients and the profession as a whole. This is evidenced by the fact that
patients with suspected GCA no longer require admission to hospital
to obtain a TAB, avoiding lengthy inpatient stays. Additionally, the
individuals in question now receive their TAB within an average of six
days from the date of the initial presentation, which is an improvement
in comparison to the previous average waiting time of seven days prior to
the new pathway being implemented.
Further benefits which have been garnered due to the team’s work
relate to efficiency in that the pathway has been applied at zero cost to
the trust. It has also reduced the demand on vital medical inpatient
beds and trust resources which can now be redirected to benefit
other patients. As well as this, patients currently also receive a patient
information leaflet explaining in detail the TAB procedure, which was
developed as part of the GCA pathway.
With the ever-arising pressure and demands on rheumatology
services, the team believe that the innovative potential for rheumatology
services to continue to assist patients is continual. In particular, virtual
clinics – whereby the patient can be reviewed via a telephone consult
– could lend themselves to the individuals who have been stabilised on
treatment and who have already achieved disease remission / low disease
activity (e.g. inflammatory arthritis). The establishment of the clinics
may furthermore be appropriate for patients with gout, as treatment
can be altered / escalated to a target serum urate level to achieve disease
remission. Essentially, the virtual clinics could potentially reduce waiting
list times for ‘review’ appointments and improve efficiency, as well as
patient experience.

‘We’re very proud to be sponsoring this award. It’s a fantastic pathway
and we’re really pleased for the team.’
Patrick Thompson
UCB Pharma
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IMPROVEMENTS IN CARDIAC SERVICES FOR CHEST PAIN MANAGEMENT AWARD WINNER, DR PAUL MCGLINCHEY AND THE CARDIAC ASSESSMENT UNIT TEAM,
OMAGH HOSPITAL (WESTERN HEALTH & SOCIAL CARE TRUST), WITH FRANCIS LYNCH, A. MENARINI, AND DR AARON PEACE, ASSISTANT MEDICAL DIRECTOR,
RESEARCH & DEVELOPMENT, AND CHIEF EXECUTIVE OFFICER OF C-TRIC (WESTERN HEALTH & SOCIAL CARE TRUST)

Sponsored by A. Menarini

WINNER

IMPROVEMENTS IN CARDIAC SERVICES
FOR CHEST PAIN MANAGEMENT
DR PAUL MCGLINCHEY AND THE CARDIAC ASSESSMENT UNIT TEAM
OMAGH HOSPITAL, WESTERN HEALTH & SOCIAL CARE TRUST
The success of the team’s work is testament
to their willingness and drive to constantly
improve and add to the service, all the while
maintaining patient safety and working within
agreed protocols and policies in line with current
guidelines.
The Cardiac Assessment Unit is a unique nurse-led 24-hour seven
days per week service in which patients can self-present with symptoms
of chest pain, palpitations, dyspnoea and syncope / pre-syncope episodes.
Providing a prompt and effective path of care, the patients are seen
immediately upon arrival – with no wait time or appointments being
necessary.
Once the individual has presented for assistance, they are attached
to a cardiac monitor by the cardiac nurse who then obtains an ECG,
bloods, clinical observations, in addition to ordering a chest x-ray and
obtaining a clinical history alongside data reviewed from the ECR,
resulting in the formulation of a management plan and diagnosis in
order to initiate appropriate treatment in line with current guidelines.
This is all conducted by a team of skilled and competent cardiac nurses
with advanced cardiology training. Following this, patients are either
transferred to an acute hospital or discharged home with appropriate
investigations ordered as an outpatient, such as a cardiac echo, exercise
stress test or cardiac monitors as necessary.
Indicative of the encompassing nature of the team’s delivery of care,
the unit diagnosis many cardiac conditions which include STEMI,
NSTEMI, SVT, AF, CCF, WPW, pericarditis and various types of heart
block; ensuring that the appropriate treatment and follow-up assistance
‘We’re absolutely delighted to receive this award. It’s great recognition
of the commitment of the nurses in Omagh towards people in their
locality. They’re very dedicated and deserve to be recognised for what
they do.’
Dr Paul McGlinchey and the Cardiac Assessment Unit Team
Omagh Hospital
(Western Health & Social Care Trust)
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is cultivated in line with patient safety. Additionally, numerous patients
with cardiac conditions can have their medication titrated accordingly
– particularly patients with angina who need their medications to be
increased, patients with heart failure, or patients with arrhythmias.
The staff are able to liase with cardiologists to adjust medication with a
follow-up appointment in the ward to assess response at a time that suits
them.
Furthermore, patients with heart failure or arrhythmias can remain
in the unit overnight with IV diuretics or rate control, preventing the
need for inpatient admission in an acute hospital.
Aware of the necessity of encouraging understanding and adherence,
the team ensure that patients receive full education and counselling on
new medications, including NOAC counselling, and the importance
of reducing the risk factors for heart disease, including hypertension,
hypercholesterolemia, obesity, stress levels and the conduction of
smoking cessation.
As well as prompting excellent patient feedback, the service has
reduced the number of patients attending acute hospitals and GP
practices, therefore reducing pressures on other areas and enabling
patients to receive the right care at the right time. The far-reaching
impact of the team has significantly led to many lives being saved in
Omagh and the surrounding areas due to the service being accessible
at any time and the competence of the staff in the treatment of various
cardiac conditions that present, including STEMIs and dangerous
arrhythmias that require emergency DCC.

‘It’s great to be able to sponsor this award. We’re particularly pleased
to be associated with excellence and it’s wonderful to see and reward
the dedication among the healthcare professionals.’
Francis Lynch
A. Menarini

MANAGING SUBSTANCE DEPENDENCY IN THE COMMUNITY AWARD WINNER, MAIREAD JERVIS AND THE COMMUNITY ADDICTION TEAM (BELFAST
HEALTH & SOCIAL CARE TRUST), WITH KEN SUTHERLAND, ETHYPHARM UK, AND KATHY GOUMAS, ADDICTION SPECIALIST CONSULTANT (NORTHERN
IRELAND HEALTH & SOCIAL CARE BOARD)
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WINNER

MANAGING SUBSTANCE DEPENDENCY
IN THE COMMUNITY

Sponsored by Ethypharm UK

MAIREAD JERVIS AND THE COMMUNITY ADDICTION TEAM
BELFAST HEALTH & SOCIAL CARE TRUST
The Community Addiction Hub was developed in
line with the key aim of ensuring that serviceusers were accessing the right service, with the
right person, at the right time; simultaneously
reducing waiting times.
Helping individuals through their journey, the Belfast Community
Addiction Team (CAT) is a tier three specialist service which provides
assessment, co-ordinated care-planning, and treatment of individuals
with harmful and / or dependent alcohol and / or drug dependency.
Referrals for CAT, in the main, come from three sources: GPs; internally
within the Belfast Health & Social Care Trust; and via external partners
e.g. probation.
The Belfast Health & Social Care Trust currently contracts with
two community and voluntary sector providers – Addiction NI and
Dunlewey – to provide tier two interventions to individuals not
requiring the support of CAT specialist interventions.
As a result of the demand for the service growing – coupled with the
complexity of the cases rising – the Community Addiction practitioners
recognised the importance of agreeing to a short-term plan of increasing
new patient clinics to meet the needs of those requiring assistance.
While this was ongoing a band seven clinical co-ordinator was
appointed to triage all referrals on a daily basis, which entails collating
clinical information from records, and on occasions contacting the
referrer or / and the service-user to assist with identifying as to whether
an individual’s needs would be best met outside the tier three specialist
intervention.
The clinics were set up to offer one-to-one triage appointments

‘We are thrilled to win and be appreciated. It’s been a real team effort
and we are really thankful to be recognised for the hard work we do
in making a difference to patients.’
Mairead Jervis and the Community Addiction Team
(Belfast Health & Social Care Trust)

for those identified as having their needs most effectively met
through Addiction NI or Dunlewey Addiction Services. These brief
appointments are utilised to review information, ensuring that it’s
accurate and up-to-date, in addition to offering brief harm reduction
advice, and equipping the individual with information regarding what
these services offer, and gaining their consent to proceed. A family
member / friend or advocate is encouraged to accompany the individual
for support.
Achieving consistency of care, the co-ordinator meets weekly with
colleagues from Addiction NI and Dunlewey and discusses each
individual referral being made to tier two services. At this weekly
meeting, progress on each case is discussed, and if a client requires tier
intervention, there is a step-up process in place to do so. Representative
of the team’s collaborative ethos, decisions are all made in co-operation
with the service-user and carer.
A multidisciplinary approach is also threaded throughout the team’s
work in that devising the Community Addiction Hub and appointing
a clinical co-ordinator has improved the connections with community
organisations. As well as the co-ordinator and CAT leader regularly
attending Community Drug and Alcohol Network meetings to discuss
local projects, concerns, updates, and developments, relations between
services within the Belfast Health & Social Care Trust, outside trusts
and other agencies have been boosted for the benefit of patients.
The progress which these efforts have implemented is remarkable
– and continuing. The team have reduced the waiting time for a CAT
assessment from six months to two weeks, now having zero breaches.
Furthermore, 95 per cent of assessments are suitable for CAT compared
to the previous 35 per cent who were referred on to tier two services.

‘It’s fantastic to sponsor this award and to see the brilliant work of
the team. Well done!’
Ken Sutherland
Ethypharm UK
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INNOVATIVE DEVELOPMENTS IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE AWARD WINNER, DR JENNIFER ADDLEY AND THE GASTRO
AMBULATORY CARE TEAM (SOUTH EASTERN HEALTH & SOCIAL CARE TRUST), WITH SOPHIE SEMPLE AND ANGELA LAMBE, TILLOTTS PHARMA, AND DR
GRAHAM TURNER, CONSULTANT GASTROENTEROLOGIST (BELFAST HEALTH & SOCIAL CARE TRUST)

WWW.NIHEALTHCARE.COM

WINNER

INNOVATIVE DEVELOPMENTS IN THE
MANAGEMENT OF INFLAMMATORY
BOWEL DISEASE

Sponsored by Tillotts Pharma

DR JENNIFER ADDLEY AND THE GASTRO AMBULATORY CARE TEAM
SOUTH EASTERN HEALTH & SOCIAL CARE TRUST

Aware of the necessity of the service and the
valuable impact it could have on the provision
of care, the team established a Gastro Hub
to provide consultant-led gastroenterology
services with access to allied health
professionals, such as dietitian, IBD and
gastrointestinal cancer nurse specialists, and
IBD pharmacist services.
The addition of the pathway aligned with the objectives of inpatient
admission avoidance; reduced length of inpatient stay if admitted to
hospital; improved patient experience; and earlier discharges from
hospital with prompt follow-up. The initiative was to further encourage
rapid access to diagnostics and procedures, such as endoscopy and
paracentesis, as well as rapid access to blood tests, with a timely follow-up
of results.
Once the plans for the service began to take shape, the team set out
on promoting the clinic to their Emergency Department colleagues.
This strategy included the implementation of education sessions centred
on the conditions which would present in the Gastro Hub, with a
significant focus on the management of IBD flares and decompensated
liver disease.
A subsequent mode of action was the development of an online
referral system with the IT department which was to ensure a robust,
traceable referral pathway – and that any patients who have relevant
exclusion criteria are declined to the original referrer and do not get lost
in the system.

‘We’re delighted. We have put a lot of work into building the service
and it’s continuing to grow and benefit patients. Thank you.’
Dr Jennifer Addley and the Gastro Ambulatory Care Team
(South Eastern Health & Social Care Trust)
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The Gastro Hub was opened to the acute medical unit and general
medical wards, thus allowing patients, who would have previously
remained in hospital awaiting gastroenterology review, to be discharged
promptly with a guaranteed clinic appointment within seven days.
Notably, a large proportion of the patients attending the Gastro Hub
were those with IBD. As a result of this cohort of patients experiencing
complex multidisciplinary needs, clinics were cultivated with the
IBD specialist nurse to review both semi-elective, as well as ad-hoc,
attendances. This allowed the team to assess patients post-discharge
(e.g. following a flare or following biologic commencement), see those
with IBD flares from the community to assess treatment responses, and
facilitate blood and faecal calprotectin testing. Funding was secured for
a further dietetic clinic to dovetail these clinics and, employing funding
from biologic switch savings, a formal gastroenterology pharmacist was
appointed who also runs an assessment clinic from the Gastro Hub.
Providing rapid access to dedicated gastroenterology services, and
avoiding admission to the Emergency Department, the two groups that
have benefitted most from the establishment of the service are those with
a stable possible GI bleed who can now get scoped on the rapid access list,
and the IBD cohort, as often those unfamiliar with IBD would not be
comfortable with decision-making.
The service’s ability to bolster the confidence of the patients in
attendance has been a meaningful effect too. The unit offers the
individuals a sense of security in which they now have a point of
contact where they know they can be seen by a senior clinician in a
timely way. The team have had many IBD flares highlighted from both
the community and Emergency Department, that have been started
swiftly on appropriate medications, including to the point of biologic
introduction with very prompt endoscopy without requiring admission
to hospital.
‘We’re so proud of the winning team and all of the people that have
been involved in the projects that entered. It’s really helping and
encouraging people to shout about all the brilliant work they’re
doing.’
Sophie Semple
Tillotts Pharma
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LIFETIME ACHIEVEMENT AWARD WINNER, PETER PASSMORE, PROFESSOR OF AGEING AND GERIATRIC MEDICINE, QUEEN’S UNIVERSITY
BELFAST, WITH JOANNE EARLEY AND HEATHER MOORLAND, AIB, AND DR ANDREW GILLILAND, RETIRED GP, DUNLUCE MEDICAL CENTRE, AND
BRIDGET MCCABE, MANAGING DIRECTOR, MEDICAL COMMUNICATIONS

Sponsored by AIB

WINNER

LIFETIME ACHIEVEMENT

PETER PASSMORE
PROFESSOR OF AGEING AND GERIATRIC MEDICINE,
QUEEN’S UNIVERSITY BELFAST
Dispersed throughout the glittering setting
of the Northern Ireland Healthcare Awards is
always a sense of unpredictability, as attendees
eagerly anticipate and await the reveal of the
winners on the night. But there is one consistent
element that guests have now come to expect
– that the winner of the prestigious Lifetime
Achievement Award will be an esteemed and
inspirational representative of the sector.

