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Help them
face life’s
adventures
Alimentum® (previously
Similac Alimentum) has been
upgraded to further support the
immune needs of formula-fed
infants with mild-to-moderate
cow’s milk allergy, and other
conditions where an extensively
hydrolysed formula is indicated.

Alimentum is the ﬁrst and only extensively hydrolysed
formula to contain 2’-FL HMO**†, a major component of
most mothers’ breast milk:1
Helps support the
immune system in
the gut and beyond1–4
Contains 2’-FL HMO*
which has proven benefits
for the gut and systemic
immune responses‡

Clinically shown to
be hypoallergenic§
and improve CMA
symptoms fast¶5–7
Well tolerated
and highly
trusted formula7–9

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum is a food for special
medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*2’-FL HMO: 2’-fucosyllactose human milk oligosaccharide. Structurally identical to that found in breast milk (not sourced from human milk).
†MIMS. May 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL HMO (not Alimentum), compared to control formula
without 2’-FL HMO.
§Studies conducted in infants fed standard Alimentum formula without 2’-FL HMO.
¶
Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum
with 2’-FL HMO for 60 days. After 7 days of switching to Alimentum with 2’-FL HMO, the majority of parents reported that the following
persisting symptoms had improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572.
6. Sampson HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J.
2015;9:1–4. 9. Abbott. UK Alimentum Market Research. 2018.
UK--2000058 May 2020
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EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
Grief is a strange old thing. Rather than
just a wave of emotions or responses, it’s a
whole other entity which embeds itself in
every part of you. And it’s somewhat ironic
that in the midst of the loss of life, we’re
forced to take on this whole new life which
we’re suddenly immersed in, yet didn’t ask
for.
People often focus so much on the
torrent of death’s consequences which
appear to the eye – from the formality of
the funeral arrangements to the wardrobe
clear-out. But often it’s that which can’t be
seen which is the most painful. The sudden
gaping emptiness which blurs and blinds
and terrifies.
Grief doesn’t just hinder, sadden, or
anger – it changes forever; especially when
coupled with the gruelling task of being on
the frontline of this pandemic and taking
on other people’s traumas everyday, or
being unable to fully acknowledge your
loss as a result of what feels like relentless
restrictions.
But we must remember that throughout
the process of bereavement pain, there will
always be people. People who pull you by
the hands kicking and screaming. People
who fill the silence when the stillness
overwhelms. People who make plans when
you bark at the sheer absurdity that time
moves beyond today. People who head-up
the search party for your sense of humour
– knowing that finding the funny will
become your favourite armour. People who
are so much more than just people.
And then slowly (grief requires a lot of
patience as well as courage) you’ll find that

it’s you who is plotting plans in the diary.
You who has a funny story you can’t wait to
relay to friends. You who can lead and not
just be led.
In this issue of NIHR, and as the
COVID-19 situation deepens, we try
to tackle this complex role of grief –
particularly its weight on those currently
serving on the frontline, and how
healthcare professionals can help both
themselves and others (page seven).
With new pandemic insights
dominating thoughts, frets and agendas, we
take a look at the region’s ongoing research
(page four), advice for managing migraines
during the crisis (page 20), and how
lockdown has triggered a change in alcohol
consumption (page 13).
Also, Fearghal McKinney, Head of
the British Heart Foundation Northern
Ireland, updates on how the charity is
responding to coronavirus (page nine), and
Julie Bray, Occupational Therapy Team
Lead, shares how her work has adjusted
(page eight).
Before you go, check out how you can
help patients spot the signs of shingles
(page 52), and read about the second
half of our outstanding Northern Ireland
Healthcare Awards winners (beginning on
page 32).
Take care.

The recipients are revealed

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

@nihealthweb
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IS FOR
LIGHT
...AND LICENSED
Don’t stay in the dark by DISPENSING AN UNLICENSED
VITAMIN D against an open prescription.

FUL-527a Date of preparation: January 2020

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

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

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

Reference:
1. IQVIA Data (52 weeks RxA and HPA) November 2019.
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COVID-19

COVID-19:
WHAT’S
BEEN
HAPPENING?
Corresponding with the
pandemic’s ever-altering
pace are changes to Northern
Ireland’s responses, research,
and restrictions. NIHR catches
up on some of the latest
coronavirus-centric news –
and how, as a region, we’re
moving forward.

RESEARCH ROLLS ON
Science and study remain core components
of the region’s strategy for contending
with the coronavirus pandemic.
QUEEN’S UNIVERSITY BELFAST LEADING UK-WIDE TRIAL

As the region forges ahead in its quest to find new insights into coronavirus –
and new mechanisms for assisting patients – Queen’s University Belfast have
been at the helm of an exciting UK-wide trial called ‘Seroprevalence of SARSCoV-2 Infection in Healthy Children’ to measure antibodies to SARS-CoV-2
(COVID-19) in healthy children.
Over 1,000 children (known as ‘COVID Warriors’) from Northern
Ireland, Scotland, England, and Wales will have their antibodies measured at
baseline, two months and six months.
The aim of the study is to assess the numbers of children who may have had
COVID-19, and if those children have antibodies that may be able to fight off
the infection.
The findings from this study will be important for estimating the
proportion of children that have been exposed to SARS-CoV-2 and have
antibodies that may be consistent with immunity. This data can then be
considered as part of planning measures, such as opening schools and opening
routine paediatric services, such as health visiting and paediatric clinics.
The Health and Social Care Research and Development division of the
Public Health Agency play an ongoing role in supporting the conduct of highquality health and social care research and have provided funding to support
the delivery of this important study.
Professor Ian Young, Chief Scientific Advisor and Director of Health and
Social Care Research and Development, explained, ‘Research studies are vital
at this time so that patients can access the best possible treatments which can
help tackle the spread of COVID-19. Health and Social Care Research and
Development have been working with researchers across the health and social
care and academia to address the global problem of COVID-19. The results of
this study will provide insights into the exposure of children in the UK to the
SARS-CoV-2 virus over an important period of time.’

ULSTER UNIVERSITY DEVELOP COVID-19 TRACKER FOR
DATA COMPARISON

Ulster University researcher, Dr Magda Bucholc, has created a COVID-19
data tracker charting COVID-19-related positive cases, tests completed, and
deaths in Northern Ireland and the Republic of Ireland.
The COVID-19 data tracker is available on the university’s website,
allowing members of the public to access a visual comparator of collated
COVID-19 data from official government and health sources across the
island of Ireland. The tracker reports cases at the local government district
in Northern Ireland and county level across the island of Ireland, providing
gender and age breakdowns of reported cases, growth rates, and statistics per
100,000 of the population.
The tracker also visualises changes in daily mobility by region and across
different categories of places and activities using Google and Apple feeds.
The collation of the figures aims to help viewers access temporal continuity
through comparison in data fields over time.
Dr Magda Bucholc, Lecturer in Data Analytics (George Moore Fellow)
from the School of Computing, Engineering and Intelligent Systems at Ulster
University, has been compiling the available Northern Ireland data since mid-
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COVID-19
March and has recently added the same data parameters from the Republic
of Ireland.
The data curation is now co-ordinated by a larger team, including Dr
Magda Bucholc, Dr Matthew Manktelow, and Mr Kevin Blake.
Dr Magda Bucholc commented, ‘The availability of accurate and timely
data to aid decision-making is vital, especially during a global pandemic
and the COVID-19 tracker from Ulster aims to provide this much-needed
information to the general public in a format that is easy to understand,
digest and used for comparison across regions, times and now across both
Northern Ireland and the Republic of Ireland.
‘The COVID-19 tracker is updated daily using official sources of
information and since its implementation we’ve received almost 40,000
website views. As a civic university we’re committed to playing our part
in the fight against coronavirus and will continue to provide this essential
data for as long as it is required.’

ANTI-INFLAMMATORY DRUG EFFECTIVE IN
TREATMENT

Health Minister Robin Swann has welcomed the announcement that
clinical trials pointed towards the drug Dexamethasone being an effective
treatment for COVID-19.
Dexamethasone, an anti-inflammatory drug, has proven to reduce
the risk of dying in COVID-19 patients on ventilation by as much as 35
per cent and patients on oxygen by 20 per cent. These results make it the
world’s first medical breakthrough in treatments for the virus.
The Minister remarked, ‘This is an important breakthrough in the
treatment of coronavirus, in particular in reducing the risk of dying from
the infection. Dexamethasone is ready available to be immediately used in
our hospitals for the treatment of COVID-19.’
The Chief Medical Officer said, ‘The clinical trials started in March and
I am delighted the results are so positive.
‘Dexamethasone is a well-known and widely-available drug which will
significantly reduce mortality in those who require oxygen or ventilation
as a result of COVID-19. I will issue advice to clinicians shortly.’
Dexamethasone is one of several drugs to be trialled in the largest
randomised controlled clinical trial for COVID-19 treatments in the
world, RECOVERY, led by Oxford University and funded by the
government through the National Institute of Health Research.

CONTINUED CAUTION AND
COLLABORATION
A number of initiatives and critical
decisions relating to the COVID-19
emergency are being regularly revealed
to the public.

the Royal College of Nursing and will be chaired by the Deputy Chief
Nursing Officer, Linda Kelly.
Paying tribute to the commitment, dedication and professionalism of
care home staff, the Minister stressed that the Rapid Learning Initiative
was not a research project, an investigation or an inquiry, but was a
collaboration between statutory bodies, the care home sector and the
nursing profession to identify learnings that could be taken forward in the
short-term.
Education Minister, Peter Weir, also published information on the
childcare recovery plan and Education Restart programme to help schools
prepare for the return of their first cohort of pupils in August.
The information, published in a question and answer format on the
Department of Education’s website, provides an initial outline of both
programmes and will be updated to address additional issues as and when
they arise.
The childcare recovery plan aims to restore the sector to preCOVID-19 capacity levels as quickly as possible, while the Education
Restart programme identifies six priority work-streams to deliver the
reopening of schools.
Minister Weir said, ‘Both the childcare recovery plan and the
Education Restart programme are important starting points in the
journey to reopening schools. We realise there is a lot of new information
regarding both schemes and have provided today’s FAQs to enable
parents, childcare and educational settings to access the details they may
need as easily as possible. This information is by no means exhaustive and
we will be adding to the FAQs as and when the need arises.’

THREAT REMAINS DESPITE ALERT LEVEL BEING
LOWERED

Chief Medical Officer, Dr Michael McBride, has emphasised that the
threat from COVID-19 remains very real in Northern Ireland and has
called on everyone to remain vigilant – continuing to follow government
guidance on social distancing and hand hygiene.
Dr McBride was speaking after the announcement that with
immediate effect the UK’s COVID-19 alert level has been moved.
Delving further, the Chief Medical Officer stated, ‘Now is not the
time to drop our guard. The decision to reduce the alert level is an
acknowledgement that we have moved from a situation where there was
a high and rising level of transmission of the virus but it is vital that we
remain aware that the virus continues to circulate in Northern Ireland. It
still poses a real and continuing threat, particularly to the older and the
most vulnerable members of our society.
‘Significant risks remain and it is imperative that the hard-won
progress that has been made through the major sacrifices that have been
made by all elements of society are not sacrificed through a false sense of
security or complacency being allowed to take hold.
‘I can’t stress enough my appreciation of the adherence of people here
to the guidance that they have been given. Their public spiritedness and
willingness to forego many aspects of life that we all took for granted has
helped bring us to where we are now. The virus has not gone away and we
must remain constantly on our guard.’

NEW PROGRAMMES AND PLANS ANNOUNCED

A new group have been formed to identify key learnings from the
experiences of care homes during the COVID-19 pandemic.
The Rapid Learning Initiative has representatives drawn from the
independent care home sector, the health and social care system and
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BRITISH DIETETIC ASSOCIATION

DIETITIANS: PLAYING
THEIR PART
In this issue’s column, the British Dietetic
Association highlight how dietitians in
Northern Ireland have been playing an
unsung role in response to COVID-19.
Although no diet or supplement can prevent you catching COVID-19,
people who are malnourished are at greater risk from the disease and many
people with diet-related diseases are also at increased risk. As health and care
services across Northern Ireland continue to tackle the COVID-19 pandemic,
dietitians are playing a vital and under-recognised role. From ensuring that
critically ill patients in Intensive Care Units (ICU) get the nutrition they
need, to supporting vulnerable people as they self-isolate, Northern Ireland’s
dietitians have been on the frontline, adapting how they work across a wide
range of areas.
Karen Robinson and Niamh Collins are Critical Care Dietitians working
for Belfast Health & Social Care Trust, and have been on the frontline treating
COVID-19 patients in ICU.
Karen said, ‘We use our knowledge, skills and expertise to manage the
complex issues seen in critically unwell COVID-19 patients. For example, the
drugs used to sedate people in ICU contains calories (from fat) which need to
be accounted for when prescribing feeding regimens. Overfeeding calories is
harmful to ICU patients when they are acutely ill.’
Niamh explained, ‘Multi-organ failure is another complication seen in
critically unwell patients. Dietitians need to take into consideration the
treatments and interventions patients are having, to ensure nutritional needs
are met safely. The patient condition can change quickly during an ICU
admission, critical care dietitians have to be flexible and reactive to changes
which occur.’

ONGOING SUPPORT

This support does not stop when a person leaves the ICU. Dietitians have a
pivotal role in supporting a patient’s recovery and rehab. They can minimise
the long-term impact of COVID-19 by improving nutrition after ICU.
For the many people with pre-existing health conditions who are selfisolating due to COVID-19, dietitians have also been playing an important
role. For people with conditions such as diabetes, COPD and malnutrition,
dietitians are providing advice and support to help them stay as healthy as
possible even if they have to stay at home.
Judith Thompson is a Diabetes Specialist Dietitian from Belfast Health &
Social Care Trust who has been working alongside the Diabetes Network for
Northern Ireland and Diabetes UK to provide a regional diabetes helpline.
Judith said, ‘People with diabetes are at a higher risk of severe illness if they
develop COVID-19. It is therefore vital that everyone with diabetes aims to
keep their blood glucose levels well-controlled. Diabetes Specialist Dietitians
work within diabetes teams to support people to make dietary and lifestyle
changes to help manage their diabetes better. We also provide specialist
carbohydrate counting advice for those with type 1 diabetes. If anyone has
any dietary concerns, it is important that they contact their diabetes team for
support.
‘For those who are not under a designated diabetes team, this helpline can
6 | NIHR | July 2020

offer input from a dietitian who will provide individual advice and
information on how to access ongoing dietetic support.’

ACCESS TO NUTRITIOUS FOOD

For some people who are self-isolating, further support is needed.
They may not have friends or families who can shop for them, and
accessing deliveries can be difficult.
Dietitians are working with local councils to ensure that food
parcels delivered to the most in need, as well as those following
special diets for medical, religious or cultural reasons, contain
suitable and nutritious food.
Dietitian Katie Hunter has worked alongside voluntary and
community groups as well as Belfast City Council to shape the
food packs sent out across the city.
She commented, ‘It is even more important during these
challenging times that the most vulnerable individuals and families
within our communities are being given the opportunity and
support to access nutritious food. As a public health dietitian,
I have responded to this need by providing guidance to local
councils and community organisations to ensure food parcels can
not only make nutritious meals, but also where possible to make
sure the contents go further and add variety to diets. This guidance
is now being shared and used regionally across Northern Ireland.
‘We have also set up a helpline for volunteers in the greater
Belfast area to get advice from community dietitians on suitable
items to provide to those individuals who follow special diets for
medical conditions, such as diabetes, coeliac disease and cystic
fibrosis.’

VIRTUAL HELP

Of course, even with the COVID-19 pandemic having a huge
impact, many people with other health conditions also need
support. Brenda Nugent is Assistant Dietetic Manager at Belfast
HSC and has been working as part of a team of paediatric
dietitians who are using technology to ensure children and their
parents can continue to access support.
Brenda said, ‘Our team responded immediately to the need
to scale back inpatient work and cancel outpatient clinics. We set
up 18 virtual general clinics a week to ensure we meet the needs
of our patients and their families. The regional specialised clinical
areas, such as ketogenic, gastroenterology and allergy patients are
all being assessed online. These have proven to be very successful
in such a short period of time – we have ensured the safety of our
patients as well as staff by reducing footfall and ensuring social
distancing.’
Nicola McStravick, Clinical Specialist Dietitian in Inherited
Metabolic Disorders (IMD) and Diabetes, has also been utilising
virtual clinics to support new mothers and their vulnerable babies.
She added, ‘The virtual clinics for our maternity patients ensure
these women have regular contact with the specialist dietitians
and contact details should concerns arise. During the COVID-19
period, the Specialist IMD Dietitians have also facilitated safe and
timely discharge for our women after their babies are born. In the
early post-delivery phase, mothers are offered daily phone calls due
to their high-risk metabolic disorder. These calls have limited the
amount of time needed for mothers and their babies to remain in
hospital.’
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BEREAVEMENT

AT A LOSS

As the pandemic continues, those working
on the frontline of care are more likely to
be experiencing grief, at a time when the
situation is already stressful, and wider
factors are making bereavement difficult
to cope with for everyone. Paul Finnegan,
Director, Cruse Northern Ireland, taps into how
you can support yourself and others through
bereavement during the coronavirus.
Grieving is a normal part of life. However, even during periods of stability, it
can be one of the most distressing things that we will ever have to deal with.
At Cruse Northern Ireland, we know that two of the most profound effects
on our grief can be how the person has died, and our own circumstances while
we are grieving. Both of these factors have been strongly impacted by the
coronavirus.
During this pandemic we are also dealing with a situation which is making
bereavement for everyone even more challenging. Our tried and tested rituals
for saying goodbye and for coping when someone dies are all being affected.
• Many of us are cut off from some of our usual support networks, and unable
to meet up with friends and family
• Funerals have been limited to immediate family so you may not be able to
say goodbye the way we would usually, or offer up your condolences to your
colleague’s family in the way you would like
• If your colleague died from coronavirus or another work-related cause, it
might make you feel very anxious or vulnerable for yourself and for your own
family

HOW TO COPE
LEARN TO BE AWARE OF AND MONITOR YOUR RESILIENCE
Be aware of your psychological strength to cope when times are hard and
stressful. Some days will be harder than others. On the difficult days ask for
help if you can (from colleagues, friends and family, external helplines and so
on), and when you are stronger offer to help others who may be struggling.

TAKE TIME FOR YOURSELF WHEN YOU CAN

We know it is easier said than done, but take time for yourself when you can.
Consider what helps you to relax and recharge, and try to schedule in some
time to do those things. Put them in your diary – you can best care for others if
you have looked after yourself as much as possible. Again, it is easier said than
done, but try to practice self-compassion. Treat yourself as you would a friend
or loved one who was dealing with the same situation.

TALK TO PEOPLE

Talk to friends and relatives if it helps you, but don’t feel bad if you can’t share
things with them at the moment. It can sometimes be hard to put difficult
situations and the feelings that go with them into words. Explain to those

close to you how they can help,
and that this might change from
day-to-day.

USE ANY SUPPORT
WHICH IS IN PLACE AT
YOUR PLACE OF WORK

Recognise the symptoms and
early warning signs of trauma,
PTSD, and burnout. Contact your
management if you are worried –
many organisations have dedicated
mental health support or helplines
you can contact.

HOW YOU CAN
HELP SOMEONE
ELSE
The best way to help someone is to
be there for them, but respect their
wishes and find out how you can
best help. Some people may want
to talk about what they are doing,
but others will need you as a break
from the relentlessness of what
they are dealing with. What they
need from you may change from
day-to-day.
If you are worried about their
mental health, do encourage
them to find out what support is
available through their work. You
may be able to do some research
for them, and encourage or help
them to get in touch. If there is
no help through work or they
need more than what is on offer
then they can contact their GP. If
they’ve been bereaved remember
everyone grieves in their own time
and their own way.

HOW CRUSE CAN
HELP
If you’re struggling, we can
help. Cruse Northern Ireland
are continuing to offer as much
support as possible over the phone
or web.
You can call our National

Freephone Helpline on 0808
808 1677. There is a lot of
information elsewhere on
the website, including more
on traumatic bereavement.
Our local services are offering
telephone and online support. You
can also find the details of your
local service in Northern Ireland.
For more information, visit
www.cruse.org.uk.
To support employers at this
time, Cruse Bereavement Care
have transformed their longstanding Loss and Bereavement
workshop, into a new 2.5-hour
webinar. The webinar is tailored
to the needs of each organisation,
and will help attendees gain
an understanding of grief and
bereavement, become aware of the
impact of loss, communicate with
bereaved employees, and develop
an understanding of support
organisations.
For more information about
the training, visit www.cruse.org.
uk/training/cruse-webinars.

OTHER SOURCES
OF ADVICE AND
HELP
NHS staff can access a
confidential bereavement support
line, operated by Hospice UK and
free to access from 8am – 8pm,
seven days a week. Tel: 0300 303
4434.
You can be offered up to three
sessions with the same counsellor
and onward support to staff
mental health services if you need.
If the situation is making
you anxious or you are finding it
difficult to cope there are other
resources which might help.
• NHS staff can find information
and support at
www.people.nhs.uk
• Our Frontline provides
support and information
for all keyworkers at www.
mentalhealthatwork.org.uk/
ourfrontline
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DAY IN THE LIFE

AIn addition
LEARNING
CURVE
to occupying the global stage as a key

priority, COVID-19 remains a catalyst for concern
across the region. Julie Bray, Occupational Therapy
Team Lead, Mater Infirmorum Hospital, Belfast,
shares how her role and routine have adjusted in
line with the pandemic’s escalation.

Julie Bray
Since March, I have been redeployed to
the Mater Infirmorum Hospital (MIH)
COVID-19 Unit. As clichéd as it may sound,
no pandemic workday has been the same
or predictable. The work has been totally
different from my usual role.
Before coronavirus, I was Team Lead
to staff working across acute medical,
surgical, respiratory, and rehabilitation /
stroke inpatient wards, and the Emergency
Department, while carrying an outpatient
caseload. Over the past three months, my days
have switched from treating patients with
hand injuries to working with patients struck
down by COVID-19, while continuing to
supervise and support the OT team at MIH.
When our hospital was identified as the
COVID-19 response centre for the Belfast
Health & Social Care Trust, our staff reacted
and adapted swiftly, dealing with vacancies,
shielding and redeployments of services. Their
response was superb, and they rose to the new
challenges with enthusiasm and optimism,
8 | NIHR | July 2020

as we strived to adapt our service provision
and skills to meet our new clients’ needs. As
occupational therapists, our core skills are care
and treatment provision to promote all aspects
of independence and wellbeing through
occupation, aspects which have proven to be
vital in recovering from the virus.
Coronavirus has totally changed the
structure and routine of my daily working
life. As a team, we were unsure what the
situation would mean, and many colleagues
felt overwhelmed with the change it would
bring. As Team Lead, I felt it was my job to
encourage and support my team, ensuring
they felt calm and confident, whatever
happened.
Fundamentally, our OT role of providing
functional assessment and rehabilitation
has continued. What has changed is the
structure, routine and look of our working
day. Our identifying uniforms have been
replaced by scrubs and a layer of PPE which,
on a positive note, has led to the formation of
new friendships with the laundry staff who
are working above and beyond to support us.
Bathrooms we usually use to complete PADLs
in, we now shower in before and after shifts.
We’ve learned about clean zones, donning
and doffing areas, fit masks, and it has
forced us to be more thoughtful about the
prescription of equipment for use on wards
due to the implications of the new infection
control restrictions.
Seven-day working has been the biggest
upheaval personally and for many staff like
me with young families. With a four-year-old
son whose school, daycare and normal routine
totally halted overnight, and my husband
also working full-time, it has been a major
challenge balancing shift work with my family
life. However, my occupational therapy skills
have come in useful helping my son transition

to our new lifestyle and structure.
My daily occupational therapy work
still centres around educating and
supporting staff with their caseloads
and working with the multidisciplinary
team to help our patients maximise
their health and function to facilitate
hospital discharge. As an accredited Hand
Therapist, I have found my clinical skills in
upper limb therapy have been invaluable in
devising graded rehabilitation programmes
for the COVID client group in regaining
the ability to self-feed and self-care again.
The respiratory aspect of the virus
has been a challenge for all of us, and
I am so grateful to work with so many
clinically-excellent staff who have readily
and willingly educated and advised me
throughout.
While no two patients are ever the
same, their rehab journey typically
begins with them being bed-ridden,
deconditioned, and extremely fatigued.
Many have a range of co-morbidities that
slow and impinge upon their recovery.
Some have long-standing cognitive
impairments while some have deliriums.
As an OT, I consider the patient’s
occupational roles and identity central
to their treatment goals. They may be
returning to work, family life, and a
range of daily activities. Starting with
assessment of function and the provision
of specialist seating and pressure care,
the restoration of sitting and standing
balance are fundamental in the progress
from hoisting, and to being able to stand,
step and walk again. Then we build on
activity tolerance and lastly increased
independent participation in personal
and domestic ADLs. All to get them well
enough to be discharged home where their
recovery journey can continue with our
community-based rehab schemes.
Patients recovering from COVID-19
are presenting with vast rehabilitation
needs and recovery is difficult. The Royal
College of Occupational Therapists is
leading the way on the need for COVIDspecific rehabilitation which is helping
us as OTs ensure we continue to promote
the importance of personalised and
occupationally-focused rehab.
COVID-19 has been a steep learning
curve for everyone in the health service.
We learn something new and face different
challenges every day. We focus on the
positives and use our expertise to help
those afflicted by the virus get back to their
normal selves. My new workday has been
challenging and daunting but also hugely
rewarding.
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BRITISH HEART FOUNDATION

BUILDING FOR
THE FUTURE
Fearghal McKinney, Head of the
British Heart Foundation Northern
Ireland, updates on how the charity
is responding to the coronavirus
pandemic in the region and across
the UK. And with the spotlight
now on how our health service
will be rebuilt, the charity chief
calls for the 225,000 people living
with the daily burden of a heart or
circulatory disease, to be at the
forefront of that transformation.

Fearghal McKinney

The 225,000 people in Northern Ireland living with a heart or
circulatory condition are at the centre of everything we do – whether
that is funding local research, lobbying for policy change at the
Northern Ireland Executive, or collaborating with local health and
social care partners, partners to help improve the lives of people in our
communities.
Undoubtedly, coronavirus has brought with it many challenges
but this focus of helping improve and save lives has remained at the
heart of what we do.
That is why the British Heart Foundation’s (BHF) new Patients
First programme is such a natural response to the current crisis and
one which we are working hard to ensure that those 225,000 people
and their families are aware of.
As the world starts to unlock Health Minister Robin Swann
MLA has published a blueprint for the rebuilding of our health and
social care system. Minister Swann has said that as the health service
rebuilds, there is also an opportunity to improve the system for the
long-term. We must seize this chance to ensure that people with
heart and circulatory diseases in Northern Ireland have better, longer
lives aided by an improved health service designed around patient
outcomes.
For them, our continued help and support is vital. It is something
as a team we keep at the forefront of our minds and drives us forward
during these unsettling times.
Continued onto next page
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BRITISH HEART FOUNDATION
PRACTICAL PATIENT SUPPORT

Two of the major strengths of the Patients First programme are that
it recognises that people are understandably worried about how
COVID-19 impacts on their heart health and in a direct response to
that the programme offers practical support and information to help
ease those concerns during an already anxious time.
Our local Health Service Engagement Team have intuitively
adapted to collaborate with BHF colleagues across the UK and health
professionals across the health trusts, helping to establish and deliver
the three main pillars of Patients First; our Heart Helpline, the
coronavirus web pages and the Cardiac Rehabilitation at Home hub.

HEART HELPLINE

With access to GPs and other medical professionals under extreme
stress, our BHF cardiac nurses have risen to the challenge of
answering more than double the amount of calls and emails from
those concerned about their cardiac health on our Heart Helpline.
At the other end of the phone has been our local staff Karen
McCammon and Craig Moore helping to ease people’s concerns.

CORONAVIRUS HUB

Never before has it been so important that accurate, up-to-date
information has been made available to our local people. With so
much unsubstantiated information emerging on various social media
platforms it is vital that concerned patients and their families have an
information and support hub that delivers clarity not confusion.
Our COVID-19 pages have had over 1.5 million hits to date,
showing the demand for clear and reliable information.

CARDIAC REHAB AT HOME

Cardiac rehabilitation programmes are associated with a reduction
in mortality of around 25 per cent. But with rehabilitation sessions
cancelled due to lockdown and staff redeployment, the recovery of
heart patients is at risk.
This made it all the more inspiring to witness the speed at which
BHF teams across the UK came together to plug this gap in services
to help deliver our Cardiac Rehab at Home programme.
Once again patients had a useful resource in their hour of need.
As this hub continues to develop I look forward to seeing some
great grassroots collaboration between our local Health Service
Engagement Team and Senior Consultant Cardiologist, Dr Susan
Connolly, from the Western Health & Social Care Trust, coming to
fruition. Innovation, collaboration and partnership have come to the
fore during this pandemic and they are key aspects of any process of
transformation. The virtual Our Hearts Our Minds cardiac rehab
offering by the Western Health & Social Care Trust is a prime
example of how this can work to the benefit of heart and circulatory
patients. And with many heart patients in the high-risk category it is
likely such online cardiac rehab programmes will remain a permanent
fixture, so it is imperative that we do not lose this momentum of
innovation, collaboration and partnership during the health service
rebuild.
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GETTING THE MESSAGE OUT
THERE

With the cornerstones of the Patients First programme in place we
quickly recognised that communication was key to letting people
know these resources existed.
With the help of our Northern Ireland Assembly Speaker, Alex
Maskey MLA, one of the 80,000 people shielding, along with our
BHF Northern Ireland team members, local ambassadors and
supporters we created online video content signposting the wider
public to the practical resources of the Patients First programme.
We have also engaged with local authorities that has resulted
in almost half of Northern Ireland’s councils, the Public Health
Agency and many politicians posting on social media about the
BHF’s website resources.

THE FUTURE

The number of people dying from heart and circulatory diseases
before they reach their 75th birthday in Northern Ireland is on the
rise for the first time in 50 years.* This worrying reversal follows
decades of progress that has seen annual deaths from heart and
circulatory disease fall by half since the 1960s. We want to prevent
these conditions from developing and we want those with existing
conditions to have better, longer lives. A coproduced Cardiovascular
Disease Strategy is needed as part of the continued transformation
of the health service to improve patient outcomes now and in the
future.
Going forward, we will continue to support heart and
circulatory patients, we need to do that with an informed approach.
Information on pre-existing medical conditions in deaths involving
COVID-19 is important data that we hope to see published
imminently.
It is in the BHF’s DNA to improve and save lives. The Patients
First programme allows us to do that by offering support to those
who need our help most during COVID-19. At the moment we
are learning to live with the COVID-19 threat before science will
eventually free us from its grip. However, in the meantime there is
an opportunity to be brave; be innovative and be transformative for
heart and circulatory patients.
There’s an old expression that you can curse the dark or light a
candle – I think we have a chance to light a candle.
*Figures show an upward trend in deaths from 2014-to-2017,
with 1,102 people dying from heart and circulatory conditions here
before the age of 75 in 2017, compared to 1,053 three years earlier.

Different at heart

Ranexa improves diastolic relaxation and myocardial blood flow1,2
24% additional reduction in angina attacks versus placebo in patients who remained
symptomatic on first-line therapy3
Prescribing Information: Ranexa (ranolazine) 375 mg, 500 mg, 750 mg
Prolonged-release tablets. Please consult the Summary of Product
Characteristics (SmPC) for full prescribing information. Presentation: Prolongedrelease tablets containing 375 mg, 500 mg or 750 mg of ranolazine. 750 mg
tablet contains E102 and lactose. Use: Ranexa is indicated as add-on therapy
for the symptomatic treatment of patients with stable angina pectoris who are
inadequately controlled or intolerant to first-line antianginal therapies (such as
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VITAMIN D

LIGHTING THE WAY

As the COVID-19 pandemic persists, so, too, does research into potential health aids.
NIHR scours new indications of vitamin D’s positive implications, and why intake of the
nutrient is being increasingly encouraged.
The merits of vitamin D have long been remarked upon, but in recent weeks
and months the scope of the nutrient’s benefits has been further broadened
– with it poised as a possible support in the battle against COVID-19.
New research has surfaced regarding the advantageous potential of
its intake; in particular, the report ‘Vitamin D Deficiency in Ireland –
Implications for COVID-19. Results from the Irish Longitudinal Study on
Ageing (TILDA)’ has highlighted vitamin D’s critical role in preventing
respiratory infections, reducing antibiotic use, and boosting the immune
system’s response to infections.

‘These findings show our older adults have high levels of vitamin D
deficiency which could have a significant negative impact on their immune
response to infection. There is an even larger risk now of deficiency with
those cocooning or confined indoors.
‘However, vitamin D deficiency is not inevitable – eating foods such as
oily fish, eggs, vitamin D fortified cereals or dairy products and a daily 400
IU (10ug) vitamin D supplement can help avoid deficiency.’

THE EXPERT INSIGHT

TILDA researchers have recommended that adults over 50 years of
age should take supplements – not just in winter, but all year-round if they
don’t get enough sun. Those who are cocooning at present should also take
supplements.

Shedding light on the results garnered from the research, Professor Rose
Anne Kenny, Principal Investigator of TILDA, explained, ‘We have
evidence to support a role for vitamin D in the prevention of chest
infections, particularly in older adults who have low levels. In one study
vitamin D reduced the risk of chest infections to half in people who took
supplements.
‘Though we do not know specifically of the role of vitamin D in
COVID infections, given its wider implications for improving immune
responses and clear evidence for bone and muscle health, those cocooning
and other at-risk cohorts should ensure they have an adequate intake of
vitamin D. Cocooning is a necessity but will reduce physical activity. Muscle
deconditioning occurs rapidly in these circumstances and vitamin D will
help to maintain muscle health and strength in the current crisis.’

HOW IS VITAMIN D PRODUCED?

Vitamin D is produced in the skin by exposing the body to just 10-to-15
minutes per day of sun. It can’t be made in the winter, and the amount that
we make in the summer depends on how much sun we get, weather and
other factors. Even in the summer, attaining a sufficient amount of vitamin
D can pose a challenge due to cloud cover, rainy weather, and a lack of
sunshine.
The good news is that deficiency can be remedied by adequate
intake of foods and by supplementation. In fact, vitamin D is readily
found in foods like eggs, liver and oily fish – such as salmon or mackerel – as
well as fortified foods, such as cereals and dairy products.

WHO IS MOST AT-RISK OF VITAMIN D DEFICIENCY?

People who get little sun exposure or eat inadequate amounts of fortified
foods are most at-risk, especially those who are currently house-bound or
confined to their homes. Other people who fall into the high-risk category
are those who are obese or physically inactive, and those that have asthma or
chronic lung disease.
Vitamin D is available without prescription. What is needed now is for
people to increase their vitamin D intake, especially as supplementation is
low across the nation, and particularly low in men.
Dr Eamon Laird, Research Fellow in Medical Gerontology and coauthor of the report, commented further on the newly-released data, saying,
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WHAT IS THE RECOMMENDED INTAKE FOR VITAMIN D?

VITAMIN D: WHAT IN THE WORLD?

A global perspective of the role of vitamin D throughout the pandemic
has additionally been produced; pointing towards a correlation between
severe deficiency of the nutrient and mortality rates.
Led by Northwestern University, the research team conducted a
statistical analysis of data from hospitals and clinics across China, France,
Germany, Italy, Iran, South Korea, Spain, Switzerland, the UK, and
America.
The researchers noted that patients from countries with high
COVID-19 mortality rates, such as Italy, Spain and the UK, had lower
levels of vitamin D compared to patients in countries that were not as
severely affected. However, this doesn’t mean that everyone – especially
those without a known deficiency – needs to start hoarding supplements,
the researchers caution.
‘While I think it is important for people to know that vitamin D
deficiency might play a role in mortality, we don’t need to push vitamin
D on everybody,’ explained Northwestern’s Vadim Backman, who led the
research.
‘This needs further study, and I hope our work will stimulate interest in
this area. The data also may illuminate the mechanism of mortality, which,
if proven, could lead to new therapeutic targets.’
By analysing publicly-available patient data from around the globe,
the team discovered a strong association between vitamin D levels and
cytokine storm – a hyperinflammatory condition caused by an overactive
immune system – as well as a parallel between vitamin D deficiency and
mortality.
Not only does vitamin D enhance our innate immune systems, it also
prevents our immune systems from becoming dangerously overactive. This
means that having healthy levels of vitamin D could potentially protect
patients against severe complications, including death, from COVID-19.
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COVID-19

HITTING THE BOTTLE
Navigating the lockdown measures of COVID-19 has been a tense and
demanding process for the population; resulting in many resorting to
increased alcohol intake. Dr Richard Piper, Chief Executive of Alcohol Change
UK, focuses on how you can help individuals stay on top of their drinking
behaviour.
The way that people are drinking alcohol has changed in
lockdown. Even as lockdown eases, pubs, restaurants and
bars have been closed or restricted for a long time, and
face-to-face meeting, and any accompanying drinking, has
become a lot less frequent. We’ve shifted from drinking
in person to moving all our meetings online. But has this
had an effect on how much we’re drinking?
Research we at Alcohol Change UK conducted two
weeks after social distancing measures were put in place
found that more than one-in-five (21 per cent) adults who
drink alcohol are drinking more often since lockdown
began. But one-in-three of those who drink (35 per cent)
have reduced how often they drink or stopped drinking
altogether. On the surface this seems positive, but those
numbers are hiding something else: the people who were
drinking the least are more likely to have cut down or
stopped drinking altogether, and those who were drinking
the most are the least likely to have done so.
Managing your drinking is a key part of looking after
your mental and physical health – which is all the more
important during lockdown. The UK’s chief medical
officers recommend drinking 14 units per week or less.
That’s about a bottle-and-a-half of wine or six pints of
four per cent beer, spread out over three or more days and
with a few days off in between.
Here are some tips for helping individuals manage
their drinking:

LOOK AFTER YOUR GENERAL MENTAL
HEALTH

As mentioned above, this is an incredibly stressful
time, and many of us turn to alcohol when we’re feeling
stressed, anxious or low. But alcohol can make mental
health worse; it’s been linked to worsened symptoms of
anxiety, depression, and other conditions. For that reason,
one of the most important things you can do to stay on
top of your drinking is to look after your general mental
health. Different things work for different people, but
advice and resources can be found on the NHS Every
Mind Matters website.

WORK OUT OTHER WAYS TO RELAX, UNWIND AND HAVE FUN

Some of us find ourselves having a drink after a stressful day. But since unwinding can feel
hard to do at the moment and stress increases, we might be drinking a little more than
we’re used to. We might also use alcohol to distinguish between ‘work time’ and ‘fun
time’. To stop this from becoming a habit, it’s important to find some good alcohol-free
treats too.

KEEP TRACK OF YOUR DRINKING

With normal routines disrupted and stress levels heightened, people might find
themselves drinking more without realising. There are tools available to help you keep
track of your drinking if you’re worried about it getting out of hand or considering
making a change.
Our drink-tracking app is called Try Dry, and it can be used to track your alcohol
intake with charts and graphs, plus see your units, calories and money saved when you
cut down. If people prefer not to use an app, a physical drinking diary is also a good idea.
On our website you can find an AUDIT quiz which people can use to check their
drinking risk score. This is a great place to start for those considering making a change
to their drinking – the quiz only takes a few minutes to complete, and gives a good
indication of how harmful someone’s drinking is.

GET SUPPORT

For those in recovery or sober and receiving support there might be concerns about
receiving ongoing support under ‘social distancing’ measures. Or, for those who would
like to seek support now but haven’t before, they might be wondering how to go about
this.
Treatment services across the country are making their support available remotely,
so there are lots of great options open to you online or over the phone. AA, SMART
Recovery, Drinkline and We are With You are some of the organisations you can contact.
You can find more information, including their contact details and opening times, on our
website. There are also links to support for those affected by a loved one’s drinking.
For very heavy or dependent drinkers who want to cut down during lockdown, it’s
important that this is done safely and with support, as otherwise they could suffer from
alcohol withdrawal. This can be very dangerous and even fatal, so it’s important to
recognise the signs. Some common symptoms include sweating, shaking (especially in
the hands), and headaches. Some more severe symptoms include seizures, hallucinations,
unsteadiness and confusion. If someone is experiencing these symptoms urgent medical
attention is needed and 999 should be called immediately.
The easing of lockdown will come with pressures and stresses of its own. Most of the
above advice about managing your drinking applies post-lockdown as well as during. The
key thing is to keep an eye on your drinking and ask for support if you need it.
For more information, visit www.alcoholchange.org.uk.

NIHR | July 2020 | 13

WWW.NIHEALTHCARE.COM

DAY IN THE LIFE

ALL IN
A DAY’S
WORK

A full and diverse career in
pharmacy has paved a path
towards Jaquie Hanley’s
current roles as a Specialist
Palliative Care Pharmacist
and Lead for Discharge
Follow-up in Northern
Health & Social Care Trust.
Here, she tells us more, and
addresses the impact of the
pandemic on her posts.

Jaquie Hanley
After completing my pre-registration year in 2003 in community pharmacy
in Northern Ireland, I moved to Glasgow, spending a year as a rotational
pharmacist before moving to be a clinical pharmacist. I undertook a number
of roles but specialised in therapeutic drug monitoring and completed my
postgrad MSc at the University of Strathclyde.
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DAY IN THE LIFE

In 2009, married, and with the addition of a fairly large baby bump, I
returned to Northern Ireland. I secured a split post in Northern Health &
Social Care Trust between clinical services and the regional procurement
team, which provided me with invaluable experience of a whole new side
of pharmacy. In 2011, the Macmillan Unit opened at the Antrim Hospital
site and I was successful in getting the role of senior pharmacist for
palliative care.
Specialist palliative care is very much a team effort, providing a holistic
approach to help patients live their life as they would want to until the end.
In Macmillan I’m lucky to be part of a fabulous team who all support not
only patients and their loved ones, but each other. Working in palliative
care really challenged my clinical pharmacy skills. My communication
and problem-solving skills, well-honed over the first eight years of my
career, were now having to work at a whole new level – understanding the
impact of holding someone’s hand, finding new words to have difficult
conversations I wasn’t used to having, and adapting to unusual medications
requirements. It is understandably sometimes a difficult and emotional
specialty, but one that is so rewarding.
One day is rarely the same as another in the 12-bedded Macmillan
Unit. Being flexible to the needs of the ward and patients is vital. The
morning update allows me to prioritse my work and plan the day.
Discharges are usually first order of day. Palliative care patients frequently
require a large number of medicines, often including syringe pumps and
‘high risk’ medicines. I prepare the prescription, syringe pump charts,
and any supporting information. Any important information is passed
onto colleagues in primary care to ensure that they can continue the care
needed. While patients are keen to return home, sometimes leaving the
unit can be an anxious time for patients and their carers. They worry about
symptom control and how they will cope. Counselling the patient and
loved ones on medicines, providing them with the written information
and appropriate contact points is therefore one of the most important
aspects of my role.
After discharges, new patients take priority, followed by reviewing the
current inpatients. The complexity and frequently-changing medication
needs of palliative care patients means that providing an accurate list of
medications past and present can help shape how symptoms are managed
moving forward. This is usually reviewed with the medical team to decide
what medicines are appropriate to continue. Polypharmacy is problematic
in palliative care, and I am constantly reviewing the ongoing need for all
medicines prescribed.
Throughout the day there are lots of other activities that require
attention. Reviewing opioid conversion and appropriate breakthrough
doses, checking syringe pump compatiblity, and ensuring that the patient
can physically manage their medicines, are just some of the daily tasks
undertaken. Ultimately, it is this variety, and need to think outside the
box, that continues to challenge me in palliative care and why it is such a
rewarding area to work in. Some of the non-patient-facing tasks, such as
providing specialist advice to the unit, hospital and community, teaching
and education for a range of professionals, and consultation on local and
regional policies and guidance, also need squeezed into the busy schedule.
From early 2019 I have also held the role of discharge follow-up (DFU)
pharmacist. Again, this has been a really interesting job, developing a new
service where polypharmacy patients are given a follow-up telephone call

one week and one month after discharge from the hospital. The DFU
team review all aspects of medicines (e.g. compliance, access to medicines,
side-effects etc.) with the patient and answer any questions. Potential
issues are dealt with in conjunction with the primary care team. The DFU
team have been successful in reducing the rate of hospital readmission
within 30 days of discharge and resolving a significant number of
medication-related issues for patients at home.

HOW HAVE THINGS CHANGED IN LIGHT OF
CORONAVIRUS?

In anticipation of the impending need, the specialist unit was moved to
another site, and like many services, DFU was temporarily suspended. The
Northern Health & Social Care Trust pharmacy team identified palliative
care as an area for focus and development due to potential increase in
demand, so my role changed to support palliative care patients across the
acute sites, and upskill other pharmacists to deal with palliative and endof-life care pharmaceutical issues.
Walking onto the COVID-19 ward was a daunting experience initially.
Unfortunately it was very apparent how unwell some patients were, and
medical teams confirmed that they were not optimistic of survival in some
cases. I advised on suitable medications to manage symptoms, ensuring
that they were prescribed safely and reviewed frequently. On occasion
syringe pumps were required to manage complex or ongoing symptoms
and I prescribed and reviewed these.
Being prescribers was essential to this role – reducing delays in patients
accessing those medicines needed to control symptoms appropriately and
maintain comfort for those in their last days of life. Myself and colleagues
integrated with the well-established hospital specialist palliative care
team. We have been able to undertake joint reviews, marrying their
polished expertise in holistic patient care with the pharmacist medication
knowledge.
It has been great to be part of that team; huge shared learning and
patients have benefited from having access to a palliative care pharmacist
reviewing their medicines. There have been particular benefits expediating
discharge and ensuring accurate and complete information transfer to
primary care. This is very much a new and evolving role, especially as the
clientile change away from those with COVID to the more traditional
complex palliative care patient.
I am passionate about improving how pharmacists can help support
palliative and end-of-life care patients. Medications are usually an
essential component of their care. We are in a prime position to support
these patients, to educate them and other professonials about what
pharmaceutical options are available. What happens in the future for
palliative care pharmacy is still being reviewed, but this has opened the
door for pharmacist integration into the Northern Health & Social Care
Trust acute team in the longer-term, and potentially with our community
colleagues. The ultimate goal is to ensure that all patients have equitable
access to high quality palliative and end-of-life care irrespective of what
setting they are in.
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COW'S MILK ALLERGY

TURNING THE TABLES
COVID-19 has generated a multitude of complications for individuals with health
concerns – including fears related to restricted access of supplies. Here, one
father shares with NIHR his journey looking after his 18-month-old son with a
cow's milk allergy during lockdown, and how he has dealt with his concerns.
CAN YOU TELL NIHR ABOUT YOUR SON AND WHEN HIS
COW'S MILK ALLERGY (CMA) WAS FIRST DETECTED?

My son is 18 months old and was first diagnosed with CMA when he
was four months old. Up until that point we had been trying to use
every type of infant milk formula available to buy but he continuously
experienced severe stomach aches and projectile vomiting. He would cry
sore as he was taking his bottle and that’s when we decided to go to the
GP for advice.

HOW HAVE YOU TYPICALLY MANAGED HIS DIETARY
REQUIREMENTS?

It has been quite difficult at times as many products have cow's milk as
an ingredient, which he isn't allowed even in this form. My son’s appetite
wouldn't be and hasn't been great which is why we rely so much on his
prescription milk powder. We are now much more comfortable with
what he can and can't have but it has taken a long time – the worry is
always that you may accidentally give your child something to eat or
drink that will cause them discomfort or pain, which is every parent’s
nightmare.

WHAT WERE YOUR INITIAL CONCERNS WHEN
LOCKDOWN COMMENCED? HOW DID THESE CHANGE
IN LINE WITH THE ESCALATION OF COVID-19?

Our GP will only prescribe one week’s worth of my son’s milk at a time
and when lockdown was announced I immediately panicked as I didn't
know what way GP surgeries and pharmacies would work. I ordered
his prescription and it took a lot longer than normal to get and I had to
borrow some from my local pharmacy.
When I turned up and saw a queue outside of more than 10 people I
was really worried about how things would go. Some patients can miss
a day or two of their medication if an issue arises, but my son isn’t able
to miss his food. I have to say that my local pharmacy were fantastic and
helped as much as they possibly could.

WHAT CHALLENGES DID YOU FACE WHEN TRYING TO
ACCESS COW'S MILK ALTERNATIVES? DID SOCIETY’S
BEHAVIOUR HINDER YOU AT ALL?

When people began bulk buying it really limited what we could feed my
son as the shelves were constantly bare. For the first few weeks his diet
remained pretty constant and bland as the choices available had declined
significantly. Regarding milk, there was no alternative to his prescription
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and although I requested that he received a few weeks’ worth at once I
was unable to speak to anyone in the GP surgery and just had to continue
with the weekly stress.

HOW DID THE WORRYING IMPACT YOUR FAMILY LIFE
AND OWN MENTAL HEALTH DURING THIS TIME?

It was always at the back of my mind: was his prescription ordered on
time? Did the GP issue it or was there a backlog? Would the pharmacy
then be able to obtain the stock if so?
I think that it was more stressful as it was a weekly cycle and we only
really received two days of not worrying before it was time to reorder.
Like everyone else the pandemic affected our work and also the ability to
go out etc., and this was an added stress.

WHAT ROLE DID PHARMACISTS PLAY IN ALLEVIATING
YOUR DISTRESS?
I have to say that my local pharmacist was fantastic – she always told
me that if we needed to borrow any food, we could, and she was always
trying to ensure that there was at least one tin in stock at all times.
This really helped as I knew that even if the prescription hadn't been
completed on time, I would always be able to get something to keep my
son going.
The pharmacy staff were already contending with their own stresses
and increased workload – however their caring attitude towards me
never wavered.

HOW CAN THE NEEDS OF THE FOOD ALLERGY
COMMUNITY BE PROTECTED NOW AND INTO THE
FUTURE?

I think sometimes it is not looked upon as an overly important issue –
people tend to think that as the prescription is for food then surely the
parents could just buy something similar in a supermarket to keep them
going.
If an adult has a food allergy then they know to avoid it, but when it is
a baby or young child it becomes so much more difficult, especially when
it is their milk.
The actual initial diagnosis took a relatively long time as well – I
feel that if there was more awareness surrounding CMA with both
healthcare professionals and the public then children could be diagnosed
a lot quicker and put on the necessary products immediately.
Also, once a child is being prescribed a CMA product, I believe that it
should be prescribed on a longer-term basis than just a week.
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Help them
face life’s
adventures
EleCare® is designed to help
support the immune needs of
formula-fed infants with severe
cow’s milk allergy and/or
multiple food allergies.

EleCare is the ﬁrst amino acid-based formula to
contain 2’-FL HMO**†, a major component of most
mothers’ breast milk:1
Helps support the
immune system in
the gut and beyond 1–3
Contains 2’-FL HMO* which
has proven benefits on the
gut and systemic immune
responses‡

Supports healthy
growth and symptom
resolution§4–7
Trusted by mums
and healthcare
professionals8,9

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. EleCare is a food for special medical purposes
and should only be used under the recommendation or guidance of a healthcare professional.
*2’-FL HMO: 2’-fucosyllactose human milk oligosaccharide. Structurally identical to that found in breast milk (not sourced from human milk).
†MIMS April 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL HMO (not EleCare), compared to control formula without 2’-FL HMO.
§Studies conducted in infants fed standard EleCare formula without 2’-FL HMO.
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10). pii: E1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr
Gastroenterol Nutr. 2015;61(6):649–658. 4. Borschel MW, et al. Clin Pediatr (Phila). 2013;52(10):910–917. 5. Borschel MW, et al. BMC Pediatr. 2014;14:136.
6. Sicherer SH, et al. J Pediatr. 2001;138:688–693. 7. Borschel MW, et al. SAGE Open Med. 2014;2:2050312114551857. 8. RTI research. Abbott EleCare
No.1 Dr Recommended. Final Results. 2019. 9. Abbott. EleCare Promotional Claims Parent Survey. 2019.
UK—2000048 April 2020
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BIOSIMILARS

PANDEMIC REFLECTIONS

There are many lessons which can, and will, be learned from the
first wave of COVID-19 and its peak in the UK, explains Warwick
Smith, Director General of the British Biosimilars Association.

Warwick Smith
Political arguments will rage for a long
time, aided by the clarity of hindsight and
increased understanding of the virus, on
whether decision-making on a wide range of
topics were undertaken correctly or with due
consideration.
However, those are disputes for other times
and places. I thought I would use this column
to reflect more broadly on what has been
achieved with healthcare and the supply of
medicines over the past few months and what
it will mean for the future.
First, it can’t be overstated the debt
owed by society to those at the frontline of
healthcare in all settings and the work they
have done in the past few months. Looking
back, one critical element of success which
has shone through, is that the NHS can
move quickly and adopt new practice where
it needs to. During the crisis, the system
managed to transform rapidly to ensure that
it was able to focus on meeting the potentially
overwhelming challenges of COVID-19.
Extraordinary times resulted in extraordinary
achievements.
Looking ahead, NHS England and
Improvement is seeking to lock in the
beneficial changes from what has been
achieved.
There are many areas to highlight and
address or accelerate. Among the success
stories has been digital technologies which
by necessity have been used to provide new
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means of communication and engagement during lockdown. Technologies broadly fall into
four interlinked areas: population management; triage and clinical decision-making systems;
digital diagnostics; and remote services. Examples of these were implemented rapidly during the
coronavirus pandemic, and more patients have been offered virtual health appointments and are
using home monitoring.
The greater shift towards homecare and home monitoring during the time of restricted
movement has also empowered patients to be able to manage their own conditions while vastly
reducing the need to attend hospital. Now proven, it is hard to see patients wanting to revert and
there is also the related opportunity to focus on appropriate electronic prescribing alongside.
There has been a significant increase in the demand for over-the-counter products, including
from patients with milder cases of COVID-19 and other self-treatable conditions. This was
something that the NHS de-prescribing agenda, in the years prior to COVID-19, was looking to
do, but with variable success. As the crisis phase ends, there is an unprecedented opportunity to
embed this self-care behaviour in a sustainable way.
There are also areas to examine further, including reducing the backlog on other areas of
treatment. Recent studies have illustrated the challenge that the NHS will face in restoring
standards of care. The need to build COVID-19 testing, for example, has impacted on laboratory
capacity available for treatment of cancers, including those that rely on a genomic test. This has
increased the complexity of embedding new genomics pathways and potentially reducing access to
certain medicines.
Patients are also missing out on routine vaccinations; for example, school-based vaccination for
HPV, tetanus, diphtheria, and polio have been suspended.
Given the impact of co-morbidities, this will also be critical to prevent elongation of the current
pandemic, reduce the impact of future waves, and improve population health outcomes longerterm. Pursuing a sustained prevention strategy for conditions such as diabetes and heart disease will
also be essential and should focus on primary prevention – including ambitious vaccination and
smoking cessation strategies.
More cost-effective treatment options need to be better explored to widen accessibility and to
make the most use of what is available. As part of this, NHS funding and a regulatory pathway
should be established to trial the re-purposing or licensing of existing medicines for new indications
where evidence demonstrates that they could be deployed more widely as successful treatments.
And, relevantly for those with an interest in biosimilars, changes to clinical pathways should
also be rapidly evaluated and positive changes confirmed across the health system. Indeed, the
pace of change we have seen, if ‘locked-in’, would be beneficial for making the most of existing
treatments, such as seizing the opportunity to widen access and deliver significant NHS savings
when biosimilar competition to originator biologic medicines arrives.
In recent years, the NHS has become more adept and cohesive in making the most of biologic
loss of exclusivity. This is in part to due to opportunities, such as the advent of biosimilar
adalimumab, which helped concentrate minds. The last five biosimilar launches, according to NHS
England and Improvement data, show uptake rates of between 65 per cent and 95 per cent. Yet,
biosimilar penetration in insulin – used in primary care – is very low. NHS England is exploring
how the situation might be improved. Moreover, it is important that the health service can
embrace biosimilars as they become available in new care settings and to treat different conditions.
Part of driving faster, appropriate uptake will require the education of more stakeholders who are
encountering biosimilars for the first time.
So undoubtedly, there is a lot to look at. As we move away from the peak – and prepare for
potential further waves or more localised outbreaks – we must not lose sight of what necessity
delivered and how it can be embraced as normal ways of working for the future.
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PHARMACEUTICAL SOCIETY NI

A HELPING HAND

Against a wider backdrop of uncertainty, the Pharmaceutical Society NI is continuing to deliver
much-needed support and reassurance to the sector. Check out a few of their latest statements.

PHARMACIST
REGISTRATION

Where this register is not publicly-available,
or registration has lapsed, we will require a
Certificate of Current Professional Status
(CCPS) to be issued by the relevant regulatory
body. The request for a CCPS must be made by
the applicant.
There is no fee for registration on the
temporary register.
All applications must be emailed
to registration@psni.org.uk as we are
currently unable to process paper copies due to
the pandemic.

Additionally, during the current pandemic
emergency, temporary registration is available
by:
• Being part of the group of former
pharmacists who left the Pharmaceutical
Society NI register in good standing within
the last three years, who have been written to
directly and who meet the criteria specified
(phase one)
• Applying to be added to the COVID-19
Temporary Register, being registered on or, in
the last three years having voluntarily left, in
good standing, the GPhC, the PSI or another
EEA pharmacy register and by completing
the application process detailed below, as
per Schedule 3 of the Coronavirus Act 2020
(phase two)

STATEMENT ON
COLLECTION AND
DELIVERY SERVICES
DURING THE COVID-19
PANDEMIC

It is illegal to practice as a pharmacist in
Northern Ireland without first being registered
with the Pharmaceutical Society NI.
There are currently three ways a pharmacist
can register with the Pharmaceutical Society
NI:
• By registering on the permanent register by
the process described here: www.psni.org.uk/
registration/pharmacist-registration

TEMPORARY REGISTRATION
APPLICATION

COVID-19 Application for Temporary
Registration – Phase two: www.psni.org.uk/
wp-content/uploads/2020/04/Temporaryregistration-application-phase-2-002.pdf
This form should only be used for the
purpose of COVID-19 temporary registration.
Applicants must complete all sections of
the form.
All applications will be processed in
accordance with our policies and procedures.
We will send a confirmation via email of this
registration to the applicant with details of
their registration number. Practice is not
permitted until the entry on the register has
been confirmed.
Where an applicant is currently registered
with another regulatory body, we will check
the registration with that regulatory body via
their public register.

We recognise that during the COVID-19
pandemic pharmacies may have to work
differently including in relation to getting
medicines to patients.
We note and recommend that pharmacists
consider the Health & Social Care Board’s
publication, Community Pharmacy
COVID-19 FAQs, which has sections relating
to collection and delivery services.
In addition to this information, pharmacists
should consider the points on collection and
delivery services, outlined below, which are in
general accordance with our Guidance on the
Provision of Prescription Collection and / or
Delivery Services.

VOLUNTEER SUPPORT

During the current COVID-19 pandemic,
pharmacists may decide to use volunteer
support to help ensure a patient-centred
approach in relation to delivery and collection
services.
Ensuring patients get the medicines they
need is crucially important. It is a matter for
pharmacists to determine if volunteer support
is appropriate in each set of circumstances. The
following points should be considered when
deciding upon or reviewing the use of volunteer
support in collection and delivery services.

1. Put the patient first – when considering
collection and delivery services during the
COVID-19 pandemic, do what is in the best
interests of the patient
2. Make appropriate risk assessments – always
make decisions about delivery and collection
services considering the risks involved and take
steps to mitigate risks where possible. Before
availing of volunteer support, risk assessments
should be carried out. All major decisions
should be documented and recorded
3. Maintain suitable governance arrangements
– collection and delivery services, including the
use of volunteer support, are the responsibility
of the responsible pharmacist. In a body
corporate, the superintendent pharmacist
should maintain a systems approach and be
aware, and have oversight, of the services being
delivered across an organisation during this
time, including the use of volunteer support.
Processes should be regularly reviewed in this
fastmoving set of circumstances
4. Gain patient consent, where possible –
patient consent for collection and delivery
services should be sought and given where
possible. Good communication with patients,
especially the vulnerable, is very important at
this time
5. Maintain patient confidentiality – consider
how patient confidentiality can be maintained
when developing and delivering alternative
collection and delivery services
6. Maintain an audit trail – consider how an
audit trail for collection and delivery services
can be maintained, with particular regard to
ensuring medicines reach patients
7. Protect staff and those providing delivery
and collection services – consider procedures
for staff and those providing delivery services
during the COVID-19 pandemic, taking
account of the latest government advice
To stay updated on the latest statements
and frequently asked questions which
pharmacists and the public should read,
visit www.psni.org.uk/pre-registration/
information.
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MIGRAINE

ADDRESSING IT HEAD-ON

From wading through the complexity of treatment options, to accessing
specialist support virtually, Una Farrell, The Migraine Trust, homes in on how
migraines can be managed during the pandemic.
From early on in the COVID-19 crisis, we
were hearing from people seeking our help
that the pandemic was seriously impacting the
management of their migraine.
We ran a survey of over 2,000 people with
migraine to understand what was happening
and what could be done to help. The results
were worrying.
It found that a large number (58 per
cent) of people’s migraine has worsened
since the beginning of March. It also found
that 17 per cent can’t access the treatment /
medication that they had been receiving for
their migraine; 17 per cent of people had
appointments with specialists postponed or
cancelled; and eight per cent were unable to
get an appointment.
It was clear that more needed to be done
to help people with migraine. Many people’s
condition was worsening at a time when access
to care and treatment is restricted.
Wherever you are in a migraine patient’s
journey, you can help by understanding the
full range of healthcare that is available to
them during the pandemic, and explaining
their options to them.

THE NEW MIGRAINE
HEALTHCARE
LANDSCAPE

While migraine care has been greatly impacted
by the COVID-19 pandemic, healthcare
professionals are working hard to continue to
provide care to people with migraine. Many
are adapting their practices and finding new
ways to offer support. Here is an overview of
the different ways in which they are providing
help with migraine during the pandemic.

GPS

For many people their GP is their main
healthcare provider for help with their
migraine. They may be able to diagnose
migraine, provide information, and prescribe
acute and preventive treatments to help
manage them. Some GPs specialise in
headache and they are often known as a ‘GP
with a special interest in headache’.
However, sometimes people need more
support than their GP can provide. For
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example, if they are not responding well to
treatment, there is doubt over their diagnosis,
or their symptoms are becoming more
debilitating. In these cases their GP should
refer them to a specialist, such as a headache
clinic.

HOW ARE GPS SUPPORTING
PEOPLE DURING COVID-19?

Many GPs have had to adapt how they work
to support people during COVID-19. This
includes offering more telephone and virtual
consultations when there isn’t a need to
physically assess someone. For more details on
how their GP is operating they can visit their
website or give them a call.

PHARMACIES

Pharmacies can provide a range of services
for people with migraine, including fulfilling
prescriptions and consultations about their
symptoms so that they can recommend
appropriate treatments.
They can recommend painkillers, such as
paracetamol, NSAIDs (aspirin, ibuprofen
and diclofenac) and combined analgesics
containing paracetamol that can be used as
first-line treatment to relieve pain from all
headaches. There are also treatments that
can be combined with paracetamol, such as
buclizine and prochlorperazine to treat the
nausea.
Sumatriptan can also be provided ‘over-thecounter’ to people with a migraine diagnosis.
The pharmacist will ask about any cardiac risk
or contraindications to taking sumatriptan
before providing it.

HOW ARE PHARMACIES
SUPPORTING PEOPLE DURING
COVID-19?

As with many other healthcare providers,
pharmacies have had to adapt how they are
working. How they have been affected will
vary from pharmacy-to-pharmacy, but may
include only one person at the counter at a
time and reduced opening hours.
Some pharmacies may not be providing
consultations for the time being.

SPECIALISTS

Many people with migraine need to be seen
by a specialist to access specialist support and
different treatment options. This is usually
for people who have a complicated migraine
presentation, unusual features, have not
responded to preventive treatment offered by
a GP, or where a diagnosis is unclear. Who
someone sees will depend on their local
area; if possible it’s advisable to be seen by a
headache specialist but people may also be
seen in a general neurology department or a
pain clinic.
A headache or migraine clinic specialises
in the diagnosis and treatment of migraine
and head pain. The clinics are often linked
to a neurology department in a hospital and
are directed by a consultant neurologist or
doctor with a particular interest and expertise
in migraine.
Each NHS migraine clinic will have its
own referral criteria and people will need
to be referred by a medical practitioner.
This is most likely to be their GP, but could
be a hospital doctor or other healthcare
professional within the NHS.
Headache clinics have access to a wider
range of treatments and have more expertise
in managing migraine, and other headache
conditions. Many will also have a nurse
specialist to provide support, information and
treatments to people with migraine.

HOW ARE SPECIALISTS
SUPPORTING PEOPLE DURING
COVID-19?

Unfortunately, many specialist appointments
and treatments (such as Botox) have had to be
cancelled due to COVID-19. This is to ensure
the safety of staff and patients; and also (in
some areas) due to staff being redeployed into
other areas of the NHS.
Where they can, specialists are
continuing to provide information, support
and treatment via telephone and virtual
consultations; and are working hard to ensure
that treatments can restart as soon as possible,
although there may be a delay in access for
some people when clinics resume.
If they have had an appointment or
treatment cancelled, or have an upcoming
treatment, they should contact their clinic to
find out what options are available to them
until their appointment or treatment resumes.
To keep up-to-date on all things
migraine-related, individuals can sign-up
to The Migraine Trust e-bulletin at www.
migrainetrust.org, and by following us on
Twitter – @MigraineTrust, and Facebook –
themigrainetrust.
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NEWS

WORDS OF
ADVICE
An impactful resource has been designed to provide
information to help support people with dementia
who have experienced a bereavement during the
COVID-19 pandemic.

Joanne Ballentine
Joanne Ballentine, a Northern Ireland Hospice
Nurse Specialist for Dementia, along with Dr
Frances Duffy, Consultant Clinical Psychologist
from the Northern Health & Social Care
Trust, recently collaborated to develop the
resource, ‘Supporting a Person with Dementia
Following Bereavement During the COVID-19
Pandemic’.
Explaining why this was an important piece
of work for both organisations, Dr Duffy said,

‘This is an extremely difficult time for everyone, we have seen first-hand how bereavement
during COVID-19 can be extremely isolating and traumatic.
‘When a person with dementia is told that someone they love has died, what they
understand, and how they respond will depend on the stage of their dementia.
‘Some people will understand and experience grief, others may not fully understand and
some may understand and become upset but forget after a short time.
‘There is the potential for increased distress both for the person with dementia and also
those who love and support them who may also be grieving. We hope this guidance will be
helpful when sharing the news about death and offering support.’
The comprehensive guidance provides advice, such as when and how to break the news of
a death, and how to cope if the person doesn’t remember the death of a loved one.
Joanne Ballentine added, ‘We hope this advice will help to reduce stress and distress
for both the person with dementia and those who love and care for them during this very
challenging time.
‘With many of our dementia patients self-isolating, it is important for us at Northern
Ireland Hospice to continue to provide emotional and practical support. We have been lucky
to be able to work closely with Frances and the Northern Health & Social Care Trust to
provide that help.’
‘Supporting a Person with Dementia Following Bereavement During the COVID-19
Pandemic’ can be found at www.nihospice.org/Covid19resources or www.northerntrust.
hscni.net/CLEAR.
Joanne Ballentine is a Lecturer at Palliative Care Learning Academy and a Northern
Ireland Hospice Nurse Specialist for Dementia. Joanne led on Hospice Enabled Dementia
Partnership Project for The International Conference on Palliative Dementia Care, ICPDC
2019.
Dr Frances Duffy is the Consultant-Led Clinical Psychologist for Older People in the
Northern Health & Social Care Trust. Frances led the development of CLEAR Dementia
Care ©.
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OVER-LABELLING
GOING OVER AND BEYOND

Aware of the growing challenge within the
NHS to improve efficiency, patient safety, and
the time patients spend waiting for their
prescriptions to be dispensed, Kent Pharma has
been working in conjunction with NHS customers
and lead procurement pharmacists to give you
the best solutions. Ian McWilliams, Hospital
Over Label – Key Account Manager (North) at
Kent Pharma, talks to NIHR about the important
role of over-labelling, and the benefits achieved
through the company’s scope of services.

WHAT IS OVER-LABELLING?

Over-labelling is a standard pack of commonlyused medication with the drugs name, dispensing
directions and BNF warnings added to a label and
applied to each pack.
In practice, medicines supplied for use under a
PGD (Patient Group Directive) are often in packs
that are pre-labelled by a licensed manufacturing
unit. These labels include all the standard labelling
requirements, leaving a space on the pack for the
patient’s name, date of dispensing and address of
the supplying service to be added at the time of
supply. This is sometimes known as over-labelling.
In most cases, the pack to be issued under a
PGD will need to be labelled to reflect the dose
exactly as authorised in the PGD, as if it were being
dispensed against a prescription.

WHY DO WE NEED AN OVERLABELLED MEDICINE?

Over-labelled medicine allows doctors and nurse
prescribers to safely supply to patients.
There is a lot of pressure in hospitals to
discharge patients quickly so that they can release
beds for the next patient. Instead of the patient
having to wait for their medicines to come from
pharmacy, which sometimes can take a whole
day, there is a selection of medicine on the wards
/ clinics which are already over-labelled so the
nurse can give it to the patient and discharge them
quickly. There is therefore a quick turnaround and
no bed blocking that prevents another patient from
being admitted to the ward.
In the OOH sector, doctors now have to give
the whole dose of medicine to patients rather than
giving them a few doses and asking them to go to
their GP.

AT KENT PHARMA, DO YOU
MANUFACTURE YOUR OWN
PRODUCTS?

Yes, Kent Pharma is a leading sales and marketing
distributor of branded generic and generic
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medicines both within the UK and internationally. We are one of the largest manufacturers
of antibiotics to the UK market and all our manufacturing is based at Athlone in Ireland.

WHAT ARE YOUR CURRENT LEAD TIMES ON DELIVERING OVERLABELLED PRODUCTS?

We have over 500 products which are next-day delivery as SL4 / SL5 stock items. As for SL2
Bespoke labelling, we offer a 14-day turnaround.

WHAT IS YOUR MINIMUM ORDER QUANTITY ON OVER-LABELLED
PRODUCTS?

We offer no minimum order quantity on all SL4 / SL5 stock lines and a minimum order
quantity of 30 packs on our SL2 Bespoke products.

CAN WE HAVE ACCESS TO YOUR CMU PRODUCT AND PRICING FOR
OUR BUSINESS?

Yes, we can offer our CMU range with our CMU agreed pricing, including a small charge
for our mini address label on top.

ARE WE ABLE TO ORDER WITH KENT PHARMA USING EDI?

Yes, we are fully equipped with having all accounts set up with ourselves on EDI.

MEETING YOUR NEEDS

At Kent Pharma our broad range and portfolio of over 520 products is responsive to your
needs, allowing us to offer the package to meet your diverse requirements. We source
efficiently, which allows us to pass on savings directly to you.
Our purpose-built, temperature-controlled, MHRA and NHS-audited re-packaging and
assembly suite has the capacity to produce up to 500,000 packs per month and allows much
of our over-labelling to be done automatically, allowing for a rapid, accurate turnaround of
the highest quality.
With Kent Pharma Over Label we recognise the growing challenge within the NHS
to improve patient safety and the time patients spend waiting for their prescriptions to be
dispensed. This is why we constantly
work in conjunction with our NHS customers and lead procurement
pharmacists to give you the best solutions.
Kent Pharma over-label lead the way with the following:
• Comprehensive range of generically-labelled products
• Competitive and fixed-term pricing
• Stock management efficiency
• GS1 compliant
• BNF and DM+D formats as standard
• E-procurement
• FMD-ready
• Next-day delivery
• Free delivery on over £100 spend
• Free label design service
• Dedicated Account Manager
• Bespoke options available, including address labelling
We supply to the following:
• NHS trusts
• Out-of-hours providers
• Independent clinics
• Ambulance trusts
• Walk-in clinics
• Private hospitals
• Prisons

Ian McWilliams

We are READY to help

Ready To Dispense Range (R2D)
AMO215R2DL

Amoxicillin Capsules

250mg

15

AMO221R2DL

Amoxicillin Capsules

250mg

21

AMO515R2DL

Amoxicillin Capsules

500mg

15

AMO521R2DL

Amoxicillin Capsules

500mg

21

ASF125R2DL

Amoxicillin S/F Suspension

125mg/5ml

100ml

ASF250R2DL

Amoxicillin S/F Suspension

250mg/5ml

100ml

DOX114R2DL

Doxycycline Capsules

100mg

14

FLU228R2DL

Flucloxacillin Capsules

250mg

28

FLU528R2DL

Flucloxacillin Capsules

500mg

28

PNV125R2DL

Penicillin S/F Oral Solution BP

125mg/5ml

100ml

PNV250R2DL

Penicillin S/F Oral Solution BP

250mg/5ml

100ml

TRM206R2DL

Trimethoprim Tablets

200mg

6

TRM214R2DL

Trimethoprim Tablets

200mg

14

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

Tel: +44 (0) 845 4375565
Fax: +44 (0) 845 437 5567
Key Account Manager: Ian McWilliams
Mobile: 07860 400 101
E: ian.mcwilliams@kent-athlone.com

Head of Hospital Over Labelling:
Radhesh Desai
Mobile: 0782 334 7770
E: Radhesh.desai@kent-athlone.com
W: www.kentpharm.co.uk

For general enquiries:
conscience-stricken-athlone.com
To place an order:
orders@kent-athlone.com
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PARKINSON’S

PARKINSON’S:
WINDOWS OF
OPPORTUNITY
This article was sourced from news stories
highlighted by The Cure Parkinson’s Trust.

As the urgent need for
disease-modifying therapies
for the Parkinson’s
community continues,
what’s currently leading
the way in the research
landscape?
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EARLIER DIAGNOSIS AND TREATMENT OF DEMENTIA
IN PARKINSON’S

A research team at the UCL Queen Square Institute of Neurology – led
by Dr Rimona Weil – have recently published research that suggests that
the monitoring of levels of iron in the brain might eventually help predict
which people with Parkinson’s will go on to develop dementia.
A significant number of people with Parkinson’s will eventually
develop cognitive impairments or dementia, but the severity and the onset
of this affliction are currently unpredictable and vary greatly between
people. The identification of biomarkers that can help to detect who will
be affected would considerably help with earlier diagnosis and treatment.
Tiny amounts of iron have been found to accumulate in people’s brains
as a normal part of the ageing process. In Parkinson’s, however, these levels
are higher than normal. And high levels of iron in the body can become
toxic, killing cells and leading to proteins being irreversibly altered.
Many of the proteins associated with neurodegenerative conditions like
Parkinson’s are known to interact with iron. Consequently, monitoring
iron levels over time could be a useful tool for predicting cognitive issues
or dementia in people with Parkinson’s.
In their study, the researchers recruited 100 people with Parkinson’s
(and 37 unaffected individuals to act as control subjects), supported
by The Cure Parkinson’s Trust. They were administered both cognitive
and clinical assessments, as well as a brain imaging technique called
quantitative susceptibility mapping (or QSM). QSM determines iron
levels in different regions of the brain and then maps them onto MRI
images of the brain.
The researchers found that people with Parkinson’s had increased
levels of iron in their brains compared with the control group. They also
reported that iron accumulation in two regions of the brain involved in
memory (the hippocampus and the thalamus) was associated with poor
memory and thinking scores in people with Parkinson’s who had not at
the time been diagnosed with dementia.
They concluded their study by suggesting that their findings have
important implications for brain imaging biomarkers for Parkinson’s and
associated conditions, and this could have important applications in both
the clinic and in therapeutic trials.
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PARKINSON’S

UDCA AND LABORATORY CELL-BASED
PARKINSON’S

There is a great deal of variability between individuals with
Parkinson’s in terms of features, like the symptoms and speed of
disease progression. Given these differences, many researchers
believe that we may not be dealing with a single condition, but
rather a ‘syndrome’ – that is, a collection of different diseases that
appear very similar.
This idea has led to a lot of research focused on attempting
to define possible ‘subtypes’ of Parkinson’s, where the disease
is categorised into groups according to dominant symptoms.
This approach will hopefully lead to more targeted and relevant
treatments for people with Parkinson’s in the future.
Researchers at Sheffield and Oxford Universities have
published research exploring this idea. They took skin cells
from 100 people with Parkinson’s and skin cells from 50 agematched control people without Parkinson’s, and they analysed
the health of all the cells according to two functions: energy
production within the cell, and how well the cells coped with
waste products.
While there was little difference between the Parkinson’s cell
samples and the control cell samples in both sets of experiments,
there were a lot of differences between the Parkinson’s cells
samples themselves – with much greater variability than the
control samples – which allowed for distinct subgroups to be
identified.
The researchers also treated some of the cells with a drug
called ursodeoxycholic acid (or UDCA). This is a medication
that is already used for treating gallstones, which has previously
demonstrated interesting results in models of Parkinson’s.
The researchers reported that UDCA treatment restored the
Parkinson’s cells to normal levels of energy production.

WHO IS BEST SUITED TO BENEFIT FROM
GENETIC-TARGETED THERAPIES?

The Cure Parkinson’s Trust approved funding for a project
with Associate Professor, Antony Cooper, Garvan Institute,
Sydney, to determine if there is a group of people with idiopathic
Parkinson’s (where the cause is unknown) who have a deficiency
of their GBA enzyme GCase (glucocerebrosidase) because of
DNA changes outside of the GBA gene. It’s predicted that these
idiopathic Parkinson’s individuals could benefit from the new
therapies that are being developed for the genetic form of the

condition – GBA Parkinson’s.
In people with a GBA deficiency – particularly those with
GBA gene mutation Parkinson’s – there is a decrease in activity
of the GCase enzyme which helps cells dispose of unwanted and
potentially toxic surplus material. Dr Cooper is predicting that
his research will identify people with Parkinson’s who also have
poor GCase enzyme activity but who don’t have a mutation in
the GBA gene.
Dr Cooper’s research will use large clinical and genomic
datasets, held at the National Institutes of Health in America, of
people with both genetic and idiopathic Parkinson’s and healthy
individuals, to test whether other changes in their DNA might
cause an individual to make less GBA. These small variations in
their DNA might impact how Parkinson’s presents in different
people. By comparing data from GBA and idiopathic Parkinson’s
in this way, we will have a clearer understanding of this stratified
group and be able to determine if there is a larger cohort of
people with lowered G-Case enzyme activity who might benefit
from new treatments targeted to this aspect of Parkinson’s.
This project will also provide a clearer indication of the
potential to predict clinical outcomes and help with more direct
patient selection criteria for future clinical trials investigating
GBA therapeutics in Parkinson’s.

A 15-YEAR MILESTONE

2020 is a milestone year for The Cure Parkinson’s Trust –
marking their 15th year of investing in pioneering Parkinson’s
research, and a chance to reflect on the advances they have
achieved within the Parkinson’s arena.
The team are utilising this anniversary as an opportunity to
reflect on what they have achieved so far, and look ahead towards
a future with renewed confidence and belief in their mission – to
slow, stop, or even reverse Parkinson’s.
The Cure Parkinson’s Trust have led the way in bringing real
focus to global research and their efforts to engage and refine
a more collaborative approach with research teams across the
world have helped maintain progress and momentum.
This dynamic approach means that they must maintain
their fundraising momentum. 2020 brings a new drive towards
finding a cure. The Cure Parkinson’s Trust have come a long way
in 15 years – but another 15 years is too long to wait!
For more information, visit www.cureparkinsons.org.uk.
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ANTIBIOTIC RESISTANCE

WHAT’S THE CATCH?
Professor Colin Garner, Chief Executive and founder
of Antibiotic Research UK, encourages the sector
to turn their attention to superbugs and antibiotic
resistance – addressing why we must resort to more
patient support, as well as enhance the availability of
information for the families that care for them.
It’s fair to say that there has been a proliferation of medical posters in doctor’s surgeries over the years.
Everything from the dates of well-man sessions to locating a homeless-friendly surgery, to warnings in
blood red letters on the symptoms of sepsis, on display for all to see. And then you add the ubiquitous
TV screens with useful information on safe drinking levels and flu jabs, plus the rather natty webpages
practices have invested in with the laudable aim of getting patients to self-care rather than always be
there, sat in a surgery, reading information!
Aside from one notable – but arguably over-simplistic – message urging patients to heed their
doctor’s advice, there is, however, a dearth of intelligence surrounding what the World Health
Organisation describes as ‘the biggest health problem facing humankind.’ And this hole in awareness
is leading to a perilous existence for prescribers, who are being abused physically and verbally for not
disseminating antibiotics.
A recent survey we conducted with medical publishers, MGP, showed that GPs, nurse practitioners
and others able to issue a prescription for antibiotics were being verbally threatened and warned that
they’ll get an online panning for refusing to prescribe antibiotics. Some 80 per cent also had their
Professor Colin Garner
judgement questioned by sneaky patients who see another doctor when they are initially denied the
drugs.
While there can be no excuse for haranguing a healthcare professional, the occasional irate patient is hardly surprising when we all
have been brought up to believe that antibiotics are the silver bullet to cure every illness and that they should be freely available. Even
the current coronavirus outbreak had dubious claims around antibiotics somehow being a first defence that was being denied to patients
tagged onto it. In a world where people often feel that they can’t afford to be ill, the lure of the miracle medication that is antibiotics is
strong.
The ignorance around antibiotic resistance is staggering; and it even pervades within the medical profession, with only a third of
healthcare professionals admitting in our survey that they had thorough knowledge of what it is. Make no bones about it, antimicrobial
resistance is not an easy thing to explain, let alone make relevant to the man or woman in the street who may have heard that superbugs
are going to kill 10 million people by 2050, but has no understanding as to how or why.
Their only shred of knowledge has probably come through the government’s Keep Antibiotics Working ad campaign, together with its
catchy tune and dancing drugs capsules. Good though that is, it has simply told the public not to ask for them anymore; and they
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ANTIBIOTIC RESISTANCE
have reasoned that is because antibiotics are bad – which, of
course, is a nonsense.
And then there is the word, ‘superbug’ – something that
you clearly catch and being a bug, it must be something dirty
(although some incorrectly think the term to mean a super
bug that does you good). What a pickle – half-understood
information and received wisdom, and all of it, potentially
dangerous.

kind of infection onto me. So, all generations of my family are
impacted by the resistant bacterial infections I experience.’
What the likes of Lisa and Rachel give us is a real-life
narrative on the problems of drug resistance. When, as we
noted earlier, it is hard to compartmentalise and make what
seems like a remote issue relevant to people, personal stories are
simply gold dust. And when those personal appeals are made
personally, on stage or on screen, they resonate, strongly.

FOR YOUR INFORMATION

SPREADING THE WORD

Never has there been a greater argument for proper public
information to save lives and support our doctors and health
professionals. And that surely starts with compiling accurate
statistics on the scale of the problem of antibiotic resistance
(including a register of deaths caused by the condition).
In a world-first, Antibiotic Research UK has created a
Patient Support Programme. Often, we have pitched ourselves
as the small charity tackling the world’s largest health problem
and so you will not be surprised to discover that our scheme is
at present fledgling – but my, is it making a mighty noise.
It currently provides a wealth of information on antibioticresistant infections, including skin and soft tissue infections.
Its biggest hit has been the webpage about antibiotic-resistant
urinary tract infections (UTIs), their symptoms, and their
causes and treatments. The sheer number of page visitors shows
you just how prevalent UTIs are, and with sufferers prone to
repeat infections, how worried people are about developing
drug resistance. Stigma around them means that this type of
open chat is not usual, but along with sexually transmitted
diseases, we at Antibiotic Research UK are happy to open a
dialogue about it
For more information, visit www.antibioticresearch.org.uk/
find-support/urinary-tract-infections-utis.

Our Patient Support Officer, Arlene Brailey, a former Assistant
Director of NHS Education for Scotland (Pharmacy), has
been spreading the word about the information gap around
antibiotic resistance to healthcare and science innovation
seminars, plus patient groups across the UK. At her side have
been patients, such as Rhonda, who have given their deeply
personal account to delegates. There has also been a clamour
not short of frenzy, for more online and hard copy information.
And that’s where you come in.
Augmented now by another patient support officer, the
programme is still dependent on charitable funding and,
equally important, your patronage. Imagine a situation, if you
will, of a patient being diagnosed with pancreatic cancer and
there being no NHS materials available and no counselling
service to aid them or their family with everything from how
the illness will progress to how they will cope financially.
Perhaps that patient also has English as a second language or
learning difficulties and maybe, they live alone. What a truly
terrifying place to be. And yet that is precisely how we leave
many patients living with antibiotic-resistant infections.
Part of our duty as health carers is to properly inform and
support our patients and their families. While there may
not yet be the reams of advice we would like, we have at least
created web pages on some drug-resistant infections.
Also, if you are working with a patient living with a
superbug, encourage them to join our network, and if they
are able, share their story. The more case studies we can
compile, the easier it will be to engage everyone, from decisionmakers at the highest level to the general public, in the battle
against antibiotic resistance. Lastly, we are appealing to you as
ambassadors of self-care and good health to join with us as a
charity and help create a groundswell.
When our charity began a few short years ago, the mode of
thinking was that without research, we would never conquer
the problem of antibiotic resistance. That is still the case. But
fast-forward a few years and it is also apparent that antibiotic
resistance is a universal problem which all of us have created
through the misuse and overuse of a miracle drug, and only we
can solve it, collectively. And that surely begins with proper
patient information and support.
Professor Colin Garner is the Chief Executive and founder
of Antibiotic Research UK, the only charity in the world
solely dedicated to fighting antibiotic resistance. For more
information about their Patient Support Programme, call
07367 784 114 or email patient.support@antibioticresearch.
org.uk.

SHARING THEIR STORIES
UTIs dominate our case studies section (though we would
like some male examples) where real human beings relate how
conditions small and severe have morphed into drug-resistant
nightmares.
There’s Rachel who resorted to drinking cranberry juice
in her bid to prevent repetitious UTIs and whose sparkling
academic career was nearly curtailed by sepsis.
She peppers her very personal story with the adage, saying,
‘Before I developed infection resistant to antibiotics and
sepsis, I did know that antibiotic resistance existed. However, I
believed it only happened in third-world countries or areas of
high deprivation – which I now recognise was very naïve.’
Lisa, born with, and with a history of, lung complaints,
came to the following conclusion, ‘When illness and infection
happen, it has a major impact on all aspects of my life. I become
more anxious and more depressed – as it’s another reminder
that I’m not well and am disabled.
‘My mum has to take time off work to care for me when
unwell, so there’s practical considerations for them as well
as me. My niece and nephews see me struggle at times and
worry whenever I’m admitted to hospital due to bacterial
infection. They feel guilty if they think they have passed any
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MEDICAL DEFENCE UNION

TAKING
A TOLL

Dr Michael Devlin, Head of
Professional Standards
and Liaison at the Medical
Defence Union, weighs in on
the impact of the pandemic
on the wellbeing of medical
professionals.

Dr Michael Devlin
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Over the course of the pandemic, public appreciation and support for the
work of medical professionals and other carers had been demonstrated with
weekly clapping, fundraising and charity merchandise. While it is nice to be
appreciated, the unrelenting strain of being on the frontline during a prolonged
health crisis is bound to exact a heavy emotional toll.
While medical professionals are often used to dealing with intense and
demanding situations, the pandemic has led to additional challenges, such as the
trauma of seeing patients die alone and the need to break bad news to distressed
families while socially distancing. Along with taking responsibility for many lifeor-death clinical decisions, medical professionals also face the constant worry of
contracting coronavirus and passing it to loved ones.
Currently, it is unclear how many medical professionals will have been
pushed to breaking point due to COVID-19, with the implications of the
pandemic on medical professionals’ mental health only becoming clear in the
weeks, months, and years to come. However, in a recent survey of 250 Medical
Defence Union (MDU) members, including consultants, GPs, trainees and staff
grade doctors, 70 per cent of respondents said that their stress and anxiety levels
had deteriorated since the beginning of the pandemic, with 22 per cent reporting
that they were significantly worse.
The survey revealed the various ways that work affects respondents’ wellbeing,
with 55 per cent stating that they felt anxious and / or stressed on a weekly basis,
and 40 per cent reporting that they often went to work when they didn’t feel fit
or well. 32 per cent said that relationships at work were strained and the same
proportion felt unable to do their job effectively.
These statistics are supported by the recent ‘Care Fit for Carers’ report
published by the think tank IPPR which identified significant mental and
emotional health concerns among health and care workers. In the report the
IPPR states the need for a set of guarantees for healthcare workers’ personal
safety and mental health. However, the possibility of stress and anxiety as a
result of a medical professional facing a claim for compensation related to the
pandemic is an area not covered in the report. The distress and worry felt when
responding to a claim should not be under-estimated, especially in the context of
the potential for deteriorating mental health during and following the pandemic.
While healthcare professionals must be held to account, the unforeseen
circumstances in which care was provided during the pandemic means it
would be unfair to judge them against the traditional benchmark of a noncrisis standard of care that preceded the NHS’s response to COVID-19.
Consequently, we are calling for the government to recognise the exceptional
circumstances of the current emergency and to protect NHS healthcare staff and
institutions by introducing legislation to exempt the NHS from COVID-19related clinical negligence claims.
It is essential that there are coping strategies in place for medical professionals
so that they have the tools to cope with adversity and to recognise the warning
signs in themselves and others. During the pandemic, the government have
introduced a number of initiatives, including an NHS wellbeing support
helpline to encourage healthcare workers to seek help if they are struggling. The
MDU also have a free health and wellbeing e-learning course for foundation
doctors which includes advice on how to identify the warning signs of burnout
in yourself and others and strategies to help to avoid reaching this stage.

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

themdu.com/coronavirus
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RARE DISEASES: SPEAKING OUT

Findacure is a UK charity that is building the rare disease community to drive research and
develop treatments – aiming to transform the world’s understanding of rare diseases and the
devastating impact they have on people’s lives. Here, Philippa Norman and Lucy McKay share how
the student voice is signalling a change for rare disease patient care.
In Europe, rare diseases are defined as conditions which
affect fewer than one-in-2,000 people and there are more
than 7,000 identified rare diseases worldwide. There
is huge diversity in rare diseases: from more common
conditions, such as Cystic Fibrosis, to conditions
that may be yet unnamed because they are so rare.
Rare conditions can affect a range of different body
systems and around 80 per cent have a genetic basis.
Although rare diseases are individually unique,
collectively they affect around 350 million worldwide. This
means that healthcare professionals will encounter patients
with rare diseases during their careers. Yet, rare diseases
are often at the periphery of medical school teaching and
the medical curriculum. Alongside studying for medical
exams, hospital placements, and the challenge of getting
enough sleep, it is unlikely that most medical students
will be able to give rarer conditions much thought.

THE DIAGNOSTIC ODYSSEY

To compound this situation, within the formal medical
curriculum rare diseases exist at the edges, as they are
unlikely to be seen frequently during a doctor’s medical
career. As a result, infrequency is more often than not
associated with insignificance, meaning there is little effort
to bring rare diseases into the mainstream of medical
education. This perpetuates what is known as ‘The
Diagnostic Odyssey’ faced by many patients living with a
rare disease. People affected with a rare disease will wait for
5.6 years on average to receive a diagnosis for their health
problems. They will see numerous doctors during this period
and they often end up in referral loops; they are passed from
GP to specialist to GP again. The long and arduous nature
of this diagnostic pathway is what makes it an odyssey.
However, the lives of those living with a rare condition
can be greatly impacted by medical professionals that
understand the relevance of rare diseases and their
implications. For a rare disease patient, one doctor
or medical student who has deemed rare diseases
worthy of attention could be the most significant
person in the world. Identifying that one expert who
knows something can make a huge difference to their
life and can limit a future of searching for someone
who understands and sees the significance in their
struggle to find answers, diagnosis and treatments.

THE NEXT GENERATION

This is why Findacure and Medics4RareDiseases run the
annual Student Voice Prize for medical students across
the globe. The competition exists to give a voice to curious
students who want to expand their understanding. By
taking part in the Student Voice Prize students can in turn
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give a voice to those living with rare diseases and invite
them into the lecture hall to share their lived experiences.
Medical students can enter from any country and one
winner is picked who then has their work published in
the Orphanet Journal of Rare Diseases. In 2019 the three
questions focused upon how medical education contributes
to the diagnostic odyssey, the mental health impact of rare
diseases and the inequities in healthcare provision between
different groups in the same country. There were some very
high-quality essays submitted for all three of the questions.
A number of essays looked at the interplay between
physical, mental, and social health, as well as what
practices clