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EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
When we were young, there was nothing
more exciting than being granted
responsibility. The theoretical badge of
honour was displayed with more pride
than even the 80s’ penchant for a hair
scrunchie, the 90s’ fascination with the
Spice Girls-esque choker necklace; or the
00s’ fixation on flip phones.
Why? Because the opportunity to
possess it was so rare. And whether it was
being tasked with overseeing our siblings’
care, or cooking the family dinner
(usually beans on toast in my case), for
the first time, the responsibility had to be
earned.
Oh, how things have changed. Rather
than worn like a prized heirloom, as we
get older, responsibility can feel like an
uncomfortable, overly-familiar weight
that dangles during our every decision
and action. Curbing complacency and
holding us accountable, this heaviness is
necessary in healthcare provision. But it
can only go so far without trust.
Growing up we may have worked
to prove ourselves in order to earn
responsibility, but it was the trust of
others, such as our parents and teachers,
which provided its fuel – and the same
applies now. In this edition of NIHR,
Gavin Lavery expertly assesses this role of
trust – how recent negligence cases have
led to its limitation, and why the future
of our health service relies on its strength
(page 32). The Medical Defence Union,
meanwhile, offers an alternative insight

@MEDCOMni

into medical responsibility, enlightening
us as to the latest on the law surrounding
parental consent (page 12).
Elsewhere, as the race to the stationery
shops recommences, our 2018 back
to school special is here to aid your
management of young ones’ concerns –
including nutrition, skincare, ADHD,
and more (beginning on page 45).
We also check in with the latest
movements surrounding the 70th
birthday of the NHS – with Chairman
of the Health and Social Care Board, Dr
Ian Clements OBE (page 38), and CO3’s
Chief Executive, Nora Smith (page 40),
sharing their thoughts.
The theme, as well as a number of
confirmed speakers and the details on
how you can get involved, are finally
unveiled for the 2019 Northern Ireland
Pharmacy Conference – get the latest
updates beginning on page 16, and we’ll
hopefully see you there!
Happy reading!

Medical Communications Ltd
NIHR | July 2018 | 1

TRANSFORMING HEALTH
AND CARE MATTERS.

North Tees and Hartlepool
NHS Foundation Trust,
an innovative leader in
coordinated healthcare,
knows that redesigning and
innovating care services
is essential to meeting
the health needs of future
generations.

With InterSystems TrakCare®,
this NHS Foundation Trust
is unlocking the power of
information to deliver more
seamless health and social
care and improve health
system sustainability.
Learn more at
InterSystems.com/uk/NTH

© 2018 InterSystems Corporation. All rights reserved. InterSystems is a registered trademark of InterSystems Corporation. All other trademarks are property of their respective owners

WWW.NIHEALTHCARE.COM

CONTENTS
ISSUE 109 – 2018

6 DAY IN THE LIFE
Discover what lines the road of a medicine information
pharmacist as Judith Lambert depicts her typical
working day

7 THE ROAD TO RECOVERY
As drug-related deaths escalate, it’s time to reclaim the
recovery process from policymakers

9 TIME FOR CHANGE
Faced with waning morale in pharmacy, CPNI’s Gerard
Greene calls for the Department of Health to commit

»» p.7

10 CAUSE FOR A PREGNANT PAUSE?
Help alleviate the concerns which pregnancy prompts in
patients with rheumatoid arthritis

14 THINKING OUTSIDE THE BOX

»» p.9

»» p.38

Anna Strzelecka presents her case report on an insulin
and nickel allergy in a patient with type 2 diabetes
requiring insulin injections

16 SAVE THE DATE
Moving from Supply to Services – the launch of the 2019
Northern Ireland Pharmacy Conference is excitingly upon
us

29 THE MYSTERY OF MYALGIA
Should we question the advent of a more evidence-based
approach to treatment?

38 NHS AT 70
»» p.62

Chairman of the Health and Social Care Board, Dr Ian
Clements OBE, on what the institution means to him

45 ALL KIDDING ASIDE
Crohn’s Disease, plaque psoriasis, ADHD, and more –
your 2018 back to school special begins

62 THE PICTURE OF HEALTH
»» p.45

Meet The Society of Radiographers, and stay sussed on
their contributions to clinical care
NIHR | July 2018 | 3

WWW.NIHEALTHCARE.COM

NEWS
QUB AND RCGP WORK
TOGETHER TO PROMOTE
GENERAL PRACTICE
A collaborative approach has been key to promoting
general practice as a future career for young people
– as recently showcased via the Royal College of
General Practitioners’ (RCGP) work with Queen’s
University Belfast.
In the shape of work experience tasters, the two
institutions have been enabling 16-to-17-year-old
school students to recognise the valuable role that
GPs play in communities, and the vital services
which they provide to patients and families.
Throughout the two-day placements the 12
students received an extensive insight into the
reality of GP life; subsequently developing an
appreciation of the values and behaviours that are
essential for working in medicine, and expanding
their understanding of the physical, organisational,
and emotional demands of a medical career.
Reflecting on the work experience programme,
RCGPNI Chair, Dr Grainne Doran, said, ‘We
are delighted to be working closely with Queen’s
University Belfast to encourage students to consider
a career in medicine and in general practice. GPs
are not only vital players in our health service, but
respected and valued members of our communities.
‘Every single day, GPs are working as hard as
they can to meet the needs of patients and provide
the best possible care and treatment.’

COMPLAINTS RECEIVED
BY TRUSTS, BOARD AND
FAMILY PRACTITIONER
SERVICES REVEALED
The Department of Health has published statistics
on complaint issues received by the six health and
social care trusts, as well as complaints against
family practitioner services in Northern Ireland for
the year ending 31st March 2018.
In addition to presenting information on
complaint issues received by the trusts, the
statistical release details the number of trust
complaint issues received, the programme of care,
category, subject, and specialty of the complaint
issue, along with the time taken to provide a
substantive response to complaints received.
Information has also been retrieved relating to
family practitioner services complaints handled by
the Health and Social Care Board.
The key findings presented are:
LATEST YEAR (2017 / 18):
• 4,441 complaints, relating to 5,814 complaint
issues, were received by health and social care trusts
in 2017 / 18. This is equivalent to 85 complaints a
week, or 12 complaints per day
4 | NIHR | July 2018

Professor Pascal McKeown, Acting Dean of
the School of Medicine, Dentistry and Biomedical
Sciences in Queen’s University Belfast, added, ‘We
greatly value our partnership with the RCGP. As we
celebrate the 70th birthday of the NHS, we are very
pleased that, with the help of the RCGP and GP
colleagues, we have been able to provide interested
students with an opportunity to see at first-hand
the key role which GPs have in improving the
health and wellbeing of their patients.’

Professor Pascal McKeown, Acting Dean
of the School of Medicine, Dentistry and
Biomedical Sciences in Queen’s
University Belfast, with the Royal College
of General Practitioners' Northern Ireland
Chair, Dr Grainne Doran
• Over half (3,371; 58 per cent) of complaint issues
received during 2017 / 18 related to the acute
programme of care
• During 2017 / 18, over a quarter (1,733; 29.8 per
cent) of complaint issues raised were related to the
‘diagnosis / operation / treatment’ category, while
737 (12.7 per cent) concerned appointments /
waiting times
• Of the 5,814 complaint issues received by the
health and social care trusts in 2017 / 18, 625 (10.7
per cent) concerned the ‘Accident & Emergency’
specialty
• Of the 4,441 complaints received in 2017 / 18,
the median age of the patient / client was 49.6 years
• On average, health and social care trusts took 26.7
working days to provide a substantive response to
complaints received in 2017 / 18
LAST FIVE YEARS (2013 / 14 – 2017 / 18):
• More than a thousand (1,022) fewer complaint
issues were received by health and social care trusts
in 2017 / 18 compared to 2013 / 14; a reduction of
15 per cent from 6,836 to 5,814
• Over the last five years, complaints made against
FPS practices (GPs / dentists / pharmacists /
optometrists) in Northern Ireland have fallen by
26.6 per cent (87), from 327 in 2013 / 14 to 240 in
2017 / 18

CONSULTANCY
COMPANY TO REVIEW
ACTIONS AROUND
DUNMURRY MANOR
CARE HOME
The Department of Health has
commissioned an independent review
into care failings at Dunmurry Manor
Care Home, particularly homing in
on the actions of the health and social
care system.
The review will consider health
and social care responses to the issues,
and aims to offer scope for future
improvement by way of identifying
lessons to be learned.
A departmental spokesperson said,
‘As the Permanent Secretary has made
clear, the Department of Health takes
very seriously the issues which have
emerged from Dunmurry Manor.
This independent review, which we
have commissioned CPEA to carry
out, will give us a clear picture of how
these care failings came about and,
crucially, how we can put systems
in place to prevent them occurring
again.’
The department and CPEA – an
independent expert consultancy
company which specialises in social
care – will now work to urgently
agree terms of reference and
methodology for this review.
This review is part of a range
of actions announced by the
Department of Health, as detailed
at www.health-ni.gov.uk/news/
department-health-details-seriesmeasures-care-home-standards.
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NEWS
HEALTH TRUST WINS NATIONAL PATIENT SAFETY AWARD

Pictured receiving the award are Emma Hannaway
(Head of Performance Improvement &
Commissioning, South Eastern Trust), and
Teresa Mungur (Clinical Manager Paediatrics,
South Eastern Trust), with Niall Dickson (Chief
Executive, NHS Confederation), and Dr Charles
Young (Medical Director, Capita)

OVER 80 DOMESTIC
VIOLENCE AND ABUSE
INCIDENTS OCCUR
EVERYDAY
New statistics have drawn much-need attention to the region’s
shocking abuse statistics, in that last year nearly 30,000 domesticmotivated incidents took place in Northern Ireland, and tragically
around five people each year are killed by a partner, ex-partner, or close
family member.
In order to help curb this underreported threat to safety, the
Department of Justice’s public consultation on Domestic Homicide
Reviews – which remains open until 28th September – intends for us
to tackle domestic abuse by learning together.
In working to establish a domestic homicide review model, the
department has not only worked closely with statutory, voluntary, and
community sector partners, but is seeking contributions from people
who may have been abused, or who may have been affected by abuse.
The views of family members or friends or work colleagues can
help to bolster preventative, immediate, and aftercare services –
potentially saving lives.
Although the department will be publishing responses to the
consultation on its website, all contact details and information that
could identify a respondent as a private individual will be removed.
For more information, visit www.justice-ni.gov.uk.

The South Eastern Health & Social Care Trust has been honoured
with the CHKS Top Hospitals programme National Patient Safety
Award for 2018 – a title granted in recognition of outstanding
performance in providing a safe hospital environment for patients,
and based on a range of 16 indicators, including rates of hospitalacquired infections and mortality.
The CHKS Top Hospitals awards celebrate excellence
throughout the UK, and are given to acute sector organisations for
their achievements in healthcare quality and improvement.
Commenting on the win, Director of Hospital Services,
Seamus McGoran, said, ‘We are delighted to be the only trust
from Northern Ireland to receive one of these prestigious awards,
and indeed one of only nine recipients across the UK. Patient
safety and infection control are among our highest priorities and
I must pay tribute to staff across all our acute hospitals who do an
excellent job.’
Kevin McDonnell, Business Director, Capita Healthcare
Decisions, reasserted the team’s worthiness, too, stating, ‘The
South Eastern Health & Social Care Trust should take pride in
having won on the basis of our analysis of patient safety indicators.’
The CHKS Top Hospitals programme awards were held in
London and hosted by NHS Confederation Chief Executive,
Niall Dickson, with guest speaker, Dr Ed Coates. Over 200 guests
attended, including leaders from across the healthcare sector.

First Choice for Medico-Legal MRI
Northern MRI has a long established history of providing expert
medico-legal reports to the legal profession. We provide a fast,
friendly service, combining state of the art technology with our
experienced staff.
• Appointments available 		
within 24-48 hours
• Fast turnaround of reports
• Expert consultant 			
radiologists in all medical 		
specialities

Call us now on
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DAY IN THE LIFE

ALL IN A DAY’S WORK

Delve deeper into the platform of a medicine information pharmacist –
and the raft of tasks incorporated within the career pathway – as Judith
Lambert depicts a day in her life at the Regional Medicines and Poisons
Information Service, Belfast Health & Social Care Trust.

Judith Lambert
I studied Pharmacy at the University of
Brighton and graduated in 1993, before
returning to Northern Ireland to undertake
my pre-registration year. My career began in
a family-run community pharmacy until five
years later when hospital pharmacy tempted
me.
My career pathway eventually led to the
speciality of Medicine Information. Initially
I worked as a local medicine information
pharmacist, but then moved to the Regional
Medicines and Poisons Information Service
(RMPIS) at the Royal Hospital. The regional
centre then relocated to Knockbracken
Healthcare Park a number of years ago.
RMPIS falls under the umbrella of the
United Kingdom Medicine Information
network. This consists of local and regional
medicines information services representing
the whole of the UK. An executive team
consisting of the directors of each regional
centre manage workload at a strategic level.
There are several sub-committees that
feedback to the executive team and undertake
national projects as they arise. I am a member
of the Clinical Governance working group
who advise on matters relating to quality of
6 | NIHR | July 2018

medicine information services in the UK.
The main duty of the RMPIS is
responding to medicines and poisons
enquiries from a range of health professionals.
The health professional may be located
within primary or secondary care. Within
our team we have four pharmacists and one
administrative support, and we are kept
extremely busy responding to enquiries
– although this plays a smaller part in my
current role as I have ongoing responsibility
for other local, regional, and national work.
I work Monday to Friday, 25 hours per
week. My day begins at 8.30am every day
in which I start by reviewing my emails,
responding to colleagues if I can, or adding
emailed enquiries to our enquiry-answering
database – MiDatabank. I then review
the current workload on MiDatabank,
ascertaining which enquiries should be
prioritised, and allocate new ones to the team
or foundation pharmacists in training.
The rest of my day is then divided
between responding to medicines enquiries
or poisons calls, writing monographs for
the national Injectable Medicines Guide,
reviewing local patient group directions,
preparatory work for the UKMi Clinical
Governance Working group, or mentoring
foundation pharmacists as they progress
through their medicine information rotation.
My role within the regional service is varied,
and I have always said that I learn something
new every day.
I particularly enjoy writing monographs
for the Injectable Medicines Guide and
reviewing patient group directions. I have
learned to be meticulous when reviewing
documents as I realise that they can be used
locally or nationally, and so information
contained within the documents must be
clear and accurate prior to dissemination.
I chair a Regional Medicine Information
Peer Review group in which we select and
review random enquiries that have been
answered by both the regional and local
centres. We scrutinise some of our recent
enquiries and discuss learning points that may
arise, and this ensures that we maintain our

enquiry answering services to a high standard.
Within my trust I undertake senior oncall and commit to dispensary duties when
required on a Saturday or bank holidays.
This ensures that I can keep up-to-date with
general pharmacy competencies.
To supplement my poisons role, I
undertook a post-graduate diploma in
Medical Toxicology. This has provided a good
basis for responding to poisons enquiries
which can be difficult and stressful to manage
at times. All enquiries received are dealt with
while the enquirer remains on the phone. I
don’t know what will come through on any
given day. Our service aims to provide an
immediate response for the management
of patients who have taken an overdose or
ingested a potentially toxic substance. We
can prevent unnecessary hospital admissions,
but, more importantly, advise on immediate
referral to A&E if we believe it is justified.
I not only advise on ingestion of
pharmaceuticals, but many other substances,
including household products, cosmetics
or plants and mushrooms to name a few.
Paracetamol continues to be the most
commonly abused pharmaceutical and is one
of the most challenging poisonings to manage
if not treated according to protocol. I am
required to calculate the amount ingested
given the body weight of the patient and
work out if the patient requires admission to
A&E for an antidote.
Other enquiries are easier to manage. Just
today, I advised on how to manage a child
who had consumed micellar water, a cosmetic.
Luckily, this will not cause any harm as it is of
low toxicity. It does contain a small volume
of alcohol, although fortunately not enough
to cause concern. The poisons part of my role
can be entertaining and certainly provides
some unusual scenarios to deal with!
This is just a small snapshot of my current
working life, but I hope it provides some
insight into the varied role of a medicine
information pharmacist. It is not just about
answering enquiries – as can be seen by my
contribution to local, regional, and national
projects.
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THE ROAD TO RECOVERY
Recent years have seen unprecedented
increases in the number of drug-related
deaths across the UK, with rates now
higher than deaths from road traffic
accidents. We know that the single
biggest factor is the poor physical and
mental health of an ageing cohort of
people who have been using heroin for
several decades, while other insidious
contributory factors include poverty,
poly-substance use, and chronic use
of alcohol and tobacco, the entrenched
socio-economic deprivation resulting
from decades of ‘austerity’, and changes
to drug treatment and commissioning.
According to national charity, Faces
& Voices of Recovery UK, it’s time for
the recovery community to reclaim the
word ‘recovery’ from politicians and
policymakers and ensure that the process
is an inclusive and broad highway. How
can we help ensure that the responses
from our services are better aligned with
this lived reality? NIHR's Sarah Nelson
investigates.
‘RECOVERY’: AN INDIVIDUAL PATH OR A PUBLIC
PURSUIT?
A spiralling reality in society has been many commentators in
the field proclaiming that ‘recovery’ is a failed policy and should
no longer be the guiding principle for the commissioning and
delivery of services. However, national charity, Faces & Voices of
Recovery UK (FAVORUK) – a policy advocacy movement that
is taking on issues of discrimination, social justice, and service
access – rejects this argument for a number of reasons.
Firstly, according to the organisation, the term ‘recovery’ was
hijacked by politicians a decade ago and redefined to support
the welfare reform agenda. Recovery is an individual journey
and has to be defined by the individual themselves.
Secondly, while national strategies and policies are now
focused on recovery as the guiding principle, very little has
actually changed on the ground in professional services – apart
from decreased funding and increased workloads.
The majority of support for individuals in long-term
recovery continues to come from mutual aid and community
recovery organisations, though some professional services now
recognise the benefits of positive social networks in recovery

and facilitate their clients joining them.

FAVORUK: POWER AND PROOF IN LONG-TERM
RECOVERY
FAVORUK’s position is very clear: recovery is a lived reality for
thousands of people and services must be aspirational for the
people who use them. At the same time, recovery will be a long
and winding road for many people due to chronic ill health,
entrenched trauma, and the lack of any social capital – the
primary response of services must thus be to keep these people
alive and support them to improve their health and wellbeing.
A continuum of evidence-based interventions exists, from
needle exchange and heroin-assisted treatment, to 12-step
facilitation – and all of them will benefit different individuals
at different times. Let us not throw out the baby with the
bathwater – recovery must be the guiding principle of treatment
services, but the road to recovery often begins with safer
injecting advice and clean needles and may or may not lead to
long-term abstinence recovery.
Recovery will continue to happen round kitchen
tables, coffee shops, church basements, gyms, educational
establishments and many other places that our healing and
restoration takes us – as it always has, and as it always will.

THE UK RECOVERY DECLARATION OF RIGHTS
The UK Recovery Declaration of Rights was inspired by a real
need to have a tool that focused on the rights of individuals and
families seeking, entering, and living beyond treatment.
FAVORUK spent a year travelling through England,
Northern Ireland, Scotland, and Wales, holding consultations
with many varied groups. Subsequently, those in treatment,
harm reduction, and mutual aid communities, professionals
and families, people who currently and formerly used
substances; together created the Declaration of Rights in
response to funding restrictions and increasing drug-related
deaths, representing their determination to take a step forward
and to make their voices heard. The collective hope is that
this Declaration of Rights will galvanise all concerned and
contribute to improving the lives and health of those with
substance use disorder.
The take-up of endorsements and support for this piece
of work has been unprecedented in that at the time of writing
101 organisations across the UK have signed up. There is
also interest from Scottish MPs to raise a motion to debate
it in parliament. It is also currently in the process of being
distributed to MPs across the UK to endorse and uphold in their
constituencies. To say that this is an incredible achievement and
a much-needed piece of work is an understatement.
Faces & Voices of Recovery UK is a registered charity
number SC043961 and is entirely dependent on donations and
voluntary fundraising.
For more information, visit
www.facesandvoicesofrecoveryuk.org.
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MARIE CURIE
RECOGNISED FOR
SUPPORT TO END-OF-LIFE
CARE PROGRAMME

Dr Jane Collins, Chief Executive, Marie
Curie, with Valerie Watts, Chief Executive
of the Health and Social Care Board, and
the Public Health Agency
As part of the transformation of the health and
social care service, the Health and Social Care
Board and the Public Health Agency, with other
partners, have been working with Marie Curie
Northern Ireland on an inter-agency approach to
ensure the development of best practice in palliative
and end-of-life care.
The impact of the Marie Curie team’s tide of
support was publicly recognised recently when
the terminal illness charity was thanked for their
support as co-sponsors of the Palliative Care in
Partnership programme at an event in Belfast. The
programme centres on ensuring a whole system
approach to palliative care, from services available

NINE-IN-10 HEART
PATIENTS LIVE WITH
OTHER LONG-TERM
CONDITIONS

Nine-in-10 people with coronary heart disease in
the UK are living with at least one other long-term
condition, such as stroke, dementia, and high blood
pressure, according to alarming figures released by
the British Heart Foundation (BHF).
The charity has warned that a growing number
of people living with inter-related health conditions
– or multi-morbidities – represents a grave
challenge for a health system focused on treating
8 | NIHR | July 2018

in the community, nursing, and residential homes,
through to hospitals, and hospice care.
Valerie Watts, Chief Executive of the Health and
Social Care Board, and the Public Health Agency,
spoke at the event, and said, ‘It’s important that we
have systems in place to ensure that people at the
end of life are supported and have the best quality
of life, until they die.
‘However, palliative and end-of-life care is
not just about supporting the individual, but also
the family. This partnership with Marie Curie
Northern Ireland has set us on an important path to
delivering services to meet the future needs of our
population. The Marie Curie team ensured that we
heard, understood, and took account of things that
mattered to people.’
Eamon O’Kane, Divisional General Manager,
Marie Curie Northern Ireland and Scotland, added,
‘Marie Curie is delighted to have been working
in partnership with the Health and Social Care
Board and the Public Health Agency for the last
six years on the sponsorship and development of
this project. The partnership has been a key enabler
in the progression of a palliative care action plan
for Northern Ireland and has informed the way in
which care is provided. Importantly, it has changed
the experience for people at end of life and their
families.
‘We know that working in partnership is key to
ensuring those who need care can access it when
and where they need it. The last six years has set
a solid foundation for the future of palliative
and end-of-life care in Northern Ireland and I’m
confident that the great work will continue.’
individual illnesses.
An analysis commissioned by the BHF, using
the THINTM dataset from IQVIA, revealed that
90 per cent of people living with coronary heart
disease have at least one other long-term condition,
while six-in-10 have at least three (57 per cent).
Numerous studies have shown that living with
multiple conditions significantly increases the risk
of early death.
The analysis revealed that the most common
comorbidity for people living with coronary heart
disease is high blood pressure, which affects over
half (56 per cent) of patients.
This is followed by:
• 26 per cent of heart patients have diabetes
• 14 per cent of heart patients have had a stroke
• 13 per cent of heart patients are living with heart
failure
• Five per cent of heart patients have dementia

ANTI-POVERTY
PRACTICE
FRAMEWORK FOR
SOCIAL WORK
LAUNCHED
Northern Ireland’s Chief Social
Worker, Sean Holland, has warned
that poverty is the ‘elephant in the
room’ of social work practice.
Speaking before the launch of the
Anti-Poverty Practice Framework
for Social Work in Northern Ireland,
held in association with East Belfast
Mission at the Skainos Centre, he
explained, ‘This practice framework
seeks to bring poverty into the
foreground of social work practice. It
aims to help social workers recognise
and respond to the impact of poverty
on the people they support.’
The launch was attended by
partners from a wide variety of
anti-poverty organisations across
the region, who displayed the work
they do, in addition to social work
leaders, academics, and front-line
social workers, who talked about their
experiences of tackling poverty.
Sean emphasised the ramifications
of poverty’s prevalence, saying,
‘20 per cent of Northern Ireland’s
population live in poverty and it
has a disproportionate impact on
many of the people social workers
support, whether it’s people with
mental health problems, people with
a disability, carers, or children and
families. The purpose of social work
is to improve and safeguard social
wellbeing, and tackling poverty has to
be central to that aim.’
Children in the most deprived 10
per cent of small neighbourhoods
in Northern Ireland are nearly six
times more likely to be on the child
protection register, and four times
more likely to be in care than children
in the least deprived areas. That is one
of the central findings from the Child
Welfare Inequalities Project, funded
by the Nuffield Foundation (2015
to 2017), which was developed to
examine inequalities in the likelihood
of children experiencing child welfare
interventions in the UK.
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CPNI CALLS FOR DOH TO
FULFIL COMMUNITY PHARMACY
COMMITMENT
Driven by escalating pressures, the community pharmacy network must be met with
adequate funding and future investment in order to make the transformation programme
a success, says Gerard Greene, Chief Executive of Community Pharmacy NI.

