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Did you know...
“Kidney disease predominantly
accounts for the increased
mortality observed in
type 2 diabetes”1
Invokana showed a 47% relative risk
reduction in time to first Major Adverse Renal
Event (MARE)2*, over 6.5 years, compared to
standard of care + placebo.
HR: 0.53 (95% CI, 0.33—0.84)
ARR†: 1.3 fewer MARE per 1000 patient years.

Invokana is indicated for the treatment of adults with
insufficiently controlled type 2 diabetes mellitus.
Improved renal outcomes are an additional benefit of
Invokana and not a licensed indication.
*MARE: - doubling of serum creatinine - need for renal
replacement therapy - renal death.
†Absolute Risk reduction.

INVOKANA® (canagliflozin) 100 mg & 300 mg film-coated
tablets. PRESCRIBING INFORMATION. Please refer to
Summary of Product Characteristics (SmPC) before
prescribing.INDICATIONS: The treatment of adults with
insufficiently controlled type 2 diabetes mellitus as an adjunct
to diet and exercise as monotherapy when metformin is
considered inappropriate due to intolerance or
contraindications, or in addition to other medicinal products
for the treatment of diabetes. DOSAGE & ADMINISTRATION:
Adults: recommended starting dose: 100 mg once daily. In
patients tolerating this dose and with eGFR ≥ 60 mL/min/1.73
m2 needing tighter glycaemic control, dose can be increased
to 300 mg once daily. For oral use, swallow whole. Caution
increasing dose in patients ≥ 75 years old, with known cardiov
ascular disease or for whom initial canagliflozin-induced
diuresis is a risk. Correct volume depletion prior to initiation.
When add-on, consider lower dose of insulin or insulin
secretagogue to reduce risk of hypoglycaemia. Children: no
data available. Elderly: consider renal function and risk of
volume depletion. Renal impairment: not to be initiated with
eGFR < 60 mL/min/1.73 m2. If eGFR falls below this value
during treatment, adjust or maintain dose at 100 mg once
daily. Discontinue if eGFR persistently < 45 mL/min/1.73 m2.
Not for use in end stage renal disease or patients on dialysis.
Hepatic impairment: mild or moderate; no dose adjustment.
Severe; not studied , not recommended .
CONTRAINDICATIONS: Hypersensitivity to active substance
or any excipient. SPECIAL WARNINGS & PRECAUTIONS: Not
for use in type 1 diabetes. Renal impairment: eGFR < 60 mL/
min/1.73 m2: higher incidence of adverse reactions associated
with volume depletion particularly with 300 mg dose; more
events of elevated potassium; greater increases in serum
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creatinine and blood urea nitrogen (BUN); limit dose to 100
mg once daily and discontinue when eGFR < 45 mL/min/1.73
m2. Not studied in severe renal impairment. Monitor renal
function prior to initiation and at least annually. Volume
depletion: caution in patients for whom a canagliflozininduced drop in blood pressure is a risk (eg, known
cardiovascular disease, eGFR < 60 mL/min/1.73 m2, antihypertensive therapy with history of hypotension, on diuretics
or elderly). Not recommended with loop diuretics or in
volume depleted patients. Monitor volume status and serum
electrolytes. Elevated haematocrit: careful monitoring if
already elevated. Genital mycotic infections: risk in male and
female patients, particularly in those with a history of GMI.
Lower limb amputation: consider risk factors before
initiating. Monitor patients with a higher risk of amputation
events. counsel on routine preventative foot care and
adequate hydration. Consider discontinuing Invokana when
events preceding amputation occur (e.g., lower-extremity
skin ulcer, infection, osteomyelitis or gangrene). Urine
laboratory assessment: glucose in urine due to mechanism of
action. Lactose intolerance: do not use in patients with
galactose intolerance, total lactase deficiency or glucosegalactose malabsorption. Diabetic ketoacidosis (DKA): rare
DKA cases reported, including life-threatening and atypical
presentation cases. Where DKA is suspected or diagnosed,
discontinue Invokana treatment immediately. Interrupt
treatment in patients who are undergoing major surgical
procedures or have acute serious medical illnesses. Consider
risk factors for development of DKA before initiating
Invokana treatment. Necrotising fasciitis of the perineum
(Fournier’s gangrene): post-marketing cases reported with
SGLT2 inhibitors. Rare but serious, patients should seek

The renal reason to intensify

medical attention if experiencing symptoms including pain,
tenderness, erythema, genital/perineal swelling, fever,
malaise. If Fournier’s gangrene suspected, Invokana should
be discontinued, and prompt treatment instituted.
INTERACTIONS: Diuretics: may increase risk of dehydration
and hypotension. Insulin and insulin secretagogues: risk of
hypoglycaemia; consider lower dose of insulin or insulin
secretagogue. Effects of other medicines on Invokana:
enzyme inducers (e.g., St. John’s wort, rifampicin,
barbiturates, phenytoin, carbamazepine, ritonavir, efavirenz)
may decrease exposure of canagliflozin; monitor glycaemic
control. Consider dose increase to 300 mg if administered
with UGT enzyme inducer. Cholestyramine may reduce
canagliflozin exposure; take canagliflozin at least 1 hour
before or 4-6 hours after a bile acid sequestrant. Effects of
Invokana on other medicines: monitor patients on digoxin,
other cardiac glycosides, dabigatran. Inhibition of Breast
Cancer Resistance Protein cannot be excluded; possible
increased exposure of drugs transported by BCRP (eg,
rosuvastatin and some anti-cancer agents). PREGNANCY: No
human data. Not recommended. LACTATION: Unknown if
excreted in human milk. Should not be used during breastfeeding. SIDE EFFECTS: Very common (≥1/10):
hypoglycaemia in combination with insulin or sulphonylurea,
vulvovaginal candidiasis. Common (≥1/100 to<1/10):
constipation, thirst, nausea, polyuria or pollakiuria, urinary
tract infection (including pyelonephritis and urosepsis),
balanitis or balanoposthitis, dyslipidemia, haematocrit
increased. Uncommon (<1/100) but potentially serious:
anaphylactic reaction, diabetic ketoacidosis, syncope,
hypotension, orthostatic hypotension, urticaria, angioedema,
necrotising fasciitis of the perineum (Fournier’s gangrene)

(frequency not known), bone fracture, renal failure (mainly in
the context of volume depletion), lower limb amputations
(mainly of the toe and midfoot, incidence rate of 0.63 per 100
subject-years, vs 0.34 for placebo). Refer to SmPC for details
and other side effects. LEGAL CATEGORY: POM. PACK
SIZES, MARKETING AUTHORISATION NUMBER(S) & BASIC
NHS COSTS Invokana 100 mg film coated tablets: 30 tablets;
EU/1/13/884/002; £39.20. Invokana 300 mg film coated
tablets: 30 tablets; EU/1/13/884/006; £39.20. MARKETING
AUTHORISATION HOLDER: Janssen-Cilag International NV,
Turnhoutseweg 30, B-2340 Beerse, Belgium. ® INVOKANA is
a registered trade mark of Janssen-Cilag International NV and
is used under licence.

Adverse events should be reported. Reporting
forms and information can be found at www.
mhra.gov.uk/yellowcard. Adverse events
should also be reported to Janssen-Cilag Ltd
on 01494567447 or at dsafety@its.jnj.com.
FURTHER INFORMATION IS AVAILABLE FROM: Napp
Pharmaceuticals Ltd. Cambridge Science Park Milton Road,
Cambridge, CB4 0AB, UK. For medical information enquiries,
please contact medicalinformationuk@napp.co.uk © 2017
Napp Pharmaceuticals Limited. UK/INV-18164(1) Date of
Preparation January 2019. References: 1. Afkarian M., et al. J
Am Soc Nephrol. 2013;24(2): 302-308 2. Perkovic V, et al.
Lancet Diabetes Endocrinol. 2018;6(9):691-704.

www.invokana-napp.co.uk
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EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
Aside from the long stretch of summer
holidays – and, frankly, better music scene
– if there’s one remnant of my youth which
I wish I’d tucked safely in my backpack to
preserve for my later years, it would be that
blissful lack of shame.
Be it tumbling off our bikes;
stumbling over our words during a school
presentation; or simply saying no, it seemed
a lot easier to be unapologetic when we
were less accountable for ourselves and
others.
A huge perk of my job is that I get to
speak first-hand to practitioners and expert
contributors who are on the frontlines of
new research, as well as the patients they’re
driving change for. However, with each
issue and condition investigated, we’re
seeing familiar battle lines drawn.
Patients feel silently consumed
by embarrassment and shame, and
health leaders are trying to break down
stigmatising barriers by encouraging greater
public discourse – something which we can
all be a part of.
In this edition of NIHR, we get a
glimpse of the problems which reluctance
in opening up can pose – through the
shocking number of prostate cancer
patients receiving insufficient support
for managing erectile dysfunction (page
38), and of the important need to propel
urinary incontinence into mainstream
conversation (page 62). We also take a look

at the dread of ‘inconveniencing’ others as
one family share their story of a cows’ milk
allergy diagnosis (page 11).
Get the know-how on all things vitamin
D (page 36), and experience the role of a
GP in prison, as Dr Richard Kirk MRCGP,
Clinical Director, Prison Healthcare,
South Eastern Health & Social Care Trust,
depicts a day in his life (page nine).
Don’t forget to check out the powerful
work currently tackling Northern Ireland’s
illicit drug use scene, and why we must not
be deterred (page six). We’re also proud to
present the second half of our Northern
Ireland Healthcare Awards winners
(beginning on page 30).
Happy reading!

New summer-related challenges

20TH NI HEALTHCARE AWARDS
The winners’ stories

To access the previous
editions of NIHR online, visit
www.nihealthcare.com/
previous-issues

@MEDCOMni
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let your patients
enjoy summer fun
with our unique products
- fortini smoothie
multi fibre and
fortini creamy fruit

Order samples* online at:

nutriciasamples.com
and they will be delivered directly to your patients’ homes
in a child friendly box with instructions and useful tips!
This information is intended for Healthcare Professionals only.
Fortini Smoothie Multi Fibre and Fortini Creamy Fruit are Foods for Special Medical Purposes for the
dietary management of disease related malnutrition and growth failure in children, and must be used
under medical supervision.
*Product can be provided to patients upon the request of a Healthcare Professional. They are intended
for the purpose of professional evaluation only.
**Fortini Smoothie Multi Fibre contains 15% real fruit and Fortini Creamy Fruit contains 5% real fruit.
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ic e l o l l ie s !

WWW.NIHEALTHCARE.COM

CONTENTS
ISSUE 113 – 2019

6 ILLICIT DRUG USE
How has Northern Ireland’s drug use landscape
changed?

9 DAY IN THE LIFE
Learn about a lesser-known corner of the sector as Dr
Richard Kirk discusses his role as a GP in prison

11 FAMILY MATTERS
A cows’ milk allergy diagnosis through the eyes of both
the child and parent

»» p.6

26 PARKINSON’S DISEASE
The programmes seeking to achieve disease modification
– and the issues which those efforts face

30 20TH NI HEALTHCARE AWARDS
Read up on the second half of our 2019 title-holders

38 MEN’S HEALTH
»» p.40

»» p.45

Help the many prostate cancer patients missing out on
support for erectile dysfunction

40 A FLARE WARNING
Consultant Dermatologist, Dr Paula Beattie, explores
the role of emollients in the reduction of atopic eczema’s
symptoms

45 ASTHMA AND ALLERGY

»» p.11

Shuaib Nasser, Consultant in Asthma and Allergic
Disease, on why we must elevate patients’ understanding
of potential triggers

56 DYSPHAGIA
An overview of the medicine prescribing and
administration concerns for dysphagia management

59 A BETTER PATH
Faced with delays in treatment, how can we achieve early
detection of paediatric coeliac disease?
»» p.59
NIHR | July 2019 | 3

New Neocate Syneo

NE

W

Help rebalance gut
microbiota dysbiosis in
infants with CMA with new

NEOCATE SYNEO

1,2

THE ONLY AAF
WITH PRE- AND
PROBIOTICS*
clinically proven to
bring the gut microbiota
closer to that of healthy
breastfed infants1

Neocate: Fast and effective resolution of CMA symptoms

1,2,3,4

This information is intended for Healthcare Professionals only.
Neocate Syneo is a Food for Special Medical Purposes for the dietary management of Cow’s Milk
Allergy, multiple food protein allergies and other conditions requiring an Amino Acid-based Formula,
and must be used under medical supervision after full consideration of all feeding options, including
breastfeeding.
*Accurate at time of publication, January 2019
Probiotic Bifidobacterium breve M-16V and prebiotic scFOS/lcFOS blend
CMA: Cow’s Milk Allergy
AAF: Amino Acid-based Formula
References: 1. Candy et al. Pediatr Research. 2018;83(3):677-686 2. Burks W. et al. Pediatr Allergy Immunol
2015;26:316-322 3. De Boissieu D. et al. J Pediatr 1997; 131(5):744-747 4. Vanderhoof JA. et al. J Pediatr
1997; 131 (5):741-744
Nutricia Advanced Medical Nutrition, White Horse Business Park, Trowbridge, Wiltshire, BA14 0XQ

www.neocate.co.uk
If you would like to order a
product sample to be delivered
directly to a patient, please visit
www.nutriciaproducts.com/samples
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NEWS
MAKING THEIR MARK
Queen’s University Belfast hosted the inaugural School
of Pharmacy Fellowship Programme, recognising
individuals who have made an outstanding contribution
to pharmacy and the pharmaceutical sciences.
rates of living donation in Europe.

MEET THE
FELLOWSHIP
RECIPIENTS
TERRY MAGUIRE
Carmel Hughes, Professor of
Primary Care Pharmacy, and
Head of the School of Pharmacy,
Queen’s University Belfast, with
Tom Eakin, Anne Friel, and Terry
Maguire

Before an audience of their
esteemed peers, three stalwarts
of the pharmacy profession were
recently conferred with fellowships
during Queen’s University Belfast’s
first ever School of Pharmacy
Fellowship Programme.
Despite coming from different
professional backgrounds, tribute
was paid to Terry Maguire, Anne
Friel, and Tom Eakin for their
common accomplishment – setting
the profession in better stead by way
of their pharmaceutical pursuits.
As well as gathering in honour
of the distinguished recipients, the
afternoon’s attendees were also
enlightened with the powerful
words of Tim Brown, who
presented his lecture, ‘Transplants,
Tumours and Technology’
following the conferment of the
fellowships.
As a full-time Consultant
General and Transplant Surgeon in
the Belfast City Hospital, Belfast
Health & Social Care Trust, Tim
is renowned in the field for his
substantial impact on health
services practice and implementation.
He also currently serves as the
Northern Ireland representative on
the UK Kidney Advisory Group,
and has been integral in setting the
strategic agenda of the Renal
Transplant Unit, which is now
recognised as the leading living
donor surgical unit in the UK, with
Northern Ireland having the highest

From Strabane, Terry was educated
in Derry prior to graduating from
Queen’s with a degree in Pharmacy
in 1980, and a PhD in 1984.
Following his PhD, Terry took
up a post as a community
pharmacist in Ladybrook Pharmacy
from 1984- 1986. He has made
West Belfast the base for his
practice, being the owner of two
pharmacies situated in that area –
one in Beechmount Avenue, and
another on the Falls Road.
Terry has been an outstanding
advocate and champion for the
pharmacy profession – which is
reflected in his impressive array of
roles. For example, he was a Senior
Research Fellow in Queen’s School
of Pharmacy from 1989-1993,
Director of the Northern Ireland
Centre for Post-Graduate
Pharmaceutical Education and
Training – the precursor to the
Northern Ireland Centre for
Pharmacy Learning and
Development – and Principal
Pharmaceutical Officer at the
Department of Health, Social
Services and Public Safety.
Terry has also emerged as a
significant addition to several
national committees, being a
member of the Committee on
the Safety of Medicines at the
MHRA, Director and Vice-Chair
of Pharmacy Health Link (a charity
that supports public health services
through pharmacy), and Chair of
the Nicotine Replacement Therapy
Working Group. The latter
appointment is particularly noteworthy, recognising Terry’s leading
role in smoking cessation activities
in community pharmacies.

ANNE FRIEL
Anne attended Aston University
in Birmingham, from where she
graduated with a Pharmacy degree
in 1986. Showcasing her passion for
continued learning across the sector,
Anne subsequently completed her
Master’s degree in Hospital
Pharmacy at Queen’s in 1987,
followed by another Master’s degree
from Leeds in Clinical Pharmacy
Teaching in 2000.
Anne has spent the majority of
her pharmacy career in hospital
practice, with appointments in
Leeds, Craigavon Area Hospital,
and in the Western Health &
Social Care Trust in which she has
implemented positive change as
Head of Pharmacy and Medicines
Management; a role which she
stepped into in 2008.
Anne’s commitment to
education in practice has further
been demonstrated through her
post as a Teacher-Practitioner in
Leeds, as well as Course Director
for the Master’s course in Clinical
Education at Leeds University
from 1995-1998. She has also been
central in establishing the
Teacher-Practitioner Network that
operates here in four trusts, and
which contributes significantly
to the training of undergraduate
pharmacy students; providing a
formative and enriching experience
for them..

Hospital in 1958, and in the 1970s
became involved in the leadership
of pharmacy. He was elected to the
Council of the Pharmaceutical
Society of Northern Ireland, on
which he served for nine years,
becoming President in 1976.
Throughout this time, Tom
developed an interest in
formulation, which led him to
focus on post-surgical patients who
experienced difficulty after bowel
and stoma surgery. Indicative of his
ambitious spirit, in 1974, he started
a new company with the objective
of improving post-surgical products
used by ostomy patients.
It took approximately four years
to establish both a special polymeric
film and a barrier adhesive, and
by 1978 Tom was approaching
surgeons to use his products,
receiving positive feedback. He was
thus asked to help with a completely
different post-operative problem
of open wounds, which led to the
development of the Wound Bag
system for open post-surgical
wounds.
A plethora of the products
which Tom has devised have
profoundly changed care for
patients not just locally – but also
across the world.

TOM EAKIN
Tom attended The Rainey School
in Magherafelt, following which he
veered down the path of Pharmacy
study because – in his words – ‘it
was a hands-on profession’. He was
educated at the College of
Technology, completing his studies
in 1957, and registering as a
pharmacist in 1958.
Tom was appointed Chief
Pharmacist in the mid-Ulster

Tim Brown
Photo credit: Andrew Towe,
Parkway Photography Ltd

NIHR | July 2019 | 5

WWW.NIHEALTHCARE.COM

ILLICIT DRUG USE

ILLICIT DRUG USE IN NORTHERN
IRELAND: CHALLENGES IN 2019
The drug use landscape in Northern Ireland has changed considerably in
the last five years, especially in Belfast’s city centre area. What’s been
happening? Chris Rintoul, at Drugs and Alcohol Consultancy Service by
Extern, sheds light on the work currently being conducted, the tasks ahead
– and why we must not be deterred.

Once upon a time drug use in Belfast’s city centre area
was mostly located within the ‘night-time economy’,
accompanying alcohol use in and around pubs and
clubs. Cocaine use became particularly prevalent
in the post-ceasefire era. Fast-forward to today and
a much larger proportion of the time, drug use is
unconnected with the night-time economy.
Drugs used include heroin, alprazolam (and other
benzodiazepines), pregabalin and alcohol purchased
from off licenses rather than pubs and clubs. I refer
to this example of polydrug use as ‘the fearsome
foursome’ because of the number of overdoses
resulting from any combination of the four. In the
meantime use of other drugs in Belfast’s city centre,
such as the aforementioned cocaine, continues to
be mostly associated with the night-time economy.
The fearsome foursome is however not limited to
those locations or those times. It often seems to
coincide with business opening hours, in the vicinity
of businesses and causes concern to the business
community.
Around five years ago heroin use escalated in
Belfast as a result of a change in how it was sold.
Before then heroin was generally sold by ‘user-dealers’.
These individuals sold heroin to others to afford their
own habit. The networks were small and often the
seller was the only one who knew the entire network.
Such networks were closed in order to protect the
identity of those within it, and typically limited
to less than 10 people. The reason for this was to
avoid detection by police and more so, community
representatives.
That scene changed when the user-dealers were
replaced by a wholly ‘dealing from profit’ operation
which was highly organised. It offered a more stable
availability of heroin and quickly took existing
customers away from their user-dealer. The new era
was one where those selling were often not users, or at
least not at the outset. The motive is profit and they
are well-organised by comparison to the individuals
they replaced. However, some of those who are the
current street-level dealers are themselves vulnerable;
there have been instances of young men who were
trafficked to Northern Ireland with the promise of
6 | NIHR | July 2019

well-paid work. Upon entry to the country their
passports were removed and they were forced under
threat to sell heroin. The threats could be directly to
them, or to their families back home, or both.

THE IMPACT
Over time, with such stable and predictable supply,
heroin use escalated. This is evidenced by the number
of people seeking treatment for heroin dependency,
the rise in overdoses, the amount of injecting
equipment given out, and an emergent ‘street scene’
reminiscent of other cities of similar size across
Europe. The differences are that these other cities
experienced what we are now, 30 or so years ago, and
the legacy of transgenerational trauma resultant from
the ‘troubles’. The latter provides fertile ground for
heroin to flourish.
The major impacts are often first found within
the known-to-be vulnerable groups. These are those
who already had substance use problems, those with
poor mental health or mental illness, the prison
population, and especially the homeless population.
It is now impossible to work within the homelessness
services in Belfast and not work with people who use
heroin. These services are the barometer of the scale
of heroin use. They administer naloxone to overdosed
casualties on a daily basis. I know this because I lead
on the training and supply of naloxone to those
services and staff. These staff are in my view the real
life-savers; effective in responding to overdoses with
naloxone, and so buying vital time for paramedics to
arrive.

WHAT TO DO?
With all the changes afoot, it can be difficult to know
how best to respond. An obvious and well-known
issue has played out alongside: the unacceptably
long waiting time for opioid substitution treatment
(at one point well over a year). This has meant that
people have no way out of their heroin predicament
and hopelessness sets in. The more people waiting for
treatment, the more obvious the issue has become in
the city centre. The analogy of the pressure cooker
comes to mind.

WWW.NIHEALTHCARE.COM
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You might ask why
the PSNI haven’t been
able to stamp it all out.
If this was a realistic
possibility other police
forces around the world
would have managed
that when heroin
flooded their cities from
the 1970s. None have.
The PSNI are actively
Chris Rintoul
working with other
stakeholders, like Extern
and Belfast City Council, to respond to this new era. They are honest
enough to admit that they will be ‘unable to arrest their way out of the
situation’ on BBC Radio Ulster on 7th March, in a live broadcast from
our Royal Avenue offices.
Extern have tried to respond as best we can to the increase in heroin
use, especially in the Belfast city centre area. In 2017 we conducted a
scoping exercise, engaging with those who inject heroin on the streets
to get an idea of the scale of the problem. This led to the formation of a
new service, called SISS or ‘Street Injectors Support Service’. Within six
months the staff who operated it removed almost 4,000 pieces of injecting
equipment from the city centre and inner-city areas. They engaged with
105 people who inject in these areas, signposting them to housing and
treatment services, often also supplying naloxone to them and giving brief
advice on their injecting practices. We learned that many, but not all of
these people, were homeless. They were injecting in alleyways, behind bins,
in scrub land, in public toilets, and in risky environments, such as beside
railway lines and along the River Lagan’s towpath. Many had
physical and mental health problems. More recently the SISS team
have been attending to overdoses and administered naloxone to those
with opioid overdose symptoms. While we believe that this service has
undoubtedly saved some lives, it has also seen first-hand much human
suffering and hopelessness. We do what we can to support them and foster
a sense of hope for a better future.
Extern provide a range of drug services across Ireland, as well as services
for homeless people in Northern Ireland. We believe in low threshold and
harm reduction approaches. This means that we make it as easy as possible
for those who need and want our help, to access our services rapidly. We
don’t necessarily aim for total abstinence from substances, however nor do
we exclude it. Often those with the most chaotic lives need a great deal of
support and time to stop using drugs. Our aim is to reduce the attendant
risks in the interim, put simply, they need to be alive for long enough to
find the stability, motivation and

Drug-related graffiti threatening execution

social capital which would support abstinence. If we provide sterile
injecting equipment we can prevent the contraction and transmission of
blood borne viruses such as hepatitis C. Similarly, if we provide foil for
smoking heroin, we can reduce the frequency of injecting, associated with
much higher levels of risk and harm, as well as the severity of dependence.

POSITIVE SIGNS
Upstream of all that Extern can do at ground level we are glad to hear that
the Belfast Health & Social Care Trust have reduced their waiting time for
assessment of heroin use to around six weeks at the time of writing. This is
welcomed by all working in the homelessness sector, where the problems
are so evident. If the result of their assessment indicates that Opioid
Substitution Therapy (OST, usually methadone or buprenorphine) is the
preferred option, this should be started as soon as possible thereafter. The
patient can then be rapidly titrated to an optimal, therapeutic dose as per
the ‘Orange Guidelines’. Optimal dosing is associated with reducing the
frequency and duration of injecting. Within a small number of weeks the
visible and positive differences of OST are not just possible, but probable.
Medications used to support those with drug problems are everevolving. There are different formulations of buprenorphine entering the
market, mostly to reduce diversion of these drugs into communities and
prisons. Naloxone is available as an injectable solution and a nasal spray.
The Home Office have granted a license to a drug service to provide
supervised, injectable diamorphine for those whom other substitute drugs
has been unsuccessful. Any and all of these options are useful tools if
integrated with structured psychosocial interventions and practical
assistance with housing etc.

Discarded injecting equipment which was then
removed by the Street Injectors Support Service
team
THE FUTURE
While much of the above can make depressing, if realistic, reading; we are
not deterred. We know that people very often do well when they have the
following trio; meaningful activities to engage in, pro-social relationships,
and sound pharmacological management. It is a joy to witness and
perfectly juxtaposed to the sadness of fatal overdoses.
Today, Belfast is a changing city with respect to drug use. We can, and
do, learn from other areas, countries, and cities about what has worked
elsewhere. We can also learn from their mistakes and adapt our response(s)
in light of that learning.
As a result of what we have seen over the last five years, Extern are
convinced of the need for a Drug Consumption Room in Belfast city
centre. Such a facility would remove the unsightliness of street-based
injecting, reduce drug-related litter, and prevent disease transmission and
fatal overdoses, while connecting the users with healthcare professionals.
NIHR | July 2019 | 7
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NEWS
POTENTIAL NEW INSIGHT INTO EARLY-STAGE PANCREATIC CANCER
Recent evidence is spurring on the possibility that tongue microbiome could help identify
patients with early-stage pancreatic cancer.
Differences in the abundance of certain bacteria living on the tongue
can distinguish patients with early pancreatic cancers from healthy
individuals, according to results from a study published in the Journal
of Oral Microbiology.
Although disruptions to the microbiome – the population of
microorganisms that live in and on our bodies – have already been
identified in pancreatic cancer patients in other body tissues, this is the
first evidence of changes to the bacteria in the tongue coating.
If confirmed in larger studies, this could pave the way towards the
development of new life-saving early detection or prevention tools for
this highly aggressive disease.

In the first study to characterise the tongue coat microbiome of
patients with pancreatic cancer, a team of researchers recruited a
group of 30 patients with early-stage disease (diagnosed with a tumour
positioned in the ‘head’ area of the pancreas) and a similar group of 25
healthy people. Participants were all between 45-and-65 years in age,
had no other diseases or oral health problems, and had not taken any
antibiotics or other drugs for the three months before the study.
The team used sophisticated gene sequencing technologies to
examine the microbiome diversity of tongue coat samples, finding
that pancreatic cancer patients were colonised by remarkably different
tongue coating microbiomes compared to healthy individuals.

BETTER TOGETHER
Throughout June, Pancreatic Cancer Action were on a mission to raise the shockingly low
awareness of pancreatic cancer across Northern Ireland. To tackle this, a campaign got underway, which targeted the public, pharmacists, and GPs in a joined-up approach.
A diagnosis of any cancer is devastating for the individual and their
families. A diagnosis of pancreatic cancer is particularly devastating as
the disease is very aggressive. Pancreatic cancer is currently the UK’s
fifth biggest cancer killer, and this is predicted to rise. Other forms
of cancer, including bowel cancer and breast cancer, carry a greater
awareness.

WHY DO YOU THINK IT’S IMPORTANT THAT EVERYONE
IS AWARE OF PANCREATIC CANCER?
Healthcare professionals need to be aware, alongside the public, and
increase their confidence in referring for, and diagnosing, pancreatic
cancer. There is no simple fix for this, and patients and primary care
professionals face multiple challenges in creating effective change, but
Pancreatic Cancer Action (PCA) want to improve this through earlier
diagnosis of the disease.

Brendan Moore MPSNI, Superintendent
Pharmacist at Brookmount Pharmacy,
Omagh, delves into how the profession can
provide effective change for pancreatic
cancer by way of signposting symptoms
early and educating the public.
WHY DO YOU THINK IT’S IMPORTANT THAT
PHARMACISTS ARE AWARE OF PANCREATIC CANCER?
People visiting their local pharmacy build a rapport with their
community pharmacist and community pharmacy team. The
pharmacist is able to identify anyone who presents to the pharmacy
more frequently than normal. As signs and symptoms of the initial
phases of pancreatic cancer are often very vague and include
indigestion, back pain, or a change in bowel habit with associated
weight loss, the pharmacist is very well-placed to establish a correlation
of symptoms and will be able to advise on onward referral to their GP.

ARE YOU SHOCKED THAT THE AWARENESS OF
PANCREATIC CANCER IN NORTHERN IRELAND IS SO
LOW AT JUST TWO PER CENT?
8 | NIHR | July 2019

Pancreatic cancer is often diagnosed too late for any, and I do mean
any, treatment options. I have had personal experience of this myself
with my mother-in-law who sadly passed last January from this
illness. Looking back, she had many vague symptoms over many months
prior to being diagnosed with pancreatic cancer last October.
A better awareness of the symptoms could possibly have led to a
clearer signposting to the possibility of pancreatic cancer as a diagnosis.