Once again, the 21st year of the event brought with it an exceedingly
worthy recipient – an assumption that could be drawn from the cheers
from the crowd as an astounded Peter Passmore was presented with the
accolade.
As Professor of Ageing and Geriatric Medicine at Queen’s
University Belfast, Peter has cultivated a better path for the profession
as a result of his years of research and showcase of the significance of
learning. However, it’s not only Peter’s stellar academic career that is
commendable, but his personable, energised, and committed nature –
something which Dr Andrew Gilliland, retired GP, Dunluce Medical
Centre, delved into as he took to the stage to say a few words in tribute.
Peter graduated with a first-class honours degree in Physiology in
1987 and qualified in Medicine, prior to training in the Northern
Ireland Deanery, and achieving MRCP UK and MD. Peter subsequently
spent one year as a locum Senior Lecturer and Consultant Physician in

‘This is a tremendous acknowledgement and I really am lost for
words. Thank you.’
Peter Passmore
Professor of Ageing and Geriatric Medicine,
Queen’s University Belfast

Geriatric Medicine in Sydney, before being appointed Senior Lecturer in
Geriatric Medicine at Queen’s University Belfast in 1993 and Professor
of Ageing and Geriatric Medicine in 2007.
Peter’s years of extensive research have spanned the genetics of
dementia syndromes, epidemiology of dementia, neuropsychiatric
symptomatology and use of biomarkers in dementia. He has also
managed a clinical trial programme for over 20 years; is clinical lead for
NICRN (Dementia); and has successfully supervised 15 MDs and four
PhDs, in addition to having received grant funding from various sources,
including the EU, MRC and Wellcome.
However, not only is Peter at the cutting-edge of research, he realised
a long time ago that to make progress in the clinical care of these
patients it required a much wider approach. As a result, he has worked
collaboratively and passionately with nurses, social workers, OTs, and
charities to further the cause, which involved lobbying Parliament in
London and the Assemblies in Scotland and Northern Ireland.
As Dr Gilliland warmly noted, Peter is a team player in all that he
does – always recognising the value of a multidisciplinary approach in his
clinical work, teaching and research. He can talk to anyone and he will at
every opportunity. As well as possessing expertise in certain areas, Peter
is a true generalist – and the 21st Northern Ireland Healthcare Awards
was thrilled to be able to bestow the Lifetime Achievement Award upon
him.

‘It has been an excellent evening and we’re delighted to be able to
sponsor the Lifetime Achievement Award on behalf of AIB.’
Joanne Earley
AIB
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21ST NORTHERN IRELAND
HEALTHCARE AWARDS

THURSDAY FEB 27TH 2020

DRINKS RECEPTION

1. Chris Flannagan and Alex Saint
2. Chris Pattison and Julie Silvestri
3. The Ethypharm UK team
4. Christine Hay and Christopher Moffatt
5. The Teva UK team
6. Ruth Millar, Alan Anderson, Raymond Anderson
and Pamela Anderson
7. The Dermatology Team, Belfast Health & Social
Care Trust
8. The Western Health & Social Care Trust, OT
Rheumatology team
9. Stephen Watters and Louise Hand
10. The Antrim Area Hospital team
11. The Aberfoyle Medical team
12. The LloydsPharmacy team
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Life feels good when they’re under control

1–8

CROHN’S DISEASE
Indicated for the induction of
remission in patients with mild to
moderate active Crohn’s disease
affecting the ileum and/or the
ascending colon9

ULCERATIVE COLITIS
Indicated for ulcerative
colitis involving rectal and
recto-sigmoid disease10

MICROSCOPIC
COLITIS

Indicated for the induction
and maintenance of remission
in patients with microscopic
colitis9
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EN TOCORT CR 3mg Capsules (budesonide) - Prescribing
Information
Please consult the Summary of Product Characteristics (SmPC) for full
prescribing Information
Presentation: Hard gelatin capsules for oral administration with an opaque,
light grey body and an opaque, pink cap marked CIR 3mg in black radial print.
Contains 3mg budesonide. Indications: Induction of remission in patients with
mild to moderate Crohn’s disease affecting the ileum and/or the ascending
colon. Induction of remission in patients with active microscopic colitis.
Maintenance of remission in patients with microscopic colitis. Dosage and
administration: Active Crohn’s disease (Adults): 9mg once daily in the
morning for up to eight weeks. Full effect achieved in 2-4 weeks. When
treatment is to be discontinued, dose should normally be reduced in final 2-4
weeks. Active microscopic colitis (Adults): 9mg once daily in the morning.
Maintenance of microscopic colitis (Adults): 6mg once daily in the morning, or
the lowest effective dose. Paediatric population: Not recommended. Older
people: No special dose adjustment recommended. Swallow whole with water.
Do not chew. Contraindications: Hypersensitivity to the active substance or
any of the excipients. Warnings and Precautions: Side effects typical of
corticosteroids may occur. Visual disturbances may occur. If a patient presents
with symptoms such as blurred vision or other visual disturbances they should
be considered for referral to an ophthalmologist for evaluation of the possible
causes. Systemic effects may include glaucoma and when prescribed at high
doses for prolonged periods, Cushing’s syndrome, adrenal suppression,
growth retardation, decreased bone mineral density and cataract. Caution in
patients with infection, hypertension, diabetes mellitus, osteoporosis, peptic
ulcer, glaucoma or cataracts or with a family history of diabetes or glaucoma.
Particular care in patients with existing or previous history of severe affective
disorders in them or their first degree relatives. Caution when transferring from
glucocorticoid of high systemic effect to Entocort CR. Chicken pox and measles
may have a more serious course in patients on oral steroids. They may also
suppress the HPA axis and reduce the stress response. Reduced liver function
may increase systemic exposure. When treatment is discontinued, reduce
dose over last 2-4 weeks. Concomitant use of CYP3A inhibitors, such as
ketoconazole and cobicistat-containing products, is expected to increase the
risk of systemic side effects and should be avoided unless the benefits
outweigh the risks. Excessive grapefruit juice may increase systemic exposure
and should be avoided. Patients with fructose intolerance, glucose-galactose
malabsorption or sucrose-isomaltase insufficiency should not take Entocort CR.
Monitor height of children who use prolonged glucocorticoid therapy for risk of
growth suppression. Interactions: Concomitant colestyramine may reduce
Entocort CR uptake. Concomitant oestrogen and contraceptive steroids may
increase effects. CYP3A4 inhibitors may increase systemic exposure. CYP3A4
inducers may reduce systemic exposure. May cause low values in ACTH
stimulation test. Fertility, pregnancy and lactation: Only to be used during
pregnancy when the potential benefits to the mother outweigh the risks for the
foetus. May be used during breast feeding. Adverse reactions: Common:
Cushingoid features, hypokalaemia, behavioural changes such as nervousness,

insomnia, mood swings and depression, palpitations, dyspepsia, skin reactions
(urticaria, exanthema), muscle cramps, menstrual disorders. Uncommon:
anxiety, tremor, psychomotor hyperactivity. Rare: aggression, glaucoma,
cataract, blurred vision, ecchymosis. Very rare: Anaphylactic reaction, growth
retardation. Prescribers should consult the summary of product characteristics
in relation to other adverse reactions. Marketing Authorisation Numbers,
Package Quantities and basic NHS price: PL 36633/0006. Packs of 50
capsules: £37.53. Packs of 100 capsules: £75.05. Legal category: POM.
Marketing Authorisation Holder: Tillotts Pharma UK Ltd, The Stables,
Wellingore Hall, Wellingore, Lincoln, LN5 0HX. Date of preparation of PI:
February 2020
ENTOCORT (budesonide) ENEMA - Prescribing Information
Please consult the Summary of Product Characteristics (SmPC) for full
prescribing Information
Presentation: 0.02 mg/ml budesonide (2 mg budesonide/100 ml) solution
for rectal suspension. Each Entocort Enema consists of 2 components: a 2.3
mg faintly yellow, circular biconvex tablet with the engraving BA1 on one side
and 2.3 on the other side; a 115 ml clear colourless solution. Indications:
Ulcerative colitis involving rectal and recto-sigmoid disease. Dosage and
administration: Route of administration: rectal. Adults: One Entocort
Enema nightly for 4 weeks. Full effect is usually achieved within 2–4 weeks.
If the patient is not in remission after 4 weeks, treatment may be prolonged
to 8 weeks. Paediatric population: Not recommended. Older people: Dosage
as for adults. No dosage reduction in patients with reduced liver function.
Instruct the patient to read the instructions for use. Reconstitute the enema
immediately before use. Ensure the tablet is completely dissolved. Administer
in the evening before bed. Contraindications: Hypersensitivity to the active
substance or the excipients. Warnings and Precautions: Side effects typical
of corticosteroids may occur, including glaucoma. Visual disturbances may
occur. If a patient presents with symptoms such as blurred vision or other visual
disturbances they should be considered for referral to an ophthalmologist for
evaluation. When patients are transferred from steroids of higher systemic effect
they may have adrenocortical suppression; monitoring may be considered
and the dose of systemic steroid should be reduced cautiously. Replacement
of high systemic effect steroid treatment with Entocort enema sometimes
unmasks allergies which were previously controlled by the systemic drug.
Reduced liver function affects the elimination of glucocorticosteroids, causing
lower elimination rate and higher systemic exposure, with possible systemic
side effects. Care when considering systemic corticosteroids in patients with
existing or previous history of severe affective disorders in themselves or first
degree relatives e.g. depressive or manic-depressive illness and previous
steroid psychosis. Systemic effects of steroids may occur, particularly at high
doses and for prolonged periods, including Cushing’s syndrome, adrenal
suppression, growth retardation, decreased bone mineral density, cataract,
glaucoma and very rarely a wide range of psychiatric/behavioural effects.
Contains lactose and methyl-, propyl-parahydroxybenzoate. Caution in patients
with hypersensitivity to these. Some patients may feel unwell in a non-specific

way during withdrawal. When Entocort Enema is used chronically in excessive
doses, systemic glucocorticosteroid effects may appear. However, the
dosage form and the route of administration make any prolonged overdosage
unlikely. Interactions: Raised plasma concentrations and enhanced effects of
corticosteroids have been reported in women also treated with oestrogens and
contraceptive steroids. Inhibitors of CYP3A4 can increase systemic exposure
to budesonide several times and the combination should be avoided. If this
is not possible, the period between treatments should as long as possible,
and a reduction of the budesonide dose could also be considered. Other
potent inhibitors of CYP3A4 are also likely to markedly increase plasma
levels of budesonide. Concomitant treatment with CYP3A4 inducers may
reduce budesonide exposure and require a dose increase. Because adrenal
function may be suppressed, an ACTH stimulation test for diagnosing pituitary
insufficiency might show low values. Fertility, pregnancy and lactation:
Only to be used during pregnancy when the potential benefits to the mother
outweigh the risks for the foetus. May be used during breast feeding. Adverse
reactions: Common: depression, gastrointestinal disturbances (flatulence,
nausea, diarrhoea), skin reactions (urticaria, exanthema). Uncommon: agitation,
insomnia, anxiety, psychomotor hyperactivity, duodenal or gastric ulcer.
Rare: signs or symptoms of systemic glucocorticosteroid effects, aggression,
glaucoma, cataract including subcapsular cataract, blurred vision, pancreatitis,
ecchymosis, osteonecrosis. Very rare: anaphylactic reaction. Prescribers should
consult the summary of product characteristics in relation to other adverse
reactions. Marketing Authorisation Numbers, Package Quantities
and basic NHS price: PL 36633/0007. Packs of 7 enemas: £33.66. Legal
category: POM. Marketing Authorisation Holder: Tillotts Pharma UK Ltd,
The Stables, Wellingore Hall, Wellingore, Lincoln, LN5 0HX. Date of preparation
of PI: March 2018

Adverse events should be reported. Reporting forms and
information can be found at https://yellowcard.mhra.gov.uk.
Adverse events should also be reported to Tillotts Pharma
UK Ltd. Tel: 01522 813500.
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BRITISH DIETETIC ASSOCIATION

FINDING THE RIGHT BALANCE

In the British Dietetic Association’s latest column, Rachel Green, Specialist Health and Wellbeing Dietitian, Community Dietetic Health
and Wellbeing Team, Belfast Health & Social Care Trust, takes a look at sustainable diets and the key role which dietitians play in
helping to navigate this complex area.
As a profession, dietitians are faced daily with the reality of the population’s
poor eating habits. With increasing demand for highly processed ‘westernised
diets’ high in animal products, refined sugars, saturated fats, and low in
essential fibre and micronutrients, the health of the nation has suffered.
This is evidenced by high levels of obesity, heart disease, type 2 diabetes and
dietary-related cancers. (1)
In more recent years, with growing inequalities in access to food and an
ever-increasing population, the catastrophic environmental impact and sheer
unsustainability of the population’s food choices has hit home. Mitigating
the environmental impact of our food system and ensuring food security has
become a pressing priority for action globally.

which contribute to food and nutrition security and to healthy life for
present and future generations… are protective and respectful of biodiversity
and ecosystems, culturally acceptable, accessible, economically fair and
affordable; nutritionally adequate, safe and healthy; while optimising natural
and human resources.’ (9)
In addition, environmental sustainability can have different, and
sometimes competing, considerations, including land and water use, GHGe
and biodiversity. For example, although locally-grown fruit and vegetables
are encouraged to reduce environmental impact, if the produce requires
additional heating or protection during farming, the impact may not be
less than if the same produce was transported by road or sea from another
country but did not require artificial temperature control. (10)
Despite the complexities, there is considerable evidence that a more
environmentally sustainable diet can be consistent with a healthy diet. (11)

DIETARY RECOMMENDATIONS FOR A SUSTAINABLE DIET

Greenhouse gas emissions (GHGe) have a direct impact on global warming –
a priority issue for the UK government – aiming for an 80 per cent reduction
in GHGe by 2050. (2) 18-to-25 per cent of those emissions are related to
dietary intake, of which agricultural and livestock farming contribute the
largest proportion. (3) In addition, our current food system accounts for
70 per cent of all human water use, leads to deforestation, soil degradation
and pollution and loss of biodiversity in species, including fish stocks. (4)
Adding to this impact, over 6.5 million tonnes of food waste is produced in
the UK per year, that otherwise would have been fit for consumption. This
contributes to further GHGe. (5, 6, 7)

The Eatwell Guide (EWG) from Public Health England provides a visual
representation and guidance on how different foods and drinks should
contribute towards a healthy balanced diet. (12) The guide incorporates
sustainability messages specifically encouraging: a reduced consumption of
red and processed meat in favour of plant proteins; consumption of moderate
dairy intake and to consider dairy-free alternatives; to choose sustainably
sourced fish; to consume high fat, sugar, salt processed foods less often and
in small amounts and to choose water as our main fluid intake. Evidence has
shown that the EWG is measurably more sustainable than current UK diets.
(13)
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WHAT’S THE HARM?