Gerard Greene
The NHS marks its 70th anniversary this
year, and while we celebrate this wonderful
institution, we are also acutely aware of the
unprecedented pressures it faces.
In recent years, with these pressures becoming
more apparent, much work has been done to
look at how we re-shape and transform the
health service so that it is sustainable into the
future.
In our own community pharmacy sector
in Northern Ireland, we are fully committed
to being a core part of the transformation
process that is needed to safeguard the future
of the health service and contribute to the
improved health and wellbeing of the people
of Northern Ireland.
Worryingly, a recent announcement by the
Department of Health on the £100 million
Health and Social Care Transformation Fund
had no mention of community pharmacy in
it. This is astounding when you consider how
valued the sector is by patients.
Several reports in recent years, including
Bengoa and Transforming Your Care, have
also highlighted the professional view that
there is a need to shift services from hospitals
out into communities and that community
pharmacy must play an integral role in that
shift.
At the moment, community pharmacists
provide unrivalled access and are often
the first port of call for patients accessing
the health service. 123,000 people visit a
pharmacist in their local community every
day. Access is immediate and, unlike GP

surgeries, is not appointment-led.
Therefore, it is absolutely essential that
central to any transformative programme is
the adequate funding and future investment
in the community pharmacy network. The
community pharmacy sector is currently
under significant threat due to an outdated
contract that has not been fit-for-purpose for
many years.
This was recognised by political leaders,
and prior to the collapse of the Northern
Ireland Assembly, the last Health Minister,
Michelle O’Neill, outlined a commitment to
continue to develop and resource community
pharmacy-based initiatives over the next 10
years. However, this is now in jeopardy due
to the fact that the Department of Health has
reduced the funding to community pharmacy
by at least £20 million since last summer.
Community pharmacy contractors are
now dispensing medicines at a loss and unsure
of whether or not they will be reimbursed
for the costs of providing this service. That is
completely unsustainable.
This funding shortfall has been
compounded in recent months by
unprecedented generic medicines shortages,
leaving community pharmacists and their
staff with a daily struggle to find many of the
medicines needed by their patients. When
they do source the items required, they can
find themselves paying more than 10 times
the usual price, all without knowing if they
will be fully reimbursed.
After a recent survey of Community
Pharmacy NI (CPNI) members it was
revealed that as many as 87 per cent of those
surveyed expressed that they were ‘very
worried about their own businesses’, with
81 per cent stating that the ‘current funding
situation is having an impact on their own
health and wellbeing’.
We have been campaigning for a new
contract that makes the pharmacy network
sustainable and that can help community
pharmacy play the integral role it needs to
play in re-shaping and transforming our

health service.
Community Pharmacy NI is calling on the
Department to:
• Open proper negotiations with CPNI
• Urgently introduce an interim rescue
package
• Reintroduce proprietary mitigation to
address the issue of ‘dispensing at a loss’
• Ensure that sufficient funding is maintained
in rural areas
• Deliver a new community pharmacy
contract as a matter of urgency
We are calling on the Department of Health
to meet us and look at how adequate funding
of the community pharmacy network can
help ensure that community pharmacy plays
a central part in the transformation of the
health service.
Our campaign has already been backed by
more than 100,000 people who have signed
petitions both online and in their local
pharmacies, supporting our call for the
department to properly fund the network. We
have also met with the Secretary of State for
Northern Ireland and called on her to raise
this issue with the Department of Health.
Our flagship role at the heart of public
health and our vital place-based network of
community pharmacies can play a significant
role in making the transformation programme
a success.
Scotland and Wales provide us with
excellent examples of what transformation of
the health service looks like and the impact
it can have on improving patient outcomes,
shifting demand, and delivering efficiencies.
Prior to the collapse of the Assembly
and Executive, the former Health Minister,
Michelle O’Neill, highlighted the significant
role community pharmacy plays in supporting
better health outcomes from medicines and
preventing illness. Without a Minister in
place we would urge the department to fulfil
its commitment to the community pharmacy
network.
NIHR | July 2018 | 9
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RHEUMATOID ARTHRITIS:
CAUSE FOR A PREGNANT
PAUSE?
From the duration of planning, and attempts to conceive, to
the delivery process, and potential post-birth problems, the
association between rheumatoid arthritis and pregnancy
can seem like an unexplored minefield for parents-to-be.
Gleaning new insights with the help of the latest research
and industry experts, NIHR's Sarah Nelson translates this
confusing relationship into clarity for both you and your
patients.

THE EXPERT’S VIEW

National Rheumatoid Arthritis Society’s
Information and Support Manager, Victoria
Butler, addresses the common concerns which
impending pregnancy can prompt in those with
rheumatoid arthritis, and the various guises
symptoms may take.
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Rheumatoid arthritis (RA) patients can experience problems
trying to start a family, during pregnancy, and in being able
to breastfeed, so need support from their healthcare team
with every step of the journey into parenthood.
One of the common times for people to develop RA is
shortly after giving birth. For some patients, they may have
therefore been perfectly healthy before and during their
pregnancy, but may experience pain, stiffness, swollen joints,
and problems with grip due to the onset of RA, which can
make looking after, and even holding, their baby difficult.
Childbirth appears to trigger RA for some – even if it is not
their first child.
For those with pre-existing RA, a decision to try for a
baby, for both potential mum or dad, can involve having to
stop or change medication, sometimes for months before
they can even start trying to conceive. Coming off of
medication is likely to cause symptoms to worsen or return,
which can make sex difficult, and advice on pain relief and
finding comfortable positions etc. can be helpful (see our
booklet: Emotions, Relationships and Sexuality).
Around three-quarters of women with RA who become
pregnant will experience a temporary relief of their
symptoms or ‘remission’ during pregnancy. The unlucky
one-quarter who do not experience this may need some level
of medication in order to function and try to prevent their
disease from causing any damage to their body.
Unfortunately, the good odds of a period of remission
during pregnancy can sometimes mean that women are given
an expectation that they will experience this, and having
to stay on medication is therefore not always adequately
planned between the patient and their healthcare team.
The options for medication during pregnancy are limited,
and because there can rightly be no study on pregnant
women, they are often based initially on the way that the
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drug works within the body, and then on small numbers of
cases where women have become pregnant while on the drug.
The outcomes of recent study data have led to a label
change for the biologic drug, Cimzia, which can now be
considered as an option in pregnancy.
Decisions on the best options in terms of treatment
during this time should be discussed between the patient and
the rheumatology team, to decide what is best for the patient
and their growing baby, based on the current evidence
available.
While the safest option will always be for someone with
RA to be off all medication during pregnancy, this has to be
balanced in those still experiencing symptoms, in order for
them to continue to work, function in daily life, and look
after themselves in readiness for childbirth and parenthood.
Post-birth, women who had relief of symptoms during
pregnancy will unfortunately often experience a major flareup of their condition, which may require them to weigh up
the benefits, and perhaps the desire to breastfeed against the
need to get re-established on medication in order to control
their RA and look after themselves and their baby.

DOWN TO THE DETAILS

NIHR rounds up some of the recent findings
circling the sector about the prospect of
complicated outcomes in pregnancy related
to rheumatology issues, and what other risks
may line the road of the chronic inflammatory
disease.
It’s well-documented that during pregnancy many women
with RA experience improvement in their symptoms –
believed to be attributed to alterations in the body which
suppress the immune system to stop the mother rejecting the
foetus. However, the effect of RA in pregnant women on
foetuses is, as previously mentioned, less known.
Adding building blocks to our foundation of learning
are the results of a study recently presented at the Annual
European Congress of Rheumatology (EULAR 2018)
which indicates that pregnancies in women with RA are
associated with premature delivery and low birth weight.
‘Our results add to a growing body of evidence from
different populations suggesting small, but significant,
increases in prematurity and a decrease in birth weight in
pregnancies in mothers with RA,’ explained Dr Yun-Chen
Tsai, Division of Rheumatology, Allergy and Immunology,
Chang Gung Memorial Hospital, Taoyuan, Taiwan (study
author).
‘While these findings are important, they should not
discourage women with RA from trying to conceive.’
To further gather insights, investigators also looked
for potential risks to the mother, but, apart from pre-term
labour, no associations were found. Investigated outcomes

included birth-related death, cardiovascular complications,
surgical complications, and other systemic organ
dysfunction.
‘Pregnancy in patients with RA is very complex as there
are many factors clinicians and patients need to consider and
limited data available,’ added Professor Robert Landewé,
Chairperson of the Scientific Programme Committee,
EULAR.
‘More information is needed to understand implications
of the disease and treatments on both mother and foetus.’
Late last year data also came to light regarding children
born to women with RA, and their potential susceptibility
for certain chronic diseases – which prompted increased
awareness among paediatricians and general practitioners.
Published in Arthritis Care & Research, Line Jølving,
MHS of Odense University Hospital, and her colleagues
conducted a nationwide study with long-term follow-up
of all children born in Denmark during a 25-year period
– including 2,106 children born to women with RA, and
1,378,539 children born to women without RA.
The researchers found that the risk of being diagnosed
with several diseases in childhood and adolescence
heightened when the mother was diagnosed with RA before
pregnancy. Specifically, the presence of RA during pregnancy
was linked with a 2.2-times increased risk of thyroid disease,
a 1.6-times increased risk of epilepsy, and a 2.9-times
increased risk of RA in offspring.
‘We have addressed a concern in pregnant women with
RA in terms of a potential increased risk of a negative
impact of their chronic disease on the future health of their
offspring,’ explained Jølving.
‘Our results call for special attention on child
development of RA, thyroid disease, and epilepsy if exposed
to RA in utero.’
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PARENTAL RESPONSIBILITY

OF RELATIVE CONCERN
The changing and complex nature of the family unit has
resulted in a medico-legal dilemma for many medical
professionals – who has access to a child’s medical
records, and who can give parental authority for a child’s
treatment? To get to the bottom of this, Kathryn Leask,
Medico-Legal Adviser at the Medical Defence Union,
examines the issues surrounding consent and parental
responsibility.
Unmarried fathers also have parental
responsibility if they’re named on the child’s
birth certificate. Devolution resulted in this
legislation being introduced at different times
across the nations – in England and Wales, 1st
December 2003, in Scotland, 4th May 2006,
and in Northern Ireland, 15th April 2002.
Same-sex couples will both gain parental
responsibility if they were civil partners at the
time of the treatment, e.g. donor insemination
or fertility treatment.
Step-parents do not gain parental
responsibility for a child when marrying or
entering into a civil partnership with the
child’s parent. However, step-parents can
apply for parental responsibility via a Parental
Responsibility Order.

REQUEST FOR MEDICAL RECORDS

Dr Kathryn Leask
The emergence of increasing questions about
parental authority for a child’s treatment is
especially true for blended families in which
parents may be estranged or have a difficult
relationship. Consequently, it’s important
to have a good understanding of the law
surrounding parental responsibility.
The Children Act of 1989 defines parental
responsibility as, ‘all the rights, duties, powers,
responsibility and authority which by law a
parent of a child has in relation to the child.’
The act outlines that such responsibilities
extend to applying for access to their child’s
health records and / or giving consent to
medical treatment if a child lacks capacity and
it is in their best interests.

WHO HAS PARENTAL
RESPONSIBILITY?
The Children Act 1989 states that a mother
has automatic parental responsibility upon
the birth of her child. Fathers who are married
to the mother, or are named on the birth
certificate, also have parental responsibility.
12 | NIHR | July 2018

Members regularly contact the Medical
Defence Union (MDU) for advice regarding
requests for medical records, particularly when
this involves blended families. In one case,
an estranged father requested a copy of his
daughter’s clinical records. He had separated
from her mother and had joint access to the
child. He wanted details of the child’s medical
problems and treatment.
In circumstances such as these, professionals
should obtain the consent of the child, if
they are capable of making the decision for
themselves. If this is not the case, the father’s
parental responsibility, or lack thereof, needs to
be identified.
You may want to ask the father to provide
evidence that he has parental responsibility,
for example, providing a copy of the child’s
birth certificate. Even if the father has parental
responsibility, it’s important to still consider
whether the disclosure is in the child’s best
interests.
In the case above, the father wanted to
know about any medical problems his daughter
has and it would seem reasonable for him to be
aware of any medication the child is taking so
that he can properly care for her and exercise

his parental responsibility.

CONSENT FROM A RELATIVE
Another MDU case involved a grandmother
who brought her grandchild into the practice
to have a routine immunisation. As permission
had not been given from the child’s parents,
the GP was unsure as to whether it would be
suitable to proceed with the immunisation
based on authority from the grandmother.
Treatments can only proceed if consent
has been given by an individual with parental
responsibility for the child.
While this would include the mother,
and possibly the father as well, it would be
unlikely to extend to wider relatives such
as grandparents. The exception to this is if
permissions have been granted by a court and
when someone with parental authority has
provided specific authority to the carer.
If a child requires urgent treatment, and an
individual with parental responsibility can’t be
reached, the GP should act in the best interests
of the child. Emergency treatment can be
provided without consent in a child who lacks
capacity where that treatment is given to save
the life of, or prevent serious deterioration, in
the health of the child.

CONSENT FROM ONE PARENT
There have been instances when one parent
has given consent to a medical procedure
being performed on a child. While only one
individual, with parental responsibility, is
required to give consent to a child receiving
treatment, if a procedure is being undertaken
for non-therapeutic reasons it’s wise to seek
consent from both parents. If parents can’t
agree on a course of treatment, it may be
necessary to apply to a court in order for a best
interest decision to be made.
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INSULIN AND NICKEL
ALLERGY IN DIABETES: A
CASE
IN
POINT
As a result of insulin allergy in patients with diabetes being a rare

condition – coupled with the limited published literature on the matter –
putting the appropriate management method into motion can cause much
food for thought. Recapping her own first-hand experience, Anna
Strzelecka, SAS Doctor in Diabetes and Endocrinology, Antrim Area
Hospital, Northern Health & Social Care Trust, presents her case report
regarding an encounter with an insulin and nickel allergy in a patient with
type 2 diabetes requiring insulin injections.
is a rare condition. It usually causes immediate symptoms, such as
urticaria and / or a rash, but in severe cases can cause angioedema,
hypotension, and dyspnoea. (3)
Very few cases of insulin allergy are reported in published
literature. In a patient with insulin allergy, immediate
immunological hypersensitivity work-up is advised, and specific
immunotherapy has been proven to be efficacious, and should be
considered if other management strategies fail. (3, 4)

CASE REPORT

Anna Strzelecka

BACKGROUND

The number of people diagnosed with diabetes mellitus in
Northern Ireland has increased by 62.5 per cent in the last decade,
and there are now 92,480 people living with the condition. Almost
nine-in-10 people diagnosed with diabetes have type 2 diabetes,
and it’s also estimated that there are 11,521 people in whom their
diabetes has not been diagnosed. (1)
Insulin therapy should be considered in patients with type
2 diabetes if blood glucose levels are not adequately controlled
with oral antidiabetic agents, or if oral antidiabetic drugs are
contraindicated or not tolerated. (2)
Insulin allergy in patients with diabetes on insulin treatment
14 | NIHR | July 2018

A 54-year-old patient was referred to the diabetic clinic with an
11-year history of poorly-controlled type 2 diabetes. She was first
seen at the clinic in August 2018, and at that time the patient
was taking metformin SR 2g daily, gliclazide 120mg daily, and
dapagliflozin 10mg daily, as well as bendroflumethiazide 2.5 mg
daily, lisinopril 20mg daily, and atorvastatin 40mg daily.
Dapagliflozin was changed to high dose canagliflozin 300mg
daily, and sitagliptin 100mg daily was added as the patient’s
HbA1c was out of target at 79mmol/mol. Blood pressure was wellcontrolled at 134/84 and the patient’s weight was 62.2kg, with a
BMI of 28kg/m2. The patient was reviewed at the end of January
2017 and her HbA1c had deteriorated to 90mmol/mol and her
weight had fallen to 60.8kg, however this was in the context of
intentional weight loss.
After a long discussion about the deleterious effects of chronic
hyperglycaemia, the patient agreed to be commenced on insulin.
Gliclazide and sitagliptin were discontinued and biphasic insulin
aspart was commenced. The patient was seen by the diabetic
nurse specialist and was educated in regard to insulin injection
technique, dose adjustment, management of hypoglycaemia, sick
day rules, and travel. Appropriate educational literature was also
provided.
At the start of March 2017, the Hba1c level was still
suboptimal at 97mmol/mol. The patient admitted to having had a
chest infection, and her blood glucose levels were 12 to 22mmol/
mol, and therefore the insulin doses were increased.
After a long discussion with the patient, she reported frequent
localised reactions at the injection sites. (Figures 1 and 2) She
described the appearance of erythematous wheals appearing within
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approximately 30 minutes of her injection, which usually settled
by the following day. She didn’t describe any rash elsewhere other
than the injection sites. She denied any symptoms of angioedema
or other features of anaphylaxis.

Figure 1

Figure 2

The patient felt that the needles were causing this reaction, and
therefore 6mm needles were changed to 4mm ones.
Unfortunately, what seemed to be an allergic reaction
didn’t settle with either a change of needles or the addition of
antihistamines.
Her insulin prescription was changed to a mixture of insulin
lispro and insulin lispro protamine. A reaction continued
to develop at injection sites, and the patient was referred to
dermatology for skin patch testing.
The patient was reviewed again at the end of April 2017,
and her Hba1c remained poor at 86mmol/mol. The patient was
reluctant to increase her insulin doses and was omitting some
injections due to the localised reaction at her injection sites.
The diagnosis of a nickel allergy was queried, and the
availability of nickel-free needles was researched, however no
stainless-steel needles were available. The HbA1c at the end of
April was 86mmol/mol, and need for insulin treatment was
confirmed.
The insulin injection port device was discovered, and two ports
were tried to determine if the allergy could possibly be to the
insulin itself. One port was injected with water for injections as a
control, and the second port was injected with insulin.
After a few days the patient developed a local reaction at the
insulin injection site, while the control (sterile water) side was
reaction-free.
A mixture of insulin isophane human and insulin soluble

human, biphasic isophane porcine insulin and biphasic isophane
human insulin were tried with no improvement in the situation.
The patient was therefore commenced on insulin glargine,
and no reaction developed with insulin glargine injected via the
injection port. The patient’s blood glucose levels improved to 12 to
18mmol/l, and her insulin doses were increased.
The patient was subsequently reviewed at the dermatology
clinic, and a RAST test to various insulin components was
performed and IgG antibodies to insulin were checked, with
onward referral of the patient to the immunology clinic. A
suggestion of avoiding insulins containing protamine was made.
The patient was also commenced on cetirizine, however she was
unable to tolerate this due to the onset of abdominal pain. Her
cetirizine prescription was changed to fexofenadine 100mg QID.
At the end of July the patient was reviewed, and her HbA1c
had deteriorated to 115mmol/mol. As a result, faster formulation
of insulin aspart was added at meal time to her basal insulin
prescription. The HbA1c level improved slightly to 106mmol/mol
by the end of September 2017.
The patient was reviewed at the immunology clinic in October
2017, and a nickel allergy was confirmed. Skin prick testing
showed an appropriate positive control of 4mm and negative 2mm.
Skin prick testing to insulin glargine showed a 2mm wheal, insulin
glulisine 1mm, insulin lispro 3mm, insulin detemir 0mm, insulin
aspart 0mm. The patient remains on faster formulation of insulin
aspart and insulin glargine injected via insulin injection port with
no local reaction, and was also able to wean her antihistamines.
Her doses of insulin were slowly increased in order to finally
achieve better glycaemic control.

CONCLUSION

Type 2 diabetic patients with a nickel allergy requiring insulin
injections can be successfully managed with the insulin injection
port device. Those with insulin allergy should have urgent
immunological work-up for hypersensitivities. Skin prick testing is
required to investigate insulin allergy, and in some patients, specific
immunotherapy may be required.
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COMING IN 2019…

NIPC 2019

MOVING FROM SUPPLY TO
SERVICES
MANAGING THE RISKS;
EMBRACING THE
OPPORTUNITIES
Brimming with on-the-pulse presentations, important discussion
points, and expert speakers from across the industry, NIHR is
proud to announce that the countdown to the 2019 Northern Ireland
Pharmacy Conference – in partnership with the Pharmacists’
Defence Association – is officially on.
We are all working hard – but are we working smart?
As the pressure upon the NHS reaches breaking point,
the time has come to consider how the unique skills
of pharmacists around the safety of medicines and the
development of pharmaceutical care can be deployed for the
benefit of patients. While these developments will represent
opportunities for some, they introduce risks for others as the
established order of pharmacy practice across all of its sectors
comes into question.
Taking place on 28th February 2019, the Northern
Ireland Pharmacy Conference considers how all sectors
of pharmacy might come together to use their current
positioning and develop new and integrated services that are
beneficial for patients, the tax payer, and the profession.

CONFIRMED SPEAKERS SO
FAR
• Professor Michael Scott, Director, The Medicines
Optimisation Innovation Centre (MOIC)
The MOIC is a new regional innovation centre, which aims
to ensure better health outcomes for the population through
the consistent delivery of best practice relating to the use of
medicines.

• Dr Terry Maguire, Proprietor, Maguire Pharmacy,
Falls Road, Belfast
Dr Terry Maguire is recognised as a pioneer in the
development of pharmacy services in the UK and beyond.
• Niall Downey FRCSI, Doctor and Airline Pilot
Niall Downey qualified as a doctor working in cardiac
surgery and subsequently as an airline pilot. He formed
Frameworkhealth Ltd in 2011, a company providing aviation
safety training modified specifically for healthcare.
• Mark Koziol, Chair, The Pharmacists’ Defence
Association (PDA)
The PDA is the largest representative organisation for
individual pharmacists in the UK. As part of work to further
the interests of pharmacy professionals it is working with
other stakeholder groups to devise a framework which can
support the provision of pharmaceutical care across all
sectors.
• Dr Mark Timoney, Chief Pharmaceutical Officer
The Chief Pharmaceutical Officer, Dr Mark Timoney, and
his team are responsible for providing specialist advice on
medicines and pharmaceutical issues to the health service
and for the development of policy relating to medicines
optimisation and pharmacy.
Tickets are FREE OF CHARGE for healthcare
professionals. To secure yours now, or for more information,
call 02890 999 441, or email chris.flannagan@medcom.
uk.com.
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FENO TESTING

A BREATH OF
FRESH AIR?
Steering your first foray into
FeNO testing requires careful
consideration – from grasping
the theory and training, to
putting the treatment in to
practice. Helping you charter
this new territory, Carol
Stonham, Vice Chair and Nurse
THREE REASONS TO TAKE A FENO
Lead, Primary Care
MEASUREMENT
Respiratory Society UK,
1. TO ASSIST IN DIAGNOSIS
addresses the common
The FeNO test can help to diagnose eosinophilic airway
inflammation and also determine when respiratory symptoms
questions surrounding FeNO
are not due to asthma.
The problem with spirometry is that if patients are
monitoring in practice.
WHAT IS A FENO TEST?