DO YOU THINK THAT PHARMACIES HAVE A PART
TO PLAY IN THE EARLY DIAGNOSIS OF PANCREATIC
CANCER?
Absolutely, yes. I feel that there should be national guidance for
community pharmacists on recognising the signs and symptoms of
pancreatic cancer, with clear referral pathways to GPs. There should
possibly even be a mechanism for the pharmacist to refer a patient
direct to their GP, when they suspect that pancreatic cancer should be
excluded.

WHAT’S YOUR ADVICE TO OTHER PHARMACIES
AROUND THE UK ABOUT FURTHERING THEIR
KNOWLEDGE ON THE DISEASE?
There are many global websites that provide information on pancreatic
cancer. They all point to pancreatic cancer being a very aggressive
cancer with a very poor prognosis if not detected at an early stage.
After my mother-in-law’s diagnosis I contacted PCA. They were
extremely supportive and I received a pharmacy resource pack the next
day. I would recommend that community pharmacies have a copy of
this resource pack and use it to help train their staff.
For more information, visit www.pancreaticcanceraction.org/
healthcare-professionals.
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DAY IN THE LIFE

ALL IN A DAY’S WORK
Prison healthcare has expanded – while the initial model took
the form of a GP practice, the structure now includes a fully
functioning multidisciplinary team with 24-hour nursing cover,
in addition to an on-site mental health team, physios,
occupational therapists, dieticians, speech therapists,
podiatrists, radiographers, and dentists. Discover more about
this lesser-known corner of the sector as Dr Richard Kirk
MRCGP, Clinical Director, Prison Healthcare, South Eastern
Health & Social Care Trust, GP Partner / GP Trainer,
Killynether Practice, Newtownards, presents a day in the life
of a GP in prison.
‘Why on earth do you work there?’ is the first
question people usually ask me. This is followed
swiftly by, ‘Have you met patient A / B / C? What
are they like?’ and numerous other enquiries.
There is no doubt that working in a prison
divides opinion; some horrified ‘those people’
get any medical attention at all; others fascinated
by the possibilities of working with a largely
unreached population. In general, most lawabiding citizens are interested in what goes on
behind the walls of our securest medical facility.
8.45am – GP days are varied across the board,
however when working in prison the first hurdle
is getting in! Going into prison there is an airportstyle security scanner which means the removal of
coats, belts etc. It also means leaving laptops and
phones in the car which, while initially unnerving,
is liberating in today’s world!
9am – The day starts in the healthcare department
with a catch-up with my fellow GPs, nursing and
administration staff, then acute prescriptions,
checking lab reports, and out-of-hours
communication.
9.30am – This morning I am doing the
‘committals clinic’. Every patient who comes into
prison is seen by a nurse within 24 hours and
offered an appointment with a doctor the next
day. Most decline, but if they want to see a doctor
or if the nurse think they need to see me, they are
added to the clinic. Today I saw 10 patients, with a
mixture of medication queries, dermatology issues,
and addiction. We see a lot of the consequences of
deprivation, homelessness and addiction, but also
those with chronic conditions (such as diabetes)
who haven’t looked after themselves. Prison is
often a welcome time of stability, routine, and an
opportunity to treat those who don’t prioritise

their health.
As GPs we see patients with a nurse – there
is no officer present as medical confidentiality
remains paramount in our doctor-patient
relationship. We do share some medical
information with the prison service with the
patients’ consent (diabetes, epilepsy, serious
allergies), but in general nothing leaves the room.
We also have to remember that the Northern
Ireland prison service and South Eastern Health
& Social Care Trust retain responsibility for
patients’ welfare 24 hours a day, so if a patient has
thoughts of self-harm, we work in partnership to
manage this.
11am – Protected time for administration. Clinics
are usually quicker in prison as most are men
under the age of 60. This means that there isn’t the
same time pressure as a community GP and if you
need to spend more time with a patient, you can.
Administration time is spent completing
referrals, speaking to colleagues, and answering
any nursing or patient queries. There is a strong
emphasis on quality, safety and improvement
work in the prison and as there is no Quality and
Outcomes Framework, we can spend this time
working on improvement projects. Recent projects
have been management of diabetes, length of time
for the administration of medication on the first
night and service-user engagement.
Morning times are also when we have our
consultant-led clinics. Colleagues from the Royal
Victoria Hospital hepatology do in-house fibroscanning and hepatitis C treatment in prison, and
we have visiting consultants from GUM, HIV
and dermatology.
12.30pm – Lunch. There are no home visits or
phone calls and all patients are locked until at
least 2pm, so if the administration is finished then

staff can go to the gym or for a walk. We recently
ran a walk and talk initiative for mental health
awareness week involving staff and patients.
1.45pm – Daily huddle. We meet with a
senior nurse, mental health team member and
administration staff to discuss any complex cases,
patients at hospital, or ongoing concerns. Today
we discussed how to arrange social care for an
elderly patient soon to be released back into the
community.
2.15pm – Afternoons are a mixture of chronic
disease management, addictions or routine GP
clinics. Today I did an addictions clinic with
our addictions nurse. We saw six patients and
started two patients with heroin dependence
on opiate substitution therapy (OST). Starting
OST in prison can vastly reduce overdoses on
release and also criminality, as often the reason
for committing crime has been to finance an
addiction. About 50 per cent of the prison
population are there for a drug-related offence.
Routine GP clinics are often musculoskeletal
problems, mental health issues (depression,
anxiety, situational disturbance) with some
hunger-strike thrown in for good measure. It’s
true we get a lot of drug-seeking behaviour –
this is often fueled by addiction, but it is hard
to ignore that some people just want to numb
their emotional or physical pain. In spite of this
subterfuge it’s difficult not to be moved by some of
their backstories.
Thankfully the RCGP and NHS England have
tight prescribing guidance for prisons and now
there are NICE guidelines for the management of
physical and mental health of people in prison.
4.45pm – Finish administration; prepare for the
next day; and home.
Working in prison healthcare is varied,
challenging, and you do see a lot of pathology
– managing a TB outbreak isn’t in the GP
curriculum! Medicine is not a meritocracy and as
doctors this is something we can easily forget. As
Nelson Mandela famously said, ‘A nation should
not be judged by how it treats its highest citizens,
but its lowest ones.’
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NEWS
THE FUTURE IS BRIGHT

Small businesses are crucial for our community to prosper – but how can we ensure that they, in return, are armed with the necessary tools
and support to thrive in the current business environment? Last year, Tina McKenzie, Northern Ireland Policy Chair, The Federation of Small
Businesses – which offers members a wide range of vital business services, including advice, financial expertise, support, and a powerful voice
in government – composed a piece on what small businesses require from local government.

The business community in Northern Ireland
is facing unprecedented challenges. We have
found ourselves at the crux of the ongoing
Brexit negotiations, as the UK and the EU
grapple over the complexities of how the Irish
border will be navigated. This uncertainty is
no doubt impacting business confidence across
the island; hampering local entrepreneurs and
potential investors.
SMEs in Northern Ireland employ more
people than all larger businesses and the entire
public sector combined, so have a key role to
play as we look to further develop the local
private sector.
Government in Northern Ireland has
a key role in creating the right conditions
for business to prosper. However, in the
continued absence of a functioning Assembly
and Executive, local government has an
increasingly important role to play in fostering

a positive business climate. Previous The
Federation of Small Businesses (FSB) research
has shown that there are thousands of SMEs
in each local council area, spread right across
Northern Ireland.
So what do businesses want to see from
local government? A streamlined, efficient
planning, system which uses common
sense and enables business growth and the
development of local communities.
Planning issues are consistently identified
by FSB members as a major barrier to their
development, whether it’s change of use,
improvements to their premises, or building
new developments. Unfortunately, when we
speak to colleagues in Great Britain their
experiences of planning are typically more
positive than we experience locally. Planning
authorities should ensure that economicallyimportant local applications, such as those

START-UPS IN THE SPOTLIGHT
HUG

Hug is a wearable heat therapy pack you may
recognise from BBC’s Made in NI. Its designer,
Fiona Bennington, explains the moment of
inspiration behind Hug.
‘Like 75 per cent of women, I suffered from
sometimes excruciating period pains around the
front and back of my abdomen and found the only
effective treatment to be heat. I was strapping hot
water bottles to the front and back of my body in
an attempt to feel better and have my hands free. It occurred to me
how ridiculous this was and I was angry there wasn’t something better
available I could wear in the car, or at work. Then I remembered I’m a
design engineer, so I created a solution myself !’
Heat therapy has been shown in various studies to be more
effective than ibuprofen and acetaminophen for acute low back pain
and period pain, so a reusable, wearable solution is genius. But Fiona
was aiming for more than a single-use solution.
‘I also suffer from migraines and wanted something that I could
use cold for headache relief. Hug is filled with gel beads which can
be frozen or chilled for exactly this type of use, or heated in the
microwave for only a couple minutes for use as a heat pack.’
There’s a colour-changing temperature indicator on the front,
to warn if Hug is too hot for use on skin with reduced sensation or
during sleep, a luxurious soft velvety lining for breathability, and
adjustable Velcro straps make Hug size adjustable so that it can fit a
wide range of waist sizes snugly.
‘The feedback we have had from some customers has been
very moving; women suffering from horrible conditions such as
endometriosis, chronic back pain, fibroids and adenomyosis have
found great relief from using Hug. I’m proud to have made a little
difference to someone’s life.’
For a trial order of Hugs, plus POS for in-store display, get in
touch at mywarmhug@gmail.com, or for more information, visit
www.mywarmhug.com.
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submitted by small businesses, are expedited as
quickly and efficiently as possible.
Following the enhancement of local
government powers as a result of the Review
of Public Administration, councils have an
increased role in economic development.
Northern Ireland has the lowest business
birth rate of any region in the UK, with only a
small margin separating our business birth and
death rate. Northern Ireland is a great place
to start a business, but we need to support
our entrepreneurs to get business ideas off the
ground, to make them sustainable, and foster
them into the global brands of the future.
Studies have shown that people who
have undergone some sort of enterprise
training are twice as likely to be engaged in
entrepreneurial activity and councils can help
by being valuable sources of business advice
and support.
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COWS’ MILK ALLERGY

COWS’ MILK ALLERGY:
FAMILY MATTERS
When determined early in life, a cows’ milk allergy doesn’t just
represent a pivotal point for the patient – it thrusts the whole
family into the grips of change too. Delve into the full impact of the
diagnosis through the perspectives of both the child and the
parent.

Lucy and her mother, Andrea

I immediately know if I have consumed even trace amounts of
dairy as my tongue and the inside of my mouth will begin to tingle /
itch within one-to-two minutes and my throat will start to feel tighter,
causing me to wheeze.
In total I have suffered two anaphylactic reactions which both
required emergency treatment at A&E and a five-day course of
antihistamines and steroids to fully counteract the anaphylactic
reaction. Both anaphylactic reactions were a direct result of accidental
exposure / consuming dairy at a restaurant while eating out with
friends and family. When compared to my milder reactions which
flare-up straight away, both anaphylactic reactions were delayed by
around 15-to-20 minutes after consuming the meal.

MY WAY OF LIFE

WHAT TIPS AND TREATMENT WERE YOU
RECOMMENDED TO HELP MANAGE YOUR CMA?

23-year-old Lucy studied BSc Nutrition
at Cardiff Metropolitan University, and
currently works at Dunbia Crosshands as a
Technical Development Technologist. Since
being diagnosed with a cows’ milk allergy
as a child, Lucy’s diligence – coupled with
medical and familial support – have helped
keep the risks of flare-ups at bay. Here, she
discusses her journey.
HOW OLD WERE YOU WHEN YOU WERE FIRST
DIAGNOSED WITH COWS’ MILK ALLERGY (CMA)?
I was officially diagnosed with CMA at six months old, and was given
a soya-based formula milk as an alternative to dairy-based formula
milk. In addition to my allergy, I also have asthma which is controlled
with inhalers, and previously suffered with eczema and hay fever as a
child.

CAN YOU DESCRIBE THE FLARE-UPS AND HOW THEY
AFFECTED / AFFECT YOU?
As an infant the main symptoms /reactions I had included projectile
vomiting, inability to keep food down, skin rash and eczema.
My allergic reactions are rare as I am extra vigilant with any food I
consume. If an allergic reaction does occur, the severity of the reaction
depends on the amount of dairy consumed and how quickly I take my
antihistamines and inhalers to counteract the reaction.

As I was diagnosed over 23 years ago, the best piece of advice given to my
parents was for me to completely avoid all foods containing dairy, and to
substitute foods with soya-based alternatives. Back in the 1990s, medical
professionals advised against any exposure to dairy, whereas today there is
more evidence and research to suggest that ‘food challenges’ and
introducing small amounts of the offending allergen may help children
grow out of the allergy and reduce sensitivity.

DO YOU THINK THERE IS ADEQUATE AWARENESS OF
CMA IN THE PUBLIC DOMAIN?
I believe the overall awareness of CMA has increased significantly over the
last decade, with more evidence-based research and a better understanding
of CMA in the medical world. I think the increased awareness has helped
get faster diagnoses and has explored different ways of managing CMA,
including alternative foods and allergy testing.
People are generally more educated about CMA, but often mix up
CMA with lactose intolerance and don’t understand the severity of CMA
which I find frustrating when discussing my allergy with someone new.
Recent media coverage of high-profile cases of people suffering severe
allergic reactions have dominated news outlets, and has highlighted the
challenges faced by those with food allergies, including CMA.
Although some cases have tragically resulted in fatalities caused by
anaphylaxis, I think it has been a real eye-opener for the general public
and all food business operators regarding allergies and food safety. The
dedicated work by organisations such as the Anaphylaxis Campaign has
definitely improved people’s perceptions of CMA and other severe food
allergies in recent years and they continue to raise awareness.
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COWS’ MILK ALLERGY
DO YOU HAVE ANY ADVICE AS TO
HOW HEALTHCARE PROFESSIONALS
CAN BUILD ON THIS?
I believe that schools would benefit from
receiving allergy awareness presentations /
training at both primary and secondary level,
as more children are being diagnosed with food
allergies. I think that both children and parents
will feel more at ease knowing that schools are
doing more to promote awareness and educate
all pupils about the dangers of food allergies and
how to react in an anaphylaxis emergency.
Furthermore, I think that more allergy leaflets
and posters highlighting symptoms, how to use
adrenaline injections, and alternative foods,
should be visible in GP surgeries, hospitals and
other public spaces to educate the general public.

WHAT HAVE BEEN YOUR GREATEST
CHALLENGES?
As a child growing up with a serious food allergy
it was often restricting at social events where food
was involved – this included friends’ birthdays
and family parties where food choices were
limited. As a result, I would always bring my own
alternative foods and my parents always ensured
that I was never left out. I had the same issue
when going on school trips abroad where my
parents would ensure that all teachers were aware
of my allergy and provided suitable foods.
Putting your trust in restaurant staff and their
allergen procedures can be daunting and stressful
at times. When eating out with family or friends
I will regularly check restaurants in advance by
visiting websites to check suitability and menu
options for people with food allergies.
Menus are often restricting as dairy is
common in a variety of dishes, although I have
noticed improvements since the Food
Information Regulations were enforced in 2014.
Psychologically, it can be very frustrating and
extremely embarrassing if I have a reaction while
eating out, especially when out with friends. I
hate people making a fuss and sometimes would
rather leave the food establishment to avoid
talking to the staff in front of other diners etc.

HOW HAVE YOU ENSURED THAT
YOUR DIET ISN’T RESTRICTED BY
CMA?
My parents have always found dairy-free
alternatives and adjusted our family meals
accordingly to avoid any cross-contamination. As
I have grown up with my allergy I am fully aware
of the choices and alternatives available on the
market for people with CMA.
Alongside the big retailers, many restaurant
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chains and smaller food establishments are now
going the extra mile to adapt menus and recipes
to cater for allergic consumers when eating
outside the home. This new attitude towards
food allergies and creating free-from products
/ menus is welcomed by individuals like myself
and families of people with food allergies as it
promotes more awareness and improves quality
of life. I now feel more confident when eating
outside the home, knowing that businesses do
want to create safer allergen-free food choices.

THROUGH THE
MOTHER’S EYES

Lucy’s mother, Andrea, shares
her determination to help her
daughter experience a
childhood that wasn’t
dominated by her CMA
diagnosis.
WHAT SYMPTOMS PROMPTED YOU
TO SEEK MEDICAL ASSISTANCE FOR
LUCY?
I had a caesarean under full anaesthetic which
meant that when I came around the doctors had
given my husband a bottle of Aptamil formula
milk to feed Lucy with. This was the first type of
milk that she was given and she vomited straight
away. I breast-fed her later on, but she would
continue to projectile vomit all the time and was
a very colicky baby.
After a few months of breast-feeding I tried
to wean her on to a different formula milk with
baby rice provided in the bounty packs that we
were given, however it was very challenging. She
would constantly scream and spit out the baby
rice straight away, which was when we noticed
a type of nettle rash under her chin. We didn’t
realise at the time that it was an allergic reaction
to cows’ milk protein as this had not previously
been flagged up by the doctors or hospital.
I went to see a pharmacist straight away who
advised that we see the doctor immediately. After
seeing the doctor, they prescribed a soya-based
formula milk to try her on which seemed okay.
We were then referred to the allergy clinic where
Lucy was diagnosed with CMA at six months
old. They performed skin prick tests for various
allergens and concluded that she was allergic to
cows’ milk, and possibly egg. We took her to the
allergy clinic twice a year for checks ups but she
was then discharged aged six and we never went
back after that.

HOW DID LUCY’S CMA IMPACT THE
DAY-TO-DAY LIFE OF THE FAMILY,
AND THE NUTRITIONAL CHOICES
WHICH YOU HAD TO MAKE?
When it came to birthdays we would always
improvise by making our own birthday cakes
so that they were always dairy-free and she was
never left out. We would always prepare food to
take out with us when out for the day because
dairy-free food was not always available at cafés
etc. When Lucy would stay at her grandparents’ /
friends’ / relatives’ houses we would leave
appropriate foods (biscuits, crisps, snacks etc.) so
that she always had something to eat.

WERE THERE ANY OTHER
RESOURCES OR TIPS WHICH WERE
ADVANTAGEOUS TO YOUR
MANAGEMENT OF LUCY’S CMA?
The best booklet I had on dairy-free foods came
with the formula milk – it included a breakdown
of milk components which I used as a basis to
look for suitable ingredients which was a huge
help.
I found various leaflets that I would scan
through for any new bits of information. I also
used to keep a list of good dairy-free products
that she liked and passed the list on to relatives
and friends so they knew what to buy for her
when she visited.

HAVE YOU NOTICED A TRANSITION
IN THE CMA-APPROPRIATE
PRODUCTS AVAILABLE; FROM THEN
TO NOW?
Yes, because there was hardly anything available
before. In the last 12 months especially, there
has been lots of focus on allergy awareness and
promoting safer food.
Clearly a lot of research has gone into
developing new dairy-free product ranges and
restaurants are adapting their menus which is
great news for us and families like us.
Coffee shops and smaller cafés seem to be
doing a lot more innovation work to create cakes
and sandwiches suitable for allergy sufferers
which will make life a lot easier for families with
allergic children when going out on day trips for
example. Having somewhere local to pop in to
for a coffee and cake is something that we could
never do before.

TO NOTE
The use of a soya-based formula is not currently
common practice for the treatment of CMA
as hydrolysed formulas are now more readily
available.

THIS IS HUGE
After months of coping with the sleepless
worry and heartbreaking cries of her cow’s
milk allergy, suddenly, a little moment like
this doesn’t seem so little after all.
• PROVEN EFFICACY
Hypoallergenic and has been shown
to relieve symptoms1,2
• PROVEN TO BE WELL TOLERATED
96% of infants tolerated Similac
Alimentum3
• APPROVED FROM BIRTH ONWARDS
No need to switch formula at 6 months
• BEST VALUE
Provides cost savings in the prescribing of
EH* formulations4
SIMILAC ALIMENTUM. FOR BIG LITTLE MOMENTS.

*Extensively Hydrolysed
REFERENCES: 1. Sampson HA et al. J Pediatr 1991;118(4):
520-525. 2. Data on file. Abbott Laboratories Ltd., 2013
(Similac Alimentum case studies). 3. Borschel MW and
Baggs GE. T O Nutr J 2015;9:1-4. 4. MIMS, March 2019.
IMPORTANT NOTICE: Breastfeeding is best for babies,
and is recommended for as long as possible during infancy.
Similac Alimentum is a Food for Special Medical Purposes and
should be used under the supervision of a healthcare
professional.
Date of preparation: March 2019
RXANI150142(2)
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RAISING CONCERNS
– AN OPEN, HONEST
AND LEARNING
CULTURE IS KEY TO
PATIENT SAFETY AND
REDUCING ERRORS
In the second of a series of three
articles, Brendan Kerr, the Registrar
of the Pharmaceutical Society
NI, discusses the importance of
developing a culture of openness
and honesty within healthcare
organisations as the key to ensuring
that pharmacists can raise
appropriate concerns.

Brendan Kerr
The vast majority of healthcare professionals,
including pharmacists, work with dedication
and integrity and are committed to providing
the best possible patient care. It is, however,
crucial that when care, practices or behaviours
fall below standard and potentially place the
public at risk, pharmacists do raise concerns
appropriately and act in the public interest.

STANDARD 1.2.7
Raise a concern, at an appropriate level, if
you become aware of a colleague or other
healthcare professional whose actions,
omissions, working practices, professional
performance or mental or physical health may
compromise patient safety.
Pharmacists registered in Northern Ireland
have a professional duty to raise a concern if
they become aware of a colleague or other
healthcare professional whose actions,
omissions, working practices, professional
performance, or mental or physical health may
compromise patient safety. This duty extends
to the practices and systems of the organisation
they work for. Concerns should be evidence
based and not speculative but raising a genuine
concern should mean that the issues can be
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resolved quickly, the public are protected
and the learning gained is shared within and
beyond an organisation thereby helping to
reduce errors or malpractice in the future.
Raising genuine concerns appropriately should
be viewed as being in the public interest.
It is also something that the public rightly
expects to happen and, as the regulator of
pharmacy practise in Northern Ireland,
we do take this issue seriously and do hold
pharmacists to account when it is considered
they have failed to act.
While this professional responsibility
is clear and enshrined in our code, we also
recognise that the organisational culture that
pharmacists and other healthcare professionals
work in does have an influence on whether
they feel able to speak up. Recent inquiries,
such as those into hyponatremia-related
deaths and the Gosport Memorial Hospital,
demonstrate the important role an open,
honest and learning organisational culture
plays in empowering healthcare professionals,
including pharmacists, to appropriately raise
concerns in their place of work. Fostering a
culture of openness, honesty and learning is
essential to better protect patients whether it
be in a single community pharmacy or within
a trust.
The strict criminal liability for any
dispensing errors created a ‘fear factor’ among
pharmacists, reducing levels of ‘open’ error
reporting, candour with patients and limiting
the further development of an ‘open and
honest’ learning culture that is required to
reduce mistakes. In developing a legal defence
for dispensing errors within community
pharmacy, the government has acknowledged
the importance of removing fear in relation to
speaking up and identifying issues. We have
taken this approach forward in our work.
The Pharmaceutical Society NI is
committed to supporting the development of
a culture of openness, honesty and learning for
all pharmacists practising in Northern Ireland.
We are working to ensure that pharmacists are
signposted and encouraged to raise concerns
appropriately.
As part of this ongoing work to encourage
pharmacists, the Council of the Pharmaceutical
Society NI has recently published
revised Guidance on Raising Concerns
(whistleblowing). This provides enhanced
guidance on the responsibilities of employers
and managers to ensure that there are
appropriate policies in place to support staff to
raise concerns in compliance with the code.

STANDARD 1.2.6
If you employ, manage or lead staff, make
sure that there is an effective procedure
in place that allows staff to raise concerns
openly and safely without fear of reprisals.
This, however, is not an issue we can resolve
alone and pursuing this open and learning
culture across the healthcare system will
involve numerous actors, from the government,
employers, systems and professional regulators
and professional bodies. Working together
with a consistent message and approach,
which prioritises an open and honest culture,
alongside the individual professional duty
to raise concerns, will better ensure that
pharmacists and other healthcare professionals
are able to speak openly and freely and not fear
reprisal for acting in the public and patients’
interests.
This is crucial to protecting patients and
maintaining and boosting public confidence in
pharmacists, healthcare professionals and the
healthcare system.
If you have any concerns about pharmacy and
patient safety, visit www.psni.org.uk.
The revised Guidance on Raising Concerns
Whistleblowing can be accessed at www.psni.
org.uk/wp-content/uploads/2012/09/Guidance-on-Raising-Concerns-2019-Final.pdf.

The Pharmaceutical Society NI is currently
reviewing its Standards and Guidance and
continues to seek the engagement of stakeholders
and interested parties.
If you would like any further information on
this review, please contact: Peter Hutchinson,
Policy Standards and Engagement Lead,
Pharmaceutical Society NI by emailing Peter.
Hutchinson@psni.org.uk or calling 02896 208
658.

VALUES – WHAT’S MOST IMPORTANT TO
US
SAFETY
We make patient and public safety the key focus of
all that we do.
LISTENING
We listen to the public, pharmacy professionals and
the government.
INTEGRITY
We act honestly and independently, openly and
transparently.
JUSTICE
We ensure fairness, proportionality and effectiveness
in all that we do.
IMPROVEMENT
We are dedicated to being informative and
improving all that we do.
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NEWS
MANAGING SALIVA CONTROL IN CEREBRAL PALSY
Are you taking the correct steps to provide the highest quality of care for your patients?
Cerebral palsy (CP) is the most common
cause of physical disability in children
and young people in the developed world,
with a prevalence of around two-to-2.5
per 1,000. The term describes a group of
permanent, non-progressive abnormalities
of the developing foetal or neonatal brain
that lead primarily to disorders of movement
and posture, causing ‘activity limitation’ and
‘functional impact’.
Sialorrhea refers to drooling of saliva as
a result of limitations in a person’s ability to
control and swallow oral secretions. It occurs
in approximately 40 per cent of children
and young people with CP, and can have
significant medical and psychosocial impact.
NICE guidelines published in 2017 on
the management of saliva control advise the
following assessment and management steps:
• Assess factors that may affect drooling in
children and young people with CP, such as
positioning, medication history, reflux and
dental issues, before starting drug therapy

Sialanar

• To reduce the severity and frequency of
drooling in children and young people with
CP, consider the use of anticholinergic
medication:
- Glycopyrronium bromide (oral or by
enteral tube) or
- Transdermal hyoscine hydrobromide or
- Trihexyphenidyl hydrochloride for
children with dyskinetic cerebral palsy, but
only with input from specialist services
• When choosing which medicine to use, take
into account the preferences of the child or
young person and their parents or carers, and
the age range and indication covered by the
marketing authorisations
• Regularly review the effectiveness,
tolerability and side-effects of all drug
treatments used for saliva control
• Refer the child or young person to a
specialist service if the anticholinergic drug
treatments are contraindicated, not tolerated
or not effective, to consider other treatments
for saliva control

Prescribing Information UK

®

Sialanar® 320 micrograms /ml oral solution
Please refer to the full Summary of Product Characteristics (SmPC) before prescribing.
Presentation: Glycopyrronium oral solution in 250 ml or 60 ml bottle. 1 ml solution
contains 400 micrograms glycopyrronium bromide, (equivalent to 320 micrograms
of the active ingredient, glycopyrronium).
Indication: Symptomatic treatment of severe sialorrhoea (chronic pathological drooling)
in children and adolescents aged 3 years and older with chronic neurological disorders.

320mcg/ml glycopyrronium equivalent to 400mcg/ml glycopyrronium bromide

Designed for Children
CONCENTRATED SOLUTION

CONCENTRATED SOLUTION

NON–CONCENTRATED SOLUTION

Sialanar® has been developed for
children with chronic neurodisabilities
who suffer from chronic drooling.
NON–CONCENTRATED SOLUTION

CONCENTRATED SOLUTION

NON–CONCENTRATED SOLUTION

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

NOT LICENSED FOR
USE WITH FEEDING TUBES

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

NOT LICENSED FOR
USE WITH FEEDING TUBES

New
60ml
Bottle

SYRINGE FOR TITRATION AND CORRECT USE

Why Sialanar®:

GE FOR TITRATION AND CORRECT USE

CUP OR SPOON

CONCENTRATED SOLUTION

NGE FOR TITRATION AND CORRECT USE

IN USE SHELF LIFE = 60 DAYS
NON–CONCENTRATED SOLUTION

Concentrated solution
(2mg/5ml glycopyrronium
bromide) therefore relatively
small volume to swallow
CUP OR SPOON

CONCENTRATED SOLUTION

IN USE SHELF LIFE = 60 DAYS

PALATABLE TASTE
SYRINGE FOR TITRATION AND CORRECT USE

CUP OR SPOON

Sugar and Sorbitol free.
Designed with minimal
excipients

PALATABLE TASTE

SOME HAVE A PALATABLE TASTE

SYRINGE FOR TITRATION AND CORRECT
USE A PALATABLE TASTE
PALATABLE TASTE
SOME HAVE

PALATABLE TASTE

PALATABLE TASTE

CUP OR SPOON

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

IN USE SHELF LIFE = 60 DAYS

IN USE SHELF LIFE VARIES = 14–28 DAYS
TESTED AND LICENSED FOR
NOT LICENSED FOR
USE WITH FEEDING TUBES
USE WITH FEEDING TUBES

In use shelf
life of 60 days

NOT LICENSED FOR
USE WITH FEEDING TUBES
NO SPECIAL STORAGE CONDITIONS

Raspberry flavouring
increases palatability
for the patient

SOME HAVE A PALATABLE TASTE

Adverse events should be reported. Reporting forms and
information can be found at: www.mhra.gov.uk/yellowcard.