HOW IS A SUSTAINABLE DIET DEFINED?

In the broadest context, a sustainable diet should consider economic, social
and environmental factors, as well as encouraging good health, and thus
defining it is complex. (8)
The UN describes them as ‘Those diets with low environmental impacts
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BRITISH DIETETIC ASSOCIATION
The British Dietetic Association recognises the profession’s
responsibility to promote a more sustainable diet through their ‘One
Blue Dot’ campaign, which expands on the association’s policy statement
on sustainable eating. (10, 14) The sustainable diet recommendations
outlined within this publication support the EWG public health
guidance, while providing a clear direction for the profession within their
work. (10)

DIETITIANS AS KEY PLAYERS IN SUPPORTING
SUSTAINABLE DIETS

Dietitians are experts in translating the most up-to-date public health and
scientific research on food, health and disease into practical guidance to
enable people to make appropriate lifestyle and food choices. (15)
The profession therefore is ideally placed to reconcile the nutritional
and environmental science to give clear messages about a healthy and
sustainable diet.
The profession recognises four key areas where dietitians can play a
crucial role in supporting sustainable diets including: the development
of integrated multi-organisation sustainable policies; educating health
professionals and consumers; representing in discussions around defining
sustainable diets and reaching consensus on the issue; ensuring relevancy
and inclusion when discussing sustainable diets, especially within groups
at risk of health inequality. (10)

HOW ARE DIETITIANS PROMOTING SUSTAINABLE
DIETS LOCALLY IN NORTHERN IRELAND?

Within health and social care in Northern Ireland, dietitians are working
in a breadth of areas to promote sustainable diets.
The profession supports the regional lead and catering departments
with the implementation of the ‘Minimum Nutritional Standards for
Catering in Health and Social Care’, which aim to guide the procurement
process and menu planning to ensure healthier and more sustainable
options are on sale to health and social care staff and visitors. (16)
We inform on the nutritional adequacy of sustainable diet
recommendations and have the expertise to advise where nutritional
requirements may vary for certain population groups. In addition,
we regularly respond to ‘hot topic’ articles in the media that provide
incomplete or incorrect information on sustainable diets, with the aim of
encouraging dietary changes that are well-planned, safe and achievable.
We provide evidence-based nutrition training for statutory,
community and voluntary sector staff, to enable the delivery of a
variety of nutrition programmes within their organisations. Regional
programmes like ‘Cook it!’ and ‘Food Values’ promote sustainable diets
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through providing education on EWG messages; advising on portion
control; encouraging greater dietary variety; improving cooking skills and
supporting reduced reliance on convenience foods; promoting budgetfriendly plant-based proteins and teaching how to cook with these;
encouraging meal planning, appropriate food storage and food waste
reduction and encouraging seasonal and local produce. Through these
train the tutor programmes, dietitians reach a wider audience to raise
awareness on these topics.
Dietitians work with other agencies to further enhance sustainability
messages: working alongside local councils to promote reducing waste
and recycling within our training programmes; utilising resources on
sustainable fish consumption from ‘Marine Conservation Society’ (17);
supporting local food banks and food redistribution organisations and
partnering with growing schemes and ‘grow-your-own-food’ initiatives.
Across our work, opportunities are taken to practically demonstrate
sustainable diet recommendations. For example, at nutrition training
attendees are offered seasonal fruit at breaks, plant-based lunch options
and tap water. We strive to buy seasonal produce with no or light
packaging and cook recipes based on the EWG, including a plant-based
option, when cooking with a group. We try to use reusable or recyclable
crockery during our sessions and consider portion sizes and quantity of
ingredients required to avoid food waste.
Within an extremely complex and multifaceted issue, dietitians
recognise that there are clear wins that benefit not only the future of our
planet, but our health too. The profession is perfectly placed to translate
the nutritional and environmental science to give clear messages about
a healthy and sustainable diet, while considering the broader social and
economic barriers to change that exist within our diverse communities.
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IDIOPATHIC PULMONARY FIBROSIS

SPOTLIGHT ON:
IDIOPATHIC
PULMONARY FIBROSIS

progressive fibrotic diseases, where the cause is known, include asbestosis, bird fanciers’
lung and farmer’s lung disease.
Epidemiological research indicates that the incidence of IPF is increasing rapidly at
two-to-three per cent annually. (4) The reason for this is not clear.

INEQUALITIES IN CARE AND TREATMENT

IPF generally starts slowly and patients are often treated for other conditions, such
as chest infections, asthma and heart failure, before they get the IPF diagnosis. GPs
misdiagnose up to 35 per cent of patients, which delays referral to hospital respiratory
specialists. (5)
Long NHS waiting times for hospital appointments also delay diagnosis and
Idiopathic pulmonary fibrosis is a devastating
treatment. Fewer than 50 per cent of patients get the diagnosis within six months of their
condition characterised by increasing
first visit to their GP, and for 20 per cent of patients it takes over two years. (6)
breathlessness, disability and death threeAlthough IPF has such a poor prognosis, patients don’t receive the same level of care
as
cancer
patients. Cancer patients have a clear pathway designed to ensure timely and
to-four years after diagnosis. (1) How can the
accurate diagnosis and treatment. They must start treatment within 62 days of a GP’s
sector move towards greater equality in care
referral and are provided access to a specialist nurse. The timeline for IPF patients is less
strict – patients must be seen by a hospital doctor within 18 weeks. IPF patients who
and treatment for patients? Steve Jones, Chair,
attend one of the 23 specialist centres in England generally have access to a specialist
Action for Pulmonary Fibrosis, offers his view.
nurse, but this is generally not the case at district hospitals.
Two anti-scarring drugs are available, which slow down progress of the disease. They
are expensive and have a number of side-effects. The National Institute of Health and
Care Excellence will not allow them to be prescribed to early-stage patients. This restriction is of great
concern to patients and their families. The UK is the only country in Europe where this is the case.
People with IPF may also be offered pulmonary rehabilitation (involving exercise classes and
education), cough suppressants and oxygen therapy to help alleviate some of the severe symptoms,
such as fatigue, cough and breathlessness associated with IPF.
As the disease takes hold, patients become more and more breathless. Initially, they are unable
to climb stairs and eventually find walking on the flat difficult. They become dependent on
supplementary oxygen. Their world closes in on them and they feel isolated.
Patient support groups can play a vital role in helping patients and their families overcome this
feeling of loneliness and find information and support.
Patient charities, such as Action for Pulmonary Fibrosis, have galvanised the community by raising
money, funding research, helping to set up over 75 local support groups and providing educational
resources for patients, carers and healthcare professionals.

HOPE FOR THE FUTURE
Steve Jones
Idiopathic pulmonary fibrosis (IPF) is an
incurable lung disease in which scars are
formed in the lung tissues. Only 25 per cent of
people survive for five years. IPF has a worse
prognosis than most cancers.
Over 30,000 people in the UK live with
IPF and over 5,000 people a year die from the
disease. It is remorseless and the fourth biggest
respiratory killer after lung cancer, COPD
and pneumonia. (2) IPF kills more people
in the UK than leukemia (3), but few people
have heard of the disease. It generally occurs
in people over 50 years of age and affects men
more than women. Unlike many respiratory
diseases, it is spread evenly through all sections
of society.
Scientists don’t know the exact cause of IPF.
It’s believed to be triggered, in people with a
genetic precondition, by exposure to cigarette
smoke, dust and pollution. Acid reflux from
the stomach may also play a role. Similar

Although IPF is a deadly disease, increased collaboration between doctors, scientists and patient
advocacy groups is leading to real improvements in outcomes for patients with this devastating
disease. New anti-scarring drugs are being developed and new genetic
insights into the disease have raised the prospect of precision medicine
using targeted treatments tailored to patients with specific genetic or
molecular abnormalities. The main challenge, in the years ahead, will be
to ensure adequate funding for research on IPF and to pay for costly new
treatments needed for rising numbers of IPF patients.
Action for Pulmonary Fibrosis is the leading pulmonary fibrosis
charity in the UK. The charity support patients and their families and
raises awareness through campaigning, fundraising and education, as
well as funding innovative research to find a cure for the disease.
For more information, visit www.actionpulmonaryfibrosis.org.
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PAEDIATRIC PHARMACY

BRIDGING THE GAP

Judith Martin, Lead Paediatric Emergency
Department and Cystic Fibrosis Pharmacist,
provides a glimpse into a new type of paediatric
pharmacy service, including its implementation and
far-reaching importance.
The paediatric
emergency
department (PED)
setting has long been
recognised as a highrisk environment
due to the nature
and number of
medication-related
queries / errors
reported. Relative to
an adult emergency
department there is
Judith Martin
a greater risk of harm
from medication to
children, owing to the differing types of
medication errors that can occur, such as
10-fold dosing errors.
These errors arise in paediatric
medicine as there is a lack of suitable
licensed dosage formulations available for
the paediatric population. In addition,
the pharmacological and physiological
factors which influence drug dosing
are continuously changing as the child
grows. There is also an increased need for
calculations and dilutions of paediatric
medicines and a requirement to adjust
dose for each individual patient based
on gestational age, age, weight and body
surface area. Furthermore, the lack of
evidence and research on the use of
medicines in children leads to uncertainty
in dosing. These challenges can contribute
to medication errors at every stage of the
medication process, from prescribing to
medication administration.
Many medication errors and adverse
drug events are preventable and strategies
to improve medication safety are an
essential component of an overall approach
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to providing quality care to children.
To help improve medication safety
and patient flow within the Royal Belfast
Hospital for Sick Children (RBHSC),
the first dedicated PED pharmacy team
was introduced. Since the introduction
in June 2019, there has been four new
PED pharmacy posts. These include two
pharmacists and two pharmacy technicians
working between the short-stay paediatric
unit and PED.
The RBHSC PED pharmacy team
have a unique and multiple role to play
in the delivery of pharmaceutical care as
part of a multidisciplinary team within the
children’s hospital.
These roles include:
• Performing medicines reconciliations,
ensuring an accurate drug list is available as
soon as a decision to admit has been made,
aiming to reduce length of hospital stay
• With an onsite mobile dispensing
unit, they can fast-track prescriptions for
patients waiting to be discharged
• Providing guidance on paediatric
medication selection, dosing and
administration
• Providing patient counselling on newlystarted medication
• Improving patient safety by providing
real-time advice to patients and staff,
producing ‘in-house’ guidelines,
monitoring the prescribing of medication,
reporting adverse drug events and
medication errors
• Participating in trauma activations
• Liaising with primary care to ensure the
patient’s medication is optimised
• Working with the antimicrobial
pharmacist to ensure that there is
standardisation of antibiotic therapy in

paediatrics
• Providing pharmacy education to the
PED medical and nursing teams
These roles carried out by the RBHSC
PED pharmacy team are pivotal to the
quality of the PED service. With the Lead
PED Pharmacist, Judith Martin, being
an independent prescriber, this increases
patient access to pharmaceutical care and
support in a timely manner.
Working within this environment,
they must have knowledge of the concepts
of drug use and medicines management
across the whole range of ages – from birth
through to adolescence and the transition
to adult medicine.
With the PED pharmacy team helping
with the medication-related queries, it
became apparent that there was a need to
develop the understanding of paediatric
medicine for primary care pharmacists
and community pharmacists. To bridge
the gap between hospital and community
pharmacy, the Lead PED Pharmacist,
Judith Martin, set up the first paediatric
pharmacy workshop with the Northern
Ireland Centre for Pharmacy Learning
and Development (NICPLD). The aim of
the workshop was to promote the safe use
of medicines in paediatric patients in the
community and primary care settings.
Identifying and bridging the gaps
is important as transition from one
healthcare setting to another increases
the risk of drug-related problems and
consequent readmissions. This new
collaboration may also help initiate new
conversations and improve patient safety.
Paediatric emergency medicine is
an ever-changing and rapidly evolving
practice. The role of the paediatric
pharmacy team is central to improving
patient outcomes by improving patient
safety, preventing medication errors,
and keeping up-to-date with new
pharmacotherapy regimens.

The NICPLD paediatric pharmacy workshop

For healthcare professionals only

Are you considering the immune challenges surrounding
infants with cow’s milk allergy?
A critical time of life
Breast milk is the gold standard in the first
year of life, providing not only nutrition, but
protection and support for the developing
immune system.1,2
Immunologically vulnerable
Without the protective benefits of breast
milk, formula-fed infants with cow’s
milk allergy are at higher risk of several
inflammatory and allergic conditions.1,3–6

A new infant formula
Abbott will soon launch EleCare®, by
Similac®, the first amino-acid based
infant formula in the UK with 2’-FL
HMO*, designed to support the infant’s
developing immune system.