Patients with allergic airway inflammation generally have
higher than normal levels of nitric oxide (NO) in their exhaled
breath. By measuring the concentration of NO in an exhaled
breath (fractional exhaled nitric oxide or FeNO), clinicians can
identify eosinophlic inflammation in the lungs.

WHY YOU NEED TO KNOW ABOUT
FENO TESTING

NICE guidance for the diagnosis and monitoring of asthma
(1), released in November 2017, recommended the addition of
the use of FeNO tests to help diagnose asthma in adults, and in
children when diagnosis is unclear.
The guidance suggested that asthma should no longer be
diagnosed on clinical symptoms or spirometry alone, or by a
trial of steroids. It recommended that in those aged five to 17
years, spirometry is used as a first line of investigation and that
a FeNO test should be offered if a diagnosis of asthma is being
considered, and in adults a FeNO test followed by spirometry
with reversibility if obstruction is demonstrated should be
routinely performed in all cases.
The guidance also suggested that clinicians should use
FeNO testing to help manage asthma in patients who
continue to have symptoms despite being prescribed inhaled
corticosteroids.
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asymptomatic on the day they come in for the test, which
measures obstruction in the airways, the result will be normal.
The likelihood is that they will still have some underlying
inflammation, and this is where the FeNO test is useful
because it measures inflammation.
Taking a good, accurate clinical history is always the basis
of an accurate diagnosis when asthma is suspected. However,
quite often the history is not straightforward – you think the
patient has probably got asthma but it’s not definite. In my
experience it’s those intermediate probability cases where a
FeNO test is really useful.
I see it as being part of a jigsaw puzzle – it’s not used on its
own, but is used in addition to other diagnostic criteria.

2. TO AID TREATMENT
The FeNO measurement can help the clinician to determine
the likelihood of steroid responsiveness and can guide step-wise
changes in anti-inflammatory medication: step-down dosing,
step-up dosing, or discontinuation of treatment.
If a patient on a low dose inhaled steroid becomes
symptomatic, first review compliance and inhaler technique,
then it can be useful to check a FeNO test to indicate whether
they need more anti-inflammatory therapy.
Likewise, a FeNO measurement can help the clinician
assess whether to step-down treatment. We don’t step patients
down as often as we should – we are notoriously bad at doing
that. There are many reasons why we don’t: we don’t have the
confidence to do it; we don’t know when to do it; we are not
really sure how to do it; patients don’t want to do it because
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they feel well – and those are all given, but not valid reasons.
But high doses of medication are expensive and come with
potential side-effects for patients, so we should consider
stepping patients down when we can.
If you have a patient whose asthma is well-controlled:
they have had at least three months when they have been
really well, have not needed to use their rescue inhaler, have
had no symptoms, and are functioning well, i.e. they’re not
reducing their activity and are not awake at night, then this
could be a good time to step them down, taking into account
any predictable seasonal triggers.
The beauty of the FeNO test is that it can help to reassure
them that stepping down treatment is safe. You can do a test
and show the patient a measurement, then call them back a
few weeks later and do another test to show them that the
level of inflammation is not rising.

3. TO IMPROVE ADHERENCE TO TREATMENT
The FeNO test can establish a baseline level during a period
of clinical stability, which can be subsequently monitored.
It can also help to determine whether patients are
adhering to their prescribed corticosteroid treatment. If a
patient’s FeNO level is rising and they are on a reasonable
dose of steroid, it’s a good way of opening a conversation
about inhaler technique, or to ask them about how they are
taking their medication. If they are not taking medication
as prescribed, they will usually be happy to chat about
it, especially when the raised FeNO level is suggesting
something is amiss.
Usually a four-second break in the conversation is enough
space for a patient to feel the need to ‘confess’.
So, if you have got a patient who isn’t on-board with
their care you can use the FeNO test measurements to
demonstrate inflammation and show that treatment can
make a difference over a short period of time. Their FeNO
measurement can drop from 68 to 32 in a matter of a couple
of weeks, the patient starts feeling better, and that helps them
to grasp the concept that their treatment works. Patients
also like it because they have a figure that they can see is
improving.

HOW DO YOU CARRY OUT A FENO
TEST?

A FeNO device is a hand-held machine which requires a
10-second blow at 50mls per second. It works like an alcohol
breathalyser, giving the results on the spot.
Technique varies marginally between manufacturers.
One example: The patient first breathes out into the air
to ensure any atmospheric NO is eliminated. They then seal

their lips around the mouthpiece of the machine, take a full
breath in, and blow back out again into the machine. This
then gives a clean measurement of NO in the exhaled breath.
The patient is guided to breathe at the right flow rate by a
computerised graphic. If the flow rate is not at the right level
the machine will not give a measurement.
There is a shorter length test you can do for smaller
children, but I usually use the 10-second test for most
patients over six years old.

HOW MUCH TRAINING IS NEEDED
TO USE A FENO DEVICE?

A short amount of training is needed which is provided
by the manufacturer, either by coming in to the surgery, or
via online webinars. The practitioner needs to be shown
how to use the machine, and some education regarding
interpretation of results. For example, respiratory infection
can result in higher readings, and smoking may lower the
results.
Importantly, using FeNO as part of routine respiratory
care needs to be an add-on for an experienced practitioner
with the appropriate level of education.
The Primary Care Respiratory Society UK has produced
a guide to skill, education, and training for healthcare
professionals delivering respiratory care called Fit to Care.
For more information, visit www.pcrs-uk.org/fit-care.

WHAT DOES IT COST?

FeNO testing is cost-effective because it aids correct
diagnosis (both positive and negative), reduces
unscheduled emergency GP appointments, A&E visits, and
hospitalisation, by ensuring that clinicians put patients on
the right medication first time, and improves compliance.
Stepping down to appropriate doses of inhaled steroids also
saves money.
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Applying Science with a

Single Breath
NIOX VERO® Gives You
Knowledge in Numbers
Quick and Easy
FeNO Measurement at
the Point of Care
Using NIOX VERO
with other monitoring tools can
provide greater insight to guide
assessment and treatment
of Th2-driven
airway inammation.1-4
It helps to
identify ICS-responsive patients,2,5
optimize ICS dosing,3,4,6-8
monitor patient adherence9,10 as well
as to improve cost efficiency.11-14
FeNO measurement with NIOX® is reliable,
and provides an accurate result
in a single measurement.15
IMPORTANT INFORMATION REGARDING NIOX VERO®

NIOX VERO is a portable system for the non-invasive quantitative simple and safe measurement of Nitric Oxide (NO) in human breath. Nitric Oxide is frequently increased
in some inflammatory processes such as asthma and decreases in response to anti-inflammatory treatment. FeNO measurements should be used as part of a regular
assessment and monitoring of patients with these conditions. NIOX VERO is suitable for patients age 4 and above. As measurement requires patient cooperation, some
children below the age of 7 may require additional coaching and encouragement. NIOX VERO can be operated with 2 different exhalation times, 10 seconds and 6 seconds.
The 10 second mode is the preferred mode. For children who are not able to perform the 10 second test, the 6 second is an alternative. The 6 second test should be used in
caution with patients over the age of 10. It should not be used in adult patients. Incorrect use of the 6 second exhalation may result in falsely low FeNO values, which can
lead to incorrect clinical decisions.
1. Alving K et al. Basic aspects of exhaled nitric oxide. Eur Respir Mon. 2010;49:1-31. 2. Dweik RA et al; on behalf of the American Thoracic Society Committee on Interpretation of Exhaled Nitric Oxide
Levels (FeNO) for Clinical Applications. An ofcial ATS clinical practice guideline: interpretation of exhaled nitric oxide levels (FeNO) for clinical applications. Am J Respir Crit Care Med. 2011;184(5):602-615.
3. Smith AD et al. Use of exhaled nitric oxide measurements to guide treatment in chronic asthma. N Engl J Med. 2005;352(21):2163-2173. 4. Powell H et al. Management of asthma in pregnancy guided
by measurement of fraction of exhaled nitric oxide: a double-blind, randomised controlled trial. Lancet. 2011;378(9795):983-990. 5. Smith AD et al. Exhaled nitric oxide: a predictor of steroid response.
Am J Respir Crit Care Med. 2005;172(4):453-459. 6. Syk J et al. Anti-inammatory treatment of atopic asthma guided by exhaled nitric oxide: a randomized, controlled trial. J Allergy Clin Immunol Pract.
2013;1(6):639-648. 7. Szeer SJ et al. Management of asthma based on exhaled nitric oxide in addition to guideline-based treatment for inner-city adolescents and young adults: a randomised controlled trial.
Lancet. 2008;372(9643):1065-1072. 8. Petsky HL et al. Management based on exhaled nitric oxide levels adjusted for atopy reduces asthma exacerbations in children: a dual centre randomized controlled
trial. Pediatr Pulmonol. 2015;50(6):535-543. 9. Beck-Ripp J et al. Changes of exhaled nitric oxide during steroid treatment of childhood asthma. Eur Respir J. 2002;19(6):1015-1019. 10. Delgado-Corcoran C
et al. Exhaled nitric oxide reects asthma severity and asthma control. Pediatr Crit Care Med. 2004;5(1):48-52. 11. LaForce C et al. Impact of exhaled nitric oxide measurements on treatment decisions in an
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A NEW DAWN

SUICIDE PREVENTION

Northern Ireland now has the highest rate of suicide in the UK, and there
is concern about the further impact of these deaths on a population
emerging from conflict. In response, many have been questioning how
we can respond, and implement policies and practices to prevent suicide,
and the devastating impact that they have on our communities and on
society in general. How is the science of suicide prevention charging
ahead, and how can we utilise it to generate meaningful change?
The science of suicide prevention is moving
forward at a rapid pace, and in 2019, from
17th to 21st September, Derry-Londonderry
will host the world congress of the
International Association of Suicidology
(IASP).
The members of IASP include research
leaders and experts in suicide prevention,
people who treat those who are suicidal, and
those who develop and evaluate social policies
to reduce suicide rates at a population level.
The discipline is comprised of passionate and
committed professionals at every stage of
their career – from student researchers and
clinicians, to experts who have led and shaped
suicide prevention initiatives internationally
for decades.
For many of those involved the topic
has personal, as well as professional,
significance, and the voice of those with
lived experience of suicidal thoughts, and
grief, is given prominence. The conference
allows participants from all over the world
to hear about what is, and is not, working in
other places, and to present their research to
their peers. Conferences such as these enable
key conversations to happen and are vital in
moving the discipline forward and shaping
policies and services to save lives.

THE POWER OF DISCOVERY
Suicide prevention is a complex science
because suicide results from a behaviour that
in turn is influenced by numerous factors.
The IASP conference theme, ‘Breaking Down
Walls and Building Bridges’, is a theme that
not only resonates with the landmarks in the
city, but also reflects the work undertaken
in suicide prevention. What we do on an
individual basis with those who suffer is often
about connecting with and supporting people
in pain and building hope for the future.
However, we are still learning about the best
ways of addressing suicide and supporting
those who are bereaved, because we know that
they too experience suicidal pain. Certainly,
our endeavours have revealed more ‘known
unknowns’; for example, we remain unable
to accurately predict who will die by suicide,
and we now know that simply treating mental
illness may not reduce suicidal suffering.

are unique and complex, and the team looks
forward to welcoming the hundreds of
delegates to the city next year, to promote
the message of suicide prevention and move
the discipline forward to save lives, change
lives, and create a better future for the next
generation.
For more information,
visit www.iasp.info.

The conference will discuss research
related to treatment innovations, and the
specific techniques that may be used to
address suicidal thoughts and behaviours, and
how and why they work.

TAKING ON TRAUMA
Suicide, trauma, and conflict is another
important theme, and it reflects the links
between suicide and exposure to violence,
such as that witnessed by many in Northern
Ireland. The research can help us understand
the links, and conferences, such as IASP2019,
facilitate the conversations to generate ideas
about how we might prevent suicide in
populations such as ours.
Suicide impacts upon all age groups, and
the conference will have sections covering
both suicide in the ageing population, and
also suicide and self-harm in young people. It
will look at suicide prevention methods for
vulnerable groups with particular types of
mental health concerns or situational crises,
and socially marginalised groups, such as
people who identify as lesbian or gay.
The social factors that can lead to suicide
are considered within several conference
themes. Research on social trends, such as
the use of social media, and the impact of
technology, will be discussed, alongside
strategies to improve personal and population
resilience.

GETTING THE MESSAGE ACROSS
While many people believe that much of
the suicide prevention work is undertaken
by mental health professionals, the reality
is that almost three-quarters of those who
die by suicide in Northern Ireland are not
considered to be mental health service users.
Many have serious untreated mental illnesses,
and research on ways of promoting helpseeking behaviour is important to address
these issues.
In a broader sense, public health
campaigns, media messages, stigma, and
help-seeking will be considered as these
are fundamental ways in which hearts and
minds can be changed to encourage people
to seek alternatives to suicide. The factors
influencing individual suicidal behaviour

Pictured at the launch of
the IASP Congress (left to
right) are Professor Siobhan
O’Neill, Ulster University;
Fergus Cumiskey, Contact
NI; Ciaran Doherty, Tourism
Ireland; Barry McGale, Suicide
Bereavement UK; Elisha
McCallion, Mayor of Derry
& Strabane 2015; Odhran
Dunne, Visit Derry; Aoife
Thomas, Visit Derry; Professor
Rory O’Connor, University of
Glasgow; and Greg Carew,
Abbey Conferences & Events

ARTICLE CONTRIBUTORS
Professor Siobhan O’Neill, Professor
of Mental Health Sciences – Ulster
University
Barry McGale, Suicide Prevention
Consultant – Suicide Bereavement UK
Professor Rory O’Connor, Professor
of Health Psychology – University of
Glasgow
IASP World Congress 2019 will take
place in Derry-Londonderry on the 17th
to 21st September 2019.
Full conference details are available by
visiting www.iasp2019.com.
For more information, contact Greg
Carew, Abbey Conference & Events.
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SAFER PHARMACIES CHARTER

ROOM FOR
IMPROVEMENT
Are you up-to-date with the Pharmacists’ Defence
Association’s latest landscape of work – and decision
to champion a Safer Pharmacies Charter in response
to the surge in stress and strain placed on the
profession?
The Pharmacists’ Defence Association (PDA) is now one of
the largest membership organisations representing individual
pharmacists, and the associated PDA Union is the
only independent trade union exclusively for pharmacists and
pharmacy students in the UK. Last year the PDA launched a Safer
Pharmacies Charter in response to workplace concerns raised by
many of their 27,000 or so members.
The charter was developed as part of a strand of work prompted
by a series of issues over recent years, including the national
Guardian newspaper articles about poor working conditions and
stress among Boots employees; the results of two membership
surveys; the apparent decision of the rebalancing board to support
remote supervision; and the tragic case of Alison Stamps. These
issues have painted a picture of a healthcare profession under severe
and unremitting strain, where corporate profitability has been
placed above employee wellbeing and patient safety in some cases.
This charter was drafted with the hope that it would obtain all
party support as a key way to promote patient safety by ensuring
appropriate, safe working conditions for pharmacists. The charter’s
development included a workplace pressures workshop in March
2017 which looked at the root causes of workplace stress and
identified actions which the PDA Union could undertake to try to
support members. The charter itself evolved from the outputs of a
‘never work alone campaign’ and work on defining a safe staffing
policy.
The PDA has also taken other actions on the subject, including
forging an alliance with Pharmacy Support and pledging a £1
annual donation to the charity on behalf of every PDA member
subscription and the relaunch of their Violence in Pharmacies
policy and resource pack.
The charter sets down those commitments which pharmacy
contractors and employers should make to ensure that patient
safety is put back where it should be – at the centre of all that they
do. The charter was launched at the Houses of Parliament and
immediately received the endorsement of the UK Labour Party.
Since then several other organisations, including Action Against
Medical Accidents, have also given the charter their support.
However, it’s not clear to what degree pharmacy owners have
yet looked at whether or not their operation meets the standards
detailed in the charter.
22 | NIHR | July 2018

Mark Koziol (right), Chairman of the
Pharmacists’ Defence Association, with
Shadow Secretary of State for Health, Jon
Ashworth (left)

THE LOWDOWN

NIHR SPEAKS TO PAUL DAY, DIRECTOR OF THE
PDA, AND ALIMA BATCHELOR, HEAD OF POLICY
AT THE PDA , IN ORDER TO FIND OUT MORE.
Paul Day said, ‘The standards in the charter are basic things
which patients would expect to be in place, yet feedback from our
members and our survey shows that they are not being met.
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SAFER PHARMACIES CHARTER
‘This can’t continue and those who own or manage pharmacies
should be making sure they meet these minimum standards. The
regulators have a role to play too and should ensure that every
pharmacy, on every occasion, is meeting these safety standards.’
The responsibility of the regulator is something that the PDA
has raised before. They are particularly concerned about the
General Pharmaceutical Council’s (GPhC) lack of action against
pharmacies, and highlighted that since inception the GPhC had
issued over 3,500 sanctions against individual registrants but had
never issued any sanction for a failure to comply with the standards
for registered pharmacies.
The charter commitments cover seven basic areas which should
be standard practice whenever and wherever pharmacy work is
carried out:
• No Self-Checking
• Safe Staffing
• Access to a Pharmacist
• Adequate Rest
• Respect for Professional Judgement
• Raising Concerns
• Physical Safety
These headings are then described in more detail in the charter
document, which is available online at www.the-pda.org/saferpharmacies-charter/support.
PDA members are concerned that while pharmacies are allowed
to fail to meet these standards, it is pharmacists who are keeping
patients safe by putting themselves into unsafe working conditions.
This places hardworking health professionals and their careers
at unreasonable levels of stress and risk.

Around 2,000 pharmacists responded to a PDA survey earlier
this year in which they shared their direct recent experience of
how often the standards detailed in the Safer Pharmacies Charter
were met. For each standard the pharmacists were asked if in their
experience the standard was met:
• None of the time (value = 1)
• Minority of the time (value = 2)
• Around half of the time (value = 3)
• Most of the time (value = 4)
• All of the time (value = 5)
This gave the PDA an average score for each standard detailed
in the charter, with an overall score of 5.00 meaning that the safety
standard was always met, and 1.00 meaning that it was never met.

The overall scores were as follows:
1. No Self-Checking			
2. Safe Staffing			
3. Access to a Pharmacist		
4. Adequate Rest			
5. Respect for Professional Judgement
6. Raising Concerns			
7. Physically Safe			

3.28
2.85
4.21
2.62
3.16
2.66
3.53

Analysis of the survey showed significant concerns including
over 50 per cent of respondents saying they did not have adequate
rest over half of the time.
The PDA will continue to promote the commitments set out in
the charter across the UK nations by undertaking activities such as
the promotion of their policy on Violence in Pharmacy; lobbying
against proposed measures which will reduce the number of staff in
pharmacies, such as Remote Supervision, or allowing responsible
pharmacists to be responsible for more than one pharmacy at a
time, and responding robustly to relevant consultations, such as the
GPhC guidance on the Safe and Effective Pharmacy Team.
Responsibility for safety sits with the pharmacy regulators
in Belfast and London, and following the launch of the PDA’s
Safer Pharmacies Charter last year, a statement from the British
pharmacy regulator, the GPhC, claimed that, ‘The key points set
out in the PDA’s charter reflect a number of the standards that we
set for registered pharmacies and pharmacy professionals. These
standards include making sure that there are enough staff, suitably
qualified and skilled, for the safe and effective provision of the
pharmacy services provided, that staff can comply with their own
professional and legal obligations, and that staff are empowered to
raise concerns.’
Alima Batchelor further explained, ‘We are disappointed that
we have even had to produce a charter of such basic standards, but
these survey results and feedback from pharmacists shows why it
was needed.
‘Our members are passionate about patient safety, however
these standards are not something they can directly control;
employers need to do more and the regulators need to make sure
that they do.’
Keeping patients safe is key to the role of every pharmacist.
But less than safe working conditions risk harm to patients, as well
as damaging consequences for pharmacists – such as impacting
on their physical or mental health. PDA members produced this
charter of seven commitments to improve safety and care for
patients, through better working conditions in UK pharmacy
practice.
Paul Day concluded, ‘The commitments in the charter should
be standard practice whenever and wherever pharmacy work is
carried out. We actively encourage other interested parties to
endorse the charter, and those who own or manage pharmacies to
adopt the charter and ensure the commitments are fulfilled in their
pharmacies.’
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EPILEPSY

PULLING NO
PUNCHES
According to Epilepsy Action, only
52 per cent of people with epilepsy
in the UK are seizure-free –
however, it’s estimated that 70 per
cent could see their absence with
the right treatment. NIHR's Sarah
Nelson explores how tapping
into the pulse of innovation and
skillmix is helping to dismantle
this statistic.
Modernity vs tradition: a formidable battle which has
eclipsed even that of a boxing brawl between Mayweather
and McGregor. Be it the familiarity of a leafed-through
paperback pulling punches against the ease of an iPad
reading app; or a visit to your friendly travel agent squaring
up against the appeal of an online booking platform, the
conflict shows no sign of subsiding.
As we know, the health profession is a glaring example of
innovation’s influence – but how is it helping an arena like
epilepsy where treatment has, for so long, been peppered
with misdiagnoses and misinformation? Given that it’s now
the most serious neurological condition in childhood – it
affects 112,000 people aged 25 and under in the UK, and on
average one child at every primary school and five at every
secondary school will have been diagnosed with epilepsy – it
may be time to untangle our ties to the old and look towards
the new.
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A SURGICAL SOLUTION?
The potential of innovation to reshape epilepsy-related
service provision has particularly been steered via the arrival
of new life-saving surgery options for young people with the
condition.
In a study funded by Action Medical Research, new
revelations home in on the impact of the combined scans of
Electrical Source Imaging (ESI), Electroencephalography
(EEG), and functional MRI (f MRI) – ESI/EEG-Fmri.
Dr David Carmichael, Reader in Neuroimaging and
Biophysics at UCL Great Ormond Street Institute of Child
Health, has been looking into improving imaging techniques
which allow doctors to identify brain areas which cause
seizures.
He, alongside his team, employed a child-friendly
protocol, scanning 53 children without sedation or
anaesthetics, measuring EEG and f MRI at the same time.
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EPILEPSY

They first created an ESI map using EEG data to pinpoint
where the epileptic activity was coming from. They then
combined both the EEG with f MRI to create an EEGf MRI map of the epileptic activity. In doing so, this gave
a much more accurate profile of the area causing seizures
which potentially will help surgeons to further improve the
outcome of epilepsy surgery. The ESI and EEG-f MRI can
then be controlled.
Additionally, the area causing seizures was accurately
localised by combined ESI/EEG-f MRI (in 92 per cent) and
ESI (in 82 per cent), which, it is hoped, will help surgeons
and further improve outcome of epilepsy surgery.
Hot on the heels of the results being reaped, Dr
Carmichael is looking to the future – suggesting that the
NHS, as well as private specialists, should consider this
method as part of their long-term investment and care plans
for epilepsy surgical candidates.
‘Our research is expanding so we could be able to help
more young people,’ he added.
‘However, as the UK’s health system continues at looking
into cost management, investing in a combined ESI/EEGf MRI scan could save long-term costs associated with having
epilepsy.
‘By analysing the results we’ve seen, the combined ESI/
EEG-f MRI scan can offer a chance for children and young
people with epilepsy, where standard MRI has failed.’
Weighing up the new findings, Carol Long, CEO
of Young Epilepsy, commented, ‘This research is hugely
significant. More young people could now be considered
for surgery; a life-changing opportunity to spend their
adulthoods with much reduced, or no seizures.’