No special storage
conditions

NO SPECIAL STORAGE CONDITIONS

Undesirable effects: Adverse reactions more common with higher doses and prolonged
use. In STORED
placebo-controlled
studies (≥15%) dry mouth, constipation, diarrhoea and vomiting,
BELOW 25ºC AND IN THE
CARTON
TO PROTECT
urinary ORIGINAL
retention,
flushing
and nasal congestion. In paediatric literature; very common:
irritability, reduced bronchial secretions; common: upper respiratory tract infection,
pneumonia, urinary tract infection, agitation, drowsiness, epistaxis, rash, pyrexia. The
Summary of Product Characteristics should be consulted for a full list of side effects.
Shelf life: 2 years unopened. 2 months after first opening.

STORED BELOW 25ºC AND IN THE
NO SPECIAL STORAGE CONDITIONS
ORIGINAL CARTON TO PROTECT
IN USE SHELF LIFE = 60 DAYS
IN USE SHELF LIFE VARIES = 14–28 DAYS

NO SPECIAL STORAGE CONDITIONS

Special warnings and precautions for use: Monitor anticholinergic effects. Carer should
stop treatment and seek advice in the event of constipation, urinary retention, pneumonia,
allergic reaction, pyrexia, very hot weather or changes in behaviour. For continuous or
IN USE SHELF LIFE VARIES = 14–28 DAYS
repeated
intermittent treatment, consider benefits and risks on case-by-case basis. Not for
mild to moderate sialorrhoea. Use with caution in cardiac disorders; gastro-oesophageal
reflux disease; pre-existing constipation or diarrhoea; compromised blood brain barrier;
in combination with: antispasmodics, topiramate, sedating antihistamines, neuroleptics/
antipsychotics, skeletal muscle relaxants, tricyclic antidepressants and MAOIs, opioids or
corticosteroids. Sialanar® contains 2.3 mg sodium benzoate (E211) in each ml. Patients
require daily dental hygiene and regular dental checks. Thicker secretions may increase risk
of respiratory infection and pneumonia. Moderate influence on ability to drive/use machines.
Fertility, pregnancy and lactation: Use effective contraception. Contraindicated in
pregnancy and breast feeding.

IN USE SHELF LIFE VARIES = 14–28 DAYS

SOME HAVE A PALATABLE TASTE

Dosage: Start with approximately 12.8 micrograms/kg body weight of glycopyrronium
per dose, three times per day. Increase dose weekly until efficacy is balanced with side
effects. Titrate to maximum individual dose of 64 mcg/kg body weight glycopyrronium or
6 ml three times a day, whichever is less. Monitor at least 3 monthly for changes in efficacy
and/or tolerability and adjust dose if needed. Not for patients less than 3 or over 17 years
®
is indicated
for the paediatric population only. Reduce dose by 30%, in
old as Sialanar
NOT LICENSED
FOR
USE WITH renal
FEEDINGfailure.
TUBES
mild/moderate
Dose at least one hour before or two hours after meals or at
consistent times with respect to food intake. Avoid high fat food. Flush nasogastric tubes
with 10 ml water.
Contraindications: Hypersensitivity to active substance or excipients; pregnancy and
breast-feeding; glaucoma; urinary retention; severe renal impairment/dialysis; history of
intestinal obstruction, ulcerative colitis, paralytic ileus, pyloric stenosis; myasthenia gravis;
concomitant treatment with potassium chloride solid oral dose or anticholinergic drugs.

IN USE SHELF LIFE = 60 DAYS
IN USE SHELF LIFE VARIES = 14–28 DAYS
STORED BELOW 25ºC AND IN THE
NO SPECIAL STORAGE CONDITIONS
ORIGINAL CARTON TO PROTECT

Easy to titrate the dose with
the oral dosing syringe and
can be used with nasogastric
and peg tubes

SOME HAVE A PALATABLE TASTE

CUP OR SPOON

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

NON–CONCENTRATED SOLUTION

• Consider specialist assessment and use of
botulinum toxin A injections to the salivary
glands with ultrasound guidance to reduce the
severity and frequency of drooling in children
and young people with CP if anticholinergic
drugs provide insufficient benefit or are not
tolerated
• Advise children and young people and their
parents or carers that high-dose botulinum
toxin A injection to the salivary glands can
rarely cause swallowing difficulties, and so
they should return to hospital immediately if
breathing or swallowing difficulties occur
• Consider referring young people for
a surgical opinion, after an assessment
confirming clinically safe swallow, if there is:
- A potential need for life-long drug
treatment or
- Insufficient benefit or non-tolerance of
anticholinergic drugs and botulinum toxin A
injections

STORED BELOW 25ºC AND IN THE
ORIGINAL CARTON TO PROTECT

MA number:
Sialanar® 250 ml bottle – EU/1/16/1135/001
Sialanar® 60ml Bottle – EU/1/16/1135/002

Basic NHS Price:
Sialanar® 250 ml bottle £320
Sialanar® 60ml Bottle £76.80

Legal Category: POM
Marketing Authorisation Holder (MAH):
Proveca Pharma Ltd. Marine House, Clanwilliam Place, Dublin 2, Ireland
Further prescribing information can be obtained from the MAH.
Date of last revision of prescribing information: April 2019

STORED BELOW 25ºC AND IN THE
ORIGINAL CARTON TO PROTECT

Adverse events should also be reported to Proveca Limited.
Phone: 0333 200 1866 E-mail: medinfo@proveca.co.uk.

Prepared: June 2019
UK-SIA-2019-017

WWW.NIHEALTHCARE.COM

ADHD

ADHD: A QUEST FOR MORE
While many with ADHD lead happy, healthy, and successful lives, there is mounting
evidence that undiagnosed and untreated, the impact on physical and mental health
can be devastating. A greater understanding of this and the likelihood of a greater
role for primary care in treatment will inevitably impact on pharmacists who will
increasingly be called upon for advice and guidance by patients. Dr Tony Lloyd, CEO of
the ADHD Foundation, tells us more.
A wider acceptance and
understanding of ADHD has
resulted in increasing numbers
of children and adults seeking
a diagnosis and a doubling
of prescriptions for ADHD
medications in the past decade.
The global prevalence
of ADHD is 5.26 per cent,
yet in the UK it remains
underdiagnosed at 2.9 per cent,
and under-medicated at 0.9
per cent. Diagnostic rates for
Scotland, Wales and Northern
Dr Tony Lloyd Ireland are even lower at between
one-and-two per cent.
Contrary to what many believe, ADHD is not a behavioural
disorder. It’s an enduring myth that ADHD is a diagnosis given to
children who are hyperactive or behave inappropriately. ADHD –
like autism, dyspraxia, dyslexia, dysgraphia and dyscalculia – is a
neurodevelopmental disorder, with researchers stating that there is a
developmental delay throughout childhood of up to three years.
Like autism, we now know that the brains of those with ADHD
are structurally and functionally different, and like autism, is a lifespan
condition. While many parts of the neurological delay are overcome
once the brain reaches full maturity in early 20s, ADHD can still
significantly impair quality of life. The World Federation for ADHD,
based in Munich, has now published a free online guide for clinicians,
and it’s also valuable for pharmacists in understanding the condition
and the pharmacological interventions available. (1)
Access to healthcare, however, has remained a controversial issue,
with waiting times of between one-and-five years to see a specialist
in both child and adult services. A report published by a coalition of
charities in 2017 was sent to every MP and every NHS commissioner
in the UK highlighting the disparity of care in various parts of the
UK. The report, ‘A Lifetime Lost, or a Lifetime Saved?’ sought to
inform government and NHS commissioners of the impact of ADHD
and raised the issue of whether stigma was influencing the lack of
commissioned services when the scientific evidence was unequivocal.
(2)
Undiagnosed and unmanaged ADHD correlates with a range of
poor health outcomes, such as high blood pressure, stroke, obesity,
anxiety, depression, bipolar disorder and addiction. Research due to be
published this year cited significantly increased prevalence of self-harm
and attempted suicide in the ADHD population. (3)
The impairment to cognitive functioning and learning increases the
risk of academic underachievement and school failure which can lead
to a lifetime of deprivation and dependency, which was highlighted
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in the DEMOS report published in 2018 highlighting the social and
economic impact of ADHD. (4)
ADHD is genetic in origin, with approximately 20 per cent of cases
acquired through brain injury, epilepsy or severe sleep deprivation in
early infancy. More recent research suggests that preterm births increase
the risk of a range of neurodevelopmental disorders by up to 17 per
cent which may account for some of the increase in those diagnosed in
childhood over the past two decades. (5)
The improvements in identifying, diagnosing and treating ADHD
in children, however, has not met with increased capacity in adult
services and the report published by the ADHD Foundation, ‘Will the
Doctor See me Now?’ in July 2019, cites Freedom of Information data
that proves that lack of data on prevalence and comorbidity and a lack
of forward planning has resulted in many children ceasing access to
healthcare at a critical juncture of their lives when transitioning from
education to employment in adulthood.
With increasing demands on healthcare budgets, NHS England is
exploring a national strategy for the care of those with ADHD that
will sit alongside the National Autism Strategy, outlined in the 10-Year
Long-Term Plan. Several ideas are currently being explored, such as
a greater role for the diagnosis and treatment of ADHD in primary
care, with specialist nurse prescribers playing a greater role to ease the
pressure on GPs. More complex cases with comorbidity – a frequent
occurrence for adults seeking a late diagnosis – will likely remain in
secondary care and specialist psychiatry until they are proven to be
responding well to treatment and stabilised – at which point they
will transition to primary care. A public health campaign is also being
called for by patient groups and charities to reduce the stigma that
may prevent some people from accessing healthcare and potentially
being misdiagnosed with anxiety, depression, and bipolar disorder. It
will be 2020 before any plans are made public, however, patient groups
in Scotland, Wales and Northern Ireland are concerned that no such
discussions are taking place in the devolved assemblies about how
patient care for ADHD will be addressed and whether they will follow
NHS England’s lead.
A major source of controversy is that many health boards and
clinicians in both primary and secondary care are not adhering to
NHS guidelines on treatment for ADHD. Guidelines state clearly that
treatment should be multi-modal, including programmes for parents
on understanding and supporting their child’s ADHD, psychosocial
and psycho-educative guidance on self-care and self-management for
adults and when needed, psychological therapies such as CBT. NHS
guidelines of ADHD medications can be found on www.pathways.nice.
org.uk/pathways/attention-deficit-hyperactivity-disorder/medicationfor-adhd.
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ADHD
ACHIEVING BETTER CARE
In most parts of the UK, medication is the
first and often only line of treatment. With
an effect size of 0.8, methylphenidate is one of
the most effective compounds available, with
numerous research studies demonstrating that
early diagnosis and treatment significantly
improves long-term mental and physical health.
The coalition of ADHD patient charities has
produced an accessible report for patients on
NHS guidelines, a copy of which should be
readily available in every pharmacy. (6)
The necessary changes to achieve better care
requires a systemic approach to ensuring that
the interplay between genetic heritability and
environmental factors are optimised. Short-term
and siloed budgets have made it difficult to build
a case for ADHD services as the benefits are
considerably more impactful across the entirety
of statutory services for health, education
and social care. A systemic approach begins
with educating parents and indeed expectant
parents, so that they understand the risk factors
associated with familial neurodevelopmental
conditions, preterm births and how parenting
and early life trauma, such as adverse childhood
experiences, can exacerbate the genetic potential
and severity of ADHD presentation.

ADHD IN EDUCATION
Training for school teachers is considered
by many to be inadequate to ensure accurate
identification and early intervention. The
Department for Education states that currently
14.6 per cent of the school age population
have some form of learning impairment, and
as many as two-in-five of those with a learning
impairment are not identified until after age 16.
At the ADHD Foundation, over 50 per cent
of referrals for children received from schools
for assessment don’t prove positive for ADHD,
resulting in unnecessary costs and increasing
waiting times. The imperative for a referral from
schools is usually because the child’s behaviour is
considered inappropriate for a classroom setting.
Yet many teachers remain unaware that
acute anxiety is the main cause of inappropriate
behaviour and that pervasive ‘learner anxiety’ can
be countered with effective teaching strategies
to accommodate neurodiverse learners, such as
those with ADHD, autism, dyspraxia, dyscalculia
and dyspraxia. Symptom overlap and the
estimated 40 per cent-plus comorbidity across
the neurodevelopmental spectrum of course
makes this difficult for teachers. The ADHD
Foundation trains over 12,000 teachers and over
3,000 healthcare professionals every year and has
produced a booklet specifically for school nurses
and GP practice nurses so that they can better
advise parents and schools on how to accurately
identify and support children and their families
which may also be of use to pharmacists when
asked for advice and guidance by patients. (7)

The emerging trend in education, and
especially in industry, of a ‘21st Century
neurodiverse paradigm’ also influences the
current debate on healthcare and indeed
those who believe that labelling children
is pathologising, what are in fact natural
variations and diversity of human brains. This is
particularly so of ADHD which historically has
been criticised and discredited as an invention of
the pharmaceutical industry.
Fortunately, the conversation and science
has moved on considerably. ADHD is prevalent
in one-in-20 of the population; autism affects
one-in-100; and dyslexia is estimated to affect
between one-in-five, and one-in-10 individuals.
From an evolutionary perspective, if as many as
one-fifth of humans are neurodiverse, should we
be challenging the medical model that classifies
them as errors of genetics or ‘disordered’? What
remains clear is that public perceptions and our
educational paradigm of intelligence, ability
and employability are being scrutinised, debated
and challenged. Major growth industries, such
as robotics, technology and creative industries,
are actively recruiting neurodiverse employees
because they are ‘creative, innovative thinkers’.
This change led by Microsoft, Apple and
Google has now crossed over to finance and
commerce. Within medicine and education,
however, not much has changed in how we
classify the one-in-five who are neurodiverse and
whether this is simply a question of language and
medical terminology or indeed a fundamental
shift to a more strength-based approach?
The coalition of UK charities, together with
leading academics and clinicians, initiated and
led by the ADHD Foundation, psychiatrist
Dr Phil Asherson of King’s College London,
and United Kingdom adult ADHD Network
and clinical psychologist, Dr Susan Young, will
publish a peer reviewed consensus statement
in 2019 calling on the government to act in
response to the overwhelming evidence on
ADHD.
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Xaggitin XL
®

prolonged-release methylphenidate tablets

Indicated in children aged 6 years and over as part of a comprehensive treatment programme for
Attention Deﬁcit Hyperactivity Disorder (ADHD) when remedial measures alone prove insufﬁcient1

• Branded Xaggitin® XL is a prolonged-release form of methylphenidate
• Prescribing branded Xaggitin® XL tablets in place of Concerta® XL* saves the NHS up to 50%†2,3
• Branded Xaggitin® XL is available in 4 strengths: 18 mg, 27 mg, 36 mg and 54 mg1
*Concerta® is a registered trademark of Janssen-Cilag Ltd.
† Based on the category C reimbursement price for generic prolonged-release methylphenidate tablets, 3 and based on 18, 27 and 36 mg doses.
References: 1. Xaggitin® XL prolonged-release methylphenidate tablets Summary of Product Characteristics. Available from https://www.medicines.
org.uk/emc/search?q=xaggitin (last accessed July 2019). 2. Drug Tariff July 2019 (England and Wales). 3. Concerta XL prolonged-release
methylphenidate tablets Summary of Product Characteristics. Available from https://www.medicines.org.uk/emc/search?q=concerta (last
accessed July 2019).
Item code: UK-XAG-2 Date of Preparation: July 2019
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Prescribing Information for Xaggitin XL® (methylphenidate
hydrochloride) prolonged-release tablets
Please refer to the Summary of Product Characteristics (SPC)
before prescribing.
Presentation: Available in a range of doses. Prolonged-release tablets
containing 18mg, 27mg, 36mg or 54mg of methylphenidate
hydrochloride, equivalent to 15.6 mg, 23.3 mg, 31.1 mg or 46.7 mg of
methylphenidate, respectively. Indication: Attention Deficit/Hyperactivity
Disorder (ADHD): Indicated as part of a comprehensive treatment
programme for ADHD in children aged 6 years of age and over when
remedial measures alone prove insufficient. Treatment must be under the
supervision of a specialist in childhood behavioural disorders. Diagnosis
should be made according to DSM-IV criteria or the guidelines in ICD-10
and should be based on a complete history and evaluation of the patient.
Diagnosis cannot be made solely on the presence of one or more
symptom. Xaggitin XL treatment is not indicated in all children with ADHD
and the decision to use the medicinal product must be based on a very
thorough assessment of the severity and chronicity of the child’s
symptoms in relation to the child’s age. Dosage and Administration:
Refer to SPC for details and recommendations: For oral use. Take
once daily in the morning. The tablet must be swallowed whole with liquids
and must not be chewed, broken, divided, or crushed. It may be
administered with or without food. Pre-treatment screening: Conduct a
baseline evaluation of a patient’s cardiovascular status including blood
pressure and heart rate prior to prescribing. A comprehensive history
should document concomitant medications, past and present co-morbid
medical and psychiatric disorders or symptoms, family history of sudden
cardiac/unexplained death and accurate recording of pre-treatment
height and weight on a growth chart. Ongoing monitoring: growth,
psychiatric and cardiovascular status should be continuously monitored.
Patients should be monitored for the risk of diversion, misuse and abuse
of methylphenidate. Dose titration: Careful dose titration is necessary at
the start of treatment. Dose titration should be started at the lowest
possible dose and may be adjusted in 18 mg increments at approximately
weekly intervals. The maximum daily dosage is 54 mg. Patients New to
Methylphenidate: Lower doses of short-acting methylphenidate
formulations may be considered sufficient to treat patients new to
methylphenidate. Careful dose titration by the physician in charge is
required. The recommended starting dose is 18 mg once daily. Patients
Currently Using Methylphenidate: Dosing recommendations are based on
current dose regimen and clinical judgement. Please refer to the SPC for
dose conversion. Long-term (more than 12 months) use in children and
adolescents: Methylphenidate treatment is usually discontinued during or
after puberty. If prescribed for extended periods (over 12 months), the
long-term usefulness of treatment with methylphenidate should be
periodically re-evaluated with trial periods off medication to assess the
patient’s functioning without pharmacotherapy. It is recommended that
methylphenidate is de-challenged at least once yearly to assess the
child’s condition. Dose reduction and discontinuation: Treatment must be
stopped if the symptoms do not improve after appropriate dosage
adjustment over a one-month period. If paradoxical aggravation of
symptoms or other serious adverse events occur, the dosage should be
reduced or discontinued. Adults: In adolescents, whose symptoms persist
into adulthood and who have shown clear benefit from treatment, it may
be appropriate to continue treatment into adulthood. Initiation of treatment
with Xaggitin XL in adults is not appropriate. Elderly or children under 6
years: Xaggitin XL should not be used due to lack of data. Contraindications: Hypersensitivity to the active substance or to any of the
excipients, glaucoma, phaeochromocytoma, during treatment with nonselective, irreversible monoamine oxidase (MAO) inhibitors, or within a
minimum of 14 days of discontinuing those medicinal products,
hyperthyroidism or thyrotoxicosis, diagnosis or history of severe
depression, anorexia nervosa/anorexic disorders, suicidal tendencies,
psychotic symptoms, severe mood disorders, mania, schizophrenia,
psychopathic/borderline personality disorder, diagnosis or history of

severe and episodic (Type I) Bipolar (affective) Disorder that is not wellcontrolled, pre-existing cardiovascular disorders including severe
hypertension, heart failure, arterial occlusive disease, angina,
haemodynamically significant congenital heart disease, cardiomyopathies,
myocardial infarction, potentially life- threatening arrhythmias and
channelopathies (disorders caused by the dysfunction of ion channels),
pre-existing cerebrovascular disorders, cerebral aneurysm, vascular
abnormalities including vasculitis or stroke. Precautions and Warnings:
Refer to SPC for details and recommendations: Long-term use
(more than 12 months) in children and adolescents: Careful ongoing
monitoring for cardiovascular status, growth, appetite, development of de
novo or worsening of pre-existing psychiatric disorders. Psychiatric
disorders to monitor for include (but are not limited to) motor or vocal tics,
aggressive or hostile behaviour, agitation, anxiety, depression, psychosis,
mania, delusions, irritability, lack of spontaneity, withdrawal and excessive
perseveration. The use of methylphenidate for over 12 months in children
and adolescents with ADHD should be periodically re-evaluated.
Recommended that methylphenidate is de-challenged at least once yearly
to assess the child’s condition. Use in adults, elderly or children under 6
years of age: see above. Cardiovascular status: Careful history and
physical exam should be carried out to assess for the presence of cardiac
disease, and patients should receive further specialist cardiac evaluation
if initial findings suggest such history or disease. Cardiovascular status
should be carefully monitored. Blood pressure and pulse should be
recorded at predefined intervals. Sudden death and pre-existing structural
cardiac abnormalities or other serious cardiac disorders: Sudden death
has been reported in association with the use of stimulants of the central
nervous system at usual doses in children. Misuse and cardiovascular
events: Misuse of stimulants of the central nervous system may be
associated with sudden death and other serious cardiovascular adverse
events. Cerebrovascular disorders: Contraindicated in those with certain
cerebrovascular conditions (see above). Patients with additional risk
factors should be assessed at every visit. Cerebral vasculitis is a very rare
idiosyncratic reaction and this diagnosis should be considered in any
patient who develops new neurological symptoms consistent with
cerebral ischaemia. Psychiatric disorders: In the case of emergent
psychiatric symptoms or exacerbation of pre-existing psychiatric
disorders, methylphenidate should not be given unless the benefits
outweigh the risks to the patient. Consult SPC for additional information
for specific psychiatric disorders. Growth: Moderately reduced weight gain
and growth retardation have been reported with the long-term use in
children. Treatment interruption may be necessary. Seizures: Use with
caution in patients with epilepsy. If seizure frequency increases or newonset seizures occur, methylphenidate should be discontinued. Abuse,
misuse and diversion: Use with caution in patients with known drug or
alcohol dependency because of a potential for abuse. Priapism: Patients
who develop abnormally sustained or frequent and painful erections
should seek immediate medical attention. Withdrawal: Careful supervision
is required during withdrawal. Long-term follow up may be required.
Fatigue: Should not be used for the prevention or treatment of normal
fatigue states. Choice of methylphenidate formulation: This would be the
decision of the treating specialist. Drug screening: Methylphenidate may
induce a false positive laboratory test for amphetamines, particularly with
immunoassay screen test. Renal or hepatic insufficiency: No data
available. Haematological effects: Discontinuation of treatment should be
considered in the event of leukopenia, thrombocytopenia, anaemia or
other alterations, including those indicative of serious renal or hepatic
disorders. Excipients: Contains lactose, therefore patients with rare
hereditary problems of galactose intolerance, the Lapp lactase deficiency
or glucose-galactose malabsorption should not take this medicine.
Interactions: Pharmacokinetic interaction: Caution is recommended at
combining methylphenidate with other medicinal products, especially
those with a narrow therapeutic window. Methylphenidate is not
metabolised by cytochrome P450 to a clinically relevant extent. Inducers
or inhibitors of cytochrome P450 are not expected to have any relevant

impact on methylphenidate pharmacokinetics. However, reports indicate
that methylphenidate may inhibit the metabolism of coumarin
anticoagulants, anticonvulsants (e.g. phenobarbital, phenytoin, primidone),
and some antidepressants (tricyclics and selective serotonin reuptake
inhibitors). When starting or stopping treatment with methylphenidate, it
may be necessary to adjust the dosage of these medicines already being
taken and establish plasma concentrations (or for coumarin, coagulation
times). Pharmacodynamic interactions: Anti-hypertensive medicines: may
decrease the effectiveness of anti-hypertensives. Use with medicines that
elevate blood pressure: Caution. Use with alcohol: Patients should abstain
from alcohol during treatment. Use with halogenated anaesthetics: Risk of
sudden blood pressure increase during surgery. If surgery is planned,
methylphenidate treatment should not be used on the day of surgery. Use
with centrally acting alpha-2 agonists (e.g. clonidine): Long-term safety of
concomitant administration has not been systematically evaluated. Use
with dopaminergic (agonists and antagonists including antipsychotics)
medicines: Caution. Use during pregnancy and lactation: Pregnancy
and Breast-feeding: Not recommended unless benefits outweigh risks.
Neonatal cardiorespiratory toxicity has been reported in spontaneous case
reports. Fertility: No relevant effects observed. Effects on ability to drive
and use machines: Can cause dizziness, drowsiness and visual
disturbances including difficulties with accommodation, diplopia and
blurred vision. It may have a moderate influence on the ability to drive and
use machines. If affected, patients should avoid potentially hazardous
activities. Undesirable effects: Very common (≥ 1/10): insomnia,
nervousness and headache. Common (≥ 1/100 to < 1/10):
nasopharyngitis, upper respiratory tract infection, sinusitis, anorexia,
decreased appetite, moderately reduced weight and height gain during
prolonged use in children, affect lability, aggression, agitation, anxiety,
depression, irritability, abnormal behaviour, mood swings, tics, initial
insomnia, depressed mood, decreased libido, tension, bruxism, panic
attack, dizziness, dyskinesia, psychomotor hyperactivity, somnolence,
paraesthesia, tension headache, accommodation disorder, vertigo,
arrhythmia, tachycardia, palpitations, hypertension, cough, oropharyngeal
pain, upper abdominal pain, diarrhoea, nausea, abdominal discomfort,
vomiting, dry mouth, dyspepsia, alopecia, pruritus, rash, urticaria,
arthralgia, muscle tightness, muscle spasms, erectile dysfunction, pyrexia,
growth retardation during prolonged use in children, fatigue, irritability,
feeling jittery, asthenia, thirst, changes in blood pressure and heart rate
(usually an increase), weight decreased and alanine aminotransferase
increased. Consult SPC for other side effects. Overdose: There is no
specific antidote to methylphenidate overdosage. Treatment consists of
appropriate supportive measures. See SPC for treatment guidance.
Marketing authorisation number and Basic NHS Price: All strengths
are sold in packs of 30 prolonged-release tablets. Xaggitin 18 mg PL
01883/0359 - £15.58; Xaggitin 27 mg PL 01883/0360 - £18.40;
Xaggitin 36 mg PL 01883/0361 - £21.22 and Xaggitin 54 mg PL
01883/0362 - £36.80. Marketing authorisation Holder: Macarthys
Laboratories Ltd, T/A Martindale Pharma, Bampton Road, Harold Hill,
Romford, Essex, RM3 8UG, United Kingdom. Legal category: POM.
Further information: Martindale Pharma, Bampton Road, Romford,
RM3 8UG. Tel: 01277 266 600. Date of Preparation: May 2019.

Adverse events should be reported. Reporting
forms and information can be found at
www.mhra.gov.uk/yellowcard. Adverse events
should also be reported to Martindale Pharma,
an Ethypharm Group Company.
Tel: 01277 266 600.
e-mail: drugsafety.uk@ethypharm.com
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NEWS
HEART CARE SUCCESS STORY SHOWS BENEFITS OF CONSOLIDATION
Concentrating specialist hospital care in centres of excellence has garnered both positive results and encouraging
feedback across Northern Ireland.
In the region of 40 per cent of patients with
heart attacks can be eligible for a specialised
emergency procedure to treat the blocked
artery in their heart. Following an ECG, such
patients are taken to just two expert units
in Northern Ireland – often bypassing other
hospitals and their emergency departments.
The units – at the Royal Victoria
and Altnagelvin Hospitals – provide this
specialised treatment, which is called primary
percutaneous coronary intervention (PPCI).
Northern Ireland’s PPCI service will
this year reach two landmark anniversaries.
December will see the 10th anniversary of the
first 24-hour pilot service in Belfast; while this
year also marks the fifth anniversary of the
start of the Altnagelvin service, which meant
that the procedure was available round-theclock province-wide for the first time.
PPCI is performed in a patient with an
acute heart attack where there is a complete
blockage of a heart artery; involving a fine
catheter being passed through the wrist into
the artery. The clot is removed and a balloon
is then inflated, allowing a metal stent to be
deployed to keep the artery open.

The Department of Health’s Permanent
Secretary, Richard Pengelly, explained, ‘PPCI
is one of the unsung heroes of healthcare and
health transformation. We should all be very
proud of this success story and I would pay
tribute to everyone involved in providing it
and making it possible.’
Figures for the Northern Ireland service
indicate that it takes 30 minutes on average
between a patient reaching the door of a PPCI
unit and restoration of blood flow to their
heart. This compares very favourably with
other UK regions.
The Permanent Secretary added, ‘Where
appropriate, concentrating certain types of
hospital care in regional centres of excellence
is in the best interests of patients. We all
naturally take comfort from having services
on our doorsteps, particularly in emergencies.
However, there is a careful balance to be
struck between accessibility and quality of
treatment.
‘When it comes to highly specialised
treatments like PPCI, consolidation of
expertise is the right approach.’
Consolidation of hospital services is very

much in focus at present, with departmental
proposals to reshape stroke and breast
assessment services.
About 2,100 patients suffer some form
of heart attack per year in Northern Ireland.
Between 800-to-850 suffer the most serious
type – STEMI attacks – most of which are
appropriate for PPCI.
In its early pilot years, the service typically
dealt with 200-to-250 patients a year – and
that’s now up to the 800-to-850 mark.
There is also a cross-border dimension
to the service, as the Altnagelvin unit treats
patients from Co Donegal.