To ﬁnd out more contact your
Abbott Account Manager, or call
our Freephone Nutrition Helpline
on 0800 252 882

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy.
*Not sourced from human milk.
2’-FL HMO: 2’-fucosyllactose human milk oligosaccharide. HMOs are a diverse group of bioactive, non-digestible carbohydrates and the third most abundant
solid component of breast milk.7,8
References. 1. Kainonen E, et al. Br J Nutr. 2013;109(11):1962–1970. 2. Walker A. J Pediatr. 2010;156(Suppl 2):S3–S7. 3. Flom JD, Sicherer SH. Nutrients.
2019;11(5):E1051. 4. Oddy WH. Ann Nutr Metab. 2017;70(Suppl 2):26–36. 5. Lifschitz C, Szajewska H. Eur J Pediatr. 2015;174(2):141–150. 6. Jo J, et al. Mediators
ñoz E, et al. Adv Nutr. 2016;7(2):323–330.
Inflamm. 2014;2014:249784. 7. Triantis V, et al. Front Pediatr. 2018;6:190. 8. Castanys-Muñ
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BREASTFEEDING

FEEDING FOR THOUGHT

Despite its established benefits, breastfeeding is no longer
a norm in many communities. Wendy Jones PhD MRPharmS
MBE highlights the UK’s breastfeeding rates and weighs in on
the myriad of underlying factors relating to new mothers’
reluctance.
According to the 2016 Lancet Series on breastfeeding, ‘The success or
failure of breastfeeding should not be seen solely as the responsibility of
the woman. Her ability to breastfeed is very much shaped by the support
and the environment in which she lives. There is a broader responsibility
of governments and society to support women through policies and
programmes in the community.’ (Rollins, 2016)
The last accurate data we have on the incidence and prevalence was
reported in 2012 (McAndrew) when 81 per cent of women initiated
breastfeeding but at 12 months the UK has the lowest breastfeeding rate
in the world at 0.5 per cent. (Lancet Series, 2016)

Incidence of breastfeeding at delivery (Lancet, 2016)
Due to financial governmental constraints, national support
for breastfeeding is being slowly eroded. A recent report by Better
Breastfeeding found that at least 44 per cent of local authority areas in
England had experienced recent cuts to funding that they could use to
support breastfeeding mothers. (Guardian, 2018) In the absence of skilled
face-to-face support, mothers are finding it increasingly hard to achieve
effective feeding which is pain-free and are turning to peer supporters of
the voluntary organisations, such as the Breastfeeding Network (BfN),
Association of Breastfeeding Mothers (ABM), NCT and La Leche
League.
Around 17 per cent of pregnant mothers (McAndrew, 2012) said that
they did not wish to breastfeed and planned to formula feed from birth.
The reasons cited for this are in the table below:
PER CENT

Fed previous children with infant formula

21

Did not like the idea of breastfeeding

20

Convenient / due to mother's lifestyle

19

Other people can feed baby

17

Breastfed previous children and didn’t get on with it / put off by others’ experience

11

Medical reasons for not breastfeeding

10

Would be embarrassed to breastfeed

10

Can see how much the baby has had

5

Had problems breastfeeding (unspecified) / not enough support (1)

4

No particular reason

4

Domestic reasons, coping with other children

3

Expecting to return to work / college soon

1

Feeding with infant formula is less tiring / is quicker

1

Reasons cited by mothers for choosing to formula feed from birth (McAndrew, 2012)
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According to the Infant Feeding Survey (McAndrew, 2012), 69 per
cent of mothers who chose not to breastfeed were aware of the health
benefits and 56 per cent could name at least one, with almost one-fifth
having received the information from a healthcare professional. We know
that being younger at the time of delivery, leaving school before 18, having
friends and family who formula fed, are all indicators that a mother may
be less likely to choose to breastfeed. (McAndrew, 2012) However, we
can’t make assumptions and all mothers, in my opinion, should be asked
how they are feeding their baby each time they seek medical advice or
treatment. Some professionals will be working in areas where the uptake
of breastfeeding is very low, others where it is higher, but everyone is an
individual. All babies are now left in skin-to-skin after birth and some will
latch on even if the mother had previously decided not to breastfeed.
The economic costs of not breastfeeding have recently been estimated
at $1 billion USD each day globally. (Lancet Series, 2016) The marketing
of breastmilk substitutes negatively affects breastfeeding: global sales in
2014 of US$44·8 billion show the industry’s large, competitive claim on
infant feeding.
However, since the sudden and rapid changes following the declaration
of the pandemic of COVID-19, at the National Breastfeeding Helpline
(a government-funded initiative operated by BfN and ABM) there
have been many calls from mothers wishing to re-lactate having recently
stopped breastfeeding, or to seek support for breastfeeding problems.
These queries are being answered by supporters who have breastfed,
in their own homes using the telephone or options, such as Skype. There
have been national difficulties with sourcing artificial baby milk and
together with the protection offered to babies from breastfeeding even
if the mother has contracted the virus herself (UNICEF and BfN), a
movement to protect breastfeeding seems to be building. Whether this
continues after the current crisis, we can’t know.
Breastfeeding initiation and continuation is affected by so many
factors. It has long been said that it takes a village to raise a child – society
can do much to undermine breastfeeding by negative images, lack of
breastfeeding-friendly facilities, and just the assumption that all babies
need bottles and formula. Currently local communities seem to be
functioning more like villages with more compassion for everyone. Will
breastfeeding rates change? Who can tell? Stay safe and well.
For more information, visit
www.breastfeeding-and-medication.co.uk.
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FND

A QUEST FOR CLARITY

Functional neurological disorder (FND) is a disorder of the functioning of the nervous system that involves
a problem with the way the brain sends and receives signals – yet for far too long the condition has been
cloaked in mystery and misunderstanding. To help us wade through the complexity, Tom Plender, as a
musician and FND patient, shares his journey to the outer reaches of neurology, and why FND is the most
common condition you have never heard of.

Tom Plender

FND is responsible for about one-third of neurology outpatient appointments and is the second most
common reason for neurological consultation after migraine. It is also by some estimates more common
than Parkinson’s and MS. So why have so few people heard of it and why is there no national treatment
service available on the NHS?
The answers to this question are complex but are partly due to a lack of research and understanding
about the condition. Historically there has also been a view among many medical professionals that the
condition is of psychological origin, and is a form of conversion disorder – Freud’s theory that repressed
psychological trauma is converted into physical symptoms and once the trauma is uncovered the
symptoms disappear. There has never been any definitive scientific evidence to prove conversion disorder,
meaning that it is little more than a theory – nevertheless this idea has been extremely influential for
over a century, pointing researchers in the wrong direction. This has had a very negative impact for FND
patients, often leaving them without treatment and with doctors unwilling to take responsibility for
their condition. In fact, at the present time there are only a tiny number of over-subscribed NHS FND
treatment programmes whose services are already at breaking point.

MY FND STORY
I was a successful professional musician throughout my 20s when I first got FND. I played the drums and
piano and mostly worked in the field of jazz and was fortunate to get to work with some of the best jazz
musicians in the UK. I had also played almost every conceivable style of music from rock, funk, hip-hop
and drum and bass to contemporary classical.
I became ill while I was studying for a postgraduate at the Guildhall School of Music in London
and developed overuse injuries in my wrists and knees; these then seemed to trigger FND, resulting
in debilitating pain and muscle spasm in my neck and shoulders that over several years resulted in a
complete deterioration of my ability to function.
In my struggle to obtain a diagnosis I was shunted backwards and forwards between neurologists
and psychiatrists, none of whom seemed to be able to find out what was wrong with me and who mainly
resorted to the conversion disorder theory as an explanation. I was frequently told it was all in my head
and I needed to get over it.
I tried many treatments – both conventional and nonconventional – and I saw countless doctors, all
with little success. I spent time in psychotherapy but there simply was no underlying trauma and as the
years went by my disability increased to such an extent that I eventually had to be looked after by carers
who would assist me with the basic functions of life like getting dressed, showering and cleaning my teeth
etc.

PROGRESS AT LAST
After 12 incredibly difficult years and at near breaking point I was finally referred to Professor Mark
Edwards at the National Hospital for Neurology and Neurosurgery who diagnosed me with FND. He
explained that the latest research implied that FND was not necessarily of psychological origin and
was in fact a disorder to do with the way the brain controls movement. I was admitted for four months
of inpatient rehabilitation, mostly consisting of specialist neurological physiotherapy, but later on
occupational therapy and cognitive behavioural therapy, which helped me regain my functioning and
allowed me to live without carers and be independent for the first time in years. It also allowed me to
begin to play my instruments again after many years of not being able to do music.
Continued onto next page
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FND is a very complicated condition and is not yet fully understood,
but in the last 10 years there have been significant developments in
research that would seem to take a different view to Freudian conversion
disorder and indicate new directions for treatment based on the following
theory – brain scans of FND patients appear to demonstrate that
conscious parts of the brain have become over-involved in movement. (1)
Ideally, movement should be unconscious – when you walk, for
example, it’s not something you think about, it is an automatic movement.
FND patients seem to have lost the ability to move normally and
automatically. Many patients with FND also experience a great deal of
pain and muscle spasm and as a result often develop central sensitisation, a
chronic pain condition where overactivity of neurotransmitters causes the
patient to experience a heightened sensation of their pain. In fact, it could
be argued that FND seems to be a kind of hyper-sensitised nervous system
disorder and cortical disinhibition is an important factor.

BUT WHY DO PEOPLE GET FND?
In Professor Mark Edwards’ view, there is usually a triggering event, most
commonly some kind of accident or physical trauma, but it can in some
instances also be triggered by psychological trauma.
The current view is that the brain relies strongly on internal models and
expectations when initiating movement. In FND something temporarily
triggers the brain to go wrong, thereby setting up a malfunctioning
internal model. (2) Some researchers have referred to it as a ‘rogue
representation’ (3), while others have described the effect as a bit like a
computer crashing. This can then wreak havoc, resulting in pain, muscle
spasm and disrupted movement patterns. FND patients experience the
disrupted movements as being out of their control, and research would
imply that the disorder takes place at very low levels of the nervous system
beneath the patient’s conscious control.
For this reason, treatment has to be focused on trying to override
this malfunctioning internal model by reengaging normal automatic
movement as well as altering attentional processes and expectations about
movement which also have a big impact on functioning.
According to a recent study by the charity FND Hope, only about 30
per cent of FND patients have psychological trauma – a similar result to
those found in Parkinson’s – and if FND is essentially a kind of nervous
system malfunction, spending enormous amounts of time trying to
root out a psychological trauma, in the hope that once it is uncovered
symptoms will magically disappear, is clearly a flawed approach.
For many patients like myself, this has proven to be a diversion and
a waste of time. Multidisciplinary treatment consisting of specialist
physiotherapy, cognitive behavioural therapy and occupational therapy
would appear to be the most effective evidence-based treatment for
patients with a severe form of the condition. For others, specialised
physiotherapy alone is often sufficient. FND can happen to anyone
and is not an indicator of mental illness, weak-mindedness or a lack of
motivation to get better. Unfortunately, FND patients are still highly
stigmatised within the medical profession which is currently split in two
about the condition; one half believing that it is of psychological origin;
the other half that it is a brain and nervous system disorder.
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In view of recent research into FND, surely it is time that the medical
profession moved on from the conversion disorder theory. In criticising
conversion disorder I am not saying that stress does not have an impact
on people’s health – clearly it does as the body and mind are deeply
intertwined – but it is also clear that many illnesses would benefit from a
more holistic, integrated and nuanced approach.
Since the 17th Century Philosopher Descartes announced that the
mind and body are separate, for several centuries Western scientific
thinking has been mired in a dualistic paradigm where everything must
be separated into the categories of either ‘physical or psychological’.
Conversion disorder in my view is a continuation of this outdated
dualistic thinking in its simplistic and one-sided attribution of all
symptoms to psychological causes rather than seeing the mind and body
as a complex and integrated system. To add to this, there is also the
rarely-discussed fact that Freud falsified results with regards to many of his
patients, including in his work ‘Studies on Hysteria’ – the book in which
his conversion disorder theory is presented. (4)

CALLS FOR GREATER RECOGNITION
There is currently no national service for FND on the NHS, and a
desperate need for more research into the condition and for new and
innovative treatments. Until FND is recognised as a legitimate and
complex neurological disorder, rather than being of purely psychological
origin, there will be little treatment and sympathy for a community of
people who have been neglected for decades. Things are moving forward
with a Parliamentary meeting this April organised by the recently-founded
charity, FND Hope, in conjunction with leading figures in FND research,
such as Professor Mark Edwards, Dr Glenn Nielsen, Professor Eileen
Joyce and Dr Tim Nicholson. There has also been a successful campaign
to include FND in both the neurological and psychiatric sections of
the DSM with the recognition there does not necessarily need to be a
psychological stressor. However, with the soon-to-be-published ICD
11 the panel backtracked and rejected the inclusion of FND in favour
of the slightly farcical ‘functional neurological dissociative symptom
disorder’ with an emphasis on psychiatric and Freudian interpretations as
justification. As a result of this it is clear that there is still a long way to go
and much to be done in creating more awareness and understanding about
this complex condition.
For more information about FND Hope, visit www.fndhope.org.
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DEMENTIA

A CAUSE FOR CONCERN
Swallowing difficulties are fairly common
and can have serious consequences
for older people, particularly for those
with cognitive impairment or with
dementia as it can lead to malnutrition
and dehydration. Lesley Carter, Age
UK’s Clinical Lead for Professionals and
Practice, explores further.
Having nutritious and varied food is important
for good health and wellbeing throughout our life
and as we age it becomes even more important,
as ageing puts us all at risk. This is concerning
because poor nutrition can be both a cause and
a consequence of ill health (i), and the signs can
often go unnoticed until they have developed and
had a negative impact on health and wellbeing.
Malnourishment can affect health and
wellbeing and worsen long-term health
conditions. It may mean that more visits to the GP
are needed, that there is an increase in the chances
of being admitted to hospital, or it may result
in having longer recovery times from illnesses.
Malnutrition (or undernutrition) is characterised
by low body weight or unplanned weight loss,
which simply means that some older people are
not eating well enough to maintain their health
and wellbeing. Seemingly, overweight people will
also feel the physiological effects of unintentional
weight loss. (ii)
People with dementia are particularly at
risk of becoming malnourished, which is why
maintaining good nutrition is vital for their
health, independence and wellbeing. Difficulties
with eating and drinking often become more
noticeable as dementia progresses and unwanted
weight loss becomes a common problem.
The reasons that people with dementia
have difficulty eating are extensive – and some
dementias are more problematic than others. This
is why understanding the reasons, spotting the
signs, and recognising the symptoms that cause
the reluctance to eat, chew and swallow are vitally
important.
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People with dementia sometimes lose the
knack of identifying food and drink in their
mouth and lose the ability to trigger swallowing
on time. They may find it difficult to verbalise
that they’re experiencing pain or discomfort
in their mouth or teeth or having difficulty
swallowing and therefore need to rely on other
people to notice and interpret their behaviour.
For example, making strange grimaces, frequently
pulling at their mouth or face, or removing or
being reluctant to put in or keep dentures in their
mouth. They may be showing signs of being more
restless, moaning or shouting, or being aggressive
to carers; all these behaviours would suggest that
there is pain or discomfort. (iii)
Some medications can cause a dry mouth that
can make mouths sore, some antipsychotic drugs
can cause involuntary repetitive tongue and jaw
movements and contribute to not wanting to eat.
Maintaining oral health as we age is a priority
(1) as good oral health brings benefits in terms
of self-esteem, dignity, social integration and
nutrition. However, not all dentists are skilled
at dealing with patients with complex medical
or physical needs, and some older people
can experience difficulties in getting dental
appointments, or sometimes those with mobility
issues may find getting access to dental premises
impossible. Worryingly, reports have shown that
older people who may be unable to carry out their
own personal care and rely on others for help
are often lacking in oral care – and it is poor oral
health that can lead to pain and tooth loss and the
inevitable reluctance or ability to eat. This is
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DEMENTIA
particularly relevant in hospitals, community
care settings and domiciliary care at home.
(iv)
Progression of dementia may cause some
older people to experience difficulties with
fine motor skills. These are essential to
make small, co-ordinated movements with
the hands and fingers which require the
muscular, skeletal, and neurological systems
to co-ordinate. When these don’t work
well, people can struggle to use cutlery or
pick up a glass and there may be challenges
to get food from the plate to their mouth.
Sometimes people with dementia may not
open their mouth as the food approaches so
it may require several prompts.
The consequences of this can lead to the
person with dementia avoiding mealtimes
altogether, or not eating with others
because of feelings of embarrassment. These
contribute to the social isolation that people
with dementia and their carers experience so
it’s important to find other ways that people
can feed themselves.
People with dementia can also get tired
easily which is why eating soft, moist food
that needs minimal chewing can help.
Small regular meals and snacks are easier to
manage than large meals, and finger food
is sometimes easier to cope with than using
cutlery. It’s important to make sure that the
food offered is appetising, easy to eat, and
enjoyable, although bear in mind that food
preferences may change or revert back to
previous likes and dislikes.
As dementia progresses, people may
develop other struggles with food, such
as having difficulties chewing, forgetting
to chew, continuous chewing, or holding
food in their mouth. Swallowing difficulties
(called dysphagia) can also become more
common although it will vary enormously
from person-to-person. Some will have
problems swallowing certain foods or
liquids, while others can’t swallow at all.
Other signs include coughing or choking
when eating or drinking, or bringing food
back up, sometimes through the nose.
Informal carers can find this very upsetting.
One of the most common problems
is when food goes down the ‘wrong way’.
Chest infections or aspiration pneumonia
(2) can develop after accidentally inhaling
something, such as a small piece of food,
and may need urgent medical treatment.
Warning signs include, a wet, gurgly voice,
coughing while eating or drinking, and
having difficulty breathing, possibly with
rapid and shallow breathes.