COOL STORY
Also charging ahead has been the prospect of change to
earlier epilepsy treatment, and in line with this, a new study
published in the journal, Epilepsia, and led by Marianne
Thoresen, Professor of Neonatal Neuroscience, from the
Bristol Medical School: Translational Health Sciences at
the University of Bristol, has indicated that cooling babies
deprived of oxygen at birth (perinatal asphyxia) can reduce
the number of children who develop epilepsy later in
childhood.
Known as therapeutic hypothermia, a cooling treatment
has been developed and delivered for newborns who suffer a
lack of oxygen during birth. And in order to assess its impact,
for up to eight years, the researchers followed 165 infants
who were born in the South West and who received the
therapy.
Explaining the positive ramifications associated with the
research, Professor Marianne Thoresen explained, ‘Even if
we account for a lesser severity of perinatal asphyxia, our
research has shown that therapeutic hypothermia reduces the
number of children who develop epilepsy later in childhood.
‘Cooling treatment also reduces the number and severity
of cerebral palsy and increases the number of patients who
survive normally.’

A DIFFERENT TAKE
How we approach epilepsy is obviously hugely impacted by
the nature of the condition itself – and it’s important to bear
in mind that research and revelations in this area keep rolling
on.
In particular, when it comes to epilepsy’s physical
changes, they may be more widespread than previously
accepted in that – as indicated by research delivered by UCL
and the Keck School of Medicine of USC – thickness and
volume differences can be identified in the grey matter of
several brain regions. The brain abnormalities which the
researchers identified were subtle, and have not yet been
implicated in any loss of function.
‘We found differences in brain matter even in common
epilepsies that are often considered to be comparatively
benign. While we haven’t yet assessed the impact of these
differences, our findings suggest there’s more to epilepsy
than we realise, and now we need to do more research to
understand the causes of these differences,’ said the study’s
lead author, Professor Sanjay Sisodiya (UCL Institute of
Neurology and Epilepsy Society).
The team found reduced grey matter thickness in parts
of the brain’s outer layer (cortex) and reduced volume
in subcortical brain regions in all epilepsy groups when
compared to the control group, while reduced volume and
thickness were associated with longer duration of epilepsy.

EPILEPSY IN FOCUS
• Every day 87 people are diagnosed with epilepsy
• One in every four people newly diagnosed with epilepsy is
over the age of 65
• There are around 60 different types of seizure and a person
may have more than one type. Seizures vary depending on
where in the brain they are happening
• For some, seizures are life-threatening: 1,000 people die
in the UK every year because of their epilepsy. As many as
400 of these deaths could be prevented. Around half of these
1,000 deaths are from sudden unexpected death in epilepsy
(SUDEP), in which someone with epilepsy dies and no
obvious cause of death can be found
• Deaths in people with epilepsy have increased by 70 per
cent and people with the condition now die on average eight
years earlier than the rest of the population, according to
new figures from Public Health England (PHE), published
in February 2018
• PHE also found that people with epilepsy are three times
more likely to die from their condition if they live in a
deprived area
Epilepsy facts have been obtained from Epilepsy Action.
For more information, visit www.epilepsy.org.uk.
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PAIN

A PAIN IN THE TECH
Turn the page of a newspaper, or switch on the nightly news,
and it’s likely you’ll see the millennial ‘mystery’ addressed, as
researchers attempt to identify just what makes this
demographic cohort tick. One widely-accepted observation
regards the group’s social media habits – and reliance on
having access to information at the touch of their fingertips.
However, this online connection, and the merits of its
convenience, comes at a painful cost.
AS SEEN ON SCREEN
Since the announcement of its release by Steve Jobs in 2010,
the iPad has produced a new communication pathway; a
fuss-free source for how we locate different material; and,
simultaneously, a host of problems for its users. In particular,
‘iPad neck’ – a persistent pain in the neck and upper shoulders
caused by slouching or bending into extreme positions while
using tablet computers – is a growing problem, and the basis
for a recent study published in the Journal of Physical Therapy
Science.
The findings secured by the University of Nevada, Las Vegas
(UNLV), research show that:
• ‘iPad neck’ – sometimes referred to as ‘tablet neck’ – is
usually associated with sitting without back support, such as
on a bench or on the ground, or slumping over the tablet while
it rests in the user’s lap. Other postures significantly associated
with pain included using tablets while lying on the side or back
• The condition is more prevalent among young adults than
older adults
• Those with a history of neck and shoulder pain reported
experiencing more neck and shoulder symptoms during tablet
computer use
• The most frequently reported symptoms were stiffness,
soreness, or aching pain in the neck, upper back / shoulder,
arms / hands, or head. Most (55 per cent) reported moderate
discomfort, but 10 per cent said that their symptoms were
severe, and 15 per cent said it affected their sleep
Representing the rate at which the effects of technology
like this may take its toll, UNLV Physical Therapy Professor,
Szu-Ping Lee, lead author of the study, said that the results
concern him – especially given the growing popularity of tablet
computers, e-book readers, and other connected devices for
personal, school, and business purposes.
‘Such high prevalence of neck and shoulder symptoms,
especially among the younger populations, presents a
substantial burden to society,’ he commented.

A GENDER ISSUE?
Casting a light on the suffering of females which may be
induced by their technology obsession, it’s been revealed
that women were 2.059 times more likely to experience

musculoskeletal symptoms during iPad use than men.
According to the researchers, the pain disparity among
genders might be explained by size and movement differences
in that women’s tendency to have lower muscle strength
and smaller stature (for example, shorter arms and narrow
shoulders) might lead them to assume extreme neck and
shoulder postures while typing.

THE RIGHT CALL
When extending a helpful hand to patients as to how to ease
the muscular pain instigated by this tablet and smartphone
usage, Professor Szu-Ping Lee suggests distributing the
following advice:
• Sit in a chair with back support
• Use a posture reminder device. Also known as ‘posture
trainers’ or ‘posture coaches’, these small, wearable devices
adhere directly to the skin or clip on to clothing and beep to let
you know when you’re slouching
• Take a stand. Place your iPad on a stand (rather than a flat
surface) and attach a keyboard in order to achieve a more
upright posture when using your tablet
• Exercise to strengthen neck and shoulder muscles. This is
particularly important for women who experience neck and
shoulder pain

HOLD THE PHONE
Published towards the end of last year, Deloitte’s seventh
annual mobile consumer survey, State of the Smart, provides us
with a comprehensive insight into device usage habits of 4,150
16-to-75-year-olds who are UK smartphone owners.
As demonstrated by the data, muscle pain in this form is
one for caution, and shows no sign of abating, due to these
revelations:
• 85 per cent of respondents – 41 million people – now own or
have access to a smartphone
• More than half admit to using their phone while walking; 4.5
million while crossing the road
• 55-to-75-year-old ‘silver swipers’ are the fastest-growing
adopters of smartphones
• More than half (53 per cent) of 16-to-75-year-olds in the UK
use their smartphones while walking
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MYALGIA: A
MYSTERY OR
JUST A MISERY?
A significant subset of chronic conditions are tethered
to the hallmark symptom of muscular pain. Walter
Llewellyn McKone, DO, helps NIHR further explore
the layers behind myalgia, and addresses the problem
which relying on an evidenced-based approach to pain
treatment may pose.
– and at least 30 per cent of GP consultations,
and 10.8 million days, are lost due to these
conditions. (Source: NHS England) As you
can imagine, the broad term ‘musculoskeletal
dysfunction’ will always include muscular
pain. Such a large percentage of time and
money spent on diagnosis, rehabilitation, and
treatment makes muscle pain the most costly
of conditions.

WHAT’S IN A NAME?

Walter Llewellyn McKone
Musculoskeletal conditions account for onein-four of the adult population – 9.6 million

Various terms are used for muscle pain,
including: myofascial dysfunction, muscular
myalgia, muscle pain syndrome, somatic
dysfunction, and fibromyalgia to name a few.
Generally, the diagnosis is based upon the
case history specific to the patient and is a
broad generalisation.
The musculoskeletal system is the main
source of neural input and output of the
central nervous system. As the largest system
of the body, it produces the most waste

and uses the most energy more than any
other system. With its infinite amount of
movement possibilities, it’s therefore the most
vulnerable of all the body systems. Sometimes
termed the soma, the muscle component is
in a constant state of tone, moving between
various degrees of contraction and relaxation;
never resting at a systemic level.
Locally, states of muscle pain broadly
include infection, injury, or metabolic
disorders. Most diagnoses are based on
empirical clinical presentations before any
further tests are required. Bacterial infections
tend to be diagnosed on anatomic location
and causative organism. These may include:
abscesses, Staphylococcus aureus myositis,
and group A streptococcal necrotising
myositis. Fungal myositis is uncommon. Viral
myositis tends to be systemic as in influenza.

INSIGHTS INTO INJURY
Muscle pain due to injury may present as a
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result of tears, crushing, contractions, or a
combination of all three.
Tears are due to a combination of age,
overuse, degeneration, and sport. With
increasing age, muscle structure will weaken,
leaving the patient vulnerable to local
pain and discomfort. Overuse in certain
occupations will slowly lead to degeneration
of muscular tissue, resulting in pain and
inflammation. Naturally, this depends on
intensity and repetition. Degeneration is
a broad clinical finding related to age and
overuse. Sports-related muscle pain due to
tears is usually the result of excessive loading.
Discolouration or bruising due to bleeding
will be a local sign accompanying the
symptom of pain.
Crushing injuries tend to be due to direct
trauma as in road traffic accidents, violence,
and sports. However, as in all crushing
injuries to muscle, it’s not just muscle that
is involved. Deep bleeding may lead to
haematoma, a clotting of blood within
the muscle. Neural damage will present as
anaesthesia, pins, and needles, and even pain
and weakness at a distance from the site of
trauma. Lymphatic disturbance can result in
oedema locally or, again, at a distance.
Contractions are due to maintained
increased tone (hypertonia) where vascular
supply is compromised. The patient will
generally be aware of the symptoms after
a period of rest due to poor clearance of
metabolites, leading to sustained irritation
of muscle tissue. Fasciitis should be included
in the contractions as this takes time as a
presentation.
Commonly occurring in the hands, legs,
and feet, fasciitis is often misdiagnosed as an
‘overuse’ injury. Contraction of myofascial
tissue due to sudden and excessive activity, as
in sport, is the most common cause. Typically,
palmar and plantar fasciitis are due to alcohol
abuse and over-training, respectively. Fascial
tissue with muscle presents as a perivascular
(fine) inflammation with the skin becoming
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hidebound, taut, and indurated.

other findings.

FIBROMYALGIA

ALCOHOL AND DRUGS

In the case of fibromyalgia, the jury is still
out. It presents as muscle fatigue and pain
systemically in a low grade chronic form.
Typical presentations include: diffuse
muscle ache, joint stiffness, sleep disturbance
with multiple areas of tension, tenseness, and
tenderness. Originally the term fibrositis was
coined to represent muscular tender nodules
deep in the muscular tissue. The patient
tends to present with muscular tension-type
headaches, loss of weight due to decreased
appetite, and even dehydration. It is also
associated with long-term deep anxiety and
depression.

Alcohol and drug abuse will be associated
with systemic weakness and wasting. With
further abuse, myopathy will be associated
with muscle pain, necrosis, fatigue, headache,
irritability, insomnia, and even a jaundiced
look in severe cases.

METABOLIC DISORDERS
Metabolic disorders or myopathies may be
genetic or constitutional, where wasting
and weakness locally may be the initial
presentation of a future primary systemic
presentation. Additionally, these can be
endocrine myopathies in cases of Cushing’s
syndrome and corticosteriods, thyroid
disease, alcohol, or drug abuse.

CUSHING’S SYNDROME
Cushing’s syndrome or disease is the result of
a pituitary adenoma (gland tumour) located
in the pituitary gland at the base of the brain.
Excessive production of adrenocorticotropic
hormone. Symptoms will include muscle
weakness, acne, and round face.

THYROID DISEASE
Thyroid disease resulting in multiple
myopathies can occur due to an over or
under-functioning thyroid gland. There are
generally four types: hypothyroidism, too
little thyroid hormones; hyperthyroidism,
too much thyroid hormones; enlargement of
the thyroid gland; and tumours which can
be cancerous or benign. All can begin with
muscular pains but will be associated with

LET’S TALK ABOUT TREATMENT
With the advent of a more evidence-based
approach to treatment protocols, this has
brought its own problems. Research has
become so evidence-based as to leave a trail
of abstract generalities where decisions as to
what is ‘best’ relies purely on the experience
of the individual clinical practitioner. General
muscle pains, regional and systemic, are
subject to a range of interventions, such
as general and local steroids, antibiotics,
exercise, trigger points, heat and cold,
manipulation, and massage, to name but a
few. Present clinical practice is always based
upon a combination of individual clinical
experience and the best evidence which
ultimately means that no two patients can be
treated in the same way.

About the Author

Walter Llewellyn McKone, DO, (www.
waltermckone.com) is an Osteopath
with over 30 years’ experience.
Walter practices in North London,
and is an international lecturer and
author. He is represented by Keith
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TRUST ME, I’M A
DOCTOR – BUT THIS
IS NOT A JOKE!
The general public’s current heightened awareness of healthcare provision
may have its benefits – but it’s also opened up the real possibility of mistrust.
Dr Gavin Lavery considers this crisis of confidence and the long-term effects it
may inflict on the sector.
Dr Gavin Lavery is a Consultant in Critical Care Medicine, Quality Improvement Trainer at Belfast
Health & Social Care Trust, and a graduate of the Intermountain Institute of Healthcare Research.

Gavin Lavery
On a recent journey, I was able to observe
behaviour in fellow travellers that intrigued
me. I was travelling on a well-known budget
airline and all was well… until the boarding
gate. The electronic board indicated
‘Boarding’ for 15 minutes until it was then
switched off. Shortly afterwards the ‘Time of
Departure’ was also removed and then, after
a further 15 minutes of electronic limbo,
a new departure time 90 minutes after the
scheduled departure was posted. When we
did eventually move through the boarding
gate, we were asked to wait as our plane still
had in-coming passengers and luggage onboard – 70 of us stood on the taxiway for 20
minutes while our plane, which had only just
arrived, was emptied and cleaned.
On the return leg, we saw similar
practices. The boarding indicator was
illuminated at around the expected time and
most passengers stood to form an orderly
queue. Despite no further progress, the
boarding indicator remained illuminated for
30 minutes at which point the passengers
disembarking our plane could be seen
entering the terminal – the boarding sign had
been switched on before the plane had even
landed.
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At no point, in either scenario, was
any information given (until the pilot’s
apology just prior to take-off ). No passenger
approached the desk for information, or
exhibited any obvious frustration or anger.
I could only assume the passengers: (i) were
‘very chilled’, and / or (ii) felt it unnecessary
or pointless to complain, and / or (iii) had
expected these events and were resigned to
their fate. From the airline’s perspective, such
an unquestioning approach, while convenient
in the short-term, would over the longer-term
lead to disconnection, complacency, and
failure to learn. An unquestioning approach
therefore does not serve the public well.
I mentally compared the above with how
interactions between healthcare staff and the
public are currently changing. At the outset,
let me agree that sometimes care for patients
falls far short of what is expected – and what
most clinicians would aspire to deliver and
that sometimes this is due to the direct
actions of staff.
Deliberate mistreatment of patients
and negligent practice must be identified,
condemned, and the those involved held to
account. My observations below do NOT
apply to such situations.
However, in contrast to the mindset of
travellers describe above, I believe that
increasing numbers of the public;
• Assume many healthcare staff are NOT doing
a good job and require to be closely watched
• Assume that if an outcome is less than that
hoped for, then someone must be at fault
This is at odds with the waves of support
shown by society at large for the NHS as
it reaches its 70th year in existence. But
on an individual level, increasing numbers
of patients, and particularly families, are
taking a questioning, and sometimes hostile,
approach in their interactions with healthcare
staff from the outset. While this is by no
means common, it is growing, fuelled by fear

generated by stories in the media.
While some of these stories do centre on
individuals who deserve censure, most are
the result of lack of staff, resources,
insufficient funding, or genuine human error
in outdated systems which are built on the
assumption that careful staff do not make
mistakes.
On a bad day, it may appear to healthcare
staff that patients and families believe them
to be uncaring or less than competent. It
then follows that patients, or more often
their next-of-kin, are going to check,
question, and demand as they try to ensure
delivery of ‘proper care’. Some staff today
talk of patients / families recording
consultations or discussions on their
smartphones, or photographing the bedside
chart, drug Kardex, or bedside environment.
While at times such behaviour may be an
attempt to understand better or to relay
information to others in the family, it is
sometimes driven by a suspicion that
‘something bad’ has happened or will
happen. This has a number of unintended
damaging effects on staff, patients and their
families, and the system. It is an unpleasant
environment in which to work, especially for
those who pride themselves on being personcentred. It effects morale, and therefore
retention and recruitment. Those that will
leave first may well be those that entered the
professions with the strongest vocation to
help others.
Fewer staff means more pressure on the
staff that remain, increasing fatigue, further
lowering morale, and reducing the ability to
be compassionate. It is difficult, particularly
for younger, inexperienced staff, to meet and
converse with those who are challenging and
suspicious. The instinct to avoid such
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interactions will increase the likelihood of
poor communication, and therefore poor care
for the patient. Paradoxically families who
set out to ‘fight’ for proper care may actually
reduce the likelihood of receiving it – but not
due to any deliberate actions by staff. Such
family groups may come to feel even more
alienated and unhappy because staff are
fearful of engaging with them. Meanwhile,
the staff feel besieged and under threat.
There is an increasing expectation that
the consultant-in-charge will be available to
answer questions whenever this is convenient
for relatives. In ICU, it’s not uncommon
to spend 30 minutes or more discussing
a patient’s condition, clinical plan, and
prognosis with next-of-kin because it’s likely
to be a complex and upsetting situation.
These discussions are often led by the
senior doctor, but also on occasions by
experienced trainee doctors. Some families
insist on daily updates by the senior doctor
and we usually comply as we attempt to
understand their concerns and de-escalate any
areas causing friction or discontent.
However, imagine if all 20 ICU patients
had families insisting on daily updates (these
discussions are often prolonged and require a
senior doctor since they are particularly
challenging). The entire working day would
be filled with discussions with no time to
assess, manage, and treat the patients – the
equivalent to quizzing the airline pilot and
cabin-crew about their practices and safety
measures so that every plane missed its
takeoff slot. Again, for balance, I would stress
that clinicians must do more to truly involve
patients in their care, and be more open to
answering questions about choices in care.
But that is a different dynamic and
relationship to the one I describe above.
This constant unrelenting need to
answer, confirm, and reassure is draining for
staff, particularly nurses since they have the
greatest contact with patients and families.
This has resulted in the need to document
almost every facet of care – some of which
used to be assumed. This in turn leads to
staff, particularly nurses, spending
increasing amounts of their time
documenting care delivery. Thus the need
to prove care was delivered actually reduces
the time devoted to care!
Another consequence of what I
will term ‘loss of trust’, is the growth of
‘defensive medicine’ – staff ordering tests and
investigations which are very unlikely to yield
useful or relevant results. This is seen as
important in preventing potential
accusations of poor care or delayed diagnosis,
but adds to the burden on patients, and
increases waiting times and costs. Even the
majority of (trusting) patients suffer because

many medical teams have changed their
routine behaviour in response to a
population perceived less trusting and more
litigious. Again, these decreased levels of
trust negatively impact clinicians (less job
satisfaction, increased sense of professional
threat, more work), the patients (more
investigations, avoidable worry, longer
waiting times to be seen), and the healthcare
system (slower patient flow and higher costs).
In this climate, the public may place their
hope in others when conventional medicine
does not give the answers and reassurances
they seek. It appears to be a parallel to the
mantra ‘we have had enough of experts’ which
surfaced during the EU referendum campaign
in the UK. Across the globe, many private,
profit-driven organisations are attracting
patients by offering non-evidence-based
treatments, unavailable from conventional
healthcare and at odds with the expert (but
now less accepted) opinion of mainstream
clinicians. These organisations charge huge
fees ($5 to 10,000 per month) for treatments
which have no recognised scientific or clinical
validity. Often the costs are met through
media campaigns and crowd-funding, with
few feeling able to question the patient
benefit of the donations and unaware of
where the money goes.
One of the most well-documented of these
organisations is The Burzynski Institute (1)
in Texas which markets its controversial
‘antineoplaston therapy’ to cancer patients.
The organisation and its founder have
been the subject of numerous legal and
regulatory actions, and was the subject of a
BBC Panorama programme in 2013 entitled,
‘Curing Cancer or ‘Selling Hope’ to the
Vulnerable?’ In 2015, the Houston Press
named Burzynski among ‘The 10 Most
Embarrassing Houstonians’, accusing him of
being, ‘Truly an embarrassment to such a
medical city where some of the best cancer
medicine in the world is performed.’
While not directly related, I believe
this loss of trust in clinicians may also have
influenced the case of Dr BG, a trainee
paediatrician, tried and convicted of
manslaughter after the death of a six-year-old
boy from severe sepsis in 2011. Later this led
to the doctor being struck-off by the General
Medical Council, a decision upheld on appeal
because the original decision by the jury set in
train a seemingly unstoppable juggernaut.
(2) The jury heard that Dr BG had just
returned to work after a prolonged absence
but, on the day in question, was working in a
clinical area which was medically grossly
understaffed, with problems regarding senior
medical cover and laboratory back-up. She
was doing the work of at least two doctors
and did not have a break for more than 11

hours while on duty.
There were many other confounding
factors in the case, including inappropriate
administration of medication (of which Dr
BG was unaware); the child’s improvement
under Dr BG’s care before a later
deterioration after he had been transferred to
another ward. Despite Dr BG’s excellent
record as a student and doctor to that point,
the jury, 12 members of the public, decided
that she was criminally negligent in the case.
While this was supported by one expert
witness during the trial, a large number of
expert clinicians, who have subsequently
reviewed the case, would strongly disagree.
As I write this, there is another media
story suggesting deliberate serious harm to a
large number of patients. If the facts justify it,
the practitioner(s) involved should be subject
to professional censure and, if appropriate,
the criminal justice system. But this should
not distract us from the fact that most
clinicians strive to, and succeed in, delivering
good care, often in unfavourable
circumstances. They deserve to be trusted and
not categorised alongside a small minority
who fail their patients through intent or lack
of compassion or application.
In conclusion, an approach as
unquestioning and passive as that which
originally stimulated this piece would be
inappropriate and unhelpful in something as
central to our world as healthcare.
Constructive feedback and challenge is
important to maintaining and improving
quality. In contrast, a climate in which
most decisions are challenged and the starting
point for interaction is one with little or no
trust, will destroy our healthcare system and
not serve our patients well. The worry is
that while still not an everyday occurrence,
this pattern of behaviour is growing. For 30
years as a clinician, I have been fortunate to
enjoy the trust and confidence of my patients.
It has helped my morale and I believe has
made me a better and more caring doctor. I
would ask that we maintain the assumption
that all staff are caring and competent unless
there is specific reason to believe otherwise.
The next generation of clinicians deserve it.
They, and their patients, will benefit from a
relationship of trust.
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ARE WE TAKING COELIAC DISEASE
SERIOUSLY ENOUGH?

Led by celebrity endorsement, following a gluten-free diet, with its perceived health benefits around
weight loss, is a growing trend. Unfortunately, for those with coeliac disease a gluten-free diet is not a
lifestyle choice. Failure to comply with a life-long gluten-free diet has the potential to increase the risk
of both short-term, and, more worryingly, long-term complications. Advanced Practice Dietitian, Joy
Whelan, explores the condition and discusses approaches in its management.