GPSAR is free to download for both iPhone and Android users. Using the App couldn’t be any easier,
simply download from the App Store and once downloaded, a camera screen willNopen
and prompt
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the user to begin scanning the GPSAR codes. Go to pages 39 & 47 to try it out for yourself!
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THE SOCIETY OF RADIOGRAPHERS

RAYS OF HOPE
With the importance of, and demand for, x-ray reporting on the rise, further
progression must take place within the profession, explains Grainne Forsythe –
a Radiographer in the Southern Health & Social Care Trust – in the Society and
College of Radiographers’ latest column.
The number of x-rays carried out each year
in Northern Ireland continues to grow.
Last year, over one million plain film
x-rays were performed. Each x-ray also has
a report and most of these are performed
by consultant radiologists, who are
doctors. Because of the increased demand,
and not enough radiologists
currently in the system, highly skilled
radiographers have received advanced
training and are able to report a range of
x-ray examinations.
In 1971 a Radiologist, Dr
Swinburne (1), proposed that
radiographers and other nonradiological staff could be trained to
distinguish between normal and
abnormal films, thus alleviating
radiological workloads. Dr Swinburne
justified his suggestion on two counts, ‘the
Grainne Forsythe chronic shortage of radiologists’, and the
fact that radiographers seemed ‘to
function below their full potential’.
In March 1997, the College of Radiographers (2) published the
document, ‘Reporting by Radiographers: A Vision Paper’. This
document provided practical guidance for radiographers whose roles
were developing to include reporting and also set out the college’s
policy in relation to the concept of reporting by radiographers. In
particular, the College of Radiographers was clear in its view that,
‘Reporting by radiographers is not an option for the future but a
requirement.’
Several courses were established to train radiographers to report
plain film x-rays to the same standard as their radiology colleagues.
The post-graduate courses are based in England and can last up to
18 months. A radiographer from Northern Ireland must travel back
and forth to England for lectures for a week each month. There are
several pieces of coursework, written exams, and an oral and written
reporting exam.
The work is intensive and involves a lot of study; it is overseen by
a radiologist within their department in Northern Ireland who acts
as a mentor. The mentoring radiologist will check each report
undertaken by the radiographer and sign off the reports until the
radiographer is qualified and the radiologist is satisfied to delegate
the task of independently reporting to the radiographer.
Northern Ireland has been slower to embrace the use of reporting
radiographers than the rest of the UK. Most reporting radiographers
in Northern Ireland only report trauma images through emergency
departments and minor injuries units, although their UK colleagues,
who undertook the same reporting exam and training, report all
plain films, both trauma and non-trauma images, from all referral
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sources, including GPs and outpatient clinics.
In March 2017 reporting radiographers in plain film came
together from across Northern Ireland to form a group called the
Northern Ireland Plain Film Reporting Radiographers Forum and
there are 29 members. This group discusses issues relating to
reporting by radiographers and sets out to standardise the practice
across Northern Ireland and meets on a quarterly basis throughout
the year.
In Northern Ireland, approximately 22 per cent of funded
radiologist posts are vacant. The Department of Health published its
Strategic Framework for Imaging Services in June 2018, in which the
framework has recognised the need to expand the
radiographer reporting workforce to support 40 per cent of plain
films to be reported by advanced practice radiographers.
NICE guidelines state that, ‘A radiologist, radiographer or other
trained reporter should deliver the definitive written report of
emergency department x-rays of suspected fractures before the
patient is discharged from the emergency department’. By increasing
the number of reporting radiographers, we can implement seven-day
reporting for emergency departments, ensuring that the patients get a
report on their x-ray before being discharged from the department.
Reporting radiographer colleagues in England have demonstrated
how reporting turnaround times for GP films have decreased since
reporting radiographers were delegated this task. It’s vital that the
patient receives ‘a timely accurate report which can be acted upon by
the referrer so treatment is not delayed’.
Chest x-rays are one of the most requested examinations for
patients. Reporting radiographers in England have undertaken
further
training to report chests, and their findings have demonstrated
similar levels of accuracy to their radiology colleagues. (3)
It’s hoped that future expansion and development of radiographer
reporting will include implementation of consultant radiographer
posts for plain film reporting, in line with similar developments in
the rest of the UK. As demand for imaging increases, it is important
that the skills of all members of imaging teams are used to ensure the
best service for patients in Northern Ireland.
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DIABETES

FOOT FOR
THOUGHT
From the suffering
experienced by the patient
and their family, to the
cost imposed on the health
service, diabetic foot
disease presents a heavy
burden for the region to
bear. Consultant Podiatrist
in Diabetes, Bronagh
Monaghan, talks to NIHR
about diabetes foot care
in Northern Ireland and
the necessity of early and
efficient intervention.

How concerned should we be about
diabetic foot disease?
Diabetic foot disease is defined as infection,
ulceration or destruction of tissues of the foot
associated with neuropathy and / or peripheral
artery disease in the lower extremity of a person
with diabetes mellitus. (International Working
Group on the Diabetic Foot, 2019)
Foot disease is a secondary complication of
diabetes and can cause extreme pain,
disability, amputation and increased mortality.
When treated in a timely and effective
manner, however, many, if not all, of these
complications can be significantly reduced or
avoided.
What are the current statistics
relating to diabetes diagnoses in
Northern Ireland?
Diabetes is one of the most common chronic
diseases in the UK and its prevalence is
increasing. In 2013, there were almost
2.9 million people in the UK diagnosed with
diabetes. By 2025, it is estimated that more than
five million people in the UK will have diabetes.
Data from the NI Quality Outcomes
Framework (QOF) 2016 / 2017 identified
92,480 people aged 17 and over that are living
in Northern Ireland with diabetes, giving a 4.7
per cent prevalence rate. There has been a 34 per

cent increase in the number of people diagnosed
between 2010 and 2017.

Can you delve into the number of
patients with an active foot ulcer in
Northern Ireland?
A regional podiatry-led audit of diabetes foot
ulcer management in hospital and
community sites in Northern Ireland was
completed in 2016. The audit identified a 4.6
per cent prevalence rate of ulceration. (GAIN,
2017) This mirrors prevalence rates in other
areas of the UK.

What about the number of patients
with minor and major diabetic foot
amputations in Northern Ireland?
The National Audit Office report (2015) indicates an increase in both major and minor
amputations in England and Wales. As a result
of the increase in the prevalence of diabetes, the
absolute number of diabetes-related
amputations in England increased by 16 per
cent between 2009-to-2012 and 2012-to-2015,
even as rates per 10,000 people with diabetes
were reduced.
Northern Ireland also has seen this growth.
The Northern Ireland Audit Office (NIAO,
2018) highlighted that 150 / 200 diabetesrelated amputations are carried out in Northern
Ireland annually, and research suggests that 80
per cent of these are preventable.

How are the costs of diabetic foot
ulceration and diabetic foot
amputation impacting the region?
The cost of healthcare for ulceration and
amputation in diabetes in 2014-to-2015 is
estimated at between £837 million and £962
million; 0.8 per cent to 0.9 per cent of the
National Health Service budget for England.
More than 90 per cent of expenditure was
related to ulceration, and 60 per cent was for
care in community, outpatient and primary
settings.
Reducing the prevalence of people with
diabetic foot ulcers by one-third would save
the NHS £210 million to £262 million a year.
(Kerr, 2017)

To what extent are the conditions
burdening the NHS, and how?

leg, foot or toe amputation as those without
diabetes. Approximately eight out of every
10,000 people with diabetes undergo major
lower extremity amputation (above ankle) each
year, and 18 out of 10,000 have minor
amputation (below ankle).

How do diabetic foot disease and
diabetic foot ulceration impede the
patient’s quality of life; emotionally
and physically?
Diabetic foot disease is among the most serious
complications of diabetes mellitus. It is reported
as a source of major suffering and financial costs
for the patient, and also places a considerable
burden on the patient’s family, healthcare
professionals and facilities and society in
general.
Health-related quality of life for people with
a diabetic foot ulcer is lower than for people
with COPD or on haemodialysis. After a first
amputation, people with diabetes are twice
as likely to have a subsequent amputation as
people without diabetes.
Mortality rates after diabetic foot
ulceration and amputation are high, with up to
70 per cent of people dying within five years of
having an amputation and around 50 per cent
dying within five years of developing a diabetic
foot ulcer, a mortality significantly greater than
colon, prostate or breast cancer.

Why do we need a new model of
care?
Unless there is a significant increase in the
quantity and efficiency of diabetes foot care, it is
likely that the cost of ulceration and amputation
care for people with diabetes will rise
substantially, both in absolute terms and as a
proportion of total NHS spending.
The success of intervention for patients
with active foot disease depends on when and
where they present. To ensure equity of care and
timely intervention the roll-out of an Integrated
Diabetic Foot Care Pathway has been
prioritised within A Diabetes Strategic
Framework. (DHPSS, 2016) The
implementation of this pathway is currently
ongoing – it is anticipated that this will
transform how care is delivered to patients with
diabetic foot disease across Northern Ireland.

People with diabetes are more likely to be
admitted to hospital with a foot ulcer than with
any other complication of diabetes. People with
diabetes are around 23-times as likely to have a
NIHR | July 2019 | 21
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DIABETIC FOOT CARE

NIHR INVESTIGATES

Patients with diabetes have a wide range
of health issues and complications
arising from the increased glucose levels
in their bloodstream.
Many presume that prescription compliance of their insulins and /
or anti-diabetic drugs such as biguanides and dipeptidylpeptidase-4
inhibitors, means they don’t need to be concerned with other issues
that may make it difficult.
Neuropathy is vitally important in patients with diabetes;
symptoms such as numbness may prove it difficult for the patient
to recognise early warning signs of skin damage. This may then
exacerbate the problem and, if left untreated, can increase in severity.
Regular foot care for patients with diabetes must be continually
emphasised to reduce the risk of secondary problems. Dry skin left
untreated on a patient with diabetes foot can lead to callus, infection,
ulceration and, in the most serious cases, amputation.
Urea is a hydrophilic humectant which is naturally found in

our skin and forms part of a patients natural moisturising factor
(NMF); its purpose within the body is to keep the skin hydrated and
functioning at it’s optimum level. The concentration of urea in our
NMF decreases with age, therefore the skin’s ability to retain moisture
also decreases. Non urea-containing creams may provide a temporary
solution to this problem but they do not address the underlying issue.
Urea-containing creams and lotions improve hydration by
increasing water absorption from the dermis layer. Once applied, they
ensure the foot’s skin stays hydrated and healthy, in turn reducing the
risk of callus buildup, hard skin formation and infection. Urea can
also improve the barrier function of the skin and, having a keratolytic
profile, it may actively eradicate dead skin cells and promote cell
turnover.
At various concentrations, urea-containing creams can be used for
either healthy skin maintenance or the treatment of hard and cracked
skin in diabetic patients.
Flexitol produce two varying strengths of such products – a 10%
cream and 25% balm which are now listed as a first choice option on
the NI formulary across all five health boards both approved by the
College of Podiatry.

FLEXITOL 10% UREA CREAM:

FLEXITOL 25% UREA HEEL BALM:

• Apply to all pre-callused diabetic feet (3)
• Indicated for the relief of rough, dry and anhidrotic skin
conditions
• Applied to the affected area, apply once a day, every day,
rubbing gently into the skin
• To be used in adults and children over one year

• Apply to all callused diabetic feet (3)
• Indicated for the symptomatic treatment of foot anhydrosis
including in consumers with diabetes
• Applied to the heel and foot with hands being washed before and
after use
• Apply once a day, every day

It has been discovered that only one in five people living with diabetes
check their feet everyday (1) however, four in five patients would
check their feet daily if they had a simple daily foot care routine
combined with advice from a healthcare professional on how and why
to check their feet.(2)

Flexitol has joined with Diabetes.co.uk to produce an important but
easy to follow ‘Simple Steps’ programme to help diabetic patients take
control of their own foot health.
There are three steps involved that could make a huge impact of a
patient’s long term foot health:

CHECK – Check your feet for any changes, using a mirror to check the soles, for broken skin etc and contact your GP,
nurse or podiatrist if you have any issues.

WASH – Wash and dry your feet daily, paying particular attention between the toes.

PROTECT – Apply a urea based cream such as Flexitol to your feet once daily.
In order to correctly self-manage their skin condition, education
on proper foot health, guided by their GP, pharmacist or nurse, is
essential for the diabetic patient. These simple steps can have a massive
impact on a patient’s quality of life and also reduce pressure on the
healthcare system.
Further information and resources is available at
www.flexitol.co.uk/professional
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Free online resources
to support diabetic footcare
NICE guidelines recommend that people with diabetes should
receive a foot screening at least annually.1
Our resources provide the essential methodology for delivering an
effective, high-quality foot screening, as well as patient-education
materials that you can tailor to their level of risk and self-care needs.

To download or request our resources, visit
flexitol.co.uk/professional
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• Flexitol 10% Urea Cream
For all pre-callused diabetic feet2
• Flexitol 25% Urea Cream
For all callused diabetic feet2
• Approved by the College of Podiatry

Brought to you by Flexitol.
Protect diabetic feet, prescribe Flexitol

Adverse events should be reported to Thornton & Ross Limited. Email
enquiries@medinformation.co.uk telephone 01484 848164

t | +44 (0) 1484 842217

Flexitol 10% Urea Cream
Manufacturer: Thornton & Ross Ltd., Linthwaite, Huddersfield, HD7 5QH, UK.
Code# of notified body: N/A. Legal classification: Class I. Poduct name: Flexitol 10% Urea
Cream. Ingredients: Urea, Wool Fat, Light Liquid Paraffin, Cetostearyl Alcohol, PEG-20 Stearate,
Glyceryl Monostearate (40-55), Decyl Oleate, Glycerol, Phenoxyethanol, Sodium PCA 50% Solution,
Shea Butter, Benzyl Alcohol, Dimeticone, Vitamin E Acetate, Panthenol, Perfume Enzeau and Purified
Water. Indications: Flexitol 10% Urea Cream is intended for the relief of rough, dry and anhidrotic
skin conditions. Adverse reactions: Rarely, allergic reactions (skin rash, blistering, skin peeling).
Precautions: Do not use if tube seal or spout plug is broken or appears tampered with at first use.
For external use only. Avoid contact with eyes. Do not swallow. Do not use if sensitive to any of the
ingredients. Stop use if skin irritation or rash occurs during use. Not for use on children under 1 year,
except on medical advice. Take extra care when walking on smooth surfaces. Do not use at the same
time as other skin care products. Keep out of the sight and reach of children. Seek medical advice
before use if pregnant or breast feeding. Contra-indications: Allergy to any of the ingredients.
Methods of administration: Adults and children over one year. Wash and dry hands before and
after use. Apply enough to cover the affected area, two or three times daily or as directed by your
healthcare practitioner, rubbing gently into the skin. Date of preparation: 08/01/2018.

flexitol.co.uk/professional
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Flexitol 25% Urea Heel Balm.
Manufacturer: Thornton & Ross Ltd., Linthwaite, Huddersfield, HD7 5QH, UK.
Code# of notified body: 0086. Legal classification: Class lla. Poduct name: Flexitol Heel Balm.
Ingredients: A pale yellow, tenacious balm containing 25% Urea and Wool Fat, Light Liquid Paraffin,
Cetostearyl Alcohol, PEG-20 Stearate, Glyceryl Monostearate (40-55), Decyl Oleate, Paraffin Hard,
Phenoxyethanol, Sodium PCA 50% Solution, Shea , Benzyl Alcohol, Vitamin E Acetate, Panthenol,
Perfume Enzeau and Purified Water. Indications: Flexitol Heel Balm is intended to be used for the
symptomatic treatment of foot anhydrosis including in consumers with diabetes. Adverse reactions:
Rarely, allergic reactions (skin rash, blistering, skin peeling). Very rarely, blackening of treated skin on
the sole of the foot. Precautions: Do not use if tube seal is broken or appears tampered with at first
use. For external use only. Avoid contact with eyes. Do not swallow. Do not use if sensitive to any of the
ingredients. Stop use if skin irritation or rash occurs during use. Stinging may occur in deep cracks. Not
for use on children under 12 years, except on medical advice. Take extra care when walking on smooth
surfaces. Keep out of the sight and reach of children. If no substantial improvement is seen within 14
days, consult your doctor or pharmacist. Seek medical advice before use if pregnant or breast feeding.
Contra-indications: Allergy to any of the ingredients. Methods of administration: Adults and children
over 12 years. For use on the heel and foot. Wash and dry hands before and after use. Apply enough
to cover the affected area, once or twice daily, morning and night or as directed by your healthcare
practitioner. Use approximately 2cm lengths of balm, rubbing gently into the skin. Always replace cap
after each use. Date of preparation: 08/01/2018.
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JUVENILE IDIOPATHIC ARTHRITIS

IN THIS DAY AND AGE
One-in-1,000 children and young people are living with juvenile idiopathic
arthritis; a type of arthritis that causes widespread pain, stiffness and fatigue.
NIHR presents clinical and patient views about being diagnosed with arthritis
during childhood and adolescence.
think maybe because I was so young, no one
mentioned arthritis.
Finally, I was diagnosed at the Versus
Arthritis Centre for Adolescent
Rheumatology at Great Ormond Street
Hospital, and within two weeks I was on
treatment to start coping with the disease. It
was a huge shock and my family and I had to
adjust massively.

Francesca White

FRANCESCA’S STORY

24-year-old Francesca White has lived with
juvenile idiopathic arthritis (JIA) for eight
years. She has battled severe pain, alongside
multiple surgeries and treatments, which
at times have taken their toll on her mental
wellbeing. The condition has had an impact
on Francesca’s education and social life, and
she has missed out on plans with friends and
family due to the pain and fatigue, which has
often left her feeling isolated and excluded.
Despite the physical and emotional impact
of JIA on Francesca’s life, she maintains an
extremely positive outlook and always finds the
strength to make the most of any
situation. She has just finished reading
Psychology at the University of Greenwich
and looks forward to a career in counselling
to help other people experiencing some of the
challenges she has overcome.
Speaking to NIHR, she offers an insight
into her life since being diagnosed.

WHEN DID YOU OR YOUR
PARENTS FIRST NOTICE
SYMPTOMS OF THE CONDITION?
DID YOU IMMEDIATELY KNOW
THAT’S WHAT IT WAS?
I was officially diagnosed with JIA when I was
just 16 and preparing for my GCSE exams. I’d
been feeling poorly for years before this, and
doctors suggested that it might be growing
pains, stress, and all sorts of other things. I
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WHAT HAS YOUR EXPERIENCE
OF THE SYMPTOMS OF JIA BEEN
LIKE? HOW HAS THE CONDITION
IMPACTED ON YOUR LIFE?
When I was first diagnosed, I found it really
tough. It was almost like a bereavement. I had
lots of ideas about what I wanted to do, but
being unwell from a young age meant I had to
reconsider things, which was difficult to get
my head around.
There have been extended periods of time
where I haven’t been well enough to go out.
After surgeries it has been particularly
difficult as recovery can take months and
surgeries to my jaw have knocked my
confidence, as they make my face look and
feel completely different. Generally, pain and
discomfort make me feel grumpy and down,
which can be hard for friends and family to
see.
Starting methotrexate and trying to get
through my GCSEs was horrible. While the
medication lessened the joint pain, it didn’t
control the arthritis completely.
When I started studying Biomedical
Sciences at University of Westminster, my
arthritis was really bad and made it too
difficult for me to continue living away from
home while studying. I moved back home
and applied for an Open University course in
Counselling and Psychology, which I’ve just
finished.
I have now applied to study a doctorate in
Counselling Psychology. I’m particularly
interested in mental health interventions at
the stage of diagnosis for people with arthritis.
I’ve learned from my own experiences how
important this is.

WERE YOU OR YOUR FAMILY
FAMILIAR WITH THIS CONDITION
IN CHILDREN PRIOR TO YOUR
DIAGNOSIS?
No, I wasn’t familiar with children having
arthritis. I don’t think my mum and dad were
familiar with JIA either. My diagnosis came as
a real shock to us all even though my dad has
psoriatic arthritis. We just never thought it
would happen to me so young.

HOW ARE YOU MANAGING YOUR
CONDITION NOW?
Most of the pain in my joints is quite wellcontrolled with medication now, but over the
years I’ve had periods of remission and very
severe flare-ups and lots of surgery. As my jaw
joint is the worst affected, it can be difficult to
eat and speak.
I’ve been on lots of different medications,
including steroids, methotrexate and biologics.
I like to research each one to make sure that I
fully understand the differences in available
drugs and therapies. Information has been
important for my family too as it can be
daunting changing medication because of
side-effects.

WHAT TREATMENT OPTIONS HAVE
WORKED BEST FOR YOU?
So far, Humira has been the most effective
treatment. I have been on it for around five
years now and although I still get flares,
especially during stressful times, overall my
arthritis has been more controlled.

WHAT SUPPORT CAN YOU
RECOMMEND TO OTHER YOUNG
PEOPLE AND FAMILIES WITH THE
CONDITION?
I’ve had counselling over the years to come
to terms with JIA. This has been, and is still,
such an important coping mechanism for me.
I can talk to someone about my condition and
develop strategies for the harder times. Also,
the charity Versus Arthritis have provided
support. With their help, I have been able to
meet other young people with arthritis. It’s
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JUVENILE IDIOPATHIC ARTHRITIS
lovely because I can talk to them and they
totally get it.
I’ve found support groups on social media
helpful too. On those days when I can’t do
anything it’s nice to feel like I’m not the
only one. There are other people my age, or
younger than me, who are going through a
very similar thing. Of course, I have extremely
supportive friends and family. I made it very
clear when I went back to university for the
second time that I might struggle, and they’ve
been amazing.

DO YOU HAVE ANY ADVICE FOR
HOW HEALTHCARE
PROFESSIONALS CAN BETTER
MANAGE JIA FOR PATIENTS
GOING FORWARD?
I would encourage GPs to always consider
arthritis as a possible diagnosis for children
if they present with any of the symptoms,
like I did. I would also ask them to really take
the time to fully explain the condition and
what is likely to follow for the patient and
their families or carers. A diagnosis can be
life-changing and the mental impact can be
very challenging.
Personally, I found it hard adjusting to a
new way of life with a condition I felt I had
very little control of. The pain and fatigue
can be severe. I’ve mentioned the effect on
mental health – I felt silly for feeling down. I
was never really asked how I was coping with
the disease; instead questions were focussed
specifically on the pain or side-effects of
treatments. Mental health awareness is
essential, and I think more could be done to
support young people and families at every
stage of their journey.

THROUGH EXPERT EYES

NIHR speaks to Dr Flora
McErlane, Consultant
Paediatric Rheumatologist at
Great North Children’s Hospital,
and spokesperson for charity,
Versus Arthritis, to find out
more about the condition. Dr Mc
Erlane offers her expert insight
into JIA, including the diagnosis
and treatment options.

WHAT ARE THE DISTINGUISHING
FEATURES OF JIA?
JIA usually presents with a combination of
stiffness, swelling and / or pain affecting one
or more joints. Young people with systemic
on-set JIA may be very unwell around the
time of diagnosis, but children with other
subtypes are usually well in themselves.
Fatigue is very common and unusual tiredness
may be something that parents and carers may
notice first.
For healthcare providers to make a
diagnosis of JIA, a series of indications should
be present. These are the child having arthritis
for more than six weeks with symptoms
evident before their 16th birthday. Other
conditions that can cause arthritis should be
excluded, for example, an infection. It’s
possible that exposure to infection may
trigger the on-set of arthritis in some
children.
The cause of JIA is not completely
understood. We know that it’s an
autoimmune disease, indicating that the
immune system is overactive. This causes
inflammation (arthritis) in one or more joints
and sometimes in the eyes, which can occur
at any time.

HOW DIFFICULT IS THE
DIAGNOSIS PROCESS?
We observed that an arthritis diagnosis can
be shocking for the parents and carers of
children with JIA. This is usually because
they are children and arthritis is considered
an older person’s condition. That being said,
there is often a sense of relief, to finally
bottom out what is causing ill health. It’s a
mix of emotions but we try to be as supportive
as possible.
The diagnostic process for JIA can be very
involved. If blood tests and x-rays are normal
they can help to rule out other causes of
chronic arthritis. This is where we would be
looking at infection. Joint pain in children
is relatively common and most is mechanical
in origin. It’s not associated with underlying
disease. Considering all of this, it can be
difficult for families and healthcare
providers to distinguish between joint pain
that is benign and pain that isn’t. As a result,
JIA diagnosis can be delayed.

WHAT’S THE LONG-TERM
OUTLOOK FOR JIA? WHAT ARE
THE MAIN TREATMENT AVENUES?
The aim of treatment is to completely control
the arthritis and reduce symptoms to prevent
long-term joint or eye damage. Obviously,

Dr Flora McErlane

all children and young people with JIA
should have the opportunity to live as well as
possible. The positive news for patients is that
long-term outcomes are usually very good for
anyone who has access to a full multidisciplinary team and modern treatment and
therapies.
Steroid medications work immediately and
are usually used at the on-set of JIA or during
a disease flare. It’s found that steroid
injections to affected joints are often welltolerated and cause few side-effects, but each
patient is an individual and it’s important to
develop the right treatment plan for them. If
four or more joints are affected, steroid
injections alone are unlikely to control the
disease in the longer-term. This is when
systemic immune suppressing medications,
such as methotrexate, will usually be
commenced. While, it’s a very effective drug
for arthritis, half of young people will need an
additional or alternative medication.
Examples of these are biologic medicines, such
as etanercept, adalimumab, and tocilizumab
which support in managing inflammation.

HOW CAN THE CONDITION
IMPACT ON A CHILD’S LIFE?
A diagnosis can be life-changing. Young
people and their families typically need
support in managing the impact of JIA.
Support is really necessary in several areas:
physio, occupational therapy, clinical
psychology are all essential to ensure that
young people maintain good physical and
psychosocial health. Life and personal
development shouldn’t be put on hold because
of a diagnosis.

HOW PROGRESSIVE HAS
SOCIETY’S UNDERSTANDING OF
JIA BEEN?
Although the majority of young people with
JIA are open about their illness, many report
a persistent lack of understanding by others
when it comes to their illness and its
symptoms. JIA can be ‘invisible’ to peers,
teachers, and employers. Increasing public
awareness of JIA remains a priority, with the
aim of better informing families, schools,
healthcare professionals and policymakers.
For more information about JIA, or
another form of arthritis, visit
www.versusarthritis.org.
Learn more about the impact of
musculoskeletal conditions using the
charity’s guidance for healthcare providers
www.versusarthritis.org/about-arthritis/
healthcare-professionals/musculoskeletal-impact-toolkit.
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PARKINSON’S DISEASE

PARKINSON’S
DISEASE:
ON THE HORIZON
With the state of Parkinson’s research
both experiencing change and cultivating
much change, Simon R W Stott, Deputy
Director of Research at The Cure
Parkinson’s Trust, and Richard K Wyse,
Director of Research and Development
at The Cure Parkinson’s Trust, highlight
a few of the clinical trial programmes
seeking to achieve disease modification,
and outline some of the issues that those
efforts face.
These are the facts about Parkinson’s that most readers will be
familiar with: it is the second most common neurodegenerative
condition after Alzheimer’s. In the brain, it is characterised by
the aggregation of certain proteins (such as alpha synuclein),
and the degeneration of specific populations of neurons – most
classically, the dopamine neurons in the substantia nigra. The
loss of those particular cells is associated with the appearance of
two or three motor features (bradykinesia, rigidity, and a resting
tremor), but there are additional debilitating non-motor features
that many sufferers also have to live with, including
gastrointestinal issues, sleep disruption, and cognitive
complaints. Currently there is no cure, and the primary
treatments provide only short-term symptomatic relief.
What readers may not be aware of, however, is that
Parkinson’s is ‘the only neurological disorder with increasing
age-standardised rates of deaths, prevalence, and
Simon R W Stott
disability-adjusted life-years’ (www.ncbi.nlm.nih.gov/
pubmed/30287051 ). As the average age of on-set for the condition is over 65 years of age,
Parkinson’s represents a real public health burden for society at large as the overall population
in Western societies continues to age. It will carry significant economic costs for society going
forward unless better treatments are discovered.
Tremendous efforts are being made to find disease-modifying therapies for Parkinson’s,
by groups like The Cure Parkinson’s Trust, the Michael J Fox Foundation, and the Silverstein
Foundation. These efforts, however, are hampered by several rate limiting steps, such as the
need for biomarkers and better methods of assessing / monitoring the condition.