People with dementia who experience
difficulties with swallowing should be
referred to speech and language therapists
who play a key role in the diagnosis of
dysphagia and help people to regain their
swallowing through exercises, techniques
and positioning. They help to promote
patient safety by advising informal carers and
health and care staff to modify the texture
of food and fluids, to help reduce the risk
of malnutrition, dehydration and choking.
Early identification and management of
dysphagia by speech and language therapists
helps to improve quality of life and
reduces the possibility of further medical
complications and death.
Speech and language therapists
also give advice about the provision of
thickened fluids and texture-modified
foods is a routine part of the assessment
and management of feeding and swallowing
difficulties. However, recorded untoward
incidents suggest that the continuing
widespread use of the term ‘soft diet’ can
lead to confusion to the type of modified
diet people need. Recently, the International
Dysphagia Diet Standardisation Initiative
(3) has developed a standard terminology
with a colour and numerical index to
describe texture modification for food and
drink.
Continuing and worsening complications
with eating and swallowing are accepted
as indications of advancing dementia and
may be a sign that the person is entering the
terminal phase of illness. Such problems
cause considerable concern and anxiety
among family members, carers and health
professionals. They also raise moral and
ethical issues about artificial nutrition and
the emotional and practical aspects of endof-life care.
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We know
what you’re
made of
Are your patients
drinking enough?
We all know that water is essential for
life. Unfortunately, not everyone finds it
easy to drink enough to stay hydrated.
Dysphagia sufferers, estimated at 8% of
the population1 often struggle to take in
enough liquids, even developing a fear
of swallowing.

It’s time to take hydration seriously

Thick & Easy™
Clear

Thick & Easy Clear
Thick & Easy Clear is prescribed to modify
the consistency of drinks, helping people
with dysphagia to swallow safely.
Thick & Easy Clear:
• Encourages fluid intake, therefore
reducing the risk of dehydration
• Is a gum-based thickener
• Doesn’t alter the natural appearance,
taste or texture of drinks2
• Retains a consistent thickness over time

Find out more about dysphagia
For expert information, advice, case studies and the
latest developments in clinical dysphagia research
call Fresenius Kabi on 01928 533 516 or email
scientific.affairsUK@fresenius-kabi.com
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CHRONIC CONSTIPATION

ON THE
RIGHT PATH
What approach should healthcare professionals
take when treating and managing chronic
constipation and faecal impaction in children?
Brenda Cheer, Paediatric Specialist Continence
Nurse and Nurse for ERIC, The Children’s Bowel
& Bladder Charity, shares the key guidelines and
resources which can help inform their strategy
and provide support to patients and their
parents alike.
The most common bowel problem in children
is constipation. This distressing and frequently
misunderstood condition can start at any age
(including babies) and affects up to 30 per cent of all
children. (Tabbers & Benninga (2015) Constipation
in Children: Fibre and Probiotics) Characterised by
the inability to do a poo regularly or to completely
empty the bowel, this distressing medical condition
is particularly common among toddlers and preschoolers.

Brenda Cheer

CONSTIPATION MYTH BUSTING

Contrary to the widely-held belief, even among the
healthcare community, constipation is rarely the
result of a poor diet, laziness or poor parenting. It is
a common medical condition which some children
and young people are simply prone to. It’s also not
something that sufferers will necessarily grow out of
without the right treatment. Some children will need
to continue with laxative treatment into adulthood
to prevent a recurrence or worsening of their
constipation.
Continue onto next page
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CONSEQUENCES OF MISDIAGNOSIS AND
UNDERTREATMENT

Left untreated or treated too gently, faecal impaction can cause serious
health complications. These include urinary tract infections (UTIs), day
and night-time wetting accidents and soiling. These children are also at
greater risk of being bullied by their peers, feeling isolated and suffering
with low self-esteem. It can also have a serious impact on their academic
potential.

IMPACT ON CHILDREN AND THEIR FAMILIES

Dealing with chronic constipation can take a devastating toll on family
life. Parents and carers often suffer in silence, blaming themselves, and
hoping that their child will grow out of it rather than seeking treatment.
With the right treatment and support however, most children can
overcome their problem or learn to manage it.

ERIC RESOURCES AND CHILDREN’S CONTINENCE
PATHWAY

The ERIC website provides a wealth of free information for healthcare
professionals keen to find out more about identifying and treating
childhood constipation. All the information on the pathway is in line
with The NICE Guideline CG99: Constipation in Children and Young
People.
The resources include the following:
• ERIC’s Guide to Children’s Bowel Problems (www.eric.org.uk/guideto-childrens-bowel-problems): a step-by-step explanation of the condition
and treatment in simple terms and signposting to the other website
resources. The guide details how constipation in children is typically
indicated by a stool pattern of pooing fewer than four times a week or
more than three times a day
• ERIC Children’s Continence Pathway (www.eric.org.uk/childrenscontinence-pathway): a generic tool, rather than focussing on service
provision, it maps the children’s journey through continence care. The
overarching Children’s General Continence Flowchart (www.eric.org.uk/
childrens-general-continence-flowchart) describes that journey, starting
with the Continence Assessment Form (www.eric.org.uk/pdf-initialassessment-form)
• Specialists working in the field can download a print-ready copy of the
assessment form. The online version is a great place for other healthcare
professionals keen to familiarise themselves with the symptoms of
constipation; the tool categorises what normal is, and what a deviation
from normal might mean
• From there, a link leads to the Flowchart – Constipation (www.eric.org.
uk/flowchart-constipation): an algorithm detailing the correct treatment
for childhood constipation step-by-step
• Flowchart – Constipation includes a large number of links to a range
of free-to-download factsheets. Titles such as How to Prepare Macrogol
Laxatives and A Parent’s Guide to Disimpaction are an invaluable resource
for busy GPs, children’s nurses and pharmacists to print and distribute
• For treatment to be successful it is crucial that laxatives are mixed in the
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right way, delivered in sufficient quantity, and for long enough to prevent
recurrence. So parents need easy-to-understand yet comprehensive
information, coupled with supportive tools such as the Poo Diary (www.
eric.org.uk/pdf-poo-diary),Toileting Reward Chart (www.eric.org.uk/
pdf-toileting-reward-chart) and the ERIC Poo Ladder (www.eric.org.uk/
poo-ladder)

BEST PRACTICE FOR DIAGNOSIS AND TREATING
CHILDREN CORRECTLY

All children need to be assessed by their GP to check for any underlying
organic cause and rule out the red flags as specified by the NICE guidance.
The guidelines make it very clear that dietary interventions alone
should NOT be used as first-line treatment. Instead, children should be
prescribed a macrogol laxative, initially in increasing doses until watery
stool has passed, indicating the faecal impaction (backlog of stool) has
cleared.
A daily maintenance dose should then be given, often for many
months until the stretched bowel regains its tone and can be relied upon
to indicate the need to go to the toilet. Meanwhile the child has to learn
– or re-learn – how to poo, with a regular effective toileting programme
supported by rewards and positive behaviour management.

AN OVERVIEW OF ERIC – ITS RESOURCES AND
SERVICES

ERIC, The Children's Bowel & Bladder Charity, has been dedicated for
over 30 years to improving the lives of all children and teenagers in the
UK facing continence challenges. ERIC provides not only practical advice
and reliable information, but also understanding to children and young
people and those who care for them so they can establish good bowel and
bladder health for life.
Alongside the Children’s Continence Pathway, our core services
include:
• A free helpline service – www.eric.org.uk/helpline – for families and
professionals to talk to an expertly-trained childhood continence advisor
• A website – www.eric.org.uk – full of information and downloadable
resources, including many useful documents linked to our Children’s
Continence Pathway
• An online shop supplying a comprehensive range of continence products
• Paediatric continence training courses for health professionals across the
UK to raise standards of continence care
• Peer-to-peer support for families via the online health community:
Health Unlocked
• Free parent and carer workshops where they can receive information
from specialised nurses and share experiences with others
ERIC is highly regarded as a patient representative group and is
a member of the NHS-led National Bladder & Bowel Project, the
Bladder and Bowel Confidence Health Integration Team, Excellence in
Continence Care Management Board, the Health Conditions in Schools
Alliance, and the National Council for Child Health and Wellbeing.
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Laxido Paediatric Plain, 6.9g sachet, powder for oral solution: Please refer to
the Summary of Product Characteristics (SPC) before prescribing.
Abbreviated Prescribing Information.
Presentation: Single-dose sachet, each containing a white powder composed of:
Macrogol 3350 6.563g, sodium chloride 175.4mg, sodium hydrogen carbonate
89.3mg, and potassium chloride 25.1mg. Indications: Treatment of chronic
constipation in children aged 2 to 11 years and treatment of faecal impaction
in children from the age of 5 years. Dosage: Chronic constipation: The usual
starting dose is 1 sachet daily for children aged 2 to 6 years, and 2 sachets daily
for children aged 7 to 11 years. The dose should be adjusted up or down as
required to produce regular soft stools. If the dose needs increasing this is best
done every second day. The maximum dose needed does not normally exceed 4
sachets a day. Treatment needs to be for a prolonged period (at least 6 to 12
months); however, safety and efficacy have only been proven for a period of up
to 3 months. Treatment should be stopped gradually and resumed if constipation
recurs. Faecal impaction: A course of treatment for faecal impaction is for up
to 7 days as follows in children aged 5 to 11 years: Day 1: 4 sachets, Day 2: 6
sachets, Day 3: 8 sachets, Day 4: 10 sachets, Days 5 to 7: 12 sachets daily. The
daily number of sachets should be taken in divided doses within a 12 hour period.
Treatment should be stopped once disimpaction has occurred. After disimpaction,
the recommended dosing for children with chronic constipation should be followed
to prevent re-impaction. Not recommended for children below 5 years of age for the
treatment of faecal impaction, or in children below 2 years of age for the treatment
of chronic constipation. For patients 12 years and older, it is recommended to
use Laxido Orange. Patients with impaired cardiovascular or renal function:
There are no clinical data for these groups of patients. Therefore Laxido Paediatric
Plain is not recommended for treating faecal impaction in children with impaired
cardiovascular function or impaired renal function. Administration: Each sachet
should be dissolved in 62.5ml (quarter of a glass) of water. The correct number

of sachets may be reconstituted in advance and kept covered and refrigerated for
up to 24 hours. For example, for use in faecal impaction, 12 sachets can be made
up into 750ml of water. Contraindications: Intestinal obstruction or perforation
caused by functional or structural disorder of the gut wall, ileus and in patients
with severe inflammatory conditions of the intestinal tract (e.g. ulcerative colitis,
Crohn’s disease and toxic megacolon). Hypersensitivity to the active substances.
Warnings and Precautions: The fluid content of Laxido Paediatric Plain when
re-constituted with water does not replace regular fluid intake and adequate fluid
intake must be maintained. The faecal impaction diagnosis should be confirmed
by appropriate physical or radiological examination of the rectum and abdomen.
If patients develop any symptoms indicating shifts of fluids/electrolytes, Laxido
Paediatric Plain should be stopped immediately. High doses used to treat faecal
impaction should be administered with caution to patients with impaired gag
reflex, reflux oesophagitis or diminished levels of consciousness. The absorption
of other medicinal products could transiently be reduced due to an increase in
gastrointestinal transit rate induced by Laxido Paediatric Plain. Each sachet
contains 4.06mmol (93mg) of sodium; to be taken into consideration for patients
on a controlled sodium diet. Interactions: Medicinal products in solid dose form
taken within one hour of large volumes of macrogol preparations (as used when
treating faecal impaction) may be flushed from the gastrointestinal tract and not
absorbed. Macrogol raises the solubility of medicinal products that are soluble in
alcohol and relatively insoluble in water. There is a possibility that the absorption
of other medicinal products could be transiently reduced during use with Laxido
Paediatric Plain. There have been isolated reports of decreased efficacy with
some concomitantly administered medicinal products e.g. anti-epileptics. Fertility,
pregnancy and lactation: Studies in animals have shown indirect reproductive
toxicity. There are limited data from the use of the Laxido formulation in pregnant
women. Clinically, no effects during pregnancy or on the breast-fed newborn/infant
are anticipated, since systemic exposure to macrogol 3350 is negligible. Laxido

Paediatric Plain can be used during pregnancy and breast-feeding. There are no
data on the effects of the Laxido formulation on fertility in humans. Effects on
ability to drive and use machines: Laxido Paediatric Plain has no influence on
the ability to drive and use machines. Undesirable effects: Reactions related
to the gastrointestinal tract occur most commonly; in the treatment of chronic
constipation, diarrhoea or loose stools normally respond to a reduction in dose.
Diarrhoea, abdominal distension, anorectal discomfort and mild vomiting are more
often observed during treatment for faecal impaction. Vomiting may be resolved
if the dose is reduced or delayed. Very common (≥1/10): abdominal pain,
borborygmi; Common (≥1/100, <1/10): diarrhoea, vomiting, nausea, anorectal
discomfort; Uncommon (≥1/1,000, <1/100): abdominal distension, flatulence;
Rare (≥1/10,000, <1/1,000): allergic reactions including anaphylactic reaction;
Frequency not known (cannot be estimated from the available data):
dyspnoea, allergic skin reactions including angioedema, urticaria, pruritus, rash,
erythema, electrolyte disturbances, particularly hyperkalaemia and hypokalaemia,
headache, dyspepsia, peri-anal inflammation, peripheral oedema. Overdose: Refer
to SPC. Legal Category: POM. NHS Price: Cartons of 30 sachets: £2.99. MA
Number: PL 27827/0028. Full prescribing information available from the
MA Holder: Galen Limited, Seagoe Industrial Estate, Craigavon, BT63 5UA, United
Kingdom. Date of Preparation: November 2017.