Joy Whelan

Coeliac disease, a life-long autoimmune disorder, which causes
the flattening of the villi in the mucosa of the small intestine, is
due to the body’s response to gluten; a protein that is found in
wheat, barley, and rye. It is present in any food or drink made
from, or containing, these grains, such as bread, pasta, pizza
bases, cereals, flour, cakes, pastry, and biscuits. It can also be
found in processed foods, such as soups, sauces, sausages, and
ready meals.
Undiagnosed or ongoing deliberate or inadvertent gluten

COELIAC DISEASE KEY FACTS
• Coeliac disease, an autoimmune disorder, is due to
the body’s response to gluten, a protein that is found in
wheat, barley, and rye
• The prevalence of coeliac disease is one per cent, with
an average diagnosis rate of 0.25 per cent
• It takes an average of 13 years for a diagnosis to be
made
• A simple blood test is available to screen for coeliac
disease, followed by a duodenal biopsy (the gold
standard test for diagnosis in adults)
• A strict life-long gluten-free diet is the only current
way to manage this disease
• Cross-contamination is a serious issue when even
minimal gluten has the potential to cause a reaction by
triggering an autoimmune response
• Long-term follow-up is known to increase adherence
and reduce the risk of complications, with dietetic-led
coeliac clinics being used as a successful method of
review
ingestion can lead to short-term issues, such as anaemia or
mouth ulcers, due to malabsorption of nutrients, such as iron,
vitamin B-12, or folate. Headaches, depression, gastrointestinal
issues, such as constipation, diarrhoea, reflux, or heartburn can
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also occur. Longer-term complications can include osteoporosis
and increased risk of fractures, respiratory problems, infertility,
neurological problems, lymphoma, or bowel cancer. A strict
life-long gluten-free diet is the only current way to manage this
disease, despite ongoing research for alternative treatments. (1) It
is an effective treatment, where villous atrophy can be reversed,
but it is a difficult and challenging diet to follow.
The increase in those following a gluten-free diet by choice,
or to manage symptoms in conditions, such as non-coeliac gluten
sensitivity, has created some benefits for those with medicallydiagnosed coeliac disease. Due to increased demand there is a
wider availability of specialised gluten-free products available in
most large supermarkets.
However, the downside that can, and does, occur is
in difficulties with eating out, and this is often quoted as
the most challenging part of the diet. An increase in those
following a gluten-free diet by choice, who then also have the
option to choose gluten-containing foods when they appear
more desirable, can lead to restaurants not taking it seriously
enough with the concept that this ‘fad’ diet is by choice for
everyone. Cross-contamination is a serious issue when even a
breadcrumb has the potential to cause a reaction by triggering an
autoimmune response. Separate food preparation areas, separate
utensils for preparing foods, and separate oil for cooking foods,
are all important issues to ensure that cross-contamination does
not occur, but are time-consuming and have cost implications for
food establishments needing to make a profit. To consider those
with coeliac disease as avoiding gluten as a lifestyle choice is not
just infuriating, but dangerous, and has the potential to increase
the risk of complications. It would be beneficial for the catering
industry, health professionals, and the general population to gain
a greater awareness of this.

IMPORTANCE OF EARLY DIAGNOSIS AND LONGTERM FOLLOW-UP OF THOSE WITH COELIAC
DISEASE
It is widely accepted that the prevalence of coeliac disease is
one per cent, with a diagnosis rate of 0.25 per cent, meaning
that an estimated half a million people in the UK are living
with undiagnosed coeliac disease. It is also known that it takes
an average of 13 years for a diagnosis to be made (1), leading
to severe health problems for many people, e.g. in neurological
cases, the longer symptoms go untreated, the more likely
there will be no, or limited, improvement in the neurological
condition. (2) Long-term follow-up of patients with coeliac
disease is recommended by National Institute for Health and
Care Excellence (3), Primary Care Society of Gastroenterology
(4), and British Society of Gastroenterology (5).
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Follow-up is known to increase adherence, and improved
adherence will reduce the risk of complications, reducing both
ill health to the patient, and ultimately cost to the NHS.

SYMPTOMS OF COELIAC DISEASE
• Symptoms of undiagnosed coeliac disease or ongoing
gluten ingestion can include:
• Malabsorption of nutrients (such as calcium, iron,
vitamin D, vitamin B-12, or folate)
• Headaches
• Depression
• Gastrointestinal issues, such as constipation, diarrhoea,
reflux, or heartburn
• Osteoporosis
• Respiratory problems
• Infertility
• Neurological problems
• Lymphoma or bowel cancer

A NORTHERN IRELAND PERSPECTIVE
In the Western Health & Social Care Trust (WHSCT), there’s
an average of 75 patients newly diagnosed each year.
With the present population of 328,500, and currently
2,100 people registered with coeliac disease, this relates to
0.63 per cent of the population. Therefore, the unanswered
question is whether this region has a higher than average
diagnosis rate due to increased awareness of the condition, or
whether we have a higher incidence than the rest of the UK.
Historically, in the WHSCT Dr Dickey, Consultant
Gastroenterologist, reviewed these patients, but with the
ever-increasing numbers and demands on the gastroenterology
outpatient department, a protocol was developed, and training
was undertaken which led to dietetic-led coeliac clinics being
set up in 2012. These clinics ran with ongoing support of the
consultant gastroenterologist. Temporary funding continued
intermittently until this year when recurring funding has now
been secured with future plans for this to occur regionally,
alleviating pressures in outpatient gastroenterology services
across Northern Ireland.
These clinics have been very successful, allowing a medical
and dietary review in one appointment. They have significant
cost benefits and have had favourable patient feedback.
They also have allowed the reengagement of patients lost to
follow-up through collaboration with the local Integrated
Care Partnership. Access to patient details coded with coeliac
disease was provided to update our coeliac database. From this
it was established that in the Northern sector of the WHSCT
35 per cent of patients with coeliac disease were lost to followup, and they are now in the process of being invited for review.
In addition to numerous studies, results from audit work
done in the WHSCT on 179 review patients provide evidence
as to why ongoing follow-up has benefits. All adult patients
in our trust receive a DEXA bone scan on diagnosis. 53 per
cent of patients had a normal initial bone scan, but 47 per cent
showed a degree of osteopenia / osteoporosis, needing ongoing
treatment and follow-up. These figures are comparable to
national figures. (6)
From blood testing at review it was found that, of those
already established on their gluten-free diet, 45 per cent had
low vitamin D levels, impacting on calcium absorption and
increasing risk of osteoporosis. Vitamin D deficiency is also

suspected of being a cause of chronic pain. 13 per cent were
found to have low iron, B-12, or folate levels. This shows that
low blood levels of micronutrients, even in those with treated
coeliac disease, is high, and the review process is an important
way of detecting and treating such deficiencies. 17 per cent
had an abnormal thyroid hormone profile, which included
those previously diagnosed with abnormal thyroid function
who needed their dose of thyroxine altered, and those with
newly-diagnosed thyroid problems.
It was also established from this audit that only 50 per cent
of those diagnosed with coeliac disease remain a member of
Coeliac UK, the independent charity dedicated to helping
those living without gluten. It is well-documented that a lack
of follow-up and lack of membership of a coeliac support
group affects adherence to the gluten-free diet. (7)
This is a surprisingly low number as all newly-diagnosed
patients are provided with advice and an application form to
join Coeliac UK at their initial dietetic consultation. Many
of these patients at their dietetic review appointment have
joined, so the issue appears that membership lapses over time,
either through the perception that there is a little benefit, or
membership fees are prohibitive. Either way it perhaps calls
into question the level of adherence to the gluten-free diet as
documented by Bebb. (7)

ROLE OF NHS PROVISION OF STAPLE
GLUTEN-FREE FOODS
• Provides an essential role in supporting patients adhere
to a strict, life-long gluten-free diet
• Maximises adherence and facilitates the prevention of
long-term medical consequences associated with nonadherence to the diet
• Supports individuals in meeting nutritional
requirements, as gluten-free foods on prescription are
fortified with calcium and B vitamins
• Gluten-free foods on prescription also provide a source
of energy, fibre, and iron
• Reduces the financial burden of purchasing gluten-free
products
• Ensures equitable access to gluten-free products

ROLE OF COMMUNITY PHARMACY IN
IDENTIFYING THOSE AT RISK AND PROVISION
OF GLUTEN-FREE FOODS
Community pharmacy has been found, by Coeliac
UK, to be an ideal place for identifying those at risk of
coeliac disease. Customers accessing over-the-counter or
prescription medications for irritable bowel syndrome, or
iron, vitamin B-12, or folate deficiencies could be provided
with information leaflets accessible from Coeliac UK (1),
or encouraged to take an online assessment on the Coeliac
UK website, (https://isitcoeliacdisease.org.uk/overview), or
those never tested before could be signposted to their GP.
They should always be advised not to remove gluten from
their diet before testing, and if already removed needs to be
reintroduced in more than one meal every day for at least six
weeks before testing. (3)
The testing process includes a screening blood test
checking for antibodies to gluten, IgA Tissue transglutaminase
(tTGA). IgA anti-endomysial antibodies which are more
disease specific will be tested automatically when tTGA
antibodies are present.
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Specific IgA deficiency (sIgAD) will be detected by this assay
and IgG anti-endomysial antibodies measured if sIgAD is
present. Positive blood tests need to be followed up with a
duodenal biopsy which remains the gold standard test for
diagnosis in adults.
The provision of gluten-free staple foods on prescription
plays an essential role in supporting people with this condition
to adhere to a life-long strict gluten-free diet. (8)
It aids adherence to the diet (9), helps to meet nutritional
requirements (in particular, energy, fibre, iron, and calcium),
reduces the long-term complications of non-adherence,
reduces the financial burden of purchasing gluten-free
products, and ensures access to gluten-free products for
those where supermarket availability is limited. (10) Glutenfree prescriptions do have cost implications, but it has been
calculated as approximately £195 a year per patient to support
such prescriptions. (1) Reducing the complications from longterm non-adherence will produce longer-term significant cost
savings, e.g the average cost to the NHS of an osteoporotic
hip fracture is £27,000. (11) This is significant given the high
risk of osteopenia and osteoporosis in this patient group. 87
per cent of patients with coeliac disease cited that access to
gluten-free food on prescription was an important factor in
maintaining the gluten-free diet, with 47 per cent citing it as
the single most important factor. (12)

SITUATION IN NORTHERN IRELAND
Since prescriptions in England have recently been reduced
to allow gluten-free breads and flour mixes only, the Health
and Social Care Board in Northern Ireland have clarified
their position that prescribing policy remains unchanged and
gluten-free food remains available on prescription, with the
continuing endorsement of Coeliac UK national prescribing
guidance. (12) Staple foods, including bread, bread rolls,
crackers, crispbreads, flour/flour mixes/bread mixes, oats,
pasta, pizza bases, breakfast cereals and the baking agent,
xantham gum, can be prescribed on a monthly unit basis
which is calculated based on age, sex, and average energy
requirements.
Currently in Northern Ireland each item is listed on
prescription, based on a PIP code, involving a GP visit, or
receptionist request each time a prescription needs modified.
This is time-consuming, tedious, and is not a cost-effective
method. It would be worth considering a regional pharmacyled scheme in Northern Ireland which would be ideally placed
to replace the current prescription process, which is less
than ideal, to a more cost-effective and convenient model.
A pharmacy supply of gluten-free foods could simplify the
process. When a diagnosis of coeliac disease is made, a letter
from the dietitian following their initial assessment, detailing
the recommended monthly units, could be taken directly
by the patient to the pharmacist where agreed products
and quantities to be supplied within the guidance could be
arranged. The pharmacy could control the gluten-free food
supply on a monthly basis. A list of all items currently available
on prescription is available on the Coeliac UK website. (1)

SITUATION IN SCOTLAND
In Scotland a Gluten-Free Food Service (GFFS) was developed
for adults and children. This centralised NHS gluten-free
prescribing service ensures equitable access to gluten-free
staple foods across the country for all patients with coeliac
disease. Gluten-free foods are accessed by patients directly
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from community pharmacies which leads to a saving in GP
time. Following an 18-month trial period, whereby a reduction
in inappropriate prescribing and cost stabilisation has occurred
as the number of units was closely monitored, the GFFS was
adopted as a permanent service within NHS Scotland in
October 2015. (13)

SITUATION IN WALES
In Wales, the national prescribing guidelines are followed
nationally, with the government supporting the ongoing
availability of prescriptions for staple items to help patients
optimise their nutritional status and maintain a healthy, wellbalanced lifestyle. (14) The cost of such provision represents
just 0.34 per cent of prescription spending in Wales, making
it one of the most cost-effective treatments for a long-term
condition in the NHS. (15)
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NHS AT 70: IT’S ALL SYSTEMS GO
With NIHR continuing to mark the much-loved institution that is the NHS
during its 70th year, and showcase the assortment of strands which
underpin its success, Chairman of the Health and Social Care Board, Dr Ian
Clements OBE, shares his story – in addition to his thoughts on the
achievements of the past, and challenges of the future.

Dr Ian Clements OBE
Sometimes, in order to look at where we need to go, we need
to look back at where we have come from. As we mark the
tremendous milestone of celebrating 70 years of the NHS, or
health and social care as we say in Northern Ireland, I wanted to
share a few thoughts.
A lot has changed since 1948, and there’s much to celebrate
over the last seven decades, such as today’s advances in medicine,
increased care in the community, sophisticated technology like
robots and telemedicine, and the development of integrated
care here in Northern Ireland. However, what hasn’t changed is
the principle of delivering the very best care, free at the point of
delivery, which meets everyone’s needs.
I worked at the coalface as a GP for nearly 40 years and have
seen significant change to how health and social care is delivered
during this period.
It’s clear that outcomes for major illnesses, such as cancer, heart
disease, and stroke, are much better now than they were decades
ago, and we can do even better over the coming years. There have
been some ground-breaking developments with new drugs and
advances that have transformed many people’s lives.
This is evident in many areas across the system, but they don’t
always hit the headlines!

HOSPITAL-BASED REVELATIONS
In our hospitals, two revolutionary new procedures have been
introduced during this last decade, namely, primary percutaneous
coronary intervention and thrombectomy, have significantly
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improved outcomes for heart attack and stroke patients here.
Over 40 per cent of heart attack patients here have a STElevation Myocardial Infarction (STEMI). This type of heart
attack happens when the blood supply to one of the heart’s arteries
is cut off completely as a result of a blood clot. To help treat these
patients, we now have two catherisation laboratories in Northern
Ireland, operating 24 / seven with very specialist teams treating
patients.
What’s special about this service is that when the ambulance
crew arrive, after the 999 call, they are trained to take ECGs (heart
traces) and if they suspect a STEMI heart attack, patients are taken
directly to one of these two labs based in either the Royal Victoria
Hospital in Belfast or Altnagelvin Hospital in Derry, depending on
which is closest at that time. This means that the ambulance will
bypass all other Emergency Departments en-route to the lab – this
gets patients the specialist care that they need more quickly.
Six hours after the patient has had their blocked artery treated,
they are transferred back to their nearest local hospital which has
a coronary care unit. This procedure is saving many lives, reduces
complications, speeds recovery, and shortens length of stay in
hospital for our patients which is to be welcomed. The outcomes
for patients has been remarkable – because patients are being taken
directly to specialist expert teams who are treating many more
patients with the same condition.
Another example of centralised specialist teams is the
thrombectomy service at the Royal Victoria Hospital which
removes clots that have caused a stroke.
There are almost 2,800 strokes each year here. Stroke is a
devastating condition and is the leading cause of acquired severe
adult disability in Northern Ireland.
About 40 per cent of patients with stroke will have a blockage
in one of the large vessels in the brain, and this group has the worst
outcomes. Up until a number of years ago, even with the best
medical treatment, including clot-busting drugs, three-quarters
of these patients would either not survive, or have to live with
significant disability.
A group of highly specialised doctors have recently developed
a technique known as thrombectomy which involves physically
removing the clot from the blocked artery. The team in the Royal
have developed expertise in this technique and have taken part in
one of the international research studies looking at this.
Over the last three years, the Royal, which is now one of the
leading centres in the UK, have used thrombectomy to treat about
150 patients with stroke. This includes patients admitted directly
and some transferred from other hospitals from across the region,
and the results are dramatic.
The team delivered 79 treatments last year, and plan to deliver
100 this year. For a service that is not 24 / seven, the number of
treatments being delivered is astounding for such a small specialist
team – this is certainly something to celebrate and to develop.
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prescription items. Not alone is this a reflection of the complexity
of modern healthcare, it is also testament to the efficiency of
service providers that the prescribing and supply of medicines has
met this increasing demand.

HOW CAN WE RISE TO THE CHALLENGE?

Photo of a pPCI treated County Donegal
patient Mr Donie Cronin (centre) in
Altnagelvin Hospital, Derry-Londonderry,
along with clinical personnel (left to
right), Bernie McCallan, Staff Nurse; Dr
Aaron Peace, Western Trust Consultant
Cardiologist; Dr Godfrey Aleong, Western
Trust Consultant Cardiologist; and Dr
Albert McNeill, Western Trust Clinical Lead
and Consultant Cardiologist
The number of patients with a good outcome after
thrombectomy is approximately double what we would expect
with normal treatment. To hear about patients and their families
being rescued from the devastating effects of a major stroke is very
rewarding.
It’s important that patients needing clot thrombectomy get to
the specialist team as quickly as possible. If there are delays, then
fewer patients will be eligible for treatment and the outcomes will
not be as good. For some patients, getting the best treatment as
quickly as possible may mean bypassing their nearest hospital.
No one likes change – we all like things the way they are – but
sometimes it’s better to get to a team of experts and go that little
bit further in the ambulance for certain specialist treatments which
will provide us with better results.

PROGRESS IN PRIMARY CARE
In primary and community care, again we have come a long way
since my GP days.
A range of new service improvements have been enhanced,
innovative projects developed, and new ways of integrated working
introduced. These include new initiatives developed by Integrated
Care Partnerships (ICPs), such as acute care at home, connecting
older people and those with chronic conditions to a range of
community and voluntary support; and support for those living
with diabetes through a new multidisciplinary community service
and an award-winning footcare initiative to help them stay healthy.
In addition, we have introduced many new initiatives
including; self-directed support, reablement, supporting living,
community care and treatment centres, family mental health hubs,
palliative care at home, and the introduction of a range of new care
pathways, such as the falls pathway.
Mirroring the complexity of healthcare has been the use of
medicines. At the establishment of the health service, there was a
very limited range of medicines that were made available. However,
during the intervening decades there has been an explosion of the
range of medicines that are now used. By 1990, we were seeing
15 million prescription items being dispensed by community
pharmacy each year. By 2018 this number had risen to 41 million

So, while we have these remarkable advances in acute, primary, and
social care, what’s clear is that we’re now facing new challenges and
we need to be prepared to address those challenges if our health
and social care system is to continue to transform people’s lives,
when they need it most, over the next 70 years. We must continue
the journey of reform in line with the direction set in Delivering
Together.
The decades ahead will see our demographics fundamentally
change – for the first time there will be more people over 65 than
under 16. The technology, drugs, and treatment advances I’ve seen
in the last decades will pick up pace, while there is unlikely to be
significant increases in our budgets.
As we move forward, we are living in challenging times with no
government, significant financial instability, longer waiting times,
coupled with the surge in demand on our services owing to our
growing and ageing population.
Our finite budget means that decisions are being made all the
time across our services. Some are more difficult than others. No
one wants to see the temporary closure of some of our services and
wards.
To enable continued reform, there are two major challenges
to address. Firstly, we must ensure that our acute hospital services
are dispersed across the region in the most clinically effective way,
delivering the very best outcomes for patients. I believe that this
process, while absolutely patient-focused, needs to be clinically-led.
Secondly, it’s really important that local communities continue
to engage in partnership relationships – patients and service users
working in collaboration with providers of services. Having a clear
understanding of the needs of the population, and ensuring that
communities understand and are involved in key decisions at key
times, will go a long way to delivering change and enhancing care.
I believe that we have, in recent years, created the foundations
for these partnership relationships, both at health economy level
and at the local community level. They’re both, in my opinion,
essential. Through the existing local commissioning groups,
stakeholder relationships are well-established and productive. Also,
through the ICPs, the implementation of new and innovative ways
of delivering care is well recognised.
Current evidence confirms that local planning and
implementation delivers sustainable improvements in the quality
of service provision to patients. There is no ‘one-size-fits-all’, and
while we should ensure outcomes for patients are consistent, local
delivery may look different in different localities. We have these
relationships well-founded. I hope and trust we build upon them.

THANK YOU
To conclude, I just want to pay a special tribute to our committed
health and social care employees across Northern Ireland.
Our dedicated staff continue to make a difference for people on
a daily basis, in the face of a lot of pressures. I thank each and every
one of you for all that you have achieved, and will continue to
achieve for health and social care in Northern Ireland over the next
seven decades. Be proud!
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NHS AT 70:
RAISING
THE CURTAIN
As well as honouring 70 years of the NHS in
2018, let’s also celebrate the other health
heroes who have made it a great success,
asserts Nora Smith, Chief Executive of CO3,
in her latest column.
The NHS has become so central to all our lives
that it’s hard to imagine what healthcare was like
before its creation. Today there’s a funding crisis
and everyone now accepts that fundamental
reform is necessary to ensure that it is as successful
in the 21st Century as it was in the last. And it
has been a great success. Just take the most telling
statistic of all: in 1948 life-expectancy for men
was 66, and for women, 71. Today it is 79 and 83
respectively.
Much has, and will, continue to be written
about this. But it must not be forgotten just how
much the voluntary sector has contributed to the
health service we have today.
In fact, before the NHS came into being,
charities provided around a third of all beds and
accounted for all the major teaching hospitals
of the day. Some of these dated back to the 18th
Century.
The arrival of the NHS meant that those
charities had to re-evaluate their roles. One of the
most striking examples of that process is the King’s
Fund, established in 1897 to raise funds for poor
people to be treated in hospital, and ultimately,
providing emergency beds. After 1948 it put its
money into promoting good practice, and then
taking on a research function. Today it is one of
the UK’s most important think tanks, helping to
guide policymakers into improving health and
social care.
Many other charities have superb research
capabilities that have, and are helping to,
revolutionise care. Since 1956 the MS Society has
invested £218 million into research. This work
Nora Smith
is critically important because medical science is
edging tantalisingly close to a cure.
The British Heart Foundation is the biggest independent funder of heart research in the UK.
In Northern Ireland alone it funded the great Frank Pantridge’s pioneering work in developing
the defibrillator, and is currently financing research at Queen’s, which hopefully will lead to a
breakthrough in the prevention or treatment of heart failure.
These projects matter – not just in helping to improve treatments, but to also help save money
from health budgets as well.
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Cancer Research is another charity which is making a
significant contribution to the advancement of medical
science. This is another exciting area for research as scientists
work to prevent cancers occurring, spot them earlier, and
improve treatments. The organisation has helped to ensure
that cancer survival rates have doubled in the past 40 years.
It recently co-funded the Francis Crick Institute, one of the
world’s leading research centres which is the size of 17.5
football pitches.
In 1911 Douglas Macmillan invested his £10 inheritance
from his father who died of cancer to set up an organisation
dedicated to prevent and relieve cancer.
Over the next century the charity blossomed into
Macmillan Cancer Support. Today it has many thousands of
health professionals, including the much-loved Macmillan
nurses, helping millions through their cancer journey. It has a
research function, it provides training and information, and it
supports people with cancer every step of the way.
Aside from the research that charities carry out they are
also prominent in providing social care – the bedrock on
which the NHS sits. Many are also powerful advocates for
client groups, helping to guide policy and giving vulnerable
people a voice.
Age NI is just one example. Its tireless advocacy led to the
setting up of the Commissioner for Older People in Northern
Ireland, which in turn has proved to be a formidable defender
of the rights of older people directly influencing health and
social policy to the public good. Many charities have helped to
raise the profile of mental health conditions, breaking down
stigma, and promoting understanding of a vital area which has
not enjoyed the funding and investment it deserves.
Others like Contact NI have not just provided counselling
services for people in crisis – they have also introduced global
best practice in dealing with suicidation and self-harm into
Northern Ireland.
The health and social care system in Northern Ireland is in
a process of transformation which will put people at the centre
of their own care. It will see a shift from treatment in acute
settings to a new regime where more and more people with
chronic conditions are helped to live independent, dignified
lives in their own homes.
This will not be possible without the involvement of
community and voluntary organisations providing specialist
support and expertise in partnership with the authorities.
Just one example of this in practice is the Clare Project
which started in the Mount Vernon area of North Belfast. It
is a profoundly simple and extremely effective project which
simultaneously enriches the lives of older, vulnerable, and
often isolated people, and saves the health service money.
The way that it works is that volunteers from the

organisation meet with older people and identify what they
need to be able to live independently at home. These are often
simple things like shopping, visiting the bank, or in some
cases, just providing a little company.
The end result reduces isolation and loneliness, helps
people to stay in their own homes for as long as possible,
and strengthens the community. The project has received
international attention, and this kind of community-based
care will be an important adjunct to health services in the
future.
There has been considerable research in recent years which
points to the devastating health impacts of loneliness. The
starkest statistic is that it increases the likelihood of mortality
by 26 per cent. It also has been estimated as being equivalent
to smoking 15 cigarettes a day. Lonely people are also more
prone to develop dementia and to become depressed.
Long before these findings emerged community groups
have been at the forefront of reducing isolation within their
neighbourhoods. Their work may not have been recognised in
the past. It should be now, and further funding is necessary in
order to help stimulate even more work to combat loneliness.
If we really are to help people live longer, healthier lives
then everyone agrees that there needs to be a shift from a
system dedicated to treatment, to one that also promotes
prevention, helping people to avoid lifestyles and diets that
put them at risk. In Northern Ireland the Public Heath
Agency does sterling work in this area. But its work is
supplemented by an array of campaigning charities who have
done so much to build and promote this agenda.
The promotion of healthy exercise, campaigns over air
quality and environmental damage, combatting alcohol
and drug abuse, the campaigns around sugary food, the
prevention of stroke, the long attritional war on the tobacco
industry. These are just a few of the vital issues championed
by our charities. This work will continue and will be critical
to achieving health objectives. The fact that charities are
independent of the system and enjoy high levels of trust make
them ideal partners in health promotion.
So, as we reflect on the 70th anniversary of the greatest
health institution ever created, we should also reflect on the
contribution that charities and great philanthropists have
made to it. After all – they valiantly did their best to shoulder
the burden before its creation and their work has informed,
guided, and supported it throughout its history. And as we
look forward to the reforms to come, we must remember that
a properly-funded, supported, and recognised voluntary sector
will be crucial to its full implementation to the benefit of all.
Here’s to the next 70 years!
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The role of the gut microbiota on allergy
development in early life
Nutricia presents the first in a three-part series of discussions around allergies in early life.
These articles will focus on the important role of gut microbiota in early life and the role of
pre- and probiotics in the prevention and dietary management of cow’s milk allergy (CMA).