WHAT’S HAPPENING?
Given the characteristic feature of protein aggregation in Parkinson’s, many of the ongoing
clinical trials are focussed on removing aggregated proteins like alpha synuclein from the
brain. One method currently being clinically tested is ‘immunotherapy’ – boosting the body’s
immune system via the passive delivery of antibodies designed to target the aggregated form of
the protein, or by active inoculation in the form of a vaccine.
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The two leading immunotherapy clinical programmes are both
conducting Phases II study at present – the Pasadena study being
co-ordinated by Roche and the Spark study conducted by Biogen – both
of which will be reporting results in the next few years. One issue with
these approaches, however, is the limited amount of antibodies actually
accessing the brain (less than two per cent of the injected total), and this
has led to a number of biotech firms developing small molecule
inhibitors of protein aggregation (such as NPT 088 from Proclara
Biosciences), and these too are currently being clinically tested.
Another method of clearing aggregated protein from neurons
involves increasing autophagy. One such clinical trial programme, being
conducted here in the UK (and supported by The Cure
Parkinson’s Trust), is repurposing the expectorant Ambroxol for
Parkinson’s. Pre-clinical research has suggested that this respiratory drug
can not only raise levels of a lysosomal enzyme called glucocerebrosidase,
but also increase exocytosis. These properties help with the breakdown
and disposal of aggregated proteins and accumulated waste. A Phase II
clinical trial has recently been conducted, the results of which are shortly
to be announced.
A second drug that has evidence of increasing autophagy is the
cancer drug Nilotinib which is also being repurposed for Parkinson’s in
a Phase II clinical trial (also supported by The Cure Parkinson’s Trust).
Numerous research groups have demonstrated that this c-ABL inhibitor
has beneficial effects in models of Parkinson’s, and a small Phase I pilot
clinical study provided supportive data justifying the larger, ongoing
evaluation of this drug.
Mitochondrial dysfunction is a recognised feature of Parkinson’s and
enhancing the performance of these ‘cellular power stations’ has been a
continuous theme in research into the condition. A number of clinical
trials are now evaluating the utility of various compounds for their
ability to support and enhance mitochondrial function. One of these
trials, being conducted in Sheffield, is the UP study – ‘UDCA in
Parkinson’s’. Ursodeoxycholic acid (or UDCA) is a bile acid that is used
in the treatment of gallstones. Previous pre-clinical research has
demonstrated that UDCA also improves mitochondrial function in
various models of Parkinson’s, and this has led to the initiation of the
study in Sheffield.
One of the most exciting areas of clinical research for Parkinson’s at
present, however, is the Exenatide / Bydureon clinical trial programme.
This is a frontline treatment for diabetes that is being repurposed for
Parkinson’s based on evidence that GLP-1 agonists exhibit
neuroprotective properties in multiple neurodegenerative models. The
Cure Parkinson’s Trust has supported this research effort since the
pre-clinical stage, and in 2017 the results of a Phase II study indicated
a stabilisation of motor features over a 40-week period in 20 people
receiving the treatment (compared to the control group who continued
to worsen). A major Phase III clinical trial will be initiated in September
this year with the goal of testing efficacy of this weekly treatment in a
cohort of 200 individuals with Parkinson’s.
One final aspect of Parkinson’s research that is experiencing
significant progress is cell replacement therapy. When a person is
diagnosed with Parkinson’s, they have lost approximately 60 per cent of
their dopamine neurons in the substantia nigra. Replacement of these
lost cells is an obvious potential remedy. The Cure Parkinson’s Trust
has supported a clinical trial of foetal cell transplantation in Cambridge
(UK) called Transeuro. It is apparent from that study, however, that cells
multiplied and grown in culture have an advantage to the limited supply
(and ethical dilemma) of foetal-derived cells. In addition, significant
progress has been made in the development of protocols which allow
researchers to differentiate bonafide dopamine neurons from embryonic
stem cells.

This important progress has given rise to five ongoing clinical trial
programmes for stem cell-derived cell transplantation in Parkinson’s,
with additional interested parties preparing to initiate their own trials.

CHALLENGES AHEAD
All of this clinical activity may sound exciting and raises hopes for
disease-modifying therapies in the near future, but these clinical trial
programmes face some significant challenges. One of the main issues
plaguing clinical trial efforts has been the lack of biomarkers for
Parkinson’s. Currently, clinical rating scales and brain imaging methods
are utilised in efforts to determine disease modification. Inter-rater
variability and discrepancies between clinical results and image analysis
render these methods rather blunt instruments, and treatment effects
need to be large for positive results to be determined, while more subtle
effects may be missed completely.
Alternative methods of assessment are being tested though. For
example, technology is gradually being utilised in order to provide more
objective measures. Tech firms are using artificial intelligence to assess
video recordings of clinical assessments, providing more quantitative
scores compared to the clinician estimations. In the forthcoming
Bydureon Phase III trial, a smart phone app will be used by a large
portion of the participants to collect data and monitor their Parkinson’s
features over the length of the trial, and similar technology is being
utilised in the Pasadena immunotherapy trial being conducted by Roche
in America.
In addition, novel techniques are being employed to evaluate the
biological effect of treatments in trial participants. For example, analysis
of brain-derive exosomes provided post hoc evidence of target
engagement in the Phase II Bydureon trial, demonstrating that the drug
was having a biological effect in the individuals in the treatment group.
These exosomes can be collected from a blood sample, providing a
simple, not-so invasive measure of biological activity in the brain.
Clinical trial design is also being reconsidered. The Cure
Parkinson’s Trust is currently supporting the Australian Parkinson’s
Mission, which involves four drugs being tested in a large five-arm
clinical trial. This study design allows multiple treatments to be tested
and compared against each other and a single placebo arm, offering a
more efficient use of resources. And many new clinical trials are
targeting specific subtypes of Parkinson’s. For example, the Phase II
Ambroxol study mentioned included participants with a specific genetic
form of the condition.
Any important feature of all of these clinical trials is the
acknowledged requirement for added value in each study. Gone are the
days when a clinical trial tested a drug and reported solely on the success
or failure of the outcome. Each new trial now collects additional data
– from blood samples and DNA, to the testing of new rating scales or
assessment tools. And all of this information is feeding back into our
understanding of Parkinson’s, and improving our ability to conduct
these studies.

GOING THE DISTANCE
While all of these developments provide reasons for optimism for the
Parkinson’s community – both patients and researchers – it is
important to manage expectations. Neurodegenerative conditions have
had a long and disappointing history of efforts to get new diseasemodifying therapies approved for clinical use. And while there has never
been so much research activity, the prudent course forward is to focus
on what can be learned from each study and how it can be applied to
improving our knowledge of Parkinson’s and the lives of those living
with the condition.
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PUMP
apomorphine hydrochloride

Continuous, reliable ‘ON’
for Parkinson’s disease

“MY APO-go PUMP HAS GIVEN ME
CONTROL OVER MY PARKINSON’S,
ALLOWING ME TO GET BACK TO THE
IMPORTANT THINGS, LIKE SEEING
MY GRANDCHILDREN.”
APO-go® Apomorphine hydrochloride. PRESCRIBING INFORMATION.
Consult Summary of Product Characteristics before prescribing. Uses
Treatment of motor fluctuations (“on-off” phenomena) in patients with
Parkinson’s disease which are not sufficiently controlled by oral antiParkinson medication. Dosage and Administration Apomorphine
hydrochloride is administered subcutaneously either as an intermittent
bolus injection or by continuous subcutaneous infusion. Its rapid onset
(4-12 mins) and duration of action (about 1 hour) may prevent an “off”
episode which is refractory to other treatments. Apomorphine should
be initiated in the controlled environment of a specialist clinic. The patient
should be supervised by a physician experienced in the treatment of
Parkinson’s disease (e.g. neurologist). Please refer to the Summary of
Product Characteristics for full details before initiating therapy. Patients
treated with apomorphine will usually need to start domperidone at
least two days prior to initiation of therapy. The domperidone dose should
be titrated to the lowest effective dose and discontinued as soon as
possible. Before the decision to initiate domperidone and apomorphine
treatment, risk factors for QT interval prolongation in the individual
patient should be carefully assessed to ensure that the benefit outweighs
the risk. The optimal dosage of apomorphine HCl has to be determined
on an individual patient basis; individual bolus injections should not
exceed 10mg and the total daily dose should not exceed 100mg. Do not
use if the solution has turned green. The solution should be inspected
visually prior to use. Only clear, colourless and particle free solution
should be used. Contraindications Children and adolescents (up to 18

years of age). Known sensitivity to apomorphine or any other ingredients
of the product. Respiratory depression, dementia, psychotic disease or
hepatic insufficiency. Intermittent apomorphine HCl treatment is not
suitable for patients who have an “on” response to levodopa which is
marred by severe dyskinesia or dystonia. Pregnancy and lactation
Apomorphine should not be used in pregnancy unless clearly necessary.
Breast-feeding should be avoided during apomorphine HCl therapy.
Interactions Patients should be monitored for potential interactions
during initial stages of apomorphine therapy. Particular caution should
be given when apomorphine is used with other medications that have a
narrow therapeutic window. It should be noted that there is potential for
interaction with neuroleptic and antihypertensive agents. It is
recommended to avoid the administration of apomorphine with other
drugs known to prolong the QT interval. Apomorphine can increase the
antihypertensive effects of domperidone. Precautions Use with caution
in patients with renal, pulmonary or cardiovascular disease, or who are
prone to nausea or vomiting. Extra caution is recommended during
initiation of therapy in elderly and/or debilitated patients. Since
apomorphine may produce hypotension, care should be exercised in
patients with cardiac disease or who are taking vasoactive drugs,
particularly when pre-existing postural hypotension is present.
Neuropsychiatric problems co-exist in many patients with advanced
Parkinson’s disease. There is evidence that for some patients
neuropsychiatric disturbances may be exacerbated by apomorphine.
Special care should be exercised when apomorphine is used in these

patients. Apomorphine has been associated with somnolence and
episodes of sudden sleep onset, particularly in patients with Parkinson’s
disease. Patients must be informed of this and advised to exercise
caution whilst driving or operating machines during treatment with
apomorphine. Haematology tests should be undertaken at regular
intervals, as with levodopa, when given concomitantly with apomorphine.
Patients should be regularly monitored for the development of impulse
control disorders. Patients and carers should be made aware that
behavioural symptoms of impulse control disorders, including
pathological gambling, increased libido, hypersexuality, compulsive
spending or buying, binge eating and compulsive eating, can occur in
patients treated with dopamine agonists, including apomorphine. Dose
reduction/tapered discontinuation should be considered if such
symptoms develop. Dopamine dysregulation Syndrome (DDS) is an
addictive disorder resulting in excessive use of the product seen in some
patients treated with apomorphine. Before initiation of treatment,
patients and caregivers should be warned of the potential risk of
developing DDS. Since apomorphine, especially at high dose, may have
the potential for QT prolongation, caution should be exercised when
treating patients at risk for torsades de pointes arrhythmia. When used
in combination with domperidone, risk factors in the individual patient
should be carefully assessed. This should be done before treatment
initiation, and during treatment. Important risk factors include serious
underlying heart conditions such as congestive cardiac failure, severe
hepatic impairment or significant electrolyte disturbance. Also
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CELEBRATING 25 YEARS
of successful apomorphine treatment
medication possibly affecting electrolyte balance, CYP3A4 metabolism
or QT interval should be assessed. Monitoring for an effect on the QTc
interval is advisable. An ECG should be performed prior to treatment
with domperidone, during the treatment initiation phase and as clinically
indicated thereafter. The patient should be instructed to report possible
cardiac symptoms including palpitations, syncope, or near-syncope.
They should also report clinical changes that could lead to hypokalaemia,
such as gastroenteritis or the initiation of diuretic therapy. At each
medical visit, risk factors should be revisited. Apomorphine has been
associated with local subcutaneous effects that can be reduced by
rotation of injection sites or use of ultrasound on areas of nodularity
and induration. Contains sodium metabisulphite which rarely causes
severe allergic reactions and broncospasm. Side Effects Local induration
and nodules (usually asymptomatic) often develop at subcutaneous site
of injection, leading to areas of erythema, tenderness, induration and
panniculitus. Irritation, itching, bruising and pain may also occur. Rarely,
injection site necrosis and ulceration have been reported. Pruritus may
occur at the site of injection. Drug-induced dyskinesias during “on”
periods can be severe, and in a few patients may result in cessation of
therapy. Postural hypotension is seen infrequently and is usually
transient. Transient sedation following each dose of apomorphine may
occur at the start of therapy,
Y Ebut
A Rthis
S usually resolves after a few weeks
of treatment. Dizziness
and light-headedness have also been reported.
OF APOMORPHINE
Nausea and vomiting may occur, particularly when APO-go treatment
is initiated, usually as a result of the omission of domperidone.
SUCCESS

Neuropyschiatric disturbances including transient mild confusion and
hallucinations – seeing, hearing or feeling things that are not there have
occurred during apomorphine therapy and neuropsychiatric disturbances
may be exacerbated by apomorphine. Positive Coombs’ tests, haemolytic
anaemia and thrombocytopenia have been reported in patients receiving
apomorphine. Local and generalised rashes have been reported.
Eosinophilia has occurred in only a few patients during treatment with
apomorphine HCl. Patients treated with dopamine agonists, including
apomorphine, have been reported as exhibiting signs of pathological
gambling, increased libido and hypersexuality, compulsive spending or
buying, binge eating or compulsive eating (especially at high doses),
syncope (fainting), aggression, agitation and headache. Apomorphine
is associated with somnolence. Yawning and breathing difficulties have
been reported, as has peripheral oedema. Apomorphine has been
associated with sudden sleep onset episodes. Prescribers should consult
the Summary of Product Characteristics in relation to other side effects.
Presentation and Basic NHS Cost APO-go pens (disposable multiple
dosage injector system) contain apomorphine hydrochloride 10mg/ml,
as follows: 30mg in 3ml – basic NHS cost £123.91 per carton of 5 pens.
APO-go Pre-filled syringes contain apomorphine hydrochloride 5mg/
ml, as follows: 50mg in 10ml – basic NHS cost £73.11 per carton of 5
syringes. APO-go ampoules
Y E Acontain
R S apomorphine hydrochloride 10mg/
ml as follows: 50mg
in 5ml – basic NHS cost £73.11 per carton of 5
OF APOMORPHINE
ampoules. Marketing Authorisation Numbers: APO-go® Ampoules: PL
04483/0072. APO-go® Pen: PL 04483/0073. APO-go® Pre Filled Syringes:
SUCCESS

PL 04483/0074. Legal Category POM. SmPC Revision Date February
2018. API Revision date June 2018. Marketing Authorisation Holder in
the UK Britannia Pharmaceuticals, 200 Longwater Avenue, Green Park,
Reading, Berkshire, RG2 6GP. Full prescribing information and further
information is available from Britannia Pharmaceuticals at Enquiries@
medicalinformation.co.uk or 01483 920 763.

Adverse events should be reported. Reporting
fo r m s a n d i n fo r m a t i o n c a n b e fo u n d a t
www.mhra.gov.uk/yellowcard or search for
MHRA Yellow Card in the Google Play or Apple
App Store. Adverse events should also be
reported to Britannia Pharmaceuticals Ltd at
dso@britannia-pharm.com or 01483 920 763.
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WINNER
PHARMACY STUDENT LEADERSHIP
Eimear Cassidy
Queen’s University Belfast
Sponsored by The Pharmacists’ Defence Association

Knowledgeable, friendly, and
eager to expand her skillset,
Eimear has been a hugely
valuable asset to the busy
independent community
pharmacy in which she has
worked part-time for over
three years.
As a result of encountering a substantial
number of patients and conditions on a
daily basis, Eimear’s confidence has grown
considerably; allowing her to think outside
the box as to how she can positively contribute
to the community. With this in mind,
she opted to partake in non-compulsory
training centring on dementia. Overseen by a
representative from The Alzheimer’s Society,
the process entailed learning about dementia;
how it affects people’s lives; and what action
the pharmacy can undertake to help improve
the lives of those with dementia.
Spurred into action following the insights

garnered during the training, Eimear became a
‘Dementia Friend’, and every Saturday wears a
badge to spark awareness in customers.
The training has also equipped her with
new knowledge relating to how to raise
awareness about dementia, including the
proper websites to signpost customers to, and
further methods in which to make a helpful
difference to the lives of people suffering from
dementia.
Eimear has particularly flourished in
employing innovation for the benefit of
patients. This has been demonstrated by
way of her attendance at training hot on the
heels of the introduction of a new weight loss
programme to the pharmacy. The learning
has led to Eimear now being able to run the
programme on a Saturday when the full-time
members of staff are off work – enhancing
the business in relation to its availability to
customers, further helping to grow pharmacy
custom. With Eimear’s training she can readily
offer help, support, advice, and manageable
weight loss goals for the customer. Her

communication skills rise to the fore here, too,
with Eimear building a rapport with many of
these customers; helping to positively impact
their lives.
As an active supporter and follower of
the vision for the future of pharmacy in
Northern Ireland, Eimear is driven by the
role of collaboration and the sharing of ideas
and abilities. This forward-thinking nature
has emboldened Eimear from the very early
days of her degree as she immersed herself in
various opportunities to engage with both
students and lecturers. A key example of this
was in Level One when Eimear became class
representative – a post which presented her
with opportunities to address any concerns
and issues raised by fellow students to the
lecturers at the School of Pharmacy. Reflective
of her effectiveness in this post, her peers were
listened to attentively, and the matters were
dealt with promptly.

‘It’s been a brilliant evening and I’m delighted to
win. Thank you.’
Eimear Cassidy
Queen’s University Belfast

‘We really want to support young pharmacists,
and were very impressed with Eimear. Well
done!’
Mark Koziol
The Pharmacists’ Defence Association
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WINNER
MOST INNOVATIVE USE OF AN EHEALTH SOLUTION TO IMPROVE PATIENT
CARE AND SAFETY
Claire Russell and the District Nursing Service Team
Southern Health & Social Care Trust
Sponsored by InterSystems

Within the Southern Health &
Social Care Trust, the District
Nursing Service is part of the
Older People and Primary
Care Directorate – playing a
vital role in enabling patients
to be cared for in their own
home, and comprising a
range of specialist district
nurses, registered nurses,
and healthcare assistants
who boast various skills,
knowledge, and expertise.
The innovative initiative’s roots can be
traced back to when the Southern Health
& Social Care Trust carried out an extensive
procurement exercise in 2012 to procure an
integrated community information system.
Civica, with their PARIS product, were the
successful bidder, and the trust has since
achieved steady progress in rolling out the
system; which currently consists of a core userbase of 3,000-plus multidisciplinary users.

District nursing was introduced as part
of the integrated care team’s implementation
on PARIS back in 2015. Since then an array
of developments homing in on the service
have taken place, including a district nursing
referral form, and an electronic version of
the Northern Ireland Single Assessment
Tool, which is used within the district
nursing service as their professional nursing
assessment.
The introduction of the District Nursing
Casenote has been an integral change for
the team; offering new levels of immediacy.
Taking the form of an electronic progress
record, it’s completed daily following a
visit, telephone call, or liaison with another
member of the multidisciplinary team in
regards to patient care. The functionality
within PARIS allows for more than one
district nursing staff member to input into the
same casenote; highlighting the importance
which the tool assigns to patient safety.
Additionally, the casenote captures activity,
and the type of contact and actual duration
of visit with the patient, with the information
being subsequently utilised for departmental
statistics. The fact that mobile working auto
populates this from the staff diary is helpful

too, saving each staff member a considerable
amount of time as previously this would have
been undertaken as a manual paper exercise.
From the outset of the implementation of
PARIS, the opportunity was taken to review
all current district nursing processes with an
emphasis on improved patient care, safety,
and outcomes. An example of the bolstered
efficiency in question is that up-to-date
patient information is now instantly available
to both acute and community staff across
the service, expediting a more fluid discharge
regardless of where the patient is being
transferred from. Improved communication
among team members is also providing
further means for safeguarding, in which the
co-ordinated teams are well informed – thus
decreasing the chance of errors.
Another noticeable benefit of the service
has been the heightened independence for
patients. As well as recording new information
on a mobile device, existing records are easily
accessible for each patient. Their information
is also only recorded once which removes
duplication, with it only being necessary for
the individual to share their story once.

‘I am just so proud of our team for what they have achieved –
including introducing technology to staff who, to turn on a computer,
was a frightening prospect. Look where we are now – it has enhanced
patient care, promoted integrated working, and is playing a big role
within our integrated care teams.’
Claire Russell and the District Nursing Service Team
(Southern Health & Social Care Trust)
‘District nursing can play a huge role in the transformation of
the health service and what we’ve seen tonight is recognition
for a truly innovative use of eHealth which will improve the
outcome for the population of Northern Ireland.’
John Kelly
InterSystems

Most Innovative Use of an eHealth Solution to
Improve Patient Care and Safety Award winner,
Claire Russell and the District Nursing Service
Team (Southern Health & Social Care Trust), with
John Kelly, InterSystems, and Claire Buchner,
Regional Chief Clinical Information Officer for
Nursing, Public Health Agency
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WINNER
COMMUNITY PHARMACY COLLABORATIVE WORKING
Jonathan Lloyd, Deirdre McCloskey and PACT Community Pharmacists
IMPACTAgewell® Partnership
Sponsored by NIHealthcare.com

Since the project’s
fruition, the team behind
IMPACTAgewell® have been
unwavering in their vision to
improve the quality of life for
older people – now and in the
future – by providing them
with person-centred services
that put their wellbeing and
social needs on a par with
their medical needs.
With the support of an IMPACTAgewell®
project officer, local GPs, community
pharmacists, and health trust staff, older
people are supported and empowered to
manage their long-term health conditions,
and also access the wealth of community /
voluntary activities in their neighbourhood.
Since April 2017, six IMPACTAgewell®
locality hubs have been established as part
of this three-year programme, which aim
to work with 1,100 people aged 65 years

and over, identified as living alone or with
another older person in their own home, at
risk of comorbidity, polypharmacy, and social
isolation, via a referral process, to develop
personalised action plans which motivate
them to take an active role in improving their
health and wellbeing.
Despite the initiative’s implementation
being relatively new, results have thus far
indicated its success in serving the needs of
the population. In fact, 18 months in and the
IMPACTAgewell® partnership has expanded
beyond the original six GP practices, to
include a further five new GP practices whom
expressed an interest in getting involved due
to feedback received from their peers.
All partners involved in the original coproduction of the model sit as equals on the
IMPACTAgewell® strategic hub, meeting
quarterly to review progress, explore new
complementary opportunities, and plan
for future sustainability, with the support
of Community Development and Health
Network acting as an independent chair.
Person-centred care is central to all
discussions at each locality hub, which

involves a GP, a GP practice manager / senior
receptionist, a PACT community pharmacist,
a Northern Health & Social Care Trust social
worker assistant, and an IMPACTAgewell®
project officer.
In terms of the practicalities of the care
provided, following a referral from any of the
partners, the IMPACTAgewell® project officer
visits the older person at home. The individual
is then guided to understand the range of
factors affecting their health and wellbeing
– a warm home, access to suitable transport,
getting out and about to meet with family and
friends, or indeed having the confidence to
ask questions when they don’t understand the
information given to them by the healthcare
professionals delivering their care. Working
together, the partners in each locality hub
develop an understanding of what matters to
each older person over a period of six months.
The IMPACTAgewell® programme
is applying an action research model for
evaluation purposes, which is being quality
assured by the Social Care Institute for
Excellence and York Consulting Ltd over a
period of three years.

‘We’re so surprised and delighted to win. It has been a massive
team effort from the bottom up and it’s great to be recognised for
our work.’
Jonathan Lloyd, Deirdre McCloskey and PACT Community
Pharmacists
IMPACTAgewell® Partnership
‘I’m absolutely thrilled to have been a judge in this category
and to have seen such innovative work coming forward. It’s a
great example of collaboration that stretches boundaries.’
Cathy Harrison
Acting Chief Pharmaceutical Officer
Department of Health
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Community Pharmacy Collaborative
Working Award winner, Jonathan Lloyd,
Deirdre McCloskey and PACT Community
Pharmacists, IMPACTAgewell®
Partnership, with Cathy Harrison, Acting
Chief Pharmaceutical Officer, Department
of Health, and Raymond Anderson,
Andersons Pharmacy
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WINNER
INNOVATIVE DEVELOPMENTS IN THE MANAGEMENT OF INFLAMMATORY
BOWEL DISEASE
Ruth Hall and the Self-Management / Flare Card Project Team
Trust-Wide Healthcare and PHA Collaboration
Sponsored by Tillotts Pharma

Empathetic towards the
distress experienced by
patients, and eager to drive
forward improvements,
the team produced a selfmanagement leaflet to meet
the expressed needs of
patients and healthcare staff.
Aware of the importance of ease of access,
the information is represented in a userfriendly folded Z-card which is distributed
to both patients and staff. The helpful tool
contains management strategies for a flare
of the condition; delivering guidance for
patients to bring to their GPs, and suggesting
four steps to help manage their IBD. The
knowledge has been adapted from other
regional guidelines, NICE, BSG and ECCO
guidance – and the resulting product is
a culmination of collaboration between
various experts sharing their experiences and
suggestions. To help bring the project forward,
the nurses group approached a pharmaceutical

company and they have agreed to fund its
pilot stage, while looking further ahead, it’s
anticipated that the Public Health Agency
will fund the printing of the leaflet.
To ensure that the knowledge reaches
as many individuals in need of assistance as
possible, the leaflet is not only provided to
patients directly in the hospital environment,
but also through post via GP practices and
through community and hospital pharmacy.
Further aiming to build on this and tap into
the growing use of technology, the team are
in the process of making the card available
electronically, but want to be careful regarding
the management of version control. The leaflet
can also be made available in poster format for
training or GP/ pharmacist reference.
In addition to catering the project to the
patients, the design of it once again puts
their needs at the forefront in which they’ve
been involved in the process from the outset;
ensuring that it’s readable and not difficult to
understand.
In terms of the content of the leaflet, a list
of numbers for all of the IBD nurses, as well
as tips, and wellbeing details for managing

public health are depicted. The toilet card
is incredibly effective too, meaning that
patients with medical needs can present it in
shops and restaurants and have access to the
toilet quickly without having to explain their
condition.
Since the leaflet’s conception, the recipients
of it have developed increased confidence
and are now empowered to take steps to not
only help manage their condition if a flare in
their symptoms arises, but to learn the skills to
manage their active symptoms. This has been
as a result of its overview of helpful methods
conveying what to do and how these measures
can help alleviate their symptoms.
The impact of the insights on service
behaviour is far-reaching in that previously too
many patients would postpone contacting the
advice line or visiting their GP as they feared
the prospect of inconveniencing them.

‘We’re thrilled to win on behalf of our team and patients. It recognises
the need of the service and the importance of bringing forward
information. What we needed to do was develop a collaborative
approach. It’s a really good example of how we can get together and
really make a difference for the needs of our patients.’
Ruth Hall and the Self-Management / Flare Card Project Team
Trust-Wide Healthcare and PHA collaboration
‘Tillotts’ motto is that you will never truly know what it’s like for
an individual with a disease like this until you have walked a mile
in their shoes. We want to help healthcare professionals support
this group of people.’
Debbie Pullen
Tillotts Pharma

Innovative Developments in the Management of
Inflammatory Bowel Disease Award winner, Ruth
Hall and the Self-Management / Flare Card Project
Team, trust-wide healthcare and PHA collaboration,
with Debbie Pullen, Tillotts Pharma, and Dr Andrew
Murdock, Consultant Gastroenterologist (Southern
Health & Social Care Trust)
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WINNER
INNOVATION IN RHEUMATOLOGY SERVICE
Jane Whiteman, Pharmacy Department, Musgrave Park Hospital, with
Rheumatology Consultants
Belfast Health & Social Care Trust
Sponsored by UCB Pharma

The team have presented an
efficient route for improving
patient outcomes by way of
not only encouraging high
persistence rates on gout
treatment, but developing
in individuals the ability to
understand their condition
and to be proactive in their
response to it.
The project’s efforts have been in line
with a determination to assist individuals
contending with gout, and to address the
sheer impact which it poses on their lives.
As the most common form of inflammatory
arthritis – affecting 2.5 per cent of the UK
population – the condition is associated with
chronic disability, multiple co-morbidities,
and an increase in all-cause mortality. Despite
this, patient adherence to urate lowering
therapy is very poor, ranging from 10-to-46
per cent in various studies, and treatment of
gout is often suboptimal, with many patients
not achieving reductions of serum uric acid

(sUA) to target levels as recommended in the
British Society for Rheumatology / British
Health Professionals in Rheumatology or
European League Against Rheumatism
guidelines.
Pursuing new ways to address this
problematic incidence, consultant
rheumatologists within the Belfast Health
& Social Care Trust devised a monthly
pharmacist-led gout clinic in June 2015.
Patients were referred to the clinic by the
rheumatology consultants, and the pharmacist
provided individualised patient education and
monitoring of gout treatment with the aim of
helping patients achieve target sUA levels.
Tapping into the patients’ awareness of
their condition and their self-management
strategy was identified as particularly key.
Fulfilling this objective, they were given
information about gout and its treatment,
in addition to the need for dietary, and
lifestyle modification, and the importance of
compliance with urate lowering therapy. The
patients were additionally offered ongoing
clinical review and monitoring / adjustment
of treatment until their sUA was within target
range, before subsequently being discharged

back to primary care.
The team’s work has produced stark
improvements. For example, 52 patients were
seen at the monthly gout clinic between June
2015-and-May 2017. During this time, 38
patients were discharged from the clinic, with
29 patients achieving target sUA. The average
number of patient visits before discharge
was 1.7, and the average sUA of discharged
patients decreased from 0.46mmol/L at
baseline to 0.29mmol/L at discharge.
Follow-up of the discharged patients in April
2018 showed that 23 (79 per cent) were still
prescribed urate lowering therapy (up to 22
months post-discharge from the clinic), and
that 22 (76 per cent) had sUA tested at least
once by the GP after clinic discharge.
The initiative delivers best practice as
outlined in The Northern Ireland Medicine
Optimisation Quality Framework, while the
overarching aspiration of the team for years
to come is that their action will continue
to empower patients to understand their
rheumatic condition, to take control of their
lifestyles, and to therefore improve their longterm health outcomes.