Adverse events should be reported. Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Galen Limited on 028
3833 4974 and select the customer services option, or e-mail
customer.services@galen-pharma.com. Medical information
enquiries should also be directed to Galen Limited.

NURSING REPORT POINTS TO A NEW ERA FOR THE PROFESSION
Health Minister Robin Swann recently launched the Nursing and
Midwifery Task Group Report at the Northern Ireland Practice and
Education Council (NIPEC) annual conference.
Addressing the conference, Minister Swann said, ‘This Task Group
Report points the way to a new era for nursing in Northern Ireland. I
am delighted to not only welcome its publication but to commend its
findings – in the Year of the Nurse and the Midwife.
‘We all owe a debt of gratitude to nurses and midwives right across
Northern Ireland for their commitment, dedication and expertise.’
The report and its recommendations were developed by an expert
Nursing and Midwifery Group independently chaired by Sir Richard
Barnett. The report sets out the critical issues facing the profession,
together with a roadmap to provide direction in achieving world-class
nursing and midwifery services over the next 10-to-15 years.
The Minister added, ‘I am committed to maximising the contribution
of midwives and nurses at all levels of our healthcare system. They will
have a central role within a transformed health and social care system. I
am able today to endorse the bulk of the recommendations. I have asked
the Chief Nursing Officer, Professor Charlotte McArdle, to oversee their
implementation. As is always the case, the speed of implementation will be
heavily dependent on budget settlements in the years ahead.
‘In respect of a specific recommendation on accelerated pay

progression, I am commissioning further work to establish the
detailed evidence base for the costs and benefits of such an approach. I
acknowledge that this is an important issue and that we need to make
better use of the tremendous skill-set of experienced nurses. However,
further detail is required as to how the Task Group recommendation
might work.’

The Nursing and Midwifery Task Group Report has been
launched

NEW HELIPAD OPENS
The final phase of a fully operational Helicopter Emergency Medical Service (HEMS) for Northern Ireland has been completed, with the opening of the
helipad at the Royal Victoria Hospital (RVH).
Following a short period of testing and crew familiarisation, patients were taken, by the HEMS, directly to the helipad on the Critical Care Building
on the RVH site. Patients were previously taken to the helicopter landing site at Musgrave Park Hospital before being transferred to RVH by ambulance.
The direct landing site will reduce patient travelling time by approximately 25 minutes. Once the patient is ready to be transferred from the air
ambulance, he / she can be in the Emergency Department in just over two minutes.
Since its inception in 2017, the HEMS has attended more than 1,300 calls and is delivered in partnership by the Northern Ireland Ambulance
Service and the charity, Air Ambulance Northern Ireland.
Dr Cathy Jack, Chief Executive of the Belfast Health & Social Care Trust, highlighted the benefit to patients of a fully operational helipad close
to the Emergency Department, saying, ‘Air Ambulance Northern Ireland and Northern Ireland Ambulance Service play a key role in the treatment of
critically ill patients. Every minute saved in the transfer of a patient maximises their chance of a successful recovery and having a helipad close to the
Emergency Department at the RVH – where we have skilled teams ready to receive them – means the outcomes for these patients improve.
‘This partnership working has really made a difference for these trauma patients most in need and bringing the helicopter closer to the regional
trauma centre optimises this even further.’
Ray Foran, Chairperson of Air Ambulance Northern Ireland, speaking on behalf of the charity responsible for fundraising the £2 million required
annually to sustain the service, also welcomed this latest phase in the air ambulance journey, saying, ‘We are delighted to have achieved this milestone
and acknowledge the success of partnership working and thanks to all involved. Air ambulance patients are brought to the most relevant hospital for
their injuries and for many this is the RVH as the main trauma centre for the region.’
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ANAPHYLAXIS

A LOT TO
LEARN

Patient education is vital for increasing
AAI (Adrenaline Auto Injector) use and
achieving improved outcomes of anaphylaxis
management. James Gardner, Allergy Nurse
Consultant at the Great North Children’s
Hospital in Newcastle, explains why, and
suggests key strategies for providing
support.

James Gardner

It has been a turbulent 12 months in the supply of
Adrenaline Auto Injectors (AAI) in the UK. Epipen had
a supply problem last year which has resulted in many
patients being displaced from their ‘usual’ device to
‘another’ and this has led to a shortage across all devices.
In the final quarter of last year the Medicines and
Healthcare products Regulatory Agency (MHRA)
recalled Emerade due to a risk of failure of activation
and instructed prescribers to issue adrenaline pens of
another brand until the error has been corrected, with
all Emerade devices expected to be unavailable for the
foreseeable future. However, due to the UK currently
having ‘insufficient supplies of alternative brands to
replace all of the Emerade pens held by patients’, patients
should continue to use their Emerade pens until they
expire, but be informed of the risk and ensure that
they carry two devices. After expiry, patients should be
prescribed a different brand — Epipen or Jext — which
would ‘avoid a serious shortage of adrenaline pens for
the wider patient community’ as the risk of not having
a pen is much higher than having a pen that may not
activate. (1)
Awareness of allergies and anaphylaxis has increased
due to some high-profile deaths of young people from
anaphylaxis. Approximately seven-in-100,000 people
experience anaphylaxis in the UK. Of these, less than 30
per cent carry an AAI at all times. (2)
A large multi-centre study in the UK found that
only 17 per cent of patients with anaphylaxis used their
Adrenaline Auto Injector (AAI) (3) and the main
reason for lack of treatment was failure to recognise
whether adrenaline was necessary, implying that
education was paramount in improving management.
A more recent study by a Turkish group (4) found
that only a third used their device when needed and
recommended at every opportunity and each clinical
visit, not only should training sessions be repeated, but
also the patients and parents should be psychologically
supported.
The consequences of poorly-managed anaphylaxis
include emergency department admission, fatality
(approximately two per cent of cases), and psychological
distress.
Several studies indicate that for most patients, the
prescription and formal instruction on how to prevent
and treat anaphylaxis by a physician is insufficient (5, 6)
in a number of areas, including carrying an Adrenaline
Auto Injector (AAI) (7) and appropriately using it. (3)
Once diagnosed with an allergy, many patients
are not followed up by an allergy service and the main
points of contact are primary care services and most
importantly, pharmacists at time of prescription renewal.
For many patients this will be their only interaction.
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Therefore, pharmacists are in a key position to offer an education
opportunity / psychological intervention to patients / carers and
improve outcomes. While pharmacists (at present) are not incentivised
to train patients, there is of course a duty of care.
Patient education programmes are especially effective when using
a written action plan (8), a multidimensional and multidisciplinary
approach (9), or repeated clinic reviews (10) in other conditions.
A multidisciplinary approach (11) and provision of good educational
printed / online materials for food allergy (12) have both been shown
to improve knowledge, help with the correct use of autoinjectors and
reduce reactions.
One study showed that repeated instructions on how to use an
Adrenaline Auto Injector (AAI) improved correct use. (13) The way
that we educate our patients is changing and a number of different
strategies can be applied to anaphylaxis management and AAI training.
Healthcare professionals giving information on the future risk of
anaphylaxis may lead to stress and anxiety in patients and their families.
(14, 15) A recent study (16) by a UK team has shown that patient
use is poor with conventional AAI training. Psychological barriers
are acknowledged to exist but are often not considered when training
patients to use autoinjectors. Health psychology principles suggest that
exploring these factors with patients could improve their autoinjector
use. Healthcare professionals underwent a training programme to enable
them to use strategies and techniques for exploring and responding to
psychological barriers to autoinjector use with patients. Training in
psychologically-informed strategies led to sustained improvements in
their confidence and knowledge around patient autoinjector education
and would elude to improved patient outcomes.
Internet and social media have proven useful as a source of
information for patients with other conditions, such as diabetes,
psoriasis and psychiatric disorders. (17, 19) Signpost to web-based
information on anaphylaxis and treatment / management plans (the
BSACI / RCPCH allergy management plans are available online), use
of social media videos on platforms, such as YouTube and Instagram, on
how to give AAIs and the patient experience should be encouraged.
Patient-centered care and self-management are important and mobile
health may offer a solution in anaphylaxis management. Mobile health
(mHealth) uses mobile communication devices, such as smartphones
and tablet computers, to support and improve health-related services,
patient self-management, surveillance, and disease management. A
recent position paper by the European Academy of Allergy (20) has
suggested that mHealth is an integral part of clinical care aimed at
improving quality of care, patient outcomes, and delivering efficiencies.
mHealth apps could facilitate the change in the model of care from
clinician to patient-centered care. (21)
Of the currently available AAIs, only Jext (ALK) has a mobile app
which allows patients to access demonstration videos, expiry alerts,
a step-by-step guide with voiceover on how to give the AAI in an
emergency situation, as well as a host of information and translation
features for travelling.
Pharmacists are at the coalface of offering support for these patients
and psychological strategies and barriers should be considered. A
variety of new media are available to improve patients’ lives and a simple
signpost to these is needed.
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Life-saving
anaphylaxis
support in the
palm of their hand
In an anaphylactic reaction, vital treatment
information can be hard to remember or
tell someone about. The Jext® app makes
injection instructions, guidance and expiry
alerts just a tap away, anywhere.

Please refer to the Summary of Product Characteristics
before prescribing. Name Jext® 150 micrograms
solution for injection in pre-filled pen Jext® 300
micrograms solution for injection in pre-filled pen Active
Ingredients Jext® 150 micrograms: One pre-filled
pen delivers one dose of 0.15ml solution for injection
containing 150 micrograms of adrenaline (as tartrate).
Jext® 300 micrograms: One pre-filled pen delivers one
dose of 0.30ml solution for injection containing 300
micrograms of adrenaline (as tartrate). Indication Jext®
is indicated in the emergency treatment of severe acute
allergic reactions (anaphylaxis) to insect stings or bites,
foods, drugs and other allergens as well as idiopathic
or exercise induced anaphylaxis. Dose Patients
between 15 kg and 30 kg in weight – The usual dose
is 150 micrograms. Patients over 30 kg in weight – The
usual dose is 300 micrograms. Administration For
single use. Jext® is for intramuscular administration
into the anterolateral thigh. It is designed to inject
through clothing or directly through the skin. Massage
around the injection area is advised to accelerate
absorption. Please refer to the Summary of Product
Characteristics for detailed instructions for use. In the

absence of clinical improvement or if deterioration
occurs, a second injection with an additional Jext®
may be administered 5 – 15 minutes after the first
injection. It is recommended that patients should
carry two Jext® pens which they should carry at all
times The patient should seek emergency medical
assistance immediately after administering Jext® for
monitoring of the anaphylactic episode and further
treatment as required. Contraindications There
are no absolute contraindications to the use of Jext®
during an allergic emergency Undesirable Effects
The alpha and beta receptor activity of adrenaline
may cause undesirable effects on the cardiovascular
system, central nervous system and other organ
systems including hyperglycaemia, hypokalaemia,
metabolic acidosis, anxiety, hallucination, headache,
dizziness, tremor, syncope, tachycardia, arrhythmia,
palpitations, angina pectoris, stress cardiomyopathy,
hypertension, vasoconstriction, peripheral ischaemia,
bronchospasm, nausea, vomiting, hyperhidrosis or
asthenia. Please consult the Summary of Product
Characteristics in relation to side-effects. Warnings Do
not inject Jext® into the buttocks. Accidental injection

into hands or feet may cause peripheral ischaemia due
to vasoconstriction. In patients with thick subcutaneous
fat layer, there is a risk of the adrenaline not reaching
the muscle tissue resulting in a suboptimal effect.
Precautions Special caution should be taken in
patients with cardiovascular diseases, hyperthyroidism,
phaeochromocytoma, narrow angle glaucoma, severe
renal impairment, prostatic adenoma leading to residual
urine, hypercalcaemia, hypokalaemia and diabetes.
Caution is indicated in patients receiving drugs that
may sensitise the heart to arrhythmias, including
digitalis and quinidine. The effects of adrenaline may
be potentiated by tricyclic antidepressants, monoamine
oxidase inhibitors (MAO-inhibitors) and catechol-Omethyl transferase inhibitors (COMT inhibitors), thyroid
hormones, theophylline, oxytocin, parasympatholytics,
certain
antihistamines
(diphenhydramine,
chlorpheniramine), levodopa and alcohol. Caution
should also be taken in elderly and pregnant patients.
Jext® contains sodium metabisulphite which may rarely
cause severe hypersensitivity reactions in susceptible
people. Susceptible people must be carefully instructed
in regard to the circumstances under which Jext® should

be used. All patients who are prescribed Jext® should
be thoroughly instructed to understand the indications
for use and the correct method of administration.
It is strongly advised also to educate the patient’s
immediate associates (e.g. parents, caregivers, and
teachers) for the correct usage of Jext® in case support
is needed in the emergency situation. Patients should
be advised to regularly check Jext® and ensure it is
replaced within the expiry period. Legal Category:
POM Basic NHS Cost: Jext® 150 and Jext® 300 are
available as single unit doses at £23.99 each or as
a twin pack of two injectors at £47.98. Marketing
Authorisation Numbers: PL 10085/0052, PL
10085/0053 Marketing Authorisation holder: ALK
Abelló A/S, Bøge Alle 6-8, DK-2970 Hørsholm. Date of
last revision: June 2018 1238AD
Adverse events should be reported.
Reporting forms and information
can be found at www.mhra.gov.uk/
yellowcard Adverse events should
also be reported to ALK-Abelló Ltd.
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ADHD

IN THIS DAY AND AGE

Dr Ryan O’Neill, Consultant Psychiatrist from the Royal College of Psychiatrists NI, talks to NIHR about
ADHD in adolescents, including the potential repercussions of poor or postponed management, and his
hopes for the future of ADHD services.