In the grip of a pandemic
The prevalence of allergic diseases, such
as food allergy, atopic eczema, allergic
rhinitis and asthma, are rising dramatically
worldwide in both developed and
developing countries, affecting 30–40%
of the population.1 The global rise of
food allergy is particularly problematic
in infants, who are bearing the greatest
burden of this rising trend.2

CMA is one of the most common
childhood food allergies affecting up to
5% of the population.3 Although most
infants with CMA outgrow their allergies
by school age, an increasing number may
have persistent symptoms or develop
other allergic conditions over time, also
referred to as the allergic march.2-4

Gut microbiota and the immune system
Microbial interactions are important
drivers in the maturation of the immune
system, with 70–80% of immune cells
residing in the gut.5 The gut microbiota
provides many useful functions including
protection from harmful pathogens,
strengthening the body’s immune
defences and performing vital metabolic
tasks.6 The immune system develops
quickly during the first 1000 days of life;

developing and maintaining a balance
between the gut microbiota and the
immune system is essential to maintain
health, especially in infants and children.7
The development of allergic diseases is
influenced by genetic, environmental
factors and transmission from the
mother to the fetus. These play a critical
role in the development of the immune
system and the gut microbiota.

The key for allergy
management today is
targeted exposure in
a controlled microbial
environment.
Professor Nikos Papadopoulos,
Paediatric Allergist

Factors which influence gut microbiota in early life8–10
• Gestational age
• The maternal environment
• Delivery mode (vaginal or caesarean)

• Nutrition (breast vs. formula
feeding)
• Use of antibiotics

• Diet
• Air pollution

The impact of gut microbiota dysbiosis on health and the development of allergy
The gut of a healthy breast-fed infant is
typically dominated by bacteria of the
Bifidobacterium species. These species
are first transmitted from the mother
during birth and via the breast milk.11,12
In addition to bacteria, breast milk also
contains non-digestible oligosaccharides
that are readily consumed by these same
species of Bifidobacteria. By contrast,
C-section delivery, use of antibiotics
and formula-feeding can lead to a loss
of these beneficial microbial organisms,
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and the expansion of pro-inflammatory
pathobionts, many of which are species
of Proteobacteria or Clostridium, e.g.
C. perfringens and C. difficile.11,12 These
changes result in a shift in metabolic
capacity, and activity of the gut
microbiota and can lead to health
consequences in later life.13
Disruption of the gut microbiota in early
life has been linked with numerous
clinical disorders e.g. asthma, metabolic

syndrome, cardiovascular disease and
obesity.14 Many studies have shown that
abnormal gut microbiota trajectories
in infants may delay the development
of oral tolerance and these play an
important role in the development of
food allergies, such as CMA.15 Infants
with food allergies such as CMA have
been shown to have low levels of
bifidobacteria and lactobacilli in their
gut microbiota compared with healthy,
breast-fed infants.16

Nutritional support for
infants with CMA

Homeostasis

Nutritional support is an essential part
of the clinical management of infants
with CMA.
CMA can present with a variety of
symptoms, generally affecting the
respiratory tract, the skin and the GI
tract. It is classified according to the
different immune responses, which
include IgE-mediated (immediate) or cell
mediated/non IgE-mediated (delayed)
reactions and is associated with the
development of other allergies.3

Dysbiosis

Pathobiont expansion

Reduced diversity

Loss of beneficial microbes

Reference: Peterson & Round Cellular Microbiology 2014 Jul; 16(7): 1024–1033

Fig 1: A loss of beneficial microbes, expansion of pathobionts, and loss of diversity are events
that encompass dysbiosis. During healthy, homeostatic conditions the microbiota is composed
of a diversity of organisms that are known to benefit host development and health. However,
environmental insults, such as antibiotic use or diet can lead to disruptions in the structure of the
microbial community. These disruptions can lead to a loss of organisms that are beneficial to the
host and a subsequent overgrowth of commensals that have the potential to cause harm.

Recognising that breast feeding is not
always possible, ways to support the
development of the microbiota of
formula-fed infants have been sought,
resulting in the addition of prebiotic
oligosaccharides and specific probiotic
strains, alone or in combination, in several
commercially available infant formulas.17,18
A growing amount of clinical evidence
shows that pre- and probiotics can have
beneficial effects in infants at risk of, or
living with allergies. Pre- and probiotics
aim to influence the status of the
tissue directly, or indirectly, via the gut
microbiota thereby aiming to prevent the
onset of an allergic disease.19,20

Future of allergy management for CMA patients
The mainstay of dietary management of CMA infants is the
avoidance of all cow’s milk and cow’s milk protein-based
infant formulas. Breast feeding is the gold standard for
infant nutrition however it may not always be possible for
all CMA infants. Therefore healthcare professionals may
prescribe specialised infant formulas based on hydrolysed
protein or amino acids for dietary management.
Due to the recognition that there is gut microbiota dysbiosis in
allergy, there is a compelling rationale for the addition of both
pre- and probiotic ingredients to formula for infants with CMA.
A blend of pre- and probiotics is termed synbiotics.

Synbiotics allude to a synergy in which the prebiotic
compound selectively stimulates the colonization of the
probiotic bacteria and other bifidogenic bacteria.21
Nutricia believes that there is a strong rationale to include
pre-, pro- and synbiotics in the diet of these infants and has
an extensive clinical trial programme underway investigating
the role of these ingredients in the primary prevention and
dietary management of CMA.
Nutricia continues to collaborate with global experts to further
its understanding of the impact of nutrition on food allergy.

For more information visit www.nutriciaresearch.com/allergy/
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ALL KIDDING ASIDE

Widely coined ‘a clinical chameleon’, it’s no great surprise that young ones may grapple
with their coeliac disease diagnosis – and resent the shake-up required to their dietary
routine. Sharpen your techniques when advising these patients and handling their
chagrin – all the while seeing how society, and specifically, big pharma, can better serve
the condition – via NIHR’s interview with the European Society for Paediatric
Gastroenterology, Hepatology and Nutrition, and Dr Peter Gillett, a Consultant Paediatric
Gastroenterologist at the Royal Hospital for Sick Children, Edinburgh.
HOW PREVALENT IS COELIAC
DISEASE AMONG CHILDREN?
The European Society for Paediatric
Gastroenterology, Hepatology and
Nutrition (ESPGHAN): Coeliac disease
is the most common food-related chronic
disease among children in Europe. Paediatric
coeliac disease is common; affecting onein-100 children in the majority of European
countries, and in some countries, as many
as three-in 100. With rising prevalence,
undiagnosed coeliac disease leaves a large
population at risk of developmental
issues and long-term associated health
complications.
In the past, coeliac disease was considered
a rare disease among young children. Now
we know that it is a common disease among
children of all ages, including adolescents.
One possible explanation is the overall
increase in autoimmune diseases in general
– for example, cases of type 1 diabetes are
also rising. That could be related to the fact
that we are living much cleaner lifestyles as a
whole, which is resulting in fewer infections.
That, in turn, is forcing the immune
system to look elsewhere for work and so
encouraging the development of autoimmune
diseases.

TO WHAT DEGREE DOES THE
MANNER IN WHICH SYMPTOMS
ARE EXHIBITED CHANGE AS THE
PATIENT GETS OLDER?
ESPGHAN: A significant challenge in
recognising coeliac disease is the variation in
the presentation and intensity of symptoms.
In many cases, coeliac disease may even occur
without any symptoms.
Dr Peter Gillett: One important
coeliacologist called Allessio Fasano (now
in Boston) called the condition ‘a clinical
chameleon’ which I think really sums the
issue up!

WHAT’S THE EARLIEST AGE IN
WHICH COELIAC DISEASE CAN BE
DIAGNOSED? AS A POPULATION
AS A WHOLE, DO WE HAVE
A PROBLEM WITH DELAYED
DETECTION?
Dr Peter Gillett: Chronic diarrhoea after
weaning usually won’t show itself until at
least 10 months of age, and of course many
kids this age will have loose stools, and may
have other issues like cow’s milk protein
allergy etc.
ESPGHAN: Despite being easy to detect and
treat, diagnostic delays can often reach eight
years.

CAN YOU OVERVIEW THE
IMPORTANCE OF THE
PHARMACIST’S INTERVENTION IN
COELIAC DISEASE?
Dr Peter Gillett: As part of the issuing
of prescriptions for gluten-free products,
signpost them to the Coeliac UK website
as a good source of information. Are they
members? If not, and they are struggling,
advise them to contact the local paediatric
dietitian, or the paediatrician who may be
following them, or the GP if not under
follow-up (unusual in kids).

CAN YOU SUGGEST ANY TACTICS
FOR THEM IN DEFUSING FEAR
AND ANXIETY, NOT ONLY IN THE
CHILD, BUT AMONG PARENTS
TOO?
ESPGHAN: In terms of health, advise them
that their child will have a good future on a
gluten-free diet. Managing a gluten-free diet
can be difficult and isolating, with children
worrying about what their friends will think.
Join your national coeliac society for lots
of help and to meet other children in the
same position.

HOW BROAD A CHOICE OF
GLUTEN-FREE FOODS ON
PRESCRIPTION ARE AVAILABLE?
ESPGHAN: Gluten-free replacement foods,
such as bread and flours, are at least threeto-four times more expensive. The price
is affected by production methods, gluten
testing, and ingredients. It is possible to avoid
these by using alternative foods like potatoes
and rice and cooking from scratch – but we
know that isn’t easy for everyone.

ARE THERE ANY BARRIERS
CURRENTLY OBSTRUCTING
THE SECTOR’S ABILITY TO
SUFFICIENTLY SERVE THE
INCIDENCE OF COELIAC DISEASE?
ESPGHAN: Coeliac disease is up against a
number of other conditions like cancer and
multiple sclerosis which tend to grab the
headlines more because they often have very
poor outcomes for children. Some children
with coeliac disease suffer very badly before
they get diagnosed, but even so it is seen as a
condition that’s controlled by diet and doesn’t
involve any medication, which diminishes its
seriousness in many people’s eyes. As a result,
it hasn’t achieved the same level of attention
from the public or among the medical
community.
In terms of coeliac disease-specific
research, there isn’t enough going on by a long
shot. In the UK, we’ve very recently launched
a new appeal to try and pull together a £5
million (approximately €6 million) research
fund to drive forward research because, again,
coeliac disease isn’t drug-treatable so doesn’t
receive a lot of attention in big pharma.
What we’ve had to do is make the case
that, actually, this is an important area and
it is worth the investment. What we know
about how the immune programme works
in coeliac disease could be used as a model
for many other autoimmune diseases, which
is a strong case for extra investment – and
hopefully that’s coming.
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HEARING FROM THE BDA
One of the core purposes of The British Dietetic Association is to educate
healthcare professionals and the public in order to promote health and
wellbeing. In the first of their quarterly catch-ups with NIHR, we find out
what dietitians in Northern Ireland are doing, as well as get the know-how on
children’s essential nutrients, and how these needs can be facilitated with the
return of their school routine.

THE MATTER OF
FACTS
WHO ARE THE
BRITISH DIETETIC
ASSOCIATION?
The British Dietetic Association (BDA)
are the professional body and trade union
representing dietitians in the UK. We
represent the professional, educational,
public, and workplace interests of our
members. Founded in 1936, we are one of
the oldest and most experienced dietetic
organisations in the world, with over 9,000
members. Membership is open to anyone
working in dietetics, in nutrition, or who
has an interest in diet or food, throughout
the world. We represent the whole of
the dietetic workforce – practitioners,
researchers, educators, support workers, and
students.
Our head office is based in Birmingham,
and in Northern Ireland we operate
through a BDA Northern Ireland Board
which represents BDA Northern Ireland
members at a UK level. It also promotes the
interests of the profession and members to
key Northern Ireland stakeholders, such as
government departments, other professions,
and public bodies.
Check out BDA Food Fact Sheets
for first-line advice on a range of diet
and nutrition issues – www.bda.uk.com/
foodfacts/home. These regularly updated
fact sheets are written by dietitians for use
by other health professionals as well as the
general public.

WHAT IS A DIETITIAN?

Dietitians are qualified nutrition
professionals – regulated by law – who
assess, diagnose, and treat dietary and
nutritional problems at an individual and
wider public health level. They work with
both healthy and sick people, and use the
most up-to-date public health and scientific
research on food, health, and disease which
they translate into practical guidance to
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enable people to make appropriate lifestyle
and food choices.
Many people claim to be experts in
nutrition, yet have very limited knowledge
and offer no protection to the public.
Anyone can call themselves a nutritionist, a
nutritional therapist, a clinical nutritionist,
or a diet expert. The title ‘dietitian’ can
only be used by those appropriately trained
professionals who have registered with the
Health Care Professions Council (HCPC)
and whose details are on the HCPC
website.

STEPPING UP TO
THE PLATE
WHAT IS A HEALTHY
DIET?

2. FRUIT AND VEGETABLES
Aim for five portions of fruit and vegetables
every day. These can be fresh, frozen,
tinned (in own juice), dried, or juice. For
younger children (four to six years), reduce
these portion sizes by about half, then
increase the amount as they grow. Older
primary school children should be eating
full portions. Try to include both fruit and
vegetables at main meals and fruit as snacks.
Pure fruit juice and smoothies provide quite
a lot of sugar, therefore dilute well with
water and offer only at mealtimes. Limit
fruit juices and smoothies to a combined
total of 150ml a day.

3. MILK AND DAIRY FOODS

Children’s energy and nutrient needs are
high in relation to their body size compared
to adults; therefore regular meals and
snacks are essential. Children should be
encouraged to choose a wide variety of
foods to help ensure that they obtain the
wide range of nutrients they need to grow,
develop, and stay healthy. The key nutrients
school age children need can be found in
the following four food groups:

1. BREAD, RICE, POTATOES,
PASTA, AND OTHER STARCHY
FOODS
Each main meal should be based on food
from this group. This includes bread,
potatoes, pasta, rice, and grains, such as
couscous. Wholegrain varieties are a better
option as these are healthier and more
filling.

This group provides children with protein
and calcium which is important for healthy
bone development. Good sources include
dairy products, such as milk, cheese,
yoghurt, and fromage frais. Ensure nondairy alternatives to cow’s milk are fortified
with calcium and unsweetened. Ideally aim
for three servings of calcium-rich food a day.
One serving for example is 150ml glass of
milk, or a small pot of yoghurt, or a small
matchbox sized piece of cheese.

4. MEAT, FISH, EGGS, BEANS,
AND OTHER NON-DAIRY
SOURCES OF PROTEIN
Meat, fish, eggs, nuts, pulses (like beans,
lentils, and peas) and foods made from
pulses (like tofu, hummus and soya mince)
are excellent sources of protein and iron. A
variety of these foods are needed two-tothree times a day. Iron is needed for healthy
blood, and research has shown that some
children in Northern Ireland have low
intakes of iron, particularly older girls. (1)
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DO CHILDREN NEED
SUPPLEMENTS?

All children aged six months to four years
should be given a supplement containing
vitamins A and C and D, such as Healthy
Start vitamin drops. All children over the
age of one (and all adults) should consider
taking a daily supplement containing 10
micrograms of vitamin D, especially during
autumn and winter.

FOOD AND MOOD

Many parents and teachers report that
children’s concentration and mood gets
worse if they go too long without eating.
The brains of young children, in particular,
need a regular supply of energy so that they
can think effectively. There is evidence that
eating breakfast leads to better learning
than not having breakfast. There is a strong
link between low iron and poor mood and
concentration.
There is also some evidence that omega
3 fats help with attention. Oily fish is the
best source of omega 3, and children and
adults should include two servings of fish a
week for general health and wellbeing, with
at least one of these portions being rich in
omega 3, like mackerel, salmon, or herring.
There are also plant-based sources of omega
3 like walnuts, flaxseed oil, rapeseed oil,
green leafy vegetables, and some fortified
foods for those following a plant-based diet.

FOOD AT SCHOOL

Nutritional Standards for school lunches
have been compulsory in Northern Ireland
from September 2007. (2)
Example of standards for school lunches:
• At least two portions of fruit and
vegetables must be available for lunch
• Rice and pasta must be available at least
once a week
• Pies, casseroles and stews must have at
least half a portion of vegetables per serving
• Milk and water to drink must be available
every day
• Fish should be available at least once a
week in primary and twice weekly in postprimary
• Fried and high fat foods, such as chips and
garlic bread, must not be served more than
twice a week
• Only lower fat desserts available when
high fat foods are on offer
In April 2008, the nutritional standards
were extended to include all other food
and drinks provided in schools, such as
breakfast clubs, tuck shops, and vending
machines.

Dietitians were closely engaged in
developing and advising on these food in
school standards. They were also involved
in delivering training to school catering
staff, as well as providing nutrition and
dietetic expertise to the Department of
Education in Northern Ireland on anything
related to healthy eating and special diets.
In 2013 the Department of Education
and the Department of Health in Northern
Ireland published their joint Food in
Schools Policy – Healthy Food for Healthy
Outcomes. (3)
Again, dietitians were keenly involved
in the development of this policy which
aims to ensure that all food and drink
provided in schools in Northern Ireland
is nutritionally balanced. The policy
advocates a whole school approach to all
food and drink provided in schools, where
children are encouraged in all aspects of
school life to make healthy choices – both
now and into adulthood. This means:
• Complying with the nutritional standards
for school food
• Complying with the nutritional standards
for other food and drink in schools by
providing healthy food and drinks in the
tuck shop or from a vending machine,
breakfast club, or after-school club
• Helping children learn about food – how
it grows and where it comes from, and
the different types of food that make up a
balanced diet
• Making sure that older children are given
the opportunity to learn how to cook
healthy meals
Guidance to parents on healthy breaks
and healthy packed lunches has also been
developed to compliment the Food in
Schools Policy. The ‘Healthy Breaks for
Pre-Schools’, ‘Healthy Breaks for Schools’,
and 'Are you Packing a Healthy Lunch?’
leaflets are provided through schools to
parents of new pupils in September, and
are full of helpful tips and nutritious
suggestions. Look out for these leaflets
if you are a parent of a child starting preschool or primary school this September!

TIPS FOR TOP
MARKS LUNCHES
Packed lunches can make a valuable
contribution to children’s diet and future
health. Surveys looking at children’s
lunchboxes found they were too high in fat
(especially saturated fat), salt and sugar, and
contain little fruit or vegetables. (4, 5)

PRACTICAL TIPS
FOR HEALTHIER
LUNCHBOXES
START WITH THE BASICS
• Sliced bread – granary, wholemeal, white,
rye bread
• Bread rolls, bagels, baguettes, tortillas,
pitta bread, chapatti
• Bread muffins, wheaten, soda
• Potatoes, rice, pasta, noodles
ADD A TASTY FILLING
•Fish, eggs, chicken, lean meat, nuts, beans,
pulses, hummus
• Cheese
LOAD UP ON VEGETABLES
• Chopped raw veg – carrot sticks
• Cherry tomatoes*, mixed salad
FEAST ON FRUIT
• Apple, grapes*, banana, kiwi
• Dried fruit – raisins, apricots
• Canned fruit in fruit juice
DISH OUT THE DAIRY
• Milk or small milkshake
• Small pot of rice pudding or custard
• Low fat yoghurt
• Low fat fromage frais
• Calcium fortified dairy alternatives,
e.g. fortified soya, rice or oat milks and
yoghurts
FORTIFY WITH FLUID
• Water, milk
• Pure fruit juice, low calorie squash –
dilute both well with water
• Tea, coffee, soup
Drink plenty of fluids to remain well
hydrated.
Aim for six-to-eight glasses of water or
other fluids every day. Water and milk are
the most tooth-friendly drinks for children
– suitable between meals and with meals.
* N.B. To reduce the risk of choking in
young children under the age of five years,
smaller fruits and vegetables like grapes and
cherry tomatoes should be halved by cutting
lengthways.
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OUT OF THEIR COMFORT ZONE
Plaque psoriasis is a common condition – it’s estimated that around two per
cent of the UK population (1) (up to two million people) are at the receiving
end of its wrath, meaning that there are likely to be a number of patients
affected by plaque psoriasis in even the smallest of pharmacy communities.
The Psoriasis Association is at hand to help pharmacists and patients alike
to face up to flare-ups, and navigate the multifaceted management involved.
Plaque psoriasis, its appearance, and response to triggers and
treatments, is unique to each individual, making it a condition that
is often difficult to manage. As with many long-term conditions,
the effects of plaque psoriasis often go far beyond those we can
see on the surface of the skin, and for many patients, include
significant impairment of quality of life, psychosocial wellbeing
issues, difficulties with mobility and work, and impacts on the
wider family.
Anecdotally, we often hear from patients who, having been
correctly told that there is no cure for plaque psoriasis, presume
that this means that nothing can be done for them. The key
message that the Psoriasis Association is keen to promote is that
plaque psoriasis is a treatable and manageable condition.