‘I’m delighted to win and very grateful to the rheumatology
consultants for giving me the opportunity to run the clinic
which has proven to have benefits for the patients.’
Jane Whiteman
Pharmacy Department, Musgrave Park Hospital, with
Rheumatology Consultants
(Belfast Health & Social Care Trust)
‘The winning initiative is fantastic and we’re
delighted to sponsor this award.’
Patrick Thompson
UCB Pharma
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Innovation in Rheumatology Service Award
winner, Jane Whiteman, Pharmacy
Department, Musgrave Park Hospital (Belfast
Health & Social Care Trust), with Patrick
Thompson, UCB Pharma, Katrina Walker, UCB
Pharma, Dr Gary Meenagh (Northern Health
& Social Care Trust), and Dr Adrian Pendleton
(Belfast Health & Social Care Trust)
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WINNER
LIFETIME ACHIEVEMENT
Janice Smyth
Former Director of the Royal College of Nursing in
Northern Ireland
Sponsored by Essity

With the ballroom abuzz
with gleeful laughter and
excitable mumblings, it was
clear that another Northern
Ireland Healthcare Awards
chapter was nearing its end.
But before the congratulatory
conversation could kick off
further, there was one final
honour to bestow – the 2019
Lifetime Achievement Award.
The annual accolade is awarded to a
member of the region’s sector who has
demonstrated immense dedication and
forward-thinking throughout their extensive
career in the field.
A fitting tribute was paid to this year’s
admirable recipient – an astonished Janice
Smyth – for not only embodying the heart of

nursing in Northern Ireland, but for giving it a
voice through her years of passion, persuasion,
insight, commitment, and eloquence.
In a career that has spanned the
statutory and independent sectors, Janice’s
distinguished service to nursing has positively
shaped the lives of those already pursuing the
pathway, as well as elicited inspiration in, and
opportunities for, those intending to.
Janice spent several years as director of
nursing in the independent sector, before
moving to the Northern Health & Social
Services Board as a registration and inspection
officer. Prior to joining the Royal College of
Nursing Janice was a nursing officer at the
Department of Health, Social Services and
Public Safety where she held responsibility for
education, professional regulation, workforce,
and leadership.
Janice joined the Royal College of Nursing
in 2005 as deputy director and head of
employment relations, and as a result of her
continued hard work and vigour – fused

with her kindness and sincere compassion for
the wellbeing of others – she was appointed
director of the Royal College of Nursing
in Northern Ireland in 2009. It was also
during this year that she was appointed by
the Minister for Health, Social Services and
Public Safety as a non-executive director on
the board of the Northern Ireland Patient and
Client Council.
Although a celebratory moment,
Janice’s presentation of the 2019 Lifetime
Achievement Award was also tinged with
extra sentiment – coinciding with her decision
to step into retirement. A mammoth loss
to the sector, we are incredibly grateful to
Janice for elevating nursing as a platform,
and providing leadership, not just locally, but
across the UK as a whole.
And for those who know Janice on
a personal level, her helping hand and
friendship are unwavering, and will continue
to be cherished outside the mark which her
work has left.

‘What can I say? I’m absolutely thrilled to receive this award. I
see it as recognition of the profession that I am so proud of, and
I’ll cherish it at the end of a long career. Thank you.’
Janice Smyth
Former Director of the Royal College of Nursing in
Northern Ireland
‘We’re absolutely delighted to sponsor this award. We have
a really wonderful winner. Congratulations!’
Janice Matthews
Essity

Lifetime Achievement Award winner, Janice
Smyth, former Director of the Royal College
of Nursing in Northern Ireland, with Janice
Matthews, Essity, and Professor Charlotte
McArdle, Chief Nursing Officer for Northern
Ireland
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VITAMIN D

A TOUCH OF THE SUN
Sunshine, not food, is where most of our vitamin D
comes from – so even a healthy, well-balanced diet is
unlikely to provide enough vitamin D. From overviewing
the nutrient’s origins, to deciphering the necessity of
supplements, the British Dietetic Association presents
the know-how on vitamin D.
WHAT IS VITAMIN D?

WHICH FOODS CONTAIN VITAMIN D?

We make vitamin D under our skin when we are outside in daylight,
which is the reason why vitamin D is sometimes called the ‘sunshine
vitamin’. A vitamin is something that helps our body function – a
‘nutrient’ – that we can’t make in our body. Vitamin D is different
because even though we call it a vitamin, it is actually a hormone and
we can make it in our body.

Vitamin D-rich foods include:
• Oily fish, such as salmon, sardines, pilchards, trout, herring, kippers
and eel contain reasonable amounts of vitamin D
• Cod liver oil contains a lot of vitamin D (don’t take this if you are
pregnant)
• Egg yolk, meat, offal and milk contain small amounts but this varies
during the seasons
• Margarine, some breakfast cereals, infant formula milk and some
yoghurts have added or are ‘fortified’ with vitamin D (certain fortified
foods are now available which claim they provide 100 per cent of
recommended vitamin D. Although useful sources, unless these foods
are eaten daily in the directed amounts, they are unlikely to provide
advised amounts of vitamin D)

WHAT DOES VITAMIN D DO?
Vitamin D works with calcium and phosphorus for healthy bones,
muscles and teeth. The Scientific Advisory Committee on Nutrition
(SACN) report on Vitamin D and Health (July 2016) (1) highlights
the importance of vitamin D in protecting muscle strength and
preventing rickets; osteomalacia; and falls. Even with a calcium-rich
diet (for example, from eating plenty of low-fat dairy foods and green
leafy vegetables), someone without enough vitamin D can’t absorb the
calcium into their bones and cells where it is needed. Vitamin D may
have other important roles in the body, but there isn’t enough evidence
at the moment to make any conclusions.
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WHEN IS VITAMIN D MADE IN THE SKIN?
The amount of vitamin D we make depends on how strong the
sunlight is. We make more in the middle of the day, when the sun is
strongest. We also make more when you are in direct sunlight than in
the shade or on a cloudy day. From late March / early April to the end
of September, most people should be able to get all the vitamin D they
need from sunlight.

WWW.NIHEALTHCARE.COM

VITAMIN D

SUN SAFETY
It is the sun’s ultraviolet rays that allow vitamin
D to be made in the body. We do not have to
sunbathe to make vitamin D. In the UK,
ultraviolet light is only strong enough to make
vitamin D on exposed skin (on the hands, face
and arms or legs) during April-to-September.
However, strong sun also burns skin so we
need to balance making vitamin D with being
safe in the sun – taking care to cover up or
protecting skin with sunscreen.

VITAMIN D SUPPLEMENT
Although this is August and the sun may be
shining, between October and early March,
we don’t get enough vitamin D from sunlight.
During these autumn and winter months, the
SACN report says that vitamin D from our
body’s stores and from food sources are
insufficient. SACN recommends that the only
way to ensure a healthy vitamin D status is to
take a supplement.

WHO NEEDS A VITAMIN D
SUPPLEMENT?
• All adults (including pregnant and breastfeeding women) and children over the age of
one should consider taking a daily supplement
containing 10 micrograms of vitamin D,
especially during autumn and winter
• Those in the at-risk groups, as listed below,
should consider taking a supplement
containing 10 micrograms of vitamin D all year
round
• All babies under one year should be given a
daily supplement of 8.5-to-10 micrograms unless
they have more than 500mls of fortified formula
milk
A microgram (mcg) is 1,000 times smaller
than a milligram (mg). The word microgram
is sometimes written with the Greek symbol μ
followed by the letter g (μg). Some supplements
refer to International Units (IU). 400 IU
vitamin D is equivalent to 10 mcg or 10 μg

WHERE ARE VITAMIN D
SUPPLEMENTS AVAILABLE?

qualify for Healthy Start
vitamins which contain vitamin D. A
supplement only needs to contain 10
micrograms to meet the recommendation – those
with a higher content of vitamin D are
unnecessary and could be harmful in the
long-run. It’s advisable to check carefully how
much vitamin D a supplement contains. In
particular, if parents are selecting a
multivitamin for children to provide vitamin D,
it’s important to check that it does in fact contain
the recommended level of vitamin D. Although
the packaging may state boldly that it includes
vitamin D, some do not contain the
recommended 10 micrograms.

GROUPS AT RISK OF LOW VITAMIN D
• Babies and young children, and children and
adolescents who spend little time playing outside
• Pregnant women and breast-feeding mothers
• People over 65 years old because their skin is
not as good at making vitamin D
• People with darker skin tones – that is people
of Asian, African, Afro-Caribbean and Middle
Eastern descent – living in the UK or other
northern climates
• People who always cover most of their skin
when outside
• Anyone who spends very little time outside
during the summer – the housebound, shop or
office workers, night-shift workers

SUMMARY
Vitamin D works with calcium and phosphorus
for healthy bones, muscles and teeth. We make
the most vitamin D under our skin when we are
outside in the middle of the day in the summer
months. We can get vitamin D from some foods,
including fortified foods. However, everyone is
recommended to take a supplement, especially
during autumn and winter. There are some
at-risk groups who are recommended to take
daily vitamin D supplements all year round.

REFERENCES
1. https://www.gov.uk/government/publications/sacn-vitamin-d-and-health-report

Vitamin D supplements and multivitamins are
now widely available to buy from chemists /
pharmacies, supermarkets and health food shops.
Some women who are pregnant or breastfeeding,
and children aged six months to four years, may
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MEN’S HEALTH

LET’S
TALK
ABOUT
SEX
Erectile dysfunction
is one of the most
common side-effects
of prostate cancer
treatment, yet a large
subset of patients still
aren’t reaching out
for help – obstructed
by embarrassment
and a myriad of other
concerns. Sophie
Smith, Specialist
Nurse at Prostate
Cancer UK, tackles
the scale of the
problem, and how you
can provide support.

One-in-eight men in the UK will get prostate cancer in
their lifetime, and over 47,000 men are diagnosed with
prostate cancer every year.
Unfortunately, Prostate Cancer UK’s latest research
shows that thousands of these men are missing out on
the support they need to manage erectile dysfunction –
one of the most common side-effects of treatment.
As a specialist nurse at Prostate Cancer UK I
regularly speak to men about these issues and can see
the impact it has on their lives. If left unchecked, not
only can erection problems put a complete stop to a
man’s sex life, they can also have devastating
longer-term implications, including depression and
relationship breakdowns. (1)
However, we know that if healthcare practitioners
across the country are willing to have honest and open
discussions about side-effects and the support available,
it can make a huge difference to these men’s lives.

WHAT SUPPORT DO THEY NEED?
In line with NICE guidelines (2), all men should be
given the opportunity to discuss their sexual problems
after prostate cancer treatment, and it’s particularly
important that men feel informed of their options and
in control of their own care.
This may involve men being offered access to an
NHS erectile dysfunction clinic, an appropriate choice
of medication like tadalafil, vacuum pumps,
psychosexual clinics, and counselling services.
This advice also needs to be tailored depending on
what treatment they receive and their personal
circumstances. For example, we know that men
receiving hormone therapy can be particularly
impacted by erection problems.
Despite the importance of these discussions, we
know that it’s not always easy for men or their
clinicians to initiate them, which is why the Movember
Foundation and Prostate Cancer UK have also funded
two online tools to help:
• A self-management resource to help men manage
their own sexual wellbeing after prostate cancer (3)
• An e-learning module designed to support
healthcare professionals to offer sexual care to men
with the disease (4)

WHAT IS THE SCALE OF THE PROBLEM?

Sophie Smith

38 | NIHR | July 2019

The Life After Prostate Cancer Diagnosis study,
funded by the Movember Foundation in partnership
with Prostate Cancer UK, showed that more than
four-in-five men with prostate cancer struggle with
poor sexual function following treatment for the
disease regardless of the stage of their disease (5), their
treatment (6), or their age (7). Even worse, just over
half of these men reported that they were not offered
help to manage it.

CAN WE AVOID THESE SIDE-EFFECTS?
Each year thousands of men are diagnosed with
prostate cancer that is still contained within the
prostate and is considered to have a low risk of causing
harm. NICE recommends active surveillance for these
men, which could allow many more men to avoid or
delay the side-effects of invasive treatment.
Prostate Cancer UK and other health bodies are
also investing in new precision medicine technologies
to target individual men with the best treatment for
them, as well as improved diagnostic tools and focal
therapies. All of this could help reduce the impact of
these side-effects in future.

WHAT NEXT?
Despite the recent advances, the number of men
diagnosed with prostate cancer is still increasing
year-on-year, and they will continue to need support
with erectile dysfunction and the other side-effects of
treatment.
However, with the right support and information,
men can find out about treatments or counselling
that could help them manage, or come to terms with
erection problems.
By continuing to discuss these issues in an open and
unembarrassed way, we can make sure that all men get
the help they need.
For more information, and to sign up to one of
Prostate Cancer UK’s free Primary Care
Masterclasses, visit www.prostatecanceruk.org/masterclass.

REFERENCES

1. The full UK-wide data report for the Life After Prostate Cancer
Diagnosis study is available online here: https://tn-openaccess-prod.
s3.amazonaws.com/tn_oa_mvp1/media/filer_public/c6/ba/
c6bab31b-ce79-44fa-a873-3824eabe1e53/lapcd_results_summary.
pdf
2. Full NICE guidelines available here: https://www.nice.org.uk/
guidance/NG131
3. Available online here: https://prostate.lifeguidewebsites.org/
4. Available online here: https://talkingaboutsex-prostatecancer.org/
5. Three-quarters of men (75%) diagnosed with localised prostate
cancer reported poor sexual function, compared to 90.4% of men
with locally advanced disease (cancer that has spread to the tissue
surrounding the prostate gland), and 96% of men diagnosed with
advanced prostate cancer.
6. Breakdown of the percentage of men who experienced poor sexual
function, by treatment type:
Active surveillance – 51 per cent
Watchful waiting – 58 per cent
Brachytherapy – 63 per cent
Surgery – 84 per cent
Surgery and radiotherapy / ADT – 92 per cent
Radiotherapy – 79 per cent
Radiotherapy + ADT – 88 per cent
ADT – 94 per cent
Systemic therapy (i.e. chemotherapy, abiraterone or enzalutamide)
and ADT – 98 per cent
Systemic therapy (i.e. chemotherapy, abiraterone or enzalutamide) +
radiotherapy +/- ADT – 95 per cent
7. Breakdown of the percentage of men who experienced poor sexual
function, by age:
<55 years – 54 per cent
55-to-64 years – 66 per cent
65-to-74 years – 79 per cent
75-to-84 years – 88 per cent
85+ years – 95 per cent

VITAROs® is the only urethral
1-3
alprostadil in a cream
SCAN HERE

Find out more about the efficacy and safety of VITAROS® and why it is a first
choice alprostadil for patients with erectile dysfunction (ED) at www.vitaros.co.uk
• VITAROS® works when the cream is applied
directly into the urethra3–5
• VITAROS® works when stored in a refrigerator
between 2-8◦ºC4 immediately after purchase
• VITAROS® works with prolonged use and may
be applied up to 3 times per week4,5*
- Use of VITAROS® 8 times a month provides
noticeable results, with continued use
associated with increased efficacy vs baseline5
If clinicians believe more than one treatment a week
is appropriate to treat ED in their patient, this can be
prescribed on the NHS6,7

VITAROS® works when stored and applied correctly at the recommended frequency.
Find out why VITAROS® is a first choice alprostadil at www.vitaros.co.uk
*Only once per 24 hour period
References: 1. Moncada I and Cuzin B. Urologia 2015;82(2):84–92. 2. Cuzin B. Ther Adv Urol 2016;8(4):249‒–256. 3. Padma-Nathan H and Yeager JL. Urology 2006;68:386–391. 4. VITAROS® Summary
of Product Characteristics 2016. Available at: https://www.medicines.org.uk/emc/medicine/28866. Date accessed: July 2018. 5. Rooney M, et al. J Sex Med 2009;6:520–534. 6. NHS Executive.
Health Service Circular. 1999. Available at: http://webarchive.nationalarchives.gov.uk/20121012055159/http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/
digitalasset/dh_4012086.pdf. Date accessed: July 2018. 7. National Institute for Health and Care Excellence. Clinical Knowledge Summaries. Erectile dysfunction. December 2017. Available at:
https://cks.nice.org.uk/erectile-dysfunction#!uptodate. Date accessed: July 2018.

Name of product: Vitaros® (urethral alprostadil cream)
Composition: Alprostadil 300 micrograms in 100mg of cream
(3mg/g). Indication: Treatment of men ≥18 years of age with
erectile dysfunction. Dosage & Administration: Vitaros® is
applied into the opening at the tip of the penis (meatus) 5 to 30
minutes before attempting intercourse. Bring the contents of
the single-dose container to room temperature by rolling the
container between the hands and twist the plunger several times
to make sure it will glide easily. The tip of the container should
be placed as close as possible to the opening at the tip of the
penis for the cream to go down the urethra. Do not insert the tip
of the AccuDose™ container into the opening of the penis. Any
excess cream covering the opening at the tip of the penis should
be gently moved into the opening with the tip of a finger. Use as
needed to achieve an erection to a maximum frequency of once
every 24 hours and no more than 2-3 times per week. Vitaros®
Accudose™ container is for single use only. Contraindications:
Should not be used in patients with orthostatic hypotension,
myocardial infarction, syncope, abnormal penile anatomy,
urethritis, balanitis, tendency to thrombosis, hyperviscosity
syndrome, underlying conditions that may predispose them to
priapism, known hypersensitivity to alprostadil or any excipients.
Should not be used in patients for whom sexual activity is
inadvisable (men with unstable cardiovascular or cerebrovascular
conditions). A condom must be worn for sexual intercourse with
a woman who has child bearing potential. Special Warnings
& Precautions: Treatable causes of erectile dysfunction should

be excluded before initiation of Vitaros®. If priapism occurs, the
patient should seek medical assistance immediately. Avoid
driving or hazardous tasks due to risk of hypotension or syncope
after administration, dose may need to be lowered in patients
with hepatic and/or renal impairment. Inadvertent intraurethral
exposure may result in penile burning, tingling sensation and
pain. Vitaros® offers no protection from the transmission of
sexually transmitted diseases, partners of Vitaros® users can
experience adverse effects such as vaginal irritation. The effects
of Vitaros® on the oral or anal mucosa have not been studied. A
condom barrier is recommended for use with Vitaros®, including
use during oral or anal sex. Only latex material based condoms
have been investigated for use with Vitaros®. Other materials may
not exclude possible risk of damage to the condom. Interactions:
Based on the nature of the metabolism of Vitaros® drug-drug
interactions are considered unlikely. Not recommended for
use with phosphodiesterase-5 (PDE-5) inhibitors as an additive
increased cardiovascular risk cannot be excluded. Possible
risk of priapism if used in combination with a penile implant or
smooth muscle relaxant. Possible increased risk of hypotension
(especially in elderly) when administered in combination with
antihypertensive drugs and vasoactive medications. The effect
of Vitaros® may be reduced if administered concomitantly with
sympathomimetics, decongestants and appetite suppressants.
When used in combination with anticoagulants and platelet
aggregation inhibitors, there may be an increased risk of urethral
bleeding, haematuria. Fertility, Pregnancy & Lactation: Pregnant

women should not be exposed to Vitaros®. It is not recommended
to use Vitaros® while breastfeeding. It is not known whether
Vitaros® has an effect on human male fertility. Undesirable
Effects: Common (≥1/100 to <1/10): rash, urethral pain, penile
pain, burning erythema tingling, throbbing or numbness,
genital pain, erythema or discomfort, balanitis, penile oedema,
erection increased, in partner: vulvovaginal burning sensation
and vaginitis. Other Serious Undesirable Effects: Uncommon
(≥1/1000, <1/100): hypotension, priapism, dizziness, syncope,
urinary tract infection. Refer to the SmPC for details on full side
effect profile and interactions. Special Precautions for Storage:
Store in a refrigerator (2°C - 8°C), without freezing. Unopened
sachets may be kept out of the refrigerator by the patient, at a
temperature below 25 °C for up to 3 days prior to use; after this the
product should be discarded if not used. Presentation: Vitaros®
is supplied in individual sachets containing one Accudose™
container. Each single container contains 100 mg cream. Vitaros®
is available in unit cartons containing four containers. Basic
NHS Price: £40 per pack of 4 doses. Legal Classification: POM.
Marketing Authorisation Number: PL 03194/0125. Marketing
Authorisation Holder: Ferring Pharmaceuticals Ltd. Drayton Hall,
Church Road, West Drayton, UB7 7PS, UK. Vitaros® is a registered
trademark. PI Approval Code: VIT/1429/2018/UK(1). Date of
Preparation: July 2018

Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Ferring Pharmaceuticals Ltd. Tel: 0800 111 4126. Email: medical.uk@ferring.com
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ECZEMA

A FLARE
WARNING
Lined with confused patients and concerned
parents, the road of atopic eczema in infants
is a seemingly complex one to navigate.
Dr Paula Beattie MB BCh BaO, BSc, MD,
Consultant Dermatologist and British Skin
Foundation spokesperson, Royal Hospital for
Children, Glasgow, advises on how you can
help to demystify their treatment plan.

Atopic eczema is a multifactorial skin disease with both genetic and
environmental factors influencing the structure and function of the skin
barrier. An abnormal barrier allows water loss, leading to dryness, and leaves
the skin vulnerable to irritants and allergens, as well as viruses and bacteria.
Natural moisturising factor, a compound in the skin that has the ability to
absorb water from its surroundings, can be reduced in amount as a result of a
genetic mutation and surfactants in wash products reduce that further.
Skin dryness often precedes clinically obvious inflammation and is likely
to represent subclinical inflammation. It’s one of the first signs of eczema and
can be detected as early as day two of life in children who go on to develop
eczema. (1) Scratching damages the barrier, leading to the release of cytokines
which drive inflammation and itch.
Eczema affects 16-to-30 per cent of children in the UK (2), persisting
into adulthood in around 40 per cent – particularly in those with early and
widespread disease. Children with eczema are also more likely to develop
other atopic disease, namely food allergy, asthma and allergic rhinitis. The
mechanism of development of food allergy in infants with eczema is again
an impaired skin barrier, so that food allergens are presented to the immune

Dr Paula Beattie

system via the skin for the first time, leading to sensitisation rather than the

ECZEMA

tolerance which occurs when presented via the gut. Skin barrier dysfunction

if not responding to areas of eczema on the body. In children over a year TCS

at birth predicts food allergy at two years. (3)

potency can be increased to potent for the body and used in the same way.
Treatment should be for seven-to-14 days initially, and this should be

EMOLLIENTS IN ACTION

repeated for flares. Treatment on two consecutive days each week to problem

Use of emollient improves skin hydration by replacing lipids and trapping

areas in those experiencing frequent flares (more than two each month) has

water in the skin when used after bathing. Hence bathing can be encouraged

been shown to reduce the frequency and duration of flares (www.nice.org.uk/

so long as soap is avoided. Emollients also improve the function of the skin

guidance/cg57). TCS should be initiated at the first sign of skin inflammation

barrier and have been shown to help prevent irritant occupational eczema.

from birth onwards. Gaining control of inflammation quickly will reduce the

Dryness is often associated with itching, and improved emollient use has been

risk of skin infection and may improve disease outcomes long-term.

shown to reduce scratching and sleep disturbance, eczema severity, and flares

Unfortunately there is a paucity of evidence on whether it is more effective

of eczema; thereby reducing the need for topical corticosteroid (TCS). (4, 5)

to apply emollients before or after TCS, but it’s likely that applying emollients

Emollients should be used on all skin – not just areas of active eczema – and

first is more effective and the vast majority of recent publications – including

should be applied twice daily or more, continuing use between flares.

NICE guidance – reflect that and advise a delay of approximately 30 minutes

They should be prescribed in large quantities (250g-to-500g weekly) with
additional pumps / tubs for childminder / nursery to encourage frequent use.

before TCS application. This is to allow absorption of the emollient and
minimise dilution of the TCS by emollient.

Depending on skin dryness and acceptability, a cream and / or an ointment
should be provided so that parents can decide which suits best. In general,

SUMMARY

ointments are better for dry skin and should be encouraged at night. Thick

In conclusion, when used in sufficient amounts alongside TCS for areas of

emollients are more effective as a barrier to chlorine in pool water and food

inflammation, emollients help to reduce the symptoms and signs of atopic

in babies and infants being weaned. When prescribing or dispensing an

eczema, irritation by external environmental triggers, and the frequency of

emollient, advice should be given to apply it in a downward fashion along the

flares.

direction of the hair.
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Manufactured in the UK

MyriBase Gel
™

20%

*3

less
expensive

High-quality formulation
with the same ingredients as
Doublebase™ Gel1,2 but 20%*
less expensive.3
MyriBase™ Gel is the preferred
Gel emollient on the Northern
Ireland formulary.4

How can
MyriBase™ Gel
save you money?
On average, a UK local health economy
could potentially save £8,590 per year
by moving to MyriBase™ Gel†5,6
* in the 500g/ml and 100g presentations
† Assumption is 100% of patients are converted to MyriBase™ Gel from Doublebase™ Gel
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PAIN

BACK TO BASICS

The surge in pain-centred studies may be leading to an enlightened sector
– but it can also result in overwhelmed sufferers, struggling to understand
their symptoms. The Chartered Society of Physiotherapy is therefore helping
you to simplify back pain for patients, and dismantle a few false beliefs
along the way.
WHAT CAN CAUSE BACK PAIN?
In most cases, it’s not possible to identify the exact
cause of back pain. It is important to know that any
kind of structural damage is rare. While it can be
painful and upsetting, this type of back pain usually
gets better quickly. It can be managed through advice
and remaining active.
Many physical or psychological factors can cause
back pain, and often a combination of these are
involved.
They could be:
• Physical factors – such as ‘protecting’ the back and
avoiding movements, or a simple strain
• Psychological factors – including a fear of damage or
not getting better, feeling down or being stressed
• More general health and lifestyle factors – like being
tired and rundown, not getting enough good quality
sleep, being overweight, or not getting enough physical
activity
• Social triggers – such as difficult relationships at
work or home, low job satisfaction, or stressful life
events, like a family death or illness
Crucially, it’s important for the individual to
know that all pain is 100 per cent real and never ‘all in
their head’, even when factors like stress or mood are
involved.
Each of the factors can turn up the volume on their
pain and gaining a greater understanding of when that
can happen puts the patient in a stronger position to
recognise them and learn how to turn down the dial
again.
Sometimes there are specific causes for back pain,
especially when there is leg pain, pins and needles,
or numbness too. This can be caused by irritation or
compression of the nerves in the back.

SYMPTOMS TO BE AWARE OF
These symptoms are very rare, but an individual should
contact a doctor if they experience any of them:
• Difficulty passing urine or having the sensation to
pass water that is not there
• Numbness / tingling in the genitals or buttocks area
• Loss of bladder or bowel control
• Impaired sexual function, such as loss of sensation
during intercourse
• Loss of power in their legs
• If they are experiencing pain that runs down the back

of both legs
• Feeling unwell with their back pain, such as a fever or
significant sweating that wakes them from sleep

COMMUNICATION IS KEY
A quiz has been designed as a tool to assist clinicians
in learning what messages can be helpful or unhelpful
when communicating with people seeking care for
back pain. It also highlights the importance of their
communication style.
To access the video, visit
www.lowbackpaincommunication.com.

THE MOMENT OF TRUTH

The Chartered Society of Physiotherapy is
at hand to bust myths and reinforce what
the latest evidence says is best for your
patient’s back.
Myth One: Moving will make the back pain worse
Truth: People fear twisting and bending but it’s
essential to keep moving. Gradually increase how much
you are doing, and stay on the go
Myth Two: I should avoid exercise, especially weight
training
Truth: Back pain shouldn’t stop you enjoying exercise
or regular activities. In fact, studies found that
continuing with these can help you get better sooner –
including using weights where appropriate
Myth Three: A scan will show me exactly what is
wrong
Truth: Sometimes it will, but most often it won’t. Also,
even people without back pain have changes in their
spine so scans can cause fear that inﬂuences behaviour,
making the problem worse
Myth Four: Pain equals damage
Truth: This was the established view, but more recent
research has changed our thinking. Modern physio
takes a holistic approach that helps people understand
why they are in pain
For more information, and to see more myths and
facts, visit www.csp.org.uk mythbusters.
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ASTHMA

THE REAL WORLD
OF ASTHMA AND
ALLERGY
5.4 million people in the UK receive treatment for asthma, which
equates to one-in-12 adults and one-in-11 children nationwide.
Of these asthma patients, a huge number suffer from allergies
which can trigger an asthmatic attack and exacerbate pre-existing
symptoms – positioning them at the forefront of possible danger
when a lack of awareness or planning comes into play. Shuaib
Nasser, Consultant in Asthma and Allergic Disease at Cambridge
University Hospitals NHS Foundation Trust, depicts why we must
elevate patients’ understanding of potential triggers, and ensure
that they’re prepared.

Allergic asthma accounts for up to 90 per cent of cases
in children and young adults, and 50 per cent in adults.
Many children do ‘grow out of’ their condition, yet, while
the triggers that more commonly affect younger sufferers
are food allergy and hay fever, among older sufferers there
are different triggers to watch out for, of which infection
can be a common one. These figures put the UK at one
of the worst countries in Europe in terms of asthma rates,
and data from Asthma UK shows that more people are
suffering from attacks than five years ago.

Shuaib Nasser

HAVING THEIR SAY

In a new, real-world evidence study conducted on behalf of the British Society for Allergy and Clinical
Immunology, in which 5,003 respondents took part, UK asthma sufferers were asked whether they were aware
of their asthma triggers, with the aim to discover whether a better knowledge could help patients manage their
condition. This study was a retrospective, non-interventional assessment of self-reported symptoms, in which
participants completed an internet-based questionnaire and responses were collected electronically using a
bespoke media platform.
The research showed that despite NICE guidance advising healthcare professionals to use ‘IgE tests to
identify triggers once a formal diagnosis of asthma has been made’, over half of respondents didn’t know what
triggered their asthma, and almost 70 per cent had never been tested for allergies. 97 per cent of respondents,
however, believed that a better understanding of their triggers could help them to manage their asthma. Of
those who had been found to have allergic triggers, 92 per cent said that they had taken steps to reduce their
exposure to their triggers and had benefitted as a result. Furthermore, two-thirds of respondents said that they
didn’t have a personalised asthma action plan (PAAP) despite NICE guidelines advising GPs to prescribe
an ‘asthma self-management programme, comprising a written personalised action plan’ and a further third
reported that they didn’t attend an annual asthma review.
Continued onto next page
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70 per cent of respondents reported fluctuations in the severity of their asthma over the
course of the year. This suggests that identification of triggers in these patients may help to
improve control. Common allergic triggers, at this time of year, in particular, include grass
pollen as the most prevalent, as well as birch pollen. If symptoms are more severe during
winter months, this could suggest a house dust mite or pet allergy. Other allergic triggers
include fungal moulds (e.g. Aspergillus, Alternaria, and Cladosporium) or food.