HOW PREVALENT
IS ADHD AMONG
THE ADOLESCENT
POPULATION?

ADHD is common in the
with prevalence
Dr Ryan O’Neill population,
estimates in the UK around
three-to-four per cent. Follow-up studies of
ADHD in children find that the disorder
frequently persists into adult life, with around
15 per cent retaining the full diagnosis by
the age of 25 years, and a further 50 per
cent in ‘partial remission’ with some of the
symptoms persisting and leading to continued
impairments in daily life.
A recent review and meta-analysis
estimated world prevalence of ADHD in
adults to average 2.5 per cent or higher, with
approximately one per cent expected to fall
in the most severe group requiring immediate
treatment.

DO THE SIGNS OF ADHD CHANGE
WITH AGE?

Hyperactivity and impulsivity present
differently and this makes adult ADHD
evaluations more difficult. Presentation in
adults does not usually match up neatly with
diagnostic criteria as these were developed for
children.

WHAT DOES THE DIAGNOSIS
PROCESS FOR ADHD GENERALLY
ENTAIL?

NICE recommends that adults presenting
with symptoms of ADHD in primary care
or general adult psychiatric services, who do
not have a childhood diagnosis of ADHD,
should be referred for assessment by a mental
health specialist trained in the diagnosis and
treatment of ADHD, where there is evidence
of typical manifestations of ADHD. Large
parts of the NHS do not have services set up
or have inadequate services.
Once someone has been referred for
assessment, this leads to a lengthy process,
usually involving psychiatric assessment,
mental state assessment, collateral information
from a current informant and someone who
knows the patient well from childhood.
People also are assessed using a range of
assessment tools to aid the diagnosis.
Reviewing school reports and work
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appraisals can also be helpful. If a diagnosis
is made then people also require a physical
health work-up and screening for a personal or
family history of cardiac disorders.

AS A SOCIETY, DO WE OFTEN
ENCOUNTER DELAYS IN ADHD
DETECTION?

Sadly, delays in ADHD diagnosis regularly
occur.
Adults with untreated ADHD are:
• More than twice as likely to have been
arrested
• Twice as likely to have been divorced
• More than twice as likely to have dropped
out of high school
• Twice as likely to have held six or more jobs
in the past 10 years
• More likely to have substance dependency
problems and have a teen pregnancy
• More likely to be accident-prone and be
involved in serious car accidents
It’s important to note that ADHD is
under-recognised in girls and women. They
are less likely to be referred for assessment
for ADHD and they may be more likely to
receive an incorrect diagnosis of another
mental health or neurodevelopmental
condition.

WHAT ARE THE RECOMMENDED
APPROACHES FOR ADHD
MANAGEMENT?

Following a diagnosis of ADHD, NICE
recommends having a structured discussion
with people on the positive impacts of
receiving a diagnosis, such as improving their
understanding of symptoms, identifying
and building on individual strengths, and
improving access to services.
NICE also recommends having a
structured discussion with people on the
negative impacts of receiving a diagnosis, such
as stigma and labelling, a greater tendency
for impulsive behaviour, the importance of
environmental modifications, education and
employment issues, and social relationship
issues.
The main treatments include
environmental modifications, pharmacological
interventions and psychological interventions.
Environmental modifications will be
specific to the circumstances of each person
with ADHD and should be determined from
an assessment of their needs. Examples may

include changes to seating arrangements,
changes to lighting and noise, reducing
distractions, and having shorter periods of
focus with movement breaks.
NICE recommends offering medication
to adults with ADHD if their ADHD
symptoms are still causing a significant
impairment in at least one area of functioning
after environmental modifications have been
implemented and reviewed.
NICE advises the consideration of nonpharmacological treatment for adults with
ADHD who have made an informed choice
not to have medication, those with difficulties
adhering to medication, and people who may
have found medication to be ineffective or
can’t tolerate it.

ARE THERE ANY BARRIERS
CURRENTLY OBSTRUCTING
THE SECTOR’S ABILITY TO
ADEQUATELY SERVE INDIVIDUALS
WITH ADHD?

There is a lack of fully commissioned services.
New services can get quickly overwhelmed
as the number of people attending review
clinics increases with time. People prescribed
stimulants are required to continue to attend
services as part of shared care agreements
between primary and secondary care. This can
lead to delays on new assessments.
Ideally, stabilised people on medication
could be monitored and prescribed their
medication treatments in primary care, and
have access back to secondary care as required.

ARE THERE ANY OTHER
RESOURCES WHICH HEALTHCARE
PROFESSIONALS CAN SIGNPOST
PATIENTS AND THEIR PARENTS
TO?

There are many ADHD charities and support
groups across the UK. The Royal College of
Psychiatrists has useful patient information.
UKANN and NICE also have patient
information resources.

WHAT DOES THE FUTURE HOLD
FOR THE FIELD?

It’s a rewarding condition to treat and we are
learning all the time, and tailoring treatment
to the person. We need commissioned services
that are fully multidisciplinary in approach
and we need to move to transitional services
that put people first.
For more information, visit www.rcpsych.
ac.uk.

Xaggitin XL
®

prolonged-release methylphenidate tablets

Prescribing Xaggitin® XL tablets in place of Concerta® XL*
tablets for ADHD patients could save the NHS 50%1-3
Xaggitin® XL is indicated as part of a comprehensive treatment programme for ADHD in children aged 6 years of age and over when remedial measures alone prove
insufﬁcient. Treatment must be under the supervision of a specialist in childhood behavioural disorders. Diagnosis should be made according to DSM-IV criteria
or the guidelines in ICD-10 and should be based on a complete history and evaluation of the patient. Diagnosis cannot be made solely on the presence of one or
more symptom. Xaggitin® XL treatment is not indicated in all children with ADHD and the decision to use the medicinal product must be based on a very thorough
assessment of the severity and chronicity of the child’s symptoms in relation to the child’s age.1
*Concerta® is a registered trademark of Janssen-Cilag Ltd.
References: 1. Xaggitin® XL prolonged-release methylphenidate tablets Summary of Product Characteristics. Available from https://www.medicines.org.uk/emc/
search?q=%22Xaggitin%22 (last accessed March 2020). 2. Joint Formulary Committee. British National Formulary (online) London: BMJ Group and Pharmaceutical
Press. Available from: https://bnf.nice.org.uk/medicinal-forms/methylphenidate-hydrochloride.html (last accessed March 2020). 3. Concerta XL prolonged-release
methylphenidate tablets Summary of Product Characteristics. Available from https://www.medicines.org.uk/emc/search?q=concerta (last accessed March 2020).
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Prescribing Information for Xaggitin XL® (methylphenidate
hydrochloride) prolonged-release tablets
Please refer to the Summary of Product Characteristics (SPC)
before prescribing.
Presentation: Available in a range of doses. Prolonged-release tablets
containing 18mg, 27mg, 36mg or 54mg of methylphenidate
hydrochloride, equivalent to 15.6 mg, 23.3 mg, 31.1 mg or 46.7 mg of
methylphenidate, respectively. Indication: Attention Deficit/Hyperactivity
Disorder (ADHD): Indicated as part of a comprehensive treatment
programme for ADHD in children aged 6 years of age and over when
remedial measures alone prove insufficient. Treatment must be under the
supervision of a specialist in childhood behavioural disorders. Diagnosis
should be made according to DSM-IV criteria or the guidelines in ICD-10
and should be based on a complete history and evaluation of the patient.
Diagnosis cannot be made solely on the presence of one or more
symptom. Xaggitin XL treatment is not indicated in all children with ADHD
and the decision to use the medicinal product must be based on a very
thorough assessment of the severity and chronicity of the child’s
symptoms in relation to the child’s age. Dosage and Administration:
Refer to SPC for details and recommendations: For oral use. Take
once daily in the morning. The tablet must be swallowed whole with liquids
and must not be chewed, broken, divided, or crushed. It may be
administered with or without food. Pre-treatment screening: Conduct a
baseline evaluation of a patient’s cardiovascular status including blood
pressure and heart rate prior to prescribing. A comprehensive history
should document concomitant medications, past and present co-morbid
medical and psychiatric disorders or symptoms, family history of sudden
cardiac/unexplained death and accurate recording of pre-treatment
height and weight on a growth chart. Ongoing monitoring: growth,
psychiatric and cardiovascular status should be continuously monitored.
Patients should be monitored for the risk of diversion, misuse and abuse
of methylphenidate. Dose titration: Careful dose titration is necessary at
the start of treatment. Dose titration should be started at the lowest
possible dose and may be adjusted in 18 mg increments at approximately
weekly intervals. The maximum daily dosage is 54 mg. Patients New to
Methylphenidate: Lower doses of short-acting methylphenidate
formulations may be considered sufficient to treat patients new to
methylphenidate. Careful dose titration by the physician in charge is
required. The recommended starting dose is 18 mg once daily. Patients
Currently Using Methylphenidate: Dosing recommendations are based on
current dose regimen and clinical judgement. Please refer to the SPC for
dose conversion. Long-term (more than 12 months) use in children and
adolescents: Methylphenidate treatment is usually discontinued during or
after puberty. If prescribed for extended periods (over 12 months), the
long-term usefulness of treatment with methylphenidate should be
periodically re-evaluated with trial periods off medication to assess the
patient’s functioning without pharmacotherapy. It is recommended that
methylphenidate is de-challenged at least once yearly to assess the
child’s condition. Dose reduction and discontinuation: Treatment must be
stopped if the symptoms do not improve after appropriate dosage
adjustment over a one-month period. If paradoxical aggravation of
symptoms or other serious adverse events occur, the dosage should be
reduced or discontinued. Adults: In adolescents, whose symptoms persist
into adulthood and who have shown clear benefit from treatment, it may
be appropriate to continue treatment into adulthood. Initiation of treatment
with Xaggitin XL in adults is not appropriate. Elderly or children under 6
years: Xaggitin XL should not be used due to lack of data. Contraindications: Hypersensitivity to the active substance or to any of the
excipients, glaucoma, phaeochromocytoma, during treatment with nonselective, irreversible monoamine oxidase (MAO) inhibitors, or within a
minimum of 14 days of discontinuing those medicinal products,
hyperthyroidism or thyrotoxicosis, diagnosis or history of severe
depression, anorexia nervosa/anorexic disorders, suicidal tendencies,
psychotic symptoms, severe mood disorders, mania, schizophrenia,
psychopathic/borderline personality disorder, diagnosis or history of
severe and episodic (Type I) Bipolar (affective) Disorder that is not
well-controlled, pre-existing cardiovascular disorders including severe
hypertension, heart failure, arterial occlusive disease, angina,
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haemodynamically significant congenital heart disease, cardiomyopathies,
myocardial infarction, potentially life- threatening arrhythmias and
channelopathies (disorders caused by the dysfunction of ion channels),
pre-existing cerebrovascular disorders, cerebral aneurysm, vascular
abnormalities including vasculitis or stroke. Precautions and Warnings:
Refer to SPC for details and recommendations: Long-term use
(more than 12 months) in children and adolescents: Careful ongoing
monitoring for cardiovascular status, growth, appetite, development of de
novo or worsening of pre-existing psychiatric disorders. Psychiatric
disorders to monitor for include (but are not limited to) motor or vocal tics,
aggressive or hostile behaviour, agitation, anxiety, depression, psychosis,
mania, delusions, irritability, lack of spontaneity, withdrawal and excessive
perseveration. The use of methylphenidate for over 12 months in children
and adolescents with ADHD should be periodically re-evaluated.
Recommended that methylphenidate is de-challenged at least once yearly
to assess the child’s condition. Use in adults, elderly or children under 6
years of age: see above. Cardiovascular status: Careful history and
physical exam should be carried out to assess for the presence of cardiac
disease, and patients should receive further specialist cardiac evaluation
if initial findings suggest such history or disease. Cardiovascular status
should be carefully monitored. Blood pressure and pulse should be
recorded at predefined intervals. Sudden death and pre-existing structural
cardiac abnormalities or other serious cardiac disorders: Sudden death
has been reported in association with the use of stimulants of the central
nervous system at usual doses in children. Misuse and cardiovascular
events: Misuse of stimulants of the central nervous system may be
associated with sudden death and other serious cardiovascular adverse
events. Cerebrovascular disorders: Contraindicated in those with certain
cerebrovascular conditions (see above). Patients with additional risk
factors should be assessed at every visit. Cerebral vasculitis is a very rare
idiosyncratic reaction and this diagnosis should be considered in any
patient who develops new neurological symptoms consistent with
cerebral ischaemia. Psychiatric disorders: In the case of emergent
psychiatric symptoms or exacerbation of pre-existing psychiatric
disorders, methylphenidate should not be given unless the benefits
outweigh the risks to the patient. Consult SPC for additional information
for specific psychiatric disorders. Growth: Moderately reduced weight gain
and growth retardation have been reported with the long-term use in
children. Treatment interruption may be necessary. Seizures: Use with
caution in patients with epilepsy. If seizure frequency increases or newonset seizures occur, methylphenidate should be discontinued. Abuse,
misuse and diversion: Use with caution in patients with known drug or
alcohol dependency because of a potential for abuse. Priapism: Patients
who develop abnormally sustained or frequent and painful erections
should seek immediate medical attention. Withdrawal: Careful supervision
is required during withdrawal. Long-term follow up may be required.
Fatigue: Should not be used for the prevention or treatment of normal
fatigue states. Choice of methylphenidate formulation: This would be the
decision of the treating specialist. Drug screening: Methylphenidate may
induce a false positive laboratory test for amphetamines, particularly with
immunoassay screen test. Renal or hepatic insufficiency: No data
available. Haematological effects: Discontinuation of treatment should be
considered in the event of leukopenia, thrombocytopenia, anaemia or
other alterations, including those indicative of serious renal or hepatic
disorders. Excipients: Contains lactose, therefore patients with rare
hereditary problems of galactose intolerance, the Lapp lactase deficiency
or glucose-galactose malabsorption should not take this medicine.
Interactions: Pharmacokinetic interaction: Caution is recommended at
combining methylphenidate with other medicinal products, especially
those with a narrow therapeutic window. Methylphenidate is not
metabolised by cytochrome P450 to a clinically relevant extent. Inducers
or inhibitors of cytochrome P450 are not expected to have any relevant
impact on methylphenidate pharmacokinetics. However, reports indicate
that methylphenidate may inhibit the metabolism of coumarin
anticoagulants, anticonvulsants (e.g. phenobarbital, phenytoin, primidone),
and some antidepressants (tricyclics and selective serotonin reuptake
inhibitors). When starting or stopping treatment with methylphenidate, it
may be necessary to adjust the dosage of these medicines already being

taken and establish plasma concentrations (or for coumarin, coagulation
times). Pharmacodynamic interactions: Anti-hypertensive medicines: may
decrease the effectiveness of anti-hypertensives. Use with medicines that
elevate blood pressure: Caution. Use with alcohol: Patients should abstain
from alcohol during treatment. Use with halogenated anaesthetics: Risk of
sudden blood pressure increase during surgery. If surgery is planned,
methylphenidate treatment should not be used on the day of surgery. Use
with centrally acting alpha-2 agonists (e.g. clonidine): Long-term safety of
concomitant administration has not been systematically evaluated. Use
with dopaminergic (agonists and antagonists including antipsychotics)
medicines: Caution. Fertility, pregnancy and lactation: Fertility: No
relevant effects observed. Pregnancy: Data from a cohort study of in total
approximately 3,400 pregnancies exposed in the first trimester do not
suggest an increased risk of overall birth defects. There was a small
increased occurrence of cardiac malformations corresponding to 3
additional infants born with congenital cardiac malformations for every
1000 women who receive methylphenidate during the first trimester of
pregnancy, compared with non-exposed pregnancies. Breast-feeding:
Methylphenidate has been found in the breast-milk of a woman treated
with methylphenidate. A decision must be made whether to discontinue
breast-feeding or to discontinue/abstain from methylphenidate therapy
taking into account the benefit of breast-feeding for the child and the
benefit of therapy for the woman. Effects on ability to drive and use
machines: Can cause dizziness, drowsiness and visual disturbances
including difficulties with accommodation, diplopia and blurred vision.
It may have a moderate influence on the ability to drive and use machines.
If affected, patients should avoid potentially hazardous activities.
Undesirable effects: Very common (≥ 1/10): insomnia, nervousness
and headache. Common (≥ 1/100 to < 1/10): nasopharyngitis, upper
respiratory tract infection, sinusitis, anorexia, decreased appetite,
moderately reduced weight and height gain during prolonged use in
children, affect lability, aggression, agitation, anxiety, depression,
irritability, abnormal behaviour, mood swings, tics, initial insomnia,
depressed mood, decreased libido, tension, bruxism, panic attack,
dizziness, dyskinesia, psychomotor hyperactivity, somnolence,
paraesthesia, tension headache, accommodation disorder, vertigo,
arrhythmia, tachycardia, palpitations, hypertension, cough, oropharyngeal
pain, upper abdominal pain, diarrhoea, nausea, abdominal discomfort,
vomiting, dry mouth, dyspepsia, alopecia, hyperhidrosis, pruritus, rash,
urticaria, arthralgia, muscle tightness, muscle spasms, erectile
dysfunction, pyrexia, growth retardation during prolonged use in children,
fatigue, irritability, feeling jittery, asthenia, thirst, changes in blood pressure
and heart rate (usually an increase), weight decreased and alanine
aminotransferase increased. Consult SPC for other side effects.
Overdose: There is no specific antidote to methylphenidate overdosage.
Treatment consists of appropriate supportive measures. See SPC for
treatment guidance. Marketing authorisation number and Basic
NHS Price: All strengths are sold in packs of 30 prolonged-release
tablets. Xaggitin 18 mg PL 01883/0359 - £15.58; Xaggitin 27 mg PL
01883/0360 - £18.40; Xaggitin 36 mg PL 01883/0361 - £21.22 and
Xaggitin 54 mg PL 01883/0362 - £36.80. Marketing authorisation
Holder: Macarthys Laboratories Ltd, T/A Martindale Pharma, Bampton
Road, Harold Hill, Romford, Essex, RM3 8UG, United Kingdom.
Legal category: POM. Further information: Martindale Pharma,
Bampton Road, Romford, RM3 8UG. Tel: 01277 266 600. Date of
Preparation: December 2019.

Adverse events should be reported. Reporting
forms and information can be found at
www.mhra.gov.uk/yellowcard. Adverse events
should also be reported to Martindale Pharma,
an Ethypharm Group Company.
Tel: 01277 266 600.
e-mail: drugsafety.uk@ethypharm.com
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ASTHMA

UNDER
THE SUN
Fe el i n g th e w armth of the su n can
be a w e l c o m e relief after months
o f c o l d w e a ther, bu t the start
o f s um m e r c an herald months of
m is e r y f o r millions of p eop le w it h
a s t h m a . W h i le w e often think of
a s t h m a sy m p toms being w orse
in th e w i n te r, there are lots of
a s t h m a tr i g gers arou nd in the
wa r m e r w e a ther too, leading
t o c o ug h i n g , w heez ing and lif et h re a te n i n g asthma attacks.
H e r e, Je ssi c a Kirby, H ead of H ealt h
Adv i c e a t A s thma UK, imp arts h er
ex p e r t a d v i c e on how p eop le w it h
a s t h m a c a n stay w ell du ring the
s u m m e r.

Asthma is a long-term breathing condition that affects 5.4 million
people in the UK. People have an asthma attack when something
triggers the muscles in their airways – the tubes that carry air
in and out of your lungs – to tighten and cause sticky mucus to
build up. This narrows the airways and makes it hard for people
to breathe, leading to asthma symptoms, such as chest tightness,
wheezing, coughing or waking at night with a cough.

HOW IS ASTHMA TREATED?

Most people with asthma are prescribed two types of inhalers; a
preventer inhaler, which is usually brown, and a reliever inhaler,
which is usually blue.
Preventer inhalers are a long-term treatment and taking them
regularly as prescribed – usually every day – is the most important
thing people with asthma can do to manage their asthma. They
help to reduce the sensitivity and inflammation in the airways,
meaning that people will be less likely to experience asthma
symptoms and are less likely to have an asthma attack.
Everyone with asthma should also make sure that they carry
their reliever inhaler with them at all times, as they’re used to
quickly treat the symptoms of asthma during an asthma attack.

WHAT SPECIFIC FACTORS CAN MAKE ASTHMA
WORSE DURING THE SUMMER?

Over the summer months, people with asthma are exposed to many
triggers at the same time, such as pollen, air pollution and smoke
from barbeques and cigarettes. Being around many asthma triggers
at once can put people at an increased risk of a life-threatening
asthma attack.
Humid and stormy weather conditions can also make things
worse, as it can break particles of pollen and pollution into much
smaller pieces. These tiny particles can be inhaled much more
deeply into people’s lungs and irritate their airways.
Compared to winter time, people with asthma may feel
generally better during the summer months as there aren’t as many
cold and flu viruses going around. But this may mean that people
are less likely to take their preventer inhaler (usually brown), which
could make them more likely to react to their asthma triggers.

UP TO 80 PER CENT OF PEOPLE WITH ASTHMA
ALSO HAVE HAY FEVER. WHAT CAN ASTHMA
SUFFERERS WHO ALSO HAVE HAY FEVER DO TO
ALLEVIATE SYMPTOMS?

Pollen is a top trigger for asthma attacks at this time of year,
affecting an estimated 3.3 million people in the UK with asthma.
People with asthma have airways that are more sensitive to certain
allergens, like pollen, so hay fever and asthma are closely linked.
People with asthma who also have a pollen allergy not only

Jessica Kirby
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experience classic hay fever symptoms, such as itchy eyes and a running
nose, but are also at an increased risk of a life-threatening asthma attack.
Asthma UK’s research has revealed that people with asthma say hay fever
can disrupt their work, and has even caused teenagers taking exams to
drop a grade.
People who have asthma and a pollen allergy should take hay fever
medicines, such as antihistamines and nasal steroid sprays, and make sure
that they take their preventer inhaler as prescribed. These will help to
relieve their symptoms and reduce their risk of an asthma attack.
For more information on asthma and pollen, visit www.asthma.org.
uk/advice/triggers/pollen.

WHAT PRACTICAL ADVICE CAN HEALTHCARE
PROFESSIONALS GIVE TO PEOPLE WITH ASTHMA
DURING THE SUMMER MONTHS?

It can be difficult to avoid triggers like pollution and pollen entirely, and
the most important thing that people with asthma can do is take their
preventer medication regularly as prescribed (usually every day). This
reduces and soothes the inflammation in people’s airways, meaning that
they are less likely to react to asthma triggers. There are also a few simple
things people with asthma tell us they find helpful to limit their exposure
to triggers like pollen and pollution:
• During peak pollen months, keep doors and windows closed and dust
regularly with a damp cloth to minimise the amount of pollen inside the
house. Some people find that it helps to change their clothes and shower
when they get home, as this washes away any pollen particles in their hair
• When going outside, people should always check the pollen forecasts
beforehand and try to avoid spending too much time outside when the
count is particularly high. It may also help if people avoid drying clothes
outside on high count days as pollen particles can stick to clothes and
sheets, which can make symptoms worse at nighttime
• If people find that pollution triggers their asthma, it’s a good idea to
check the pollution forecast in their area before heading out. Air quality
tends to be better earlier in the day, so it’s better to go out in the morning
to avoid higher levels of pollution. When this isn’t possible, people
should try to stick to back streets where there are fewer cars, and try to
avoid exercising close to main roads
• Everyone with asthma should always keep their reliever inhaler with
them at all times, as triggers can be unpredictable. Reliever inhalers
quickly address asthma symptoms such as wheezing, coughing and a
tight chest

of the window as children enjoy their time off from school, but taking
a preventer inhaler regularly will help to protect their child from an
asthma attack.

WHAT PARENTS SHOULD DO IF THEIR CHILD HAS AN
ASTHMA ATTACK

If a child needs to use their reliever inhaler three or more times a week,
they are feeling out of breath, waking at night with a cough due to their
asthma, or struggling with daily activities compared to normal, parents
should treat this as an emergency and get medical help and see their GP
urgently to try to get their symptoms back under control. If their child
is having an asthma attack, they should help them sit up and keep calm
and help them take one puff of their reliever inhaler every 30-to-60
seconds, up to 10 puffs. Parents should call the local emergency number
for an ambulance if their symptoms are getting worse, they don’t feel
better after 10 puffs, or if they’re worried at any time. They should repeat,
helping them take one puff of their reliever inhaler every 30-to-60
seconds if the ambulance is taking longer than 15 minutes.
It’s a good idea for them to take a photo of Asthma UK’s asthma
attack infographic for children and keep it on their phone, as this will
provide the step-by-step information which they need to help their child.

ABOUT ASTHMA UK

Asthma UK provides advice and guidance to people with asthma
through its website and nurse-staffed telephone helpline, and funds
research into a cure for asthma.
For more information on managing asthma triggers, visit www.
asthma.org.uk/triggers.

HOW TO KEEP CHILDREN WITH ASTHMA SAFE DURING
THE HOLIDAYS
Throughout the summer it’s vital for parents to keep up their child’s
normal preventer medicine routine. It’s easy for health routines to go out
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“Thank you so much
for an excellent
service, I would
recommend it to
anyone”
Keith

‘’Respond took
over the reins
with my Ileostomy
equipment and have
been instrumental
in my recovery’’
Paul

AWARD-WINNING
PRESCRIPTION
DISPENSING SERVICE

Professional, friendly
and reliable.
Everyday, we make
life better.

‘’Very helpful,
and very
understanding’’
Lauraine

A service to smile about

99.5

%

of our customers say
we are very good for
holding stock of all
products

99.7

%

of our customers
say the quality of our
service is excellent
or very good

99.7

%

of our customers
would recommend

us

Get in touch to find out more about our service

0800 028 6848

specialists in stoma
& continence care
Data on file

respond.co.uk

larne@respond.co.uk

F O R H E A LT H C A R E P R O F E S S I O N A L S O N LY

RELIEF FOR BABY
(AND MUM TOO)

After months of sleepless nights, listening to
the heartbreaking cries of her baby’s discomfort,
a peaceful moment like this is a relief for everyone.
• PROVEN EFFICACY
Hypoallergenic: Similac Alimentum has been
proven to relieve symptoms of mild-moderate
cow’s milk allergy 1,2
• PROVEN TO BE WELL TOLERATED
96% of infants tolerated Similac Alimentum 3
• APPROVED FROM BIRTH ONWARDS
No need to switch formula at 6 months
• BEST VALUE
Provides cost savings in the prescribing
of extensively hydrolysed formulas 4

SIMILAC ALIMENTUM. FOR COW’S MILK ALLERGY.
IMPORTANT NOTICE: Breastfeeding is best for babies, and is recommended for as long as possible during infancy. Similac Alimentum is a Food for Special Medical
Purposes and should be used under the supervision of a healthcare professional. This information is intended for healthcare professionals only.
REFERENCES: 1. Sampson HA et al. J Pediatr 1991:118(4): 520-525. 2. Data on file. Abbott Laboratories Ltd. 2013 (Similac Alimentum case studies). 3. Borschel MW
and Braggs GE. T O Nutr J 2015:9:1-4. 4. MIMS. Sept. 2019.
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THANK

YOU
TO ALL OUR
HEALTHCARE
PROFESSIONALS
As the spread of COVID-19 presents pressing and
continued challenges to our community, the team
at Northern Ireland Healthcare Review would like to
express our gratitude to the tremendous members of
our healthcare teams as they work tirelessly to assist
and support patients.
Thank you for all that you do.
If you would like to share your story or utilise our platform
to communicate messages of awareness, please don’t hesitate to
email the team at
sarah.nelson@medcom.uk.com.