BELOW THE SURFACE
Although most plaque psoriasis patients have mild-to-moderate
disease, and can be appropriately managed in a primary care
setting, using topical treatments, even objectively ‘mild’ cases can
be complex, difficult to treat, and have a profound impact on
quality of life. Additionally, recent research has found links with
comorbidities, including metabolic syndrome – meaning that
lifestyle factors, including weight, exercise, and smoking status,
are now also intrinsic to this condition. Due to this multifaceted
nature, a holistic approach to treating the patient is often most
effective.
Topical therapies are still a mainstay of plaque psoriasis
treatment, and even those patients who are receiving UV, systemic,
or biologic therapy in secondary care will likely use some kind
of maintenance topical, as well as emollient. However, patients
whose plaque psoriasis is more moderate-to-severe in nature; has
been resistant to topical treatment alone; or exists in high impact
sites, such as on the face, hands, and genitals, warrant referral to
specialist, secondary care.
NICE guidance CG153 sets out the pathway which should be
followed through systemic and biologic treatments, and recent
years have seen more available options in both of these categories
than ever before. These are theoretically accessed in a linear
‘pathway’, however, plaque psoriasis itself is anything but linear and
ordered. It doesn’t necessarily get progressively worse or better, and
can flare up at unpredictably short notice.
Waiting times for dermatology referrals – as well as difficulties
in obtaining those referrals – mean that many patients struggle to
access effective treatment in a timely fashion. This is another time
when pharmacists may be able to offer timely information, advice,
and support.

A SHOW OF SUPPORT
One method of providing this information and support is to
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signpost to a reliable patient organisation, such as the Psoriasis
Association. Set up in 1968, and celebrating its 50th anniversary
this year, the Psoriasis Association is a longstanding source of
patient information on plaque psoriasis and its treatments,
which is up-to-date, evidence-based, and unbiased. The Psoriasis
Association’s information production procedure is accredited by
the NHS Information Standard, so you can feel confident that
you are providing reliable information to patients. Many leaflets
and information sheets can be downloaded from the Psoriasis
Association website, accessed via its various helplines, or hard
copies can be ordered to be kept in-pharmacy. The Psoriasis
Association also offers a website and forum dedicated to young
people with the condition.
Many people with plaque psoriasis feel isolated, partly due to
not knowing anyone else with the condition. The opportunity
to talk to others and share advice and experiences is often
valuable, and can provide the emotional support that healthcare
professionals are unable to deliver. If you have a number of patients
with plaque psoriasis within the pharmacy, it may be worth
exploring the possibility of setting up an informal support group
with interested individuals. Alternatively, the Psoriasis Association
provides online forums on their website, and also has an active and
supportive private Facebook group.

THE VALUE OF PHARMACY
Plaque psoriasis is a complex and multifaceted condition, which
requires a multidisciplinary approach in order to be successfully
managed and provide good outcomes for the patient.
Pharmacists are well-placed to support patients with many
aspects of coping with plaque psoriasis, including discussions
around adherence to treatment, management of lifestyle factors,
and methods of applying topical treatments which we know
anecdotally can vary from patient-to-patient.
Additionally, pharmacists are accessible to people living with all
severities of plaque psoriasis, and can provide an invaluable point
of information and support throughout a person’s life with the
condition.
For more information, visit the Psoriasis Association at www.
psoriasis-association.org.uk and www.psoteen.org.uk, or call
01604 251 620.
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• Kyntheum® targets the IL-17 pathway in a unique
way, being the only biologic treatment for moderate
to severe psoriasis that selectively targets the IL-17
receptor subunit A 2

• Kyntheum® is superior to ustekinumab at achieving
PASI 100 at 12 weeks 3
44% vs. 22%*
(AMAGINE-2)3
*P<0.001

• Patients achieving PASI 100 are less likely to
experience impairment to their health-related
quality of life than those with residual disease 4
Abbreviated Prescribing Information for Kyntheum®(brodalumab)
210 mg solution for injection in pre-filled syringe Please refer to the
full Summary of Product Characteristics (SmPC) (www.medicines.org.
uk/emc) before prescribing.  This medicinal product is subject to
additional monitoring. This will allow quick identification of new safety
information. Healthcare professionals are asked to report any suspected
adverse reactions. Indication: Treatment of moderate to severe plaque
psoriasis in adult patients who are candidates for systemic therapy.
Active ingredient: Each pre-filled syringe contains 210 mg brodalumab in
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BOWEL’D OVER

When summarising Crohn’s Disease, the term ‘constant’ always seems to spring to
mind – be it with reference to the regular turbulence for the patient in dealing with it,
or the continuous treatment which its management demands. But is enough attention
afforded to the psychological brunt it bears? And are opportunities for reprieve
looming courtesy of new pipeline agents? NIHR’s Sarah Nelson chats to Professor
Philippe van Hootegem, member of the United European Gastroenterology Public
Affairs Committee, about the quest for improved Crohn’s Disease care.

Is there anything we can attribute to
the rise in young people contending
with Crohn’s Disease?

How substantial can the
complications related to Crohn’s
Disease be?

The diagnosis of Inflammatory Bowel Disease
(IBD) is often made between the ages of 15
to 25, but many younger children develop the
disease before this age. Problems with young
patients are often complex because, in addition
to the disease factors, the requirements for
their growth and development need to be
taken into account. Often, there is already a
growth issue before the intestinal symptoms
begin.
The goal of IBD treatment in children
is to normalise growth and puberty
development, in addition to the control of the
intestinal inflammation. Nutritional therapy
therefore plays a very important role in their
development.

IBD does not in itself cause reduced fertility in
men or women. However, active IBD during
pregnancy increases the risk of miscarriage,
pre-term birth, or low birth weight. It is
therefore important to have as inactive a
disease as possible before becoming pregnant,
and for patients to discuss their pregnancy
wishes with their doctor in good time.
Patients with IBD may have an increased
risk of bowel cancer. This depends on the
severity, localisation, and duration of the
inflammation.
Crohn’s or ulcerative colitis patients with
long-standing and pronounced inflammation
of the colon have a significantly higher risk
of cancer than patients with damage to the
small intestine. In order to reduce the risk,
it is recommended to regularly perform an
intestinal examination in patients with an
increased risk, with intervals of every one,
three, or five years.

Professor Gigi Veereman, Secretary
General for the European Society
of Paediatric Gastroenterology,
Hepatology and Nutrition, added: IBD
in children is associated with high levels of
stress. Encouraging a healthy lifestyle is advised
for paediatric patients, such as partaking in
regular physical exercise, getting enough sleep,
and eating healthily. Besides medication, great
attention should be given to nutrition and
nutritional supplements.

How encompassing is the impact
of Crohn’s Disease on the patient’s
everyday life?
The course of the disease can be extremely
variable. Some patients experience little or
no symptoms and do not need medication
to control the disease. Others have to deal
with recurring symptoms and do not need
medication for disease control. It is not easy
to predict the course of the disease, although
risk factors, such as a young age at diagnosis,
the early need of corticosteroid therapy, and
smoking, can predict less favourable outcomes.
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Do you think enough light is shed
on the invisible symptoms, like the
psychological distress caused?
Traditionally, the main treatment goal for IBD
remains to achieve and maintain remission,
and ultimately to ensure optimal quality of
life. Many patients report psychological and
emotional distress, so more support is required
from multidisciplinary teams to help reduce
this burden.

What are the recommended
treatment approaches? How
common is surgery?
As the exact cause of the disease is not fully
understood, there is currently no definitive
cure of the disease. Once the diagnosis is made,
a balanced diet and maintaining a healthy body
weight are important, and smoking cessation is
vital for Crohn’s patients.
The classical treatment with corticosteroids

is efficient, but has side-effects when used
long-term. Many new drugs have been
developed in the last two decades, such as
infliximab, adalimumab, vedolizumab, and
ustekinumab that can help to obtain a steroidfree remission and also achieve disappearance
of inflammatory injuries in the gut.
Fortunately, new promising medications
are being developed at a high rate and we are
hopeful that these will be able to cover some
unmet needs for patients.

In what circumstances is
combination therapy suggested?
Approximately two-thirds of Crohn’s patients
must undergo a surgical resection in which
the affect part of the intestine is removed. For
ulcerative colitis, the removal of the colon can
cure the disease. Sometimes a definitive stoma
appears to be necessary, but surgical techniques
where an artificial reservoir is constructed, that
allows better control of bowel movements, can
be helpful to avoid this.

What are the current and emerging
issues surrounding Crohn’s
Disease? Are there any agents in
the pipeline?
The current issues are that there are many
medications available, yet still unmet needs,
and patients that are refractory to any
treatment
Many new agents are in the pipeline, and
some are almost ready to become available,
e.g. etrolizumab, risankizumab, as well as oral
medications, such as JAK inhibitors (filgotinib
etc.).

Due to the increasing complexity of
Crohn’s Disease, how has the role
of the pharmacist evolved?
Pharmacists can contribute also to patient
education and information, but always in
concertation with the gastroenterologist;
they can particularly help to increase therapy
adherence and correct use of medications.

Have You Joined the
Digital Movement?
With a sharp rise in the use
of digital technology, there
is no doubt the healthcare
industry has changed
dramatically in recent years.
Huge tech companies
are now moving into the
healthcare market. Amazon
just acquired the online
pharmacy retailer PillPack,
while Apple have launched
a medical research platform,
the Apple ResearchKit.
This transformation means
healthcare organisations
can no longer ignore their
own digital profiles.
Websites, patient resources
and online communications
are all essential digital assets
for pharmacies, private GPs and
other healthcare businesses.

Online platforms allow
organisations to showcase
their services, grow their brand
and attract new customers.
There is no doubt then that
healthcare businesses have
no choice but to embrace
digital technologies or
risk getting left behind.
However, for many businesses,
the question remains:

“How do I use digital
technologies to benefit
my business?”
Like any industry, healthcare
companies need to generate
more customers. In an age
where the internet dominates
the way consumers purchase,
the obvious answer is to
attract customers online.

Luminate Digital specialise
in generating more
customers, using proven
digital marketing methods
that deliver exceptional
return on investment.
Using our industry expertise,
we provide tailored digital
growth strategies that
maximise your online
engagement. This lets you
reach new customers outside
of your immediate location.
For healthcare companies
that are passionate about their
business growth, we’re offering
a free 30 minute digital
marketing assessment.

Visit luminate.digital
or call 0161 806 0406 to
book your free marketing
assessment today.
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TO VITAMIN D OR NOT
TO VITAMIN D?
Welcoming in the late summer sun – when the climate mercifully allows us to – is
a simple endeavour. However, mastering the balance of receiving sufficient vitamin
D without tempting the risk of over-exposure isn’t, especially with the rise of new
research in this area. In this edition, NIHR takes the increasingly hot topic to task.
Outcries concerning – and calls demanding – increased skin protection
during the summer months are now so familiar they can seemingly be
traced back to the origin of the sun itself.
But new areas of debate are now woven into what was previously
deemed a straightforward conversation; specifically the task of
interspersing the potential of sun damage with the need for vitamin D.
Adding further weight to the balancing act has been the highlighted
need for more rigorous protection of children against the harmful
effects of the sun. In fact, massively contributing to the sector’s outpour
of renewed urgency are new study results which suggest that young
ones may experience much more significant DNA damage from small
amounts of sun exposure than adults.
The new findings of 32 children under the age of 10 was undertaken
at a 12-day summer camp in Poland – and subsequently featured in the
British Journal of Dermatology – in which the children’s skin types
ranged from pale white skin that burns easily, to olive skin that burns
minimally.
In an effort to gauge the effects, the researchers, led by Professor
Antony Young at King’s College London, measured levels of vitamin
D alongside a urine biomarker of DNA damage that can lead to skin
cancer, known as CPD, which is produced as a result of the skin
repairing this damage. Additionally, the scientists, in an EU-funded
collaboration with Professor Joanna Narbutt of the Medical University
of Lodz, Poland, and Dr Peter Philipsen, of the Bispebjerg University
Hospital in Copenhagen, measured exposure to UV rays via an
electronic device on the wrist that absorbed the rays. The children also
filled in diaries with information about sunbathing, sunscreen use, and
sunburn.

IN THE LIGHT OF DAY
The research can bolster how we conduct daily practice and provide
assistance to patients – being cautious that children may be more
sensitive to the damaging effects of the sun than even previously thought,
or that they could be better at repairing the damage. This is as the data
discovered a 25 per cent increase in average vitamin D concentrations in
blood, and nearly 13 times more CPD was measured on average at the
end of the 12-day beach holiday in comparison to levels at the start.
The starkness of the figures is compounded by the knowledge that
the final levels of CPD in the children were similar to those measured
in Danish adults as part of a different study carried out by the same
researchers which looked at sun exposure on a shorter holiday in
Tenerife, despite the fact that the weather was not particularly sunny
during the course of the children’s summer camp.

BEATING THE HEAT
So, where do we go from here? As we know, sun exposure is the main
source of vitamin D, which is absolutely essential for healthy bone
development in children. However, sunburn in childhood is a recognised
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risk factor for skin cancer in older age, and its incidence is increasing in
most Western countries.
Conveying where the issue of contention now lies, the study’s
senior author, Professor Antony Young, from the St John’s Institute of
Dermatology at King’s College London, said, ‘Many parents are already
very careful about protecting their children from the harmful impact
of the sun, but it can be a confusing message when trying to balance
this with the need for children to be healthy, exercise, play outside, and
produce sufficient levels of vitamin D.
‘Our study suggests that only small amounts of exposure to the sun
are needed to ensure vitamin D sufficiency so we should make sure that
children always have ample sun protection when playing outside for long
periods. This should be in the form of sunscreen, clothing, and hats, and
the use of shade, even when you may not judge the weather to be that
sunny.’

SKIN CANCER: WHAT APP-ENED?
Despite the horde of options on the horizon, it appears that in the
scramble to bring successful apps for the diagnosis of skin cancer to
market there is a concern that a lack of testing is risking public safety,
according to researchers at the British Association of Dermatologists’
Annual Meeting in Edinburgh.
Matthew Gass, of the British Association of Dermatologists,
explained, ‘These new technologies for the diagnosis of skin cancer are
exciting, but the varying quality available makes it a difficult landscape
for people to navigate. These apps are not a replacement for an expert
dermatologist, but they can be a useful tool in the early detection of skin
cancer.
‘We urge people who are thinking about using these apps to research
how they work and to be cautious regardless of their recommendations.
If a patch of skin, such as a mole is changing in shape or size, not healing
or just doesn’t seem right, go and see your GP regardless of what any app
tells you.’

SKIN CANCER: THE FAST FACTS
According to the British Association of Dermatologists:
• Skin cancer is the most common cancer in the UK, and rates have been
climbing since the 1960s
• Every year over 230,000 new cases of non-melanoma skin cancer
(NMSC) – the most common type – are diagnosed in the UK
• In addition to NMSC, there are approximately 16,000 new cases of
melanoma every year, resulting in around 2,285 UK deaths annually

FOR SUNBURN

IT’S A FIRST
Soleve is the first and only
sunburn relief lotion with the
painkilling power of ibuprofen.
Soleve offers effective relief from the
discomfort of accidental sunburn.
•

Relieves pain

•

Contains isopropyl myristate,
an active ingredient to soothe the skin

•

Moisturises for comfort

•

Clinically proven

A perfect recommendation for your
customers whether at home or going away.
REMEMBER: always recommend
safe sun practices.

For mild to moderate sunburn in adults and children over the age of 12 years.
Always read the label.

SOLEVE SUNBURN RELIEF Trademark and Product Licence held by Diomed Developments Ltd, Hitchin, Herts, SG4 7QR, UK. Distributed by DDD Ltd, 94 Rickmansworth Road, Watford,
Herts, WD18 7JJ, UK. Indications: For the relief of pain associated with mild to moderate sunburn in adults and children over the age of 12 years. Directions: Apply the lotion to
the affected area(s) as soon as possible after the first sign of any sunburn, and massage gently into the skin. Repeat as required, if necessary up to 8 times daily, but leaving at
least 2 hours between applications. Treatment should be continued for a maximum of two to three days, by which time the symptoms should have subsided. Contraindications:
Not to be used in cases of sensitivity to any of the ingredients, particularly if asthmatic or suffering from allergic disease, and have previously shown hypersensitivity to aspirin,
ibuprofen or related painkillers. Not to be used on broken skin. Not to be used during pregnancy or lactation. Not to be used concurrently with any other product containing
ibuprofen or any other NSAID. Precautions: Soleve™ is not a sunscreen or sunblock, and will not protect skin from the sun. Not recommended for use on children under the age
of 12 years. Seek medical advice if symptoms worsen or persist, or if sunburn is severe. Although systemic absorption of topically applied ibuprofen is less than for oral dosage
forms, patients with asthma, an active peptic ulcer or a history of kidney problems, should seek medical advice before using the lotion. Keep away from the eyes and mucous
membranes. For external use only. Side effects: The initial application of Soleve™ to sunburned skin may occasionally be associated with a temporary sensation of tingling or
stinging. In normal use, systemic side effects are very rare, but may occasionally include hypersensitivity reactions and, in susceptible individuals, renal and/or gastrointestinal
side effects. Please refer to the Product SPC for full details. Legal category and cost: GSL RRSP £9.95. Further information is available from DDD Ltd, at the address above.
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ADHD: MYTHS, MEDICATION
AND MODIFICATION
When afternoons spent splurging on ice-cream are swapped for lunchbox
hauls, and the evening sun doesn’t linger as long, the signals for the new
school year are well and truly in place. But for many young students and
their parents, the recommencement of academia is a dreaded prospect
– because they are met with the distinct challenges which ADHD brings.
Helping you alleviate their apprehension, Dr Jennifer Browne, Registrar in
Community Paediatrics, and Dr Max Davie, Consultant in Community
Paediatrics, share a clinical overview of the condition in which they tackle
the major myths, and deliberate the complex diagnosis and
multidisciplinary management options.
Attention deficit hyperactivity disorder (ADHD) is a
neurodevelopmental disorder that is common in childhood. It
encompasses a range of specific behaviours that are pervasive across
all situations. The key signs are; inattentiveness, hyperactivity, and
impulsivity. To be diagnosed, children must have difficulty with all
three of these areas.

WHAT’S THE CAUSE?

There is no single identifiable cause for ADHD. However, there
does seem to be a strong genetic component as it is common for
the diagnosis to be present in family members. There are common
genetic risk variants that have been identified in the etiology
of those with a diagnosis of ADHD and symptoms within the
general population. (1)
There is also emerging evidence of subtle neurophysiological
differences in children with ADHD. However, it’s also important
to note that children with ADHD are very sensitive to problems in
their environment.
It is common for children with ADHD to have associated
conditions, such as autism, learning disability, dyspraxia and tic
disorders. Current research is looking into whether genetic variants
already implicated with ADHD diagnosis are also associated with
these co-morbid conditions. (1)

HOW IS IT DIAGNOSED?

A diagnosis of ADHD is made by a specially trained paediatrician.
There is not one specific test for diagnosis. It is based on:
• A full assessment that includes psychosocial, psychiatric, and
behavioural history of all aspects of the child’s life
• A full developmental history and assessment
• The use of standardised questionnaires, such as the Conner’s
questionnaire and observation of the child (2)
It’s important to remember that the Conner’s questionnaire
is a rating scale that is useful for school and parental assessment,
however this should be always be used in conjunction with a
supportive history.
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WHAT IS THE MANAGEMENT?

ADHD requires multidisciplinary management, often with
CAMHS involvement.
The main management priorities are:
1. Understanding the condition and learning ways to live with
it (psychoeducation)
2. Parent support via group-based parent training / education
programmes
3. Individual support via group or individual psychological
therapy (not widely available)
4. Support in school
5. Medication
Psychoeducation is the first-line management for children with
ADHD and is recommended by both the National Institute of
Health Care and Excellence (NICE) and the European Guidelines.
The aim is to inform children and their carers about the
condition and ways in which to manage it. (3) Young people being
able to understand and manage their condition independently
becomes essential as they transition into adulthood. There are
various ways in which psychoeducation can be delivered, including
through books and educational videos. With widespread use of
technology, there is also a focus on using tablets and computer
games as part of the education, with some research showing
successful outcomes. (4)
Parent support is usually provided by group parenting
intervention. This has an excellent evidence base for decreasing
levels of disruptive behaviours in children, and parents need to be
encouraged to engage – they are not just for ‘bad parents’ but for
normal parents who want to be ‘super parents’ for their children.
ADHD is a special educational need and schools need to make
provision for the child’s need using the SEN code of practice. (2)
Pharmacological management for ADHD should only be
considered if symptoms continue to cause significant impact once
non-pharmacological treatment has been tried. (3, 4)

WWW.NIHEALTHCARE.COM

BACK TO SCHOOL SPECIAL

The main classes of medication are detailed in the following
table:

Stimulants

Non-Stimulants

Methylphenidate

Atomoxetine

Dexamfetamine

Guanfacine

Methylphenidate is the first-line drug used in ADHD. It has an
established evidence base, with effects mediated via the central
nervous system. However, it is not without risk, and children
should be closely monitored following treatment initiation. (5)
The most common side-effects are:
• Reduced appetite and weight
• Increased blood pressure and heart rate
• Reduced growth
NICE recommends that all children have baseline observations
and measurements prior to starting medication and then further
assessments at regular intervals while treatment is ongoing
with regular review as to its impact and necessity. It should also
be noted that medication compliance can often be poor and
behavioural therapies should be used in conjunction to try and
increase knowledge of why medication is used and improve
adherence.

DISPELLING THE MYTHS OF
ADHD
‘IT ONLY AFFECTS BOYS’
It is true that boys are more commonly diagnosed with ADHD
than girls. However, girls are likely to be under-represented and
under-diagnosed. There is some thinking that girls may display
more symptoms related to inattentiveness and less hyperactivity,
resulting in them being unnoticed. A large European study,
looking at gender differences, found that there was no significant
difference between boys and girls in terms of core ADHD
symptoms, age of onset, levels of impairment or treatments
received, but despite this, girls were still under-referred. This may
be the result of girls being more able to function within social
environments and interact with peers more effectively than boys
with similar difficulties. (6)
Acknowledgement of this gender difference is becoming
increasingly important. Recent research has shown that self-harm
is far more prevalent among girls with ADHD, making it crucial
that there is a good understanding of differences in presentation.
(7) Being undiagnosed also leads to an increased risk of anti-social
behaviour, emotional and social problems, as well as learning
difficulties. Early intervention is key to preventing long-term
complications.

‘IS ADHD BEING OVER-DIAGNOSED IN THE UK?’
That depends on what you think the ‘right’ levels of diagnosis
ought to be. It’s hard to be very clear about how many children
are diagnosed in the UK, but the figure seems to be about two per
cent, which is, depending on how broadly you want to define the
condition, either rather lower than it ought to be, or about right.
It’s important to say, however, that the fact that we do not
systematically over-diagnose children does not mean that no
children have been diagnosed incorrectly. Equally, some children
are still not diagnosed, with significant negative

‘IT’S JUST POOR PARENTING, ISN’T IT?’
It is common for people to have the belief that ADHD is the
result of poor parenting practices and that it is a label that makes
an excuse for this. Hopefully this article will have challenged this
belief. There is research ongoing that has identified differences in
brain structure of large numbers of people with ADHD, which
will continue to provide support against this belief.

CONCLUSION

ADHD is a common neurodevelopmental condition which,
unaddressed, can lead to significant harm. Management is mainly
a mixture of environmental modification, and, if necessary,
medication.
Medication for ADHD is controversial, usually due to
misunderstandings about its rationale and the extent of use.
However, it remains true that it needs to be used with caution
and under specialist supervision.
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ALL EARS

Leading to plans being prolonged, and routines being
derailed, with cause for distraction and discomfort, ear
damage is one of the most frustrating health woes for
patients. Tackling scope for harm head-on, NIHR has
a quick catch-up with ENT Consultant, Mr Christopher
Aldren, who specialises in otology.