THE IMPORTANCE OF EMPOWERMENT
If an asthma sufferer suspects that their asthma has an allergic trigger, it’s important to
advise them to begin to monitor their symptoms for potential triggers. Should they begin to
document a pattern in the severity of their asthma, and this could be as simple as noticing
a change in certain seasons, when travelling abroad, at home vs the office, or when visiting
certain friends, then they should bring this up at their annual review. IgE testing can help to
confirm or exclude suspected triggers and improve management of asthma using avoidance
strategies.
Helping a patient to understand their triggers can empower them with new-found
freedom to choose how they manage their asthma. For example, if an asthma sufferer
is discovered to have pet dander as an allergic trigger, they can choose to make lifestyle
adaptations to reduce contact with their own cat or dog, or pets belonging to others.
This does not necessarily mean getting rid of their pet, however, actions such as regularly
vacuuming and not allowing the pet in bedrooms, or on furniture, can have a substantial
effect.
Encouraging asthma sufferers to take an interest in their condition is key and they are
most often enthusiastic when it comes to learning about how they can play a role. Asking
questions about their own health and how their actions affect symptoms leads to raised
awareness of a patient’s personal circumstances. In turn, this could inspire a desire to take
control, self-manage, and reduce exposure to triggers through the use of achievable steps. A
PAAP is just one example of how patients can be helped in managing a condition that, in
some cases, can be life-threatening.
The cost of asthma to the National Health Service is £1.1 billion, of which over £660
million is spent on prescription drugs. Empowering asthma sufferers to monitor their own
condition could lower the chances of attack, and in some case may allow reduced dosage of
prescription medicines while maintaining better asthma control. Identification of individual
asthma phenotypes and identification of triggers will give every asthma sufferer a deeper
understanding of their own asthma, and in the longer-term improve compliance and more
appropriate use of inhalers and other asthma medications.
It’s important to remember that asthma is a serious condition, from which around three
people every day die. Research carried out by Asthma UK has shown that around every 10
seconds, someone in the UK has an asthma attack, and one-in-11 people don’t believe that
asthma can kill. Evidence from this real-world study shows that too few asthma sufferers have
their allergies and other non-allergic triggers identified. We should encourage those who take
care of asthma sufferers to ensure that everyone with asthma has a PAAP listing personal
triggers identified through careful history-taking and blood tests if required.

ABOUT THE AUTHOR
Shuaib Nasser is a Consultant in Asthma and Allergic Disease at Cambridge University
Hospitals NHS Foundation Trust. His work on thunderstorm asthma, drug allergy
and asthma deaths has improved patient care and led to a DH-funded national enquiry
into asthma deaths. He set up and chaired the British Society for Allergy and Clinical
Immunology (BSACI) Standards of Care Committee until 2012 and his efforts led to the
publication of National Allergy Guidelines. He was a member of the Resuscitation Council
Working Group that published guidelines on the management of anaphylaxis. He sat on the
Royal College of Physicians National Review of Asthma Deaths Steering Group and chaired
the NICE Drug Allergy Guideline. In 2011, he was awarded the William Frankland BSACI
award for outstanding services to allergy. He served as President of BSACI from 2015-to2018.
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The first and only ICS/LABA fixed-dose combination (FDC)
delivered in a breath-actuated aerosol inhaler. 3
References:
1. Mundipharma International Limited. flutiform k-haler. Summary of Product Characteristics. Available from: https://www.medicines.org.uk/emc/product/9483/smpc. Last accessed July 2019.
2. Bell D et al. J Aerosol Med Pulm Drug Deliv 2017; 30:425–34.
3. MIMS. Available from: www.mims.co.uk/search/drugs?keywords=Beta 2 agonists, long-acting/corticosteroids. Last accessed July 2019.

k-haler®
Prescribing Information United Kingdom. Please read the Summary of Product Characteristics before prescribing.

®

Presentation Pressurised inhalation suspension, in a breath-actuated pressurised aerosol inhaler.
Indications Regular treatment of asthma where the use of a combination product (inhaled
corticosteroid [ICS] and long-acting β2-agonist [LABA]) is appropriate: (i) for patients not
adequately controlled with ICS and ‘as required’ inhaled short-acting β2-agonist (SABA) (ii) for
patients already adequately controlled on both an ICS and a LABA. For adults and adolescents
aged 12 years and above. Dosage and administration For inhalation use. Patients should be
shown how to use the inhaler correctly by a healthcare professional. Patients should be given the
strength of
disease severity (note that
50 µg/5 µg per actuation is not appropriate in
patients with severe asthma). The appropriate strength should be taken as two inhalations, twice
daily (normally morning and evening) and used every day, even when asymptomatic.
is not recommended in children under 12 years. Prescribers should be aware that in asthmatics,

paradoxical bronchospasm. Visual disturbance may be reported with corticosteroid use. Systemic
effects with an ICS may occur, particularly at high doses for prolonged periods or when combined
with potent CYP3A4 inhibitors, but are less likely than with oral corticosteroids. Possible systemic
effects include Cushing’s syndrome, Cushingoid features, adrenal suppression, growth retardation
in children and adolescents, decrease in bone mineral density and cataract glaucoma. Children may
also experience anxiety, sleep disorders and behavioural changes. Increased exposure can be
expected in patients with severe hepatic impairment. Prolonged treatment with high doses of
corticosteroids may result in adrenal suppression and acute adrenal crisis, particularly in children
and adolescents or potentially as a result of trauma, surgery, infection or rapid dose reduction.
contains a negligible amount of ethanol that does not pose risk to patients.
Interactions Co-treatment with CYP3A inhibitors (e.g. ritonavir, atazanavir, clarithromycin,

approximately half the total daily microgram dose. Patients should be assessed regularly and once
asthma is controlled, treatment should be reviewed and stepped down to the lowest effective dose,
is not
intended for initial treatment of mild asthma. For patients with severe asthma the ICS therapy

advised with concomitant use of non-potassium sparing diuretics (e.g. loop or thiazide), xanthine
derivatives, glucocorticosteroids, L-Dopa, L-thyroxine, oxytocin, alcohol or other adrenergic
drugs, including anaesthesia with halogenated hydrocarbons and digitalis glycosides, β-adrenergic
drugs, known to prolong the QTc interval, such as tricyclic antidepressants or MAOIs (and for two
weeks following their discontinuation), antipsychotics (including phenothiazines), quinidine,
disopyramide, procainamide, antihistamines. Furazolidone and procarbazine
should
not normally be used with β-blockers including those that are used as eye drops to treat glaucoma.
Under certain circumstances, e.g. as prophylaxis after myocardial infarction, cardioselective
β-blockers could be considered with caution. Pregnancy and lactation
is not

k-haler must not use an additional LABA. An inhaled SABA should be taken for immediate relief of
asthma symptoms arising between doses. Patients should be advised to contact their prescriber
when
dose counter is getting near zero. Contraindications Hypersensitivity to the
should
active substances or to any of the excipients. Precautions and warnings
worsening or acutely deteriorating asthma, and should not be stopped abruptly. If a patient
experiences serious asthma-related adverse events or exacerbations, they should continue treatment
and seek medical advice. Patients should be reviewed as soon as possible if there is any indication
of deteriorating asthma control. In case of sudden and progressive deterioration, seek urgent
medical assessment. Caution in patients with: pulmonary tuberculosis; quiescent tuberculosis;
fungal, viral or other infections of the airway; thyrotoxicosis; phaeochromocytoma; diabetes
mellitus (consider additional blood sugar controls); uncorrected hypokalaemia; predisposition to
low levels of serum potassium; impaired adrenal function (monitor HPA axis function regularly);
hypertrophic obstructive cardiomyopathy; idiopathic subvalvular aortic stenosis; severe
hypertension; aneurysm or other severe cardiovascular disorders; unstable or acute severe asthma
and other conditions when the likelihood for hypokalaemia adverse effects is increased. There is
risk of potentially serious hypokalaemia with high doses of β2-agonists or concomitant treatment
with β2-agonists and drugs that can induce or potentiate a hypokalaemic effect. Monitoring of serum
potassium levels is recommended during these circumstances. Formoterol may induce prolongation of
the QTc interval. Caution must be observed when treating patients with existing prolongation of
should be discontinued immediately if there is evidence of
QTc interval.

to the breastfeeding infant cannot be excluded. Side-effects Uncommon (<1/100) but potentially
serious side-effects: hyperglycaemia, agitation, depression, aggression, behavioural changes
(predominantly in children), vision blurred, vertigo, palpitations, ventricular extrasystoles,
angina pectoris, tachycardia, hypertension, dyspnoea, peripheral oedema. Please consult the SPC for
a full list of side-effects and those reported for the individual molecules. Legal category POM Package
quantities and price One inhaler (120 actuations) 50 µg/5 µg - £14.40 125 µg/5 µg - £28.00 Marketing
Authorisation numbers PL 16950/0338-39 Marketing Authorisation holder Napp Pharmaceuticals
Limited Cambridge Science Park Milton Road Cambridge CB4 0GW UK Tel: 01223 424444 For medical
information enquiries, please contact medicalinformationuk@napp.co.uk. FLUTIFORM is a registered
trademark of Jagotec AG, and is used under licence. K-HALER is a registered trade mark of Mundipharma
AG. © 2018 Napp Pharmaceuticals Limited.
UK/FLUT-K-18011

Date of preparation: May 2018

Adverse events should be reported. Reporting forms and information can be found at www.mhra.
gov.uk/yellowcard. Adverse events should also be reported to Napp Pharmaceuticals Limited on
01223 424444.
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DIABETES

DIABETES:
PLAYING IT
SAFE
When it comes to diabetes,
the patient’s understanding,
adherence, and continuous
monitoring are key
components of effective care.
However, with too many people
with diabetes still underestimating the condition’s
severity, Libby Dowling, Senior
Clinical Advisor at Diabetes
UK, talks to NIHR about how
we can encourage individuals
to self-manage responsibly.

tablets that can cause hypoglycaemia, then they
should be checking.

WHAT COMPLICATIONS CAN OCCUR
IN THE SHORT-TERM IF DIABETES
ISN’T CORRECTLY SELF-MANAGED?
However well patients manage their diabetes, they
can’t get it right all the time – they’re essentially
taking on the role of their pancreas which is a big
ask.
If the patient’s blood glucose levels drop too
low, they’ll suffer from hypoglycaemia, which will
make them start to feel dizzy, shaky, and
sometimes disorientated. If it’s not picked up at
that point, then they’re in danger of collapsing or
having a fit. Low blood sugar needs to be treated
very quickly.
More severe symptoms can be too hard for the
patient to treat on their own. As a result, most
people with diabetes will have a sugary gel which
someone else can squirt inside their mouth, and if
the patient becomes unconscious through
hypoglycaemia, then an injection is also available.
The other thing that can happen in the shortterm is that if the patient’s blood sugar is too high,
they can start to feel thirsty, tired, and drowsy,
and they can progress into diabetic ketoacidosis,
which can be life-threatening and needs
hospital treatment. It’s crucial that blood sugar
levels are checked regularly so that action can be
taken accordingly.

ARE HEALTHCARE PROFESSIONALS
PLAYING A BIG ENOUGH ROLE IN
PATIENTS’ DIABETES EDUCATION?

Libby Dowling
HOW OFTEN SHOULD DIABETES
PATIENTS MEASURE THEIR BLOOD
GLUCOSE?
It depends on what type of diabetes they have,
and what their treatment is. If patients have type 1
diabetes, they’re going to be checking their blood
sugar levels at least four times a day – but many
check more regularly than that, such as anytime
they think that their levels might be a bit high or
low; or if they’re going to exercise etc.
For patients with type 2 diabetes, it’s slightly
different. If they have the condition and are just
managed by diet and physical activity alone, or
Metformin, they don’t check their blood sugar
levels as a general rule. However, if the
individual takes insulin or some of the diabetes
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Anybody who needs to use a blood glucose
monitor should receive a basic education package
from their healthcare professional which involves
the practicalities of using the monitor,
information on how often, and the targets which
they should be aiming for. The patient should also
receive information on what to do should their
blood glucose levels get higher or lower.

HOW ARE BLOOD TESTING METERS
ALLOCATED?
It’s not so common now that diabetes patients
can just make a decision regarding their preferred
monitor. It’s all about cost-effective care, so what
often happens is that a particular area will have a
number of different blood glucose monitors, and
the patient, along with their healthcare team, will
decide which device is the most appropriate.
For individuals who don’t require a lot of
active management for their diabetes, a reasonably
basic monitor might be suitable. But those with

type 1 diabetes, who are counting carbohydrates
or adjusting their insulin on a dose-by-dose basis,
might need something more to allow them to do
the required calculations.

HOW OFTEN SHOULD PATIENTS
REPLACE THEIR MONITORING
DEVICE?
Monitors are pretty robust and will usually last a
few years. However, they do need to be properly
looked after by the patient.

WHAT LIFESTYLE AND DIETARY TIPS
ARE ALSO FUNDAMENTAL TO THE
PATIENT’S DIABETES MANAGEMENT?
We advise that they live a generally healthy
lifestyle. Type 2 diabetes is often linked to being
overweight and not very active. If that’s the cause
of it, then it’s really important that the patient
receives support and takes steps towards losing the
extra weight.
Everyone with diabetes has an increased risk of
cardiovascular disease so keeping healthy is key.

HOW OFTEN SHOULD PATIENTS
ATTEND FOR DIABETES CHECK-UPS?
People with diabetes should be seen at least once
a year for a check-up – probably more often. It’s
really crucial that they keep the appointments
because the healthcare professional both checks
that their diabetes is being managed properly, and
whether any long-term complications of diabetes
have occurred from a long period of high blood
glucose levels. The occurrence of this can
damage the blood vessels and nerves and cause
heart attacks, strokes, amputations etc. It’s
important that we check for those conditions, and
if anything is picked up early, it can be treated.
People with diabetes will also need to get their
eyes checked on a regular basis to make sure that
there are no problems there.

ARE THERE ANY LEARNING
RESOURCES YOU CAN RECOMMEND?
Diabetes UK have a lot of information on our
website on all areas of diabetes management –for
healthcare professionals as well as people with
diabetes.
For healthcare professionals we provide
position statements on certain aspects of diabetes
care, a shared practice library, and much more. We
also have a learning zone which has tailored
information for people living with diabetes – it’s
as personalised as we can make it.
For more information,
visit www.diabetes.org.uk.

With
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CANNABIDIOL

A WELCOME RELIEF
Cannabidiol is undoubtedly
at the centre of increasing
medical research right now
– but what benefits does
it boast for your patients?
NIHR examines the product’s
exciting paths of potential,
and just why it’s reaching
new heights of popularity.
UNDER THE SPOTLIGHT

Saving you the hassle of scouring
the different streams of CBDfocussed information, NIHR
rounds up the need-to-know
details for you to deliver to
patients.
WHAT IS CBD?
Cannabidiol – or CBD as it is widely termed – is a
type of cannabinoid; a chemical found naturally in
the cannabis and hemp plants. At least 113
different cannabinoids have been found in hemp.
CBD differs from another commonly-known
cannabinoid tetrahydrocannabinol (THC) in that
it doesn’t induce the ‘high’ typically associated
with cannabis use.
The history of CBD as an identifiable
compound can be traced back to the 1940s. Now,
we see an explosion of scientific interest into CBD
with scientific papers being published, and
different products being seen in stores.

HOW DOES CBD WORK?
CBD interacts with the endocannabinoid system
(ECS). This is a network of CBD receptors and
naturally-occurring chemical messengers, called
endocannabinoids, that play a part in the body’s
overall health and wellness.
The two main CBD receptors were found to
be CB1 receptors, located in the brain and central
nervous system, and CB2 receptors found
throughout the rest of the body. The naturallyoccurring endocannabinoids interact with the
body’s CBD receptors, and it is through this
process that the ECS regulates a range of bodily
functions.
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HOW CAN INDIVIDUALS USE CBD?
If the individual wants to maintain steady levels of CBD throughout the day, then an oral
product could be appropriate, however, the amount of CBD in oral products can vary widely.
The bioavailability of the chosen CBD product also needs to be considered (how much
effect they will get based on how much gets absorbed into their bloodstream). It’s also
important to know how much CBD they are using – with capsules making it easier to keep
track of this process and accurately calculate the dosage and absorption rate.

EXCEEDING EXPECTATIONS

As CBD is catapulted further into the arena of public
awareness and use, NIHR takes a look at new indicators of
its potential.
FINDINGS FOR PSYCHOSIS
Research underway at King’s College London has found that a single dose of CBD can play a
part in reducing brain function abnormalities seen in people with psychosis.
As expected, the brain activity in the participants at risk of psychosis was abnormal
compared to the healthy participants. However, among those who had CBD, the abnormal
brain activity was less severe than for those who received a placebo, pointing towards the
possibility that the product can help re-adjust brain activity to normal levels. The influence of
CBD on these three brain regions could underlie its therapeutic effects on psychotic
symptoms.
Hot on the heels of the promising results reaped, Dr Bhattacharyya and colleagues at
The Institute of Psychiatry, Psychology and Neuroscience set about launching the first largescale, multi-centre trial to investigate whether CBD can be used to treat young people at high
risk of developing psychosis. The trial is supported by a £1.85 million grant from an NIHR
and MRC partnership.
‘There is an urgent need for a safe treatment for young people at risk of psychosis,’
commented Dr Bhattacharyya.
‘One of the main advantages of CBD is that it is safe and seems to be very well-tolerated,
making it in some ways an ideal treatment. If successful, this trial will provide definitive proof
of CBD’s role as an anti-psychotic treatment and pave the way for use in the clinic.’

ADVANCES IN EPILEPSY
A new large-scale, randomised, controlled trial further showcased the benefits brought on
by CBD employment, in which it significantly reduced the number of dangerous seizures in
patients with a severe form of epilepsy, called Lennox-Gastaut Syndrome.
In the new study comparing two doses of CBD to a placebo, the researchers reported a 41.9
per cent reduction in ‘drop seizures’ – a type of seizure that results in severe loss of muscle
control and balance.
The phase III trial was led by principal investigator and study first co-author, Orrin
Devinsky, MD, a Professor of Neurology, Neurosurgery, and Psychiatry at New York
University (NYU) School of Medicine, and Director of NYU Langone’s Comprehensive
Epilepsy Centre, and was published online in The New England Journal of Medicine.
‘While the news gives hope for a new treatment option to the epilepsy community,
more research remains imperative to better determine the effects of CBD and other similar
cannabis-derived compounds on other forms of the disease and in more dosing regimens,’ Dr
Devinsky explained.

ASK THE EXPERT
Local Practice Pharmacist, Maeve Devlin, who has witnessed the increasing utilisation of
CBD across the different facets of the sector, explained, ‘The product market for CBD is
growing at a rapid pace and undoubtedly, regulated CBD-containing products have the
potential to benefit many patients.’

Clinically
Proven
Bioavailability
Reliable
Dose
Delivery

New

No
THC

For more information contact
sales@satipharm.com

GMP
Certiﬁed

WWW.NIHEALTHCARE.COM

DIABETES

DIABETES: A STEP IN
THE RIGHT DIRECTION
The number of people in Northern Ireland living with type 1 and type
2 diabetes is now 100,000, including an estimated 12,000 people who
have not yet been diagnosed with type 2 diabetes. In light of the
condition’s widespread incidence, the sector is increasingly
motivated to address the associated risks for patients. With one
particular landmark diabetes trial investigating renal and
cardiovascular outcomes, Anna Strzelecka, SAS Doctor in Diabetes
and Endocrinology, Antrim Area Hospital, Northern Health & Social
Care Trust, discusses her involvement.
BACKGROUND
Diabetes prevalence in the Northern Ireland population is now over 5.7 per cent. If not managed properly, diabetes can
lead to serious complications, such as microvascular disease, including retinopathy and nephropathy, and macrovascular
disease, including heart disease, stroke and peripheral vascular disease. (1)
It has been proven that patients with type 2 diabetes have a greater risk of cardiovascular (CV) death than patients
without diabetes, whether or not they had experienced a previous myocardial infarction. (2, 3)
Atherosclerotic cardiovascular disease occurs 14.6 years earlier in type 2 diabetic patients when compared to the nondiabetic population, with greater severity and with more diffuse distribution. Furthermore, about two-thirds of deaths
in people with diabetes mellitus are caused by CV disease: of these, around 40 per cent are from ischaemic heart disease;
15 per cent from other forms of heart disease, principally congestive heart failure; and around 10 per cent from stroke.
(4)
Diabetes also remains the single most common cause of kidney failure. Almost four-in-five people with diabetes will
develop kidney disease in their lifetime. 11 per cent of deaths in type 2 diabetes are caused by kidney disease. (5) 27.5
per cent of new cases needing dialysis or renal transplant are caused by type 2 diabetes. (6)
In recent years, several clinical trials showed positive effects of SGLT2 inhibitors on CV outcomes. The CANVAS
study showed that patients treated with Canagliflozin had significantly lower rates of the primary CV outcome than
patients receiving placebo. The results also showed a possible benefit of Canagliflozin in respect to the progression
of albuminuria and the composite outcome of a sustained 40 per cent reduction in the eGFR, the need for renalreplacement therapy, or death from renal causes and further evaluation of effects of Canagliflozin on renal disease was
advised. (7)
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DIABETES
(mL)/minute (min)/1.73meter (m)^2 and
less than (<) 90 mL/min/1.73 m^2
• Participants need to be on a stable
maximum tolerated labelled daily dose of
an angiotensin-converting enzyme inhibitor
(ACEi) or angiotensin receptor blocker
(ARB) for at least four weeks prior to
randomisation
• Must have a urine albumin to creatinine
ratio (UACR) of greater than (>) 300
milligram (mg)/gram (g) and <= 5000 mg/g

EXCLUSION CRITERIA

Anna Strzelecka
DISCUSSION
In 2014 the first patient was randomised to
take part in the CREDENCE study, and in
November 2015 Antrim Area Hospital was
accepted as one of the study sites.
The goal of this double-blind, randomised
trial was to assess whether Canagliflozin
has a renal and vascular protective effect
in reducing the progression of renal
impairment relative to placebo in participants
with type 2 diabetes mellitus (T2DM),
stage 2 or 3 chronic kidney disease and
macroalbuminuria, who are receiving
standard of care, including a maximum
tolerated labeled daily dose of an angiotensinconverting enzyme inhibitor (ACEi) or
angiotensin receptor blocker.

PRIMARY ENDPOINT
Composite outcome of ESKD, doubling of
serum creatinine, or renal or CV death.

SECONDARY ENDPOINTS
• CV death or hospitalisation for heart failure
• Major CV events (three-point MACE: CV
death, MI, or stroke)
• Hospitalisation for heart failure
• ESKD, doubling of serum creatinine, or
renal death
• CV death
• All-cause mortality
• CV death, MI, stroke, hospitalisation for
heart failure, or hospitalisation for unstable
angina (8)

INCLUSION CRITERIA
• Age >30 years
• Type 2 diabetes mellitus with a hemoglobin
A1c (HbA1c) greater than or equal to (>=)
6.5 per cent and less than or equal to (<=)
12.0 per cent with an estimated glomerular
filtration rate (eGFR) of >= 30 milliliter

• History of diabetic ketoacidosis or type 1
diabetes mellitus
• History of hereditary glucose-galactose
malabsorption or primary renal glucosuria
• Renal disease that required treatment with
immunosuppressive therapy
• Known significant liver disease
• Current or history of New York Heart
Association class IV heart failure
• Blood potassium level >5.5 millimole
(mmol)/liter (L) during screening (8)
There were 34 countries involved, with
690 sites that randomised 4,401 participants.
118 participants were randomised in the UK,
with eight in Antrim Area Hospital, making
it one of the top recruiting sites in the UK.
2,202 were randomised to the Canagliflozin
100mg group, and 2,199 to the placebo
group.
The trial was stopped early after a planned
interim analysis reviewed by an independent
data monitoring committee. Median followup was 2.62 years.
The relative risk of the primary outcome
was 30 per cent lower in the Canagliflozin
group than in the placebo group, with event
rates of 43.2 and 61.2 per 1,000 patientyears, respectively (hazard ratio, 0.70; 95
per cent confidence interval, 0.59 to 0.82;
P=0.00001).
The relative risk of the renal-specific
composite of end-stage kidney disease, a
doubling of the creatinine level, or death
from renal causes, was lower by 34 per cent
(hazard ratio, 0.66; 95 per cent CI, 0.53
to 0.81; P<0.001), and the relative risk of
end-stage kidney disease was lower by 32 per
cent (hazard ratio, 0.68; 95 per cent CI, 0.54
to 0.86; P=0.002). The Canagliflozin group
also had a lower risk of CV death, myocardial
infarction, or stroke (hazard ratio, 0.80;
95 per cent CI, 0.67 to 0.95; P = 0.01) and
hospitalisation for heart failure (hazard ratio,
0.61; 95 per cent CI, 0.47 to 0.80; P<0.001).
There were no significant differences in
rates of amputation or fracture. (9)

CONCLUSION
It is fascinating to see such an advance in the
development of oral glycaemic agents.
SGLT2 inhibitors not only proved to improve
glycaemia, but have the added benefits of
blood pressure and weight reduction along
with CV benefits. They also reduce the risk
of developing end-stage renal disease in
patients with significant kidney disease and
albuminuria.
In recent time ADA/EASD guidelines
have been changed as well as SIGN
guidelines. The NICE guideline update
is awaited. It is now advised to use agents
that showed CV and renal benefits earlier
especially in patients with CV and renal
disease.
At present SGLT2 inhibitors are licenced
to be initiated only if eGFR is over 60 and
can be continued at lower dose as long as
eGFR remains above 45. Hopefully the
licence of Canagliflozin will change in the
near future and will allow the use of this
agent in patients with more advanced renal
disease.
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PROMOTION

BLEEDING EDGE TECHNOLOGY

Wound care, dressings and bandages could not be described as the glamorous side of medicine – but
they matter, and they cost. Against this backdrop of a growing need for greater efficiency, an innovative
approach is delivering better outcomes than standard care for preventing surgical site complications
in high-risk patients with closed surgical incisions. Nigel Clancy, Market Access Lead UKI & Nordics,
Wound Care (Ireland), Smith & Nephew, explains.

The number of wounds in the community is set
to rise by 10 per cent in the next five years (1),
providing a growing challenge to making the
most of nurses’ time.
In times of increasing pressures on the
NHS to improve clinical outcomes and patient
experience, alongside maximising efficiency and
throughput, while reducing associated costs, it’s
essential that industry, clinicians and business
managers work effectively together to achieve
these objectives.
Current post-operative dressings are
designed only to manage any symptoms resulting
from an incision site or infection. They do
not prevent post-surgical complications. The
majority of superficial infections are managed
with antibiotics. However, in some instances
infection can result in more severe consequences
requiring surgical intervention.
Wound-related complications, such as SSIs,
use additional healthcare resource and incur
avoidable costs. (2) In many cases, they are
associated with extended length of hospital stay
or readmissions to manage these complications.
(3) They also have additional costs which have
to be contended by the community. Surgical
site infections, for example, are reported to cost
approximately £4,656. (4) NICE reports that
the cost to the NHS of surgical site infections is
around £700 million a year.
Identifying the patient and procedural
risk factors will allow for the development of
specific interventions to decrease the risk of
wound-related complications, with the goal
of improving outcomes, decreasing morbidity,
hospital length of stay, and hospital costs.
What’s interesting is that this is an area
that is being addressed by the NHS. In the
last few weeks Smith & Nephew has received
The National Institute
for Health and Care
Excellence (NICE)
guidance for their PICO
single use negative
pressure wound therapy
(sNPWT) system. NICE

recommends that PICO should be considered
as an option for closed surgical incisions in
patients who are at high risk of surgical site
infections (SSIs). (5) Key patient risk factors
include a high BMI, diabetes, renal insufficiency
and smoking. (6)
NICE concluded that PICO sNPWT
is associated with fewer SSIs and seromas
compared with standard wound dressings across
several types of surgery. Cost modelling suggests
that compared with standard wound dressings,
PICO provides extra clinical benefits at similar
overall cost to the NHS. (5) For some types of
surgery, PICO sNPWT is cost saving.(5)
PICO is a product already used effectively
across many UK acute and primary care
settings. One area that it has shown particular
effectiveness from a clinical, financial, and more
importantly, emotional impact, is maternity. The
effective use of PICO for high-risk caesarean
sections has led to a reduction in infection rates
and lower cost of care by reducing remittance
and longer bed stays. But, most critically, it has
reduced the potential impact to mothers and
their new-born children; removing the potential
disruption a wound complication would cause.
Following a recent in-service evaluation
using PICO on high-risk incisions over the
course of a year, University Maternity Hospital
Limerick has seen a dramatic reduction in
wound complications and remittances. The
impact has been so great that the hospital
has been nominated for a HSJ award in the
Maternity and Midwifery Services Initiative of
the Year category.

NEW REAL-WORLD
EVIDENCE IN THE CLINICAL
AREA OF BREAST SURGERY
(NI HOSPITAL) (7)
PROCESS
• PICO group (n=22)
• Non PICO group(Standard of care) n= 22)

OUTCOMES

PICO GROUP = NO SSIs

• Six patients required additional oral antibiotics
• One patient required IV antibiotics
• One readmission (six nights)
• One patient required additional out-patient
visits (number of visits not completed)

A PROMISING PATHWAY
The combined data shows an estimated total
cost reduction from £11,338-to-£7,133; a
reduction in costs of £4,205 (37 per cent). On
a per patient basis this equates to an incision
spend reduction of £191.
And that’s the key point; by collecting and
using evidence like this, patients have benefitted
in terms of their health, the health systems are
saving money and time and, of course, Smith &
Nephew has benefited commercially. Sometimes,
if you are armed with the right data, the system
works like everyone thinks it should.
To access the NICE guidance for PICO, visit
https://www.nice.org.uk/guidance/mtg43.
For more information on PICO, visit
http://www.smith-nephew.com/key-products/
advanced-wound-management/pico/pico-niceguidance/
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NICE Medical Technology Guidance: PICO
Single Use Negative Pressure Wound Therapy
System (sNPWT) for patients with a higher risk
of developing surgical site infections
Helping you get CLOSER TO ZERO™ surgical site complications
www.smith-nephew.com/pico

Supporting healthcare professionals

NEW NICE guidance demonstrates that PICO sNPWT provides better outcomes than standard
care for preventing surgical site complications in high-risk patients with closed surgical
incisions, with similar overall cost1
Key patient risk factors
Diabetes

High BMI

ASA ≥ 3

19.28%

8x

The SSI rate for women
undergoing caesarean section
who had a BMI of ≥352

A patient with an ASA score of
≥3 is eight times more likely to
suffer a complication following
TKA and THA surgery3

Surgical risk factors

Emergency surgery

15%

Uncontrolled insulin
dependent diabetes
mellitus4

High-risk elective procedures

10.8%

Cardiac

In the UK the rate of
emergency caesarean section
is 15% of total births5

Smoking4

Age4

12.8%

Extended duration of surgery

75

>

Large bowel

Rates of SSI as reported in
a prospective surveillance
study in an NHS hospital in
England 2010 - 20126

Extended surgery varies by procedure and
is defined as exceeding the 75th centile of
duration of surgery for a particular procedure.
E.g. Coronary artery bypass graft would be 5
hours and caesarean section would be 1 hour4

Evidence: Relating to the clinical effectiveness of PICO sNPWT
A meta-analysis of 29 studies; including 11 randomised controlled trials (RCTs) with a total of 5,614 patients7

63
%
reduction

77
%
reduction

30%

reduction
Seroma

in SSI risk with PICO sNPWT
versus standard care
19 studies; 4,530 patients (p<0.00001)

Standard
care

in the risk of seroma
compared with standard care

in the risk of dehiscence
compared with standard care

6 studies; 771 patients (p<0.00001)

9 studies; 1,790 patients (p=0.01)

The decision to use Smith & Nephew products should be made by a healthcare professional, in line with applicable local protocols. For detailed product information, including indications for
use, contraindications, precautions and warnings, please consult the product’s applicable Instructions for Use (IFU) prior to use.
Smith & Nephew Croxley Park, Building 5, Lakeside, Hatters Lane, Watford, Hertfordshire WD18 8YE T +44 (0) 1923 477100 F +44 (0) 1923 477101
™Trademark of Smith & Nephew | All Trademarks acknowledged | ©May 2019 Smith & Nephew | 19431 www.smith-nephew.com

Supporting healthcare professionals for over 150 years

References
1. NICE Medical technology guidance - PICO negative pressure wound dressings for closed surgical incisions. May 2019. 2. Wloch C et al. Risk factors for surgical site infection following caesarean section in England: Results from a multicentre cohort study. British Journal of obstetrics and gynaecology.
August, 2012. 3. Nherera LM , Trueman P and Karlakki S. Cost-effectiveness analysis of single-use negative pressure wound therapy dressings (sNPWT) to reduce surgical site complications (SSC) in routine primary hip and knee replacements. Wound Repair & Regeneration, 2017;25(3):474-482.
DOI:10.1111/wrr.12530. 4. Sugrue M et al. World Union of Wound Healing Societies (WUWHS) Consensus Document. Closed surgical incision management: understanding the role of NPWT. Wounds International, 2016. 5. Royal College of Obstetrics and Gynaecology Society statement on rate of emergency
C-section. 4 June 2013. Available at https://www.rcog.org.uk/en/news/rcog-statement-on-emergency-caesarean-section-rates (Accessed 29 April 2019). 6. Jenks PJ, et al. Clinical and economic burden of surgical site infection (SSI) and predicted financial consequences of elimination of SSI from an
English hospital. Journal of Hospital Infection, 2014; 86: 24-33. 7. Smith & Nephew January 2018. Outcomes following PICO compared to conventional dressings when used prophylactically on closed surgical incisions: systematic literature review and meta-analysis. Internal Report. EO/AWM/PICO/004/v1.

WWW.NIHEALTHCARE.COM

DYSPHAGIA

SWALLOWING,
DYSPHAGIA
AND MEDICINE
With dysphagia becoming
a greater burden as the
population ages, David
G Smithard and Vruti
Patel, Department of
Elderly Medicine, Queen
Elizabeth Hospital,
Lewisham and Greenwich
NHS Trust, highlight the
medicine prescribing
and administration
considerations which must
be acted on accordingly.
The taking of medication has become a way
of life for the general population, with 48 per
cent of the adult population taking at least one
prescribed medicine (1), and with 90 per cent of
older people taking at least one. Many more will
be self-medicating. Medications can be provided
in many different formats; the cheapest and most
common being tablets or capsules.
Taking medications requires a person to
swallow safely. Dysphagia is under-reported,
particularly in the older population, where many
people have slowly altered their diet (consistency
and volume), or subconsciously changed the way
they swallow (smaller bolus, taking fluids).
Dysphagia may be the result of a malignant process, neurological insult (stroke, head
injury, tumour), progressive neurological disease
(Parkinson’s disease, Motor Neuron Disease or
Multiple Sclerosis), as well as rheumatoid
arthritis and cardiorespiratory disease.
Following investigations, clinical (speech and
language therapist (SALT)) and instrumental
(videofluoroscopy, fibreoptic endoscopic
evaluation of swallowing or pressure /
impedance), a management plan will be
formulated. (2) The approach taken will depend
on the underlying aetiology, with the same
overall aim – to provide nutrition safely.
The questions that need to be asked are: will
the swallow improve? If yes, how can we improve
it? How should nutrition be provided, and who
will follow the patient up?
If adequate nutrition can be taken orally,
there is no need for enteral feeding. However,
there may be a need to alter the consistency of
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food and viscosity of fluids as indicated in the
IDDSI guidelines (adopted in the UK). If not,
then enteral feeding is often used, via a nasogastic
or naso-jejunal tube or percutaneously via
endoscopic placement or radiological placement.
Research is following many avenues, four
of which are: a. basic science to understand the
mechanism of swallowing; b. epidemiology and
assessment; c. rehabilitation and recovery; d. safe
delivery of medication. Unfortunately, it is often
difficult to obtain funding.

EPIDEMIOLOGY AND ASSESSMENT
As alluded to, the prevalence of dysphagia and
swallowing problems is not fully known,
however, it’s accepted as an increasing problem in
the ageing population. Many studies use different
assessment tools and different definitions of
dysphagia. Further work using large databases
will help, but this will only provide part of the
information. A clear consensus on the definition
of dysphagia, what is normal / acceptable in older
people, and a minimum data set for studies are
required going forward.
Screening for dysphagia is a minefield. Many
‘screens of swallowing’ are assessments. A screen
needs to be simple and easy-to-use, with
reasonable sensitivity and specificity. One such
tool is the 4QT which relies on four simple
questions. An even simpler way is to watch
someone eating if time allows.

REHABILITATION AND RECOVERY
In head injury and stroke the ability to swallow
may recover over time. In conditions where
muscle weakness is an issue (frailty, undernutrition, cardiorespiratory disease) what can
be done to improve the swallow and the amount
eaten?
A study in Japan noted that frail older adults
who underwent dysphagia rehabilitation after
admission were more likely to be taking a normal
diet and eating more.
At present, many workers are investigating
muscle strength exercises of the tongue and the
suprahyoid muscles. There are several devices that
can be used for tongue training, with evidence
suggesting that the swallow will improve.
Suprahyoid muscle exercises, such as shaker
manoeuvres, chin tuck against resistance, and
laryngeal resistance have shown promising
physiological results, mainly in a normal adult
population. The AblilexTM device and Iqoro
are simple devices that have shown to have some
benefits, but further evidence is required.

MEDICATION
Medication errors are common when people
have swallowing problems. (3) Staff and patients
may crush, dissolve, or hide medications in
food. These all raise legal and ethical challenges.
Medication may get missed or not taken, putting
people at risk.
Two things need to take place. Prescribers
need to consider whether a particular medication
is required, and the route medication is
administered. Does an alternative formulation
exist, such as a liquid, patch, melt / wafer, or
granules that can be used instead? Will the
dissolved, crushed, suspended medication
interact with a feeding tube? How will
thickeners added to liquids or liquid medications
affect absorption of medications (4)? Who will
do the research in these areas? Responsibility will
rely on academic research as commercially the
research will be expensive and falls between too
many stools.
Secondly, clinical staff need to be educated
as to the law on prescribing and manufacturing
(crushing and mixing tablets), and alternatives to
tablet formulations. Recently the Patient
Association undertook some work and have
produced a web page and a Charter (5) to educate
care staff.

CONCLUSION
Further work is required to understand the
prevalence and impact of dysphagia. More
research needs to be undertaken to improve
dysphagia identification, assessment, and
rehabilitation. The impact of dysphagia
management on medicine prescribing and
administration needs to be better understood by
the multidisciplinary team.
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We know
what you’re
made of
Are your patients
drinking enough?
We all know that water is essential for
life. Unfortunately, not everyone finds it
easy to drink enough to stay hydrated.
Dysphagia sufferers, estimated at 8% of
the population1 often struggle to take in
enough liquids, even developing a fear
of swallowing.

It’s time to take hydration seriously

Thick & Easy™
Clear

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

Find out more about dysphagia
For expert information, advice, case studies and the
latest developments in clinical dysphagia research
call Fresenius Kabi on 01928 533 516 or email
scientific.affairsUK@fresenius-kabi.com
References
1. http://iddsi.org/ Date accessed: November 2017
2. Fresenius Kabi data on file – Thick & Easy Clear – Acceptability Study
Report Sept 2014.
Date of preparation: July 2019. Job code: EN/Dysphagia/005/19. Thick & Easy is a
trademark of Hormel Health Labs. Fresenius Kabi is an authorised user.
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NEWS

FOR YOUR INFORMATION
It’s estimated that nearly 50 per cent of people in Northern Ireland have low health literacy –
with this being recognised as a significant public health concern across the world. Kathy Martin,
Strategic Impact Manager at Community Development and Health Network, discusses how the
organisation’s community-based projects are working towards improving health literacy, with
the aim of reducing health inequalities.
understanding of health literacy and the
intended impact of the projects. During
the planning stages of the pilots, CDHN
designed evaluation tools which included
specific health literacy measures to capture
the impact of the pilot projects.

CARRICK YMCA AND MEDICARE

Kathy Martin
Health literacy is about people having the
knowledge and skills to obtain, understand,
and use health information in their everyday
lives.
There is a strong evidence base which
links an individual’s health literacy levels
to their social circumstances. Educational
attainment strongly predicts good health
literacy, and people with limited financial
and social resources are more likely to have
limited health literacy.
Community Development and Health
Network (CDHN) believes that improving
health literacy will lead to improved health
outcomes, creating more effective use of
health services, and therefore reducing
inequalities in health.

BUILDING COMMUNITYPHARMACY PARTNERSHIP
HEALTH LITERACY PILOTS

Having funded over 850 partnerships to
date, we have an abundance of evidence
demonstrating the impact that Building
Community-Pharmacy Partnership (BCPP)
projects have on improving health in local
communities.
CDHN was keen to explore how this
approach could be used to improve health
literacy. We funded two pilot projects which
would use the BCPP model of delivery and
have a specific focus on improving health
literacy in their communities. We chose two
significantly different groups for the pilot
– the National Childbirth Trust which was
working with new mothers, and Carrickfergus
YMCA which was working with families.
CDHN delivered one-to-one training
with the group leads and the participating
pharmacists to ensure that they had a good
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‘At the start of the sessions, everyone got
together to make breakfast, giving people the
opportunity to strike up conversations and
build relationships. It was clear through the
project that different people have different
levels of understanding of health literacy and
it was great to see the knowledge increasing
over the weeks.’
Mo Shearer, Carrick YMCA

MEASURING AND
EVIDENCING IMPACT

Over the last year, the team invested much
time reviewing and redesigning the entire
BCPP programme, including the evaluation
framework. CDHN conducted a wide search
for evidence-based measurement tools and,
after assessing their appropriateness, updated
the existing tools. The new framework
includes measurements for health literacy in
all the funded projects.
The outcomes are mapped to key policy
documents, such as Making Life Better,
Making it Better through Pharmacy in the
Community, Programme for Government
and Delivering Together. The data is
aggregated to produce programme-wide
reports which evidence the contribution
of the BCPP programme to these strategic
policy objectives. We expect to have the data
set for a full year’s reporting by autumn 2020.

SELF-CARE PHARMACY
PROJECT
NATIONAL CHILDBIRTH TRUST
AND MCCARTAN’S PHARMACY
‘Health literacy was a new term for most of
us within the group. The BCPP programme
helped us to explore many different topics
and gauge the participants’ understanding
of their own physical and mental health.
With a better understanding of health
literacy, we hope to be able to improve
general health and wellbeing in our
communities.’
Stephanie Haughey, McCartan’s Pharmacy

Building on the success of the BCPP pilots,
CDHN was funded by the Health & Social
Care Board to deliver the Self-Care Pharmacy
Project. This project aims to improve the
knowledge and understanding of self-care
for minor ailments through a health literacy
approach. Reflecting CDHN’s belief that
improving health literacy will lead to
improved health outcomes and reduced
health inequalities, the project will deliver
health literacy training to community leaders
and community groups. The development
of this training is informed by insights
gathered at regional community workshops
where people have been asked to share their
experiences and understanding of health
literacy, self-care and minor ailments. The
final stage of the project will be two Design
Thinking Workshops with multidisciplinary
teams (local community, pharmacy, GP and
other health sector representatives), with the
aim of exploring the challenges for people to
self-care for minor ailments and subsequently
identifying solutions.
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COELIAC DISEASE

PAEDIATRIC COELIAC
DISEASE: A TALL
ORDER?
Coeliac disease is a frequent and life-long autoimmune
condition, caused by an abnormal reaction of the immune
system to gluten – a group of proteins found in grains
such as wheat, barley and rye – that are common in the
European diet. Despite its significant prevalence, many
people are unaware of just how common it has become.
Luisa Mearin, Secretary of the European Society for
Paediatric Gastroenterology, Hepatology and Nutrition,
investigates how by boosting our understanding, we can
reduce complications and pave the way to a brighter
future for our young patients dealing with it.
WHAT IS PAEDIATRIC COELIAC
DISEASE?
Coeliac disease can occur at any age,
including in babies during weaning (once
gluten has been introduced to their diet), in
children, and in adolescence. When a child
with coeliac disease eats gluten, their immune
system reacts by damaging the lining of the
small intestine.
Paediatric coeliac disease is now the most
common food-related chronic disease among
children in Europe, with one-in-100 sufferers
in the majority of European countries,
and in areas of heightened prevalence, as
many as eight-in-100. (1) However, most
children with coeliac disease are not properly
diagnosed, due to the complex clinical picture
of the disease. (2) With this rising prevalence,
undiagnosed paediatric coeliac disease leaves
a large population at risk of developmental
issues and long-term associated health
complications.
It’s a surprise to many experts that
paediatric coeliac disease was considered a
rare condition among children until recently.
The reality is that it is commonplace among
children of all ages, including adolescents,
and this trend is only likely to continue
moving into the future.

RISK FACTORS OF PAEDIATRIC
COELIAC DISEASE
Certain groups are at a heightened risk of
developing paediatric coeliac disease. Having
a first-degree relative with the condition

makes you up to at least 10 times more likely
to be a coeliac (3), and you are twice as likely
to have the disease if you are female. (4)
Additionally, having type 1 diabetes,
Turner syndrome, Down’s syndrome,
autoimmune thyroid disease, Williams
syndrome, or autoimmune liver disease,
increases the chances of having paediatric
coeliac disease. (5)
Until recently we had no knowledge of
how to stop paediatric coeliac disease from
developing, finding no association with
breast-feeding patterns, infection, or lifestyle
factors, for instance. Prospective randomised
research projects have shown that it’s not
possible to lower the risk by earlier or later
introduction of gluten into the diet of young
children.
Observational studies have also shown
this for breast-feeding. However, recent
studies within paediatric coeliac disease
indicate that there may be ways to lower
the risk of developing the condition
through the diet. New research presented
at the 52nd European Society for Paediatric
Gastroenterology Hepatology and Nutrition
(ESPGHAN) Annual Meeting held in
June of this year suggested that high fibre
intake during pregnancy reduces the risk of
paediatric coeliac disease in children. (6) The
Norwegian study, which assessed over 88,000
children between 1999-to-2009, found that
the risk of the condition was eight per cent
lower per 10g increase in fibre intake during
pregnancy. ESPGHAN look forward to
Continued onto next page

Luisa Mearin
further studies in this field.
Secondary prevention by early diagnosis
and treatment is also possible and in the first
instance we should look to drive this forward.
Screening programmes for young children
offer an effective step in achieving this.

SIGNS AND SYMPTOMS OF
PAEDIATRIC COELIAC DISEASE
Paediatric coeliac disease may present with
a large variety of non-specific signs and
symptoms. It’s worth stressing the importance
of diagnosis among those children with less
clear symptoms, as well as those with obvious
gastrointestinal indications. (7) Symptoms
will not necessarily be severe, and in fact
many children with the condition only
present mild symptoms, such as abdominal
pain, constipation, occasional vomiting, and
flatulence. (8)
Key symptoms, which also act as the
key health complications associated with
paediatric coeliac disease, include chronic
or intermittent diarrhoea, growth problems,
weight loss, delayed puberty, amenorrhoea,
iron-deficiency anaemia, nausea or vomiting,
chronic abdominal pain, cramping or
distension, chronic constipation, chronic
fatigue, recurrent mouth ulcers, and abnormal
liver tests.
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COELIAC DISEASE
DIAGNOSIS AND TREATMENT OF
PAEDIATRIC COELIAC DISEASE
In cases where a child is suspected of having
coeliac disease, they should see a GP before
a coeliac disease blood test is carried out to
detect coeliac disease antibodies. (9)
Following a positive diagnosis, the only
treatment is to completely remove gluten
from the diet. This means that children with
coeliac disease must strictly avoid eating any
food containing gluten, including grains such
as wheat, barley and rye, and some children
may also be sensitive to oats. While this
might seem unfortunate, one of the benefits
of this treatment is that there is no need for
any medicines or supplements, and with the

exception of products containing gluten, a
normal healthy balanced diet can be adopted.
The role of the dietician is particularly
important in advising parents and children
in how to follow a healthy gluten-free diet
appropriate for the age of the child.

PROMOTING AND ACHIEVING THE
EARLY DIAGNOSIS OF PAEDIATRIC
COELIAC DISEASE
Despite being relatively easy to detect and
treat, diagnostic delays can often reach 10
years because symptoms can be non-specific,
and other conditions may be diagnosed,
like irritable bowel syndrome or ‘functional
disorders’. (10)

Another issue is that other conditions,
like cancer and obesity, tend to dominate
conversations over paediatric coeliac disease
given their severity on young people. Certain
children with coeliac disease suffer poorly
before they get diagnosed, but even so, it’s
viewed as a condition which can be controlled
by diet and does not involve any medication,
which diminishes its standing as a focal
point for health development. Consequently,
paediatric coeliac disease is yet to achieve the
same level of attention from the public or the
medical community.
There is simply not enough coeliacspecific research being undertaken to match
the growing demand. We launched a new
appeal in the UK last year to try and pull
together a £5 million fund to drive forward
research because coeliac disease is not
drug-treatable so does not command the
commercial interests of big pharma. What we
have had to do is make the case that actually,
this is an important area and it is worth the
investment. Our understanding of how the
immune programme works in paediatric
coeliac disease could be used as a model for
many other autoimmune diseases, which is a
strong case for extra investment. (11)
This in turn will support our wider
ambitions for greater public awareness of
the condition, healthcare professionals’
understanding of symptoms and high-risk
groups, and the establishment of national
detection programmes for the early
identification of paediatric coeliac disease.
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COELIAC

Part of Dr Schär, Europe’s leading
manufacturer of gluten-free food.

SUPPORT
COMMITTED TO SUPPORTING YOU

AND YOUR COELIAC PATIENTS



Support for newly diagnosed patients,
including free taster box*

and dietitian resources available
 viaFreethepatient
Dr Schär Institute, our dedicated online
platform for healthcare professionals.
Careline supported by
 Freephone
dietitians and home economists

To request your free supply of patient starter cards
please contact us at institute@drschaer.com or call
our Careline 0800 988 8470. To access free resources,
latest news, research and expert webinars,
visit www.drschaer-institute.com.

*availability based on CCG prescription status.
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URINARY INCONTINENCE

A SENSE OF
URGENCY
Affecting an estimated three-to-six million
people across the UK – more than diabetes
or asthma – urinary incontinence is a
common condition impacting both men
and women, yet it’s not spoken about as
much as it should be. Seeking to end the
taboo and help patients shed their shame,
The Urology Foundation suggests steps
for steering the mental repercussions
of urinary incontinence into mainstream
conversation.
Whether it’s due to the side-effects of surgery, the outcome of
pregnancy, or the impact of obesity, urinary incontinence can feel like
a life-sentence; inflicting both mental and physical challenges to a
person’s life.

MENTAL HEALTH AND INCONTINENCE GO HAND-INHAND
Research has shown that there is a strong link between urinary
incontinence and mental health issues. The anxiety and
embarrassment people feel while suffering from urinary incontinence
can be really debilitating. Trips away from the home, even if it is a
short trip into town, may require a huge amount of planning to know
when and where they can access the toilets and monitoring how much
fluid they can consume.
Urinary incontinence can even stop previously outgoing
individuals from leaving the house because they are scared that they
might leak and embarrass themselves. This can lead to depression as
sufferers become more and more isolated from friends and family. In
addition, a person may feel anger and frustration about the condition
and why it’s affecting them.

A DIFFERENT QUALITY OF LIFE
While not life-threatening, urinary incontinence threatens the general
quality of life. Sufferers may suddenly become inactive, with fear of
exercising or continuing with team sports. This can lead to weight
gain, which can further exacerbate symptoms which they are already
experiencing.
The sex lives of those living with urinary incontinence can also
suffer as they try to hide the condition from a partner. In a recent
survey conducted by The Urology Foundation (TUF), one-in-two
Brits have stopped having sex because of a urology disease.
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A FEAR OF BEING AWAY FROM THE TOILET
For Clare, life with an overactive bladder means that her bladder
always feels irritated. She can go to the toilet and then, almost
immediately after, feels she must go again.
‘I always have to plan ahead of time, always making sure that there
is a bathroom wherever I’m going.
‘I’ve got quite a high-pressure job, and doing something like giving
a presentation or sitting in a long meeting is a very stressful situation.
It’s just not socially acceptable to be getting up and going to the toilet
all the time.
‘It can make my life really difficult. I’m an aspiring singer and
auditions are a nightmare because I always feel as though I need to use
the bathroom.’
Clare continued, ‘The same is true of going out to social occasions.
I can be sat around a table at a bar with people and everyone will be
having a drink and I’ll be making sure I hardly take on any liquid, and
even then I’ll find myself getting up to go to the bathroom and then
you start to hear people saying things about you and why you keep
getting up. It’s horrible.
‘It affects you psychologically – you have to focus harder just to be
like everybody else. There’s always that one extra hurdle to overcome.
It gives you anxiety, it limits your quality of life, and it makes you feel
like an anomaly.’

BREAKING THE SILENCE
The impact which suffering in silence can have is far-reaching and
impacts on one’s mental wellbeing. But speaking up and talking to a
GP or a specialist nurse is half the battle.
TUF is working hard to raise awareness of the help available, so
that people can live their life well. Encouraging those affected by
urinary incontinence to seek medical attention and examine why
they might be suffering often goes a long way to resolving some of the
problems.

ABOUT TUF
TUF is a UK-wide charity committed to improving the lives of
patients with urological conditions by funding critical research and
the training of urology professionals for the benefit of the patient.
Diseases and cancers of the kidneys, bladder, prostate, and male
reproductive organs are becoming more prevalent and devastating the
lives of thousands of men, women and children.
TUF is committed to finding better treatments and cures and has
invested millions in urology research programmes, as well as providing
professional training grants and bespoke education courses. Recently
TUF-funded scholars were involved with the UK’s first robotic kidney
transplants.
This September TUF is running Urology Awareness Month, a
campaign dedicated to increasing knowledge and awareness about
urological conditions and focussing on prevention, treatment, and
management.
Research by the charity suggests that a quarter of UK residents
would not seek medical advice for a urological condition because of
embarrassment and that 20 per cent of people who are suffering from,
or know someone suffering from, a urological condition, feel ashamed.
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MEDICAL DEFENCE UNION

HOLD THE PHONE
Dr Sally Old, Medico-Legal Adviser at the Medical Defence
Union, investigates important issues for the sector to
consider when using social media.
However, in the meantime, here are some
key issues to consider when using social
media:

MAINTAIN PATIENT
CONFIDENTIALITY

Dr Sally Old
At the Medical Defence Union (MDU),
we regularly advise members on how to
appropriately respond to issues arising from
their activity on social media.
Used appropriately, social media is an
effective tool to market yourself and your
practice, communicate with other medical
professionals, and makes it easier for patients
to access healthcare information.
However, misguided online behaviour
such as a provocative image or a poorlyworded tweet can result in social media
becoming a minefield for medical
professionals.
With this in mind, the MDU has just
launched a new interactive e-learning
module which is designed to help medical
professionals maximise the benefits of using
social media and appreciate its pitfalls
while continuing to meet ethical and legal
obligations.
The e-learning module features fictional
social media scenarios that are based on
common member queries and concerns, from
interactions with patients and colleagues, to
your professional image online.
Available to MDU members and nonmembers, the e-learning module tackles
some of the common misconceptions and
problems, as well as the benefits that social
media can bring. Register for the e-learning
module at www.themdu.com/learn-anddevelop/social-media-e-learning.

The rules of confidentiality apply as much
when posting online as they do to when you
are chatting to a friend or family member.
In Doctors’ Use of Social Media (2013),
the General Medical Council (GMC)
states that ‘although individual pieces of
information may not breach confidentiality
on their own, the sum of published
information online could be enough to
identify a patient or someone close to them.
You must not use publicly accessible social
media to discuss individual patients or their
care with those patients or anyone else.’
It’s important to remember that when
something is shared publicly through social
media, it may not just be the patient and
their friends and family who see it, but also
employers, colleagues, national media, and
regulatory bodies. This is the case, even if you
are on a ‘closed’ professional forum.
Before posting, consider how you would
feel if a colleague or patient saw what you
had written, or if it was shared to a wider
audience.

REMAIN PROFESSIONAL
Beware publishing comments which can
appear unprofessional. It may be tempting
to use social media to discuss something
that happened at work but you can never
be sure that others will share your opinions
and your comments can also be taken out of
context. The GMC guidance on social media
states, ‘You must not bully, harass or make
gratuitous, unsubstantiated or unsustainable

comments about individuals online.’
Additionally, an unprofessional selfie or
even the groups you join could harm your
reputation and damage public trust in the
profession so think twice before you post.
The GMC advises doctors to give their
name if they identify themselves as a doctor in
publicly accessible social media and be open
about conflicts of interest, such as having a
financial stake in healthcare organisations or
pharmaceutical and biomedical companies.
Respect boundaries
Also, be careful about which friend
requests you accept. If a patient contacts
you about their care or other professional
matters through your private profile, the
GMC advises you to ‘indicate that you cannot
mix social and professional relationships
and, where appropriate, direct them to your
professional profile’.

PROTECT YOUR PERSONAL
SECURITY
Highly personal information is often
accessible via social media for others to view
even if you set your social media profile to
private. As such, people have been caught
out by security settings that have changed or
require updates. Consequently, it is worth
regularly reviewing the privacy settings for
each of your social media profiles.
Social media can be a beneficial
communication tool but remember not to
take risks online that you would not take in
the practice. The MDU recommends that you
think carefully before you post.
For more information,
visit www.themdu.com or follow them on
Twitter: @the_mdu.
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All Zeroderma products are gentle on
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Thornton & Ross, Linthwaite,
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www.zeroderma.co.uk
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Up to

Zeroveen® Cream – a 2-in-1 emollient
containing natural oatmeal.

31%
cost saving
per pack

Zeroveen is a non-greasy, silky, 2-in-1 moisturising
cream and wash containing natural oatmeal. With proven
24-hour moisturisation1, Zeroveen has both occlusive and
humectant properties, as it contains glycerol to actively
draw moisture into the skin. The 500g airless pump
dispenser offers less than 2% wastage.

Up to

30%

Zerolon® Barrier Cream – helps to
prevent irritation from bodily fluids.

cost saving
per pack

Zerolon Barrier Cream moisturises and protects damaged, intact or
inflamed skin, and is suitable for use with incontinence pads2. Zerolon
barrier cream is available in a 28g and 92g tube and only requires
pea-sized amounts for application, and is resistant to wash off2.

Survey shows the benefits
of Zerodouble® Gel

Up to

16%
cost saving
per pack

Zerodouble Gel is a highly moisturising, double-action
emollient gel. Results from a recent survey with over
300 members of the Psoriasis Association3 showed
that 97% liked the feel of Zerodouble Gel, 91% said it
was as good as or better than their current emollient
and 84% wanted to continue using Zerodouble Gel.

QIPP
TOOLKIT

By changing from proprietary emollient & barrier
cream brands to the cost-effective Zeroderma range,
the NHS could save over £8 million4 p.a.

A QIPP & emollients toolkit developed by Medicines Management teams
contains everything needed to implement product changes
at practice level. To estimate your potential local savings and find out
more please visit: qipp.zeroderma.co.uk

For FREE samples for patient evaluation please
email: zeroderma@thorntonross.com

1. Study to determine the effect of two moisturisers, data on file. 2. Testing of wash-off resistance, dressing adhesion and absorption, data on file. Thornton and Ross 2018. 3. Data on file, T&R, 2015. 4. HSCIC, March 2019.

The science of suicide prevention

Proud of our working
partnerships

Spend time with any member of the Qdem team and you
will feel the pride in the partnerships we have developed.
Learning from each other is the key to developing effective
partnerships, which are pivotal to the continued success of
our mission ‘ delivering quality medicines with a
value proposition to the NHS’.
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