When does ear wax transition from protective to
problematic?
When the ear canal is blocked.

WHEN IT COMES TO EAR WAX BUILD-UP, HOW
COMMON ARE CASES OF SELF-DIAGNOSIS AND
SELF-TREATMENT?
Self-treatment is usually of little use, although some self-irrigate
with ear syringes off the internet.

HOW DANGEROUS IS THIS?
It’s not usually dangerous to self-syringe, but cleaning ears with
tooth picks, cotton buds, or knitting needles can occasionally lead
to undesirable outcomes, such as perforation of the ear drum or
total deafness.

HOW CONCERNED SHOULD WE BE ABOUT
PATIENTS’ LACK OF ADHERENCE IN THIS AREA?
It’s not a major concern as most patients seek treatment.

DO MICRO-SUCTION SERVICES NEED TO HAVE
MORE OF A PRESENCE, PARTICULARLY IN GP
SURGERIES?
It would be useful if they were performed by a trained practitioner.

HOW PROGRESSIVE HAS TREATMENT FOR EAR
INFECTIONS BEEN IN RECENT YEARS?
There have been no major advances.

Risky Business

From painful to perilous, are the
complications associated with ear
infections more diverse than may be
widely believed?
Although hugely bothersome, persisting pain isn’t the most
hazardous consequence of ear infections, as portrayed in a report
in the journal, Current Neurology and Neuroscience Reports,
written by Loyola Medicine Otolaryngologists, Michael Hutz,
MD, Dennis Moore, MD, and Andrew Hotaling, MD.
The research has cast a worrying light on the realm of
connected problems, in which the deadliest complication of otitis
media is seemingly a brain abscess; an accumulation of pus in
the brain due to an infection, with the most common symptoms
including headache, fever, nausea, vomiting, neurologic deficits,
and altered consciousness.
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Other complications include:
• Bacterial meningitis – symptoms include severe headache,
high fever, neck stiffness, irritability, altered mental status, and
malaise. As the infection spreads, the patient develops more severe
restlessness, delirium, and confusion. Treatment is high-dose IV
antibiotics for seven-to-21 days
• Acute mastoiditis – this is an infection that affects the mastoid
bone located behind the ear. It must be treated to prevent it from
progressing to more serious complications. Treatments include IV
antibiotics and placement of a drainage tube
• Hearing loss – permanent hearing loss is rare, occurring in about
two out of every 10,000 children who have otitis media
• Facial paralysis – prior to antibiotics, this debilitating
complication occurred in about two-out-of-100 cases of otitis
media. Since antibiotics, the rate has dropped to one-in-2,000
cases. It should be treated as an emergency. About 95 per cent
of otitis media patients who develop facial paralysis recover
completely

OF PRIMARY IMPORTANCE

Are you in the know regarding NICE’s
insight into ear wax removal – and the
emphasis on the role of primary care?
NICE has advised that primary care GP surgeries or community
clinics should offer to remove ear wax if a build-up is contributing
to someone’s hearing loss – meaning that patients don’t need to
be referred to a specialist ear, nose, and throat service for the same
procedure.
Ear wax can be removed using an electronic machine that
pumps water into the ear at a controlled pressure, known as ear
irrigation, while patients should be presented with ear drops to
soften the wax before irrigation.
Katherine Harrop-Griffiths, Consultant in Audiovestibular
Medicine, and Chair of the Guideline Committee, said, ‘Ear wax
build-up which is causing hearing problems should be managed in
primary or community care.
‘Ear irrigation is an effective method of removing earwax. Ear
drops should be used to soften the wax before irrigation, either
immediately before or for up to five days before the procedure.’
Professor Mark Baker, Director of the Centre for Guidelines at
NICE, also remarked that the guidelines, ‘...can help improve care
for people with hearing loss through better management of ear
wax and referring people with symptoms to the right service at the
right time.’

Urea Hydrogen Peroxide

The No.1 selling range is on TV now,
so your customers will hear all about Otex
and our extensive range of products.
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TRAUMA

LIFE AFTER TRAUMA:
PATIENT EMPOWERMENT
Manifesting in a myriad of ways, trauma is one of the biggest and
ever-emerging causes of death and disability in the UK, affecting
48,000 people of all ages each year. But these patients’ needs don’t
come to a halt simply due to hospital discharge – they must embark
on a continuous and multi-faceted journey. In line with this, NIHR
takes a look at how new technology is being developed, which fuses
peer connection with medical assistance, in order to aid the recovery
of injury survivors.

the Blizard Institute, Queen Mary University of London. Launching
in August this year, their After Trauma app has the potential to
significantly and positively impact the thousands of people each year
that experience traumatic injury in the UK.

FROM VISION TO FRUITION

What constitutes a ‘traumatic’ or ‘major’ injury is hugely varied and
can be anything from spine and head injuries from falling off a ladder,
to crush injuries from being in a road accident, or injuries from a
personal assault. Many major injury survivors find themselves having
to cope with life-altering conditions, but there’s not enough support
for these patients when they are discharged from hospital, leaving
a vast number of patients with little sense of how to navigate their
recovery. Nor is there any peer support available so that patients feel
less alone. Some patients describe their discharge from hospital as
feeling like ‘dropping off a cliff ’.
However, efforts to change this are picking up momentum – such
as work produced by the Barts Centre for Trauma Sciences (C4TS) at
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The After Trauma app – funded by healthcare innovation funder,
Barts Charity – is the vision of Karen Hoffman, Head of Trauma
Rehabilitation Research at C4TS, and Lieutenant Nigel Tai,
Consultant Trauma and Vascular Surgeon at the Royal London
Hospital. The app is to transform the supportive care that trauma
patients have access to and will greatly aid their transition from
hospital to home life. It has been co-designed with a focus group of
highly motivated and insightful injury survivors, carers, and clinicians,
and some of the app’s features include a goal setter, recovery tracker,
and timeline where users can load up personal notes and images of
their recovery.
As is widely accepted – information alone doesn’t change
behaviour, and so the app will also feature a recovery tracker to
enable patients to self-manage their rehabilitation and enable them
to connect with peers to support commitment and motivation that
ensures maximum user benefit. Crucially, it also includes a chat feature
to allow users to connect with and talk to other survivors and carers, as
the diverse nature of traumatic injury can make it very challenging for
patients to otherwise find each other.
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from hospital to home. A user manual will also be available to support
healthcare professionals in showcasing the app’s full functionality and
potential patient impact.

WHAT'S NEXT FOR TRAUMA – CAN YOU HELP?
The AfterTrauma team is keen to hear from healthcare practitioners
across all fields that are interested in contributing to the app and
want to learn more about how it can actively support patients. They
would also like to hear from individuals that have experienced physical
trauma and want to help input towards the next stage of development
For more information, or to contribute, contact the C4TS
Communications Officer, Nicole Skelty, by emailing n.skeltys@qmul.
ac.uk.

Ella Dove
LIFE AFTER TRAUMATIC INJURY
Ella Dove, an ambassador for the Barts Charity Transform Trauma
appeal, tripped and fell while out running in 2016, resulting in an
injury which led to her having her leg amputated. She knows firsthand how important it is for trauma survivors to receive guidance and
support throughout their rehabilitation and recovery.
She said, ‘In my experience, the main problem with trauma
recovery is the after-care. You’re discharged from hospital, rehab
units, physio, etc., and left feeling a bit lost. For me, that was when the
real psychological impact hit.
‘I think that the app is a vital tool for minimising the above
described situation. As well as the practical advice and support, it
provides a community. People can find like-minded individuals,
which to me has been invaluable – there is nothing like speaking to
someone who has been through the same or a similar situation. They
understand in a way nobody else (not even the health professionals)
can. Similarly, loved ones and carers don't need to feel alone. It's about
information, suggestions, and advice, but it’s also about togetherness.’
Like Ella, many of the trauma patients that have fed into the app’s
development marked peer connection and support as one of the key
needs for aiding their recovery, something that the After Trauma app
will provide a space for.

IMPACT FOR UK TRAUMA TREATMENT
Major trauma centres in the UK receive cases across large catchment
areas which often presents challenges for outpatient rehabilitation and
review of patient recovery following their discharge from hospital.
Trauma patients will often be seen by many healthcare practitioners
– from neurosurgeons to orthopaedic surgeons, and many kinds of
therapists – making co-ordination of medical care and accompanying
notes tricky.
The After Trauma app aims to alleviate the chaos of this by
providing patients with one central place, accessible via a mobile
platform, that enables patient co-ordination of their personal medical
care. It has the functionality to upload videos and images of the
recovery and rehabilitation, and vitally, ownership over their medical
information and recovery progress. This can then be shared with their
healthcare professionals – surgeons, GPs, physiotherapists, etc. –
providing better continuity and consistency in after-care, and giving
patients a greater sense of control over their rehabilitation process.
Ideally, the After Trauma app will be introduced to patients
by trauma clinicians while they’re still in hospital, and they’ll be
encouraged to start using it as soon as possible to aid the transition

Ella has also noted that, ‘GPs could definitely be better taught
when it comes to trauma patients – perhaps by shadowing or speaking
to trauma consultants, or by going on more courses so that they
understand the breadth of trauma and can provide advice and support
accordingly. It would have been so reassuring if my GP had called me
after my accident and established that line of communication at an
earlier stage. Instead, I had to call him, and he knew very little about
what I'd been through. Short of writing letters and my prescriptions,
he didn't have much involvement at all – it was the prosthetic centre
who did everything, including putting counselling support in place for
me.
‘Improved communication with GPs would be hugely beneficial.
That way, trauma patients will feel more like there is a continuous care
plan in place and not quite so marooned.’
While the app will be piloted and available for use in August, it
will continue to evolve over time with user feedback and input from
clinicians. The UK military’s model of rehabilitation is one that
the After Trauma team aspire to due to it being significantly more
developed than that which is currently available to civilians, and some
joint work with the military to incorporate elements of this gold
standard of care into the next phase of the app’s ongoing development
would be desirable.
It’s hoped that soon, the app may eventually be able to sync with
some rehabilitation aids and equipment to increase the quality and
amount of patient recovery information that can be collated and
shared.
The After Trauma app is due to be piloted in August.
For more information about After Trauma and the app, visit www.
aftertrauma.org, and to stay up-to-date with Barts Charity, visit
www.bartscharity.org.uk.
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RADIOGRAPHY

THE PICTURE OF HEALTH

The Society of Radiographers represents more than 90 per cent of the
diagnostic and therapeutic radiography workforce across the UK;
highlighting, supporting, and advancing their cause. Commencing its brand
new column in NIHR, the organisation details the different streams of
radiography, and how it is placed to support and guide the radiography
profession in Northern Ireland and the rest of the UK...
Founded in 1920, The Society of Radiographers is the trade union and
professional body for the diagnostic and radiotherapy workforce. The
College of Radiographers is a charity which exists for the benefit of
the public.
The objectives for which The Society of Radiographers is established
include:
• To promote and develop, for the public benefit, the science and
practice of radiography and radio-therapeutic technology and allied
subjects
• To promote, study, and research work in radiography and
radio-therapeutic technology and allied subjects, and to publish the
results of all such study and research
• To further public education therein

ACCIDENT AND EMERGENCY
The radiography workforce within emergency services provides
imaging 24 hours a day, seven days a week, 365 days a year.
Radiographers are involved throughout the diverse range of
emergency medicine, including services in minor trauma units,
major trauma and resuscitation units, and everything in between.
Increasingly, minor trauma units in the UK are led by healthcare
professionals and radiographers have a unique set of skills which allow
them to triage the patient on arrival, acquire any necessary images,
report the findings, and discharge, treat and / or refer the patient
appropriately.
Emergency department imaging includes mobile imaging where
radiographers are required to obtain images of the patient while
they are in the resuscitation unit and / or operating theatres. These
radiographers are able to work quickly and calmly under extreme
pressure, leading the imaging process, and providing the information
needed for an immediate diagnosis to ensure effective treatment.
Diagnostic tests need to be fast and accurate, and radiographers
undertaking this work not only have highly specialist skills in imaging
modalities, but are experienced in the care and techniques required for
scanning acutely ill patients who require urgent assessment during a
critical period of the care pathway.
CT in major trauma, Computed Tomography (CT), plays an
essential role in the rapid diagnosis of major trauma cases and a
whole body CT protocol has emerged as the gold standard in the
UK for major trauma. It’s widely available and allows for ease of
monitoring the patient during scanning. For blunt chest trauma, CT
is able to rapidly demonstrate aortic injury, diaphragmatic tears, and
bone fractures. It’s also excellent for depicting spinal fractures and
abdominal trauma, such as ruptured spleen.

STROKE MANAGEMENT

RADIOGRAPHY WORKFORCE
The radiography workforce delivers diagnostic and radiotherapy
services in a range of health and social care settings across the UK.
Radiographers are pivotal to delivering fast and reliable diagnoses
of diseases, as well as curative and palliative treatment and care for
patients. A large majority of patients will be referred for imaging
during their treatment, and radiographers are key to the delivery of
successful clinical outcomes.

DIAGNOSTIC RADIOGRAPHY IN
CLINICAL CARE
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Patients with acute brain attack require rapid access to high quality
and appropriate imaging in order to diagnose the type of stroke.
Radiographers are a vital part of the specialist stroke care team, and
within the UK there are many clinical imaging departments’ operating
systems which allow for rapid access scanning of patients – 24 hours a
day, seven days per week.
Diagnostic tests need to be fast and accurate, and radiographers
undertaking this work not only have highly specialist skills in imaging
modalities, but are experienced in the care and techniques required
for scanning acutely ill patients who require urgent assessment during
a critical period of the care pathway. Radiographers may also have
the advanced skills to review and report the images obtained to help
facilitate rapid access to thrombolytic therapy by the stroke care team,
or neurosurgical review within the time-scale required.

CARDIAC SERVICES
The radiography workforce is a vital part of the specialist cardiac care
team. Patients with a suspected heart attack or myocardial infarct
require rapid access to high quality and appropriate imaging in
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in order to diagnose the problem and provide interventional
treatment. Patients with symptoms of cardiovascular disease require
imaging to determine the extent of the disease process in order to
establish the process for elective treatments.
Digital angiography and a variety of imaging modalities are
used to diagnose cardiac and cardiovascular disease. For suspected
coronary artery disease, specialist equipment is used to identify
diseased arteries through a process of digital subtraction angiography.
The radiographer is responsible for imaging the heart in a number
of projections (or views) to demonstrate each of the cardiac arteries
and any areas of occlusion or narrowing. Many radiographers have
extended their roles to undertake further clinical activities, including
the injection of contrast agents to enhance the appearance and aid the
positioning of a stent to maintain the patency of the artery. Cardiac
CT angiography of the heart can also be carried out using computed
tomography (CT), particularly in cases where patients have symptoms
of angina. This is a very technically demanding examination, requiring
radiographers to have expert CT skills and detailed anatomical
knowledge.

NEURO-RADIOGRAPHY
Neuro-radiography is a subspecialty of radiology, focusing on the
imaging of the brain, spinal cord and peripheral nervous system.
It’s used to diagnosis a range of conditions, including tumours,
vascular malformations, aneurysms, and stroke. Neuro-radiography
encompasses a broad range of imaging modalities which, coupled
with the vital need for focused and excellent patient-centred care,
means that a high level of knowledge and skills are required from
the radiography workforce. Radiographers specialising in neuroradiography have a strong working knowledge of neuro-anatomy
and an in-depth understanding of advanced techniques for image
acquisition. They carry out complex procedures to inform the clinical
decision-making and improve outcomes for patients with existing or
suspected neurological conditions. Plain radiography has its place in
neuro-radiography and may be used in conjunction with angiography
(where contrast is injected into blood vessels).
CT in neuro-radiography CT is commonly used to diagnose
patients attending as emergency cases with an acute cerebral event,
such as CVA (cerebral vascular accident) SAH (sub-arachnoid
haemorrhage) and ICH (intracerebral haemorrhage), and is the
first-line investigation for traumatic brain injury, allowing for rapid
diagnosis and treatment.
CT angiography is used in neuro-radiography to examine the
blood vessels in the brain and can identify abnormalities such as small
aneurysms and arteriovenous malformations (AVM). CT perfusion is
commonly utilised in the diagnosis of ischaemic stroke.
MRI in neuro-radiography MRI allows for both structural and
functional multi-planar imaging with the advantage of no radiation
dose to the patient. Structural MRI demonstrates brain structure
identifying congenital abnormalities and pathologies, such as brain
tumours. The intracranial circulation can be imaged quickly without
the need for injection of contrast agents, allowing identification of
conditions such as sub-arachnoid haemorrhage. Functional MRI is
very sensitive to blood flow and can detect early blood flow changes in
the brain: this is essential in stroke imaging. Functional MRI can also
be used in the diagnosis of metabolic diseases, such as Alzheimer’s,
and in diagnosing lesions on a finer scale. Magnetic Resonance
Angiography (MRA) is commonly used as a non-invasive method of
imaging the cerebrovascular anatomy.

OBSTETRICS
Since its first reported use in obstetrics in the UK, ultrasound has
become an invaluable aid to the diagnosis and management of
pregnancy-related problems. There are very few other imaging options

available because of the need to avoid the use of ionising radiation in
pregnancy. Radiographers specialising in ultrasound (sonographers)
are an important part of the hospital imaging team, using independent
judgement to produce high quality diagnostic information, and
optimise patient care. As well as being highly skilled in operating
sophisticated technology, sonographers have advanced knowledge
and understanding of psychological, sociological, and cultural factors
and their relevance and impact upon the management of patients
undergoing obstetric ultrasound examinations.

NON-OBSTETRICS
As a major imaging modality, ultrasound has a very wide range of
applications aside from its well-known use in pregnancy. General
examples include the identification of pathology affecting the
abdomen, pelvis, heart, blood vessels, neonatal brain, breast, testes,
thyroid, and the musculoskeletal system. Specific examples of its
use include the diagnosis of gallstones, liver disease, urinary tract
obstruction, gynaecological pathology, testicular malignancy, and
abdominal aortic aneurysms. Carotid ultrasound contributes to the
stroke pathway, and cardiac ultrasound is essential to diagnosis and
management in that field.

IMAGE INTERPRETATION, FILM READING AND
CLINICAL IMAGING REPORTING
Key to attaining good healthcare outcomes is getting the correct
diagnosis in a timely manner. This has already put significant pressure
on clinical imaging services in terms of the volume of examinations
carried out, the increasing complexity of imaging investigations, and
the speed with which these need to be delivered. As diagnostic and
treatment pathways develop, expansion of existing clinical imaging
services (seven / seven and 24 / seven working) and the introduction
of new services are likely to compound existing pressures.
Diagnostic radiographers are supporting the development of
imaging services by extending their practice to include diagnostic
image interpretation. With appropriate skills development, they make
first-line interpretation of images in support of patient management
(preliminary clinical evaluations) and, following approved postgraduate training, provide definitive reports for a wide range of
examinations. Radiographers in the UK currently contribute to the
clinical reporting workload in a number of examination categories,
including musculo-skeletal imaging in trauma and pathology,
gastrointestinal imaging, breast screening, ultrasound, adult chest and
abdomen imaging, cross-sectional imaging of the head and neck, and
some MR and nuclear medicine procedures.
Advanced practice radiographers participate in stringent processes
of audit and ongoing professional development to ensure that high
standards – commensurate with those of the consultant radiologist
reporting a similar examination – are maintained.

GASTROINTESTINAL IMAGING
Gastrointestinal (GI) imaging is a flourishing subspecialty of
radiology and is being undertaken by radiographers in many hospitals
with little or no radiologist involvement.
However, as in all forms of medicine, early diagnosis is essential
and specialist radiographers work closely with the GI team to enhance
clinical outcomes for patients.
Over the last two decades the barium swallow and barium enema
– have become areas of advanced practice for radiographers who carry
out procedures previously undertaken by radiologists.
The next article will introduce the role of the therapeutic
radiographer and the importance in the cancer treatment pathway.
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BIOSIMILAR MEDICINES:
MATTERS OF ENGAGEMENT
In this issue's column, Warwick
Smith, Director General of the British
Biosimilars Association, points out
that the success of biosimilars is not
only reliant on wide collaboration,
but the formation and nature of the
cohesive plan for carrying out this
joined-up strategy.

Warwick Smith
A hallmark of the biosimilar story so far in the UK has been
collaboration. Manufacturers working alongside regulators,
clinicians, and NHS England, and with patients, has helped foster
an environment of understanding and acceptance where the
benefits of these critical medicines is now being experienced and
can be anticipated to grow in the coming years. This can unlock
further value at a time of enormous budgetary pressure in the NHS,
as well as driving access, allowing more patients to be treated for less
money.
This collaboration and partnership has been necessary. Unlike
generic medicines, the market for biosimilars is not automatically
created at the on-set of competition following the end of a biologic
product’s patent period. In the traditional generics market, an
absence of brand names in most cases, and the fact that doctors are
trained at medical school to prescribe by international
non-proprietary name, helps underpin the competitive environment
which saves the NHS £13 billion a year.
However, in line with the Medicines and Healthcare products
Regulatory Agency guidelines, biological medicines – including
biosimilars – must be marketed and prescribed by brand name to
ensure that the patient receives the prescribed product without
substitution at the pharmacy level and to support ongoing phar
macovigilance of the individual products. This, combined with the
fact that clinicians have sought greater levels of education and
assurance about the regulation of biosimilars, has meant that
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increased collaboration and engagement is needed to ensure take-up
and to realise the benefits.
This has been evidenced by NHS England’s creation of the
National Biosimilar Medicines Programme Board on which all
interested parties are represented. Last year, four Regional
Medicines Optimisation Committees (RMOCs) were created
with a remit to provide advice and make recommendations on the
optimal use of medicines for the benefit of patients and the NHS.
The rationale is that they will bring together decision-makers and
clinicians across the four regions of England, to share best practice,
understand the evidence base, co-ordinate action, and so reduce
unwarranted variation, thus improving outcomes and value.
Biosimilars have featured heavily in their discussions and the
RMOCs have produced an advisory briefing paper ahead of the
forthcoming Adalimumab launch as an example.
This collaborative approach is also very well exemplified
elsewhere by the Joint Working Partnership between Sandoz and
the Royal Marsden Hospital as part of the Cancer Vanguard.
Sandoz, alongside healthcare professionals from the Marsden,
developed an education and engagement programme about the use
of biosimilar Rituximab.
The programme aims to improve healthcare professionals’
understanding of biosimilars and help them to better inform
patients about their use and assist in their timely introduction when
appropriate. The project has developed resources and tools to help
clinicians in the NHS consider any biosimilars, regardless of who
makes them.
However, while there are examples of collaboration making a
clear difference, particularly on an individual product basis, there
now needs to be a more holistic and consistent approach being
replicated for future launches to ensure that benefits are fully
realised. NHS England Chief Executive, Simon Stevens, has been
clear that he sees annual savings of up to £300 million from
bioisimilar uptake within the next few years.
However, to meet this target, a more detailed approach is
required which allows commissioners to adopt an effective common
approach. NHS England has played a fantastic role in
co-ordination and collaboration to date and it is also very good
at outlining a future vision and direction of travel. However, a
clearer, more granular, roadmap is required which could include a
consistent, templated approach to clinical implementation. We’re
seeing many examples of good individual decision-making which is
driving change, but there needs to be a greater emphasis on creating
a cohesive plan moving forward.
Collaboration has been the bedrock of the success of biosimilars
to date and all parties have played their part. However, as these
important medicines become increasingly common, it’s imperative
that a consistent approach is widely accessible which builds on the
shared experience to date and delivers full value.
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Zeroderma range commented:
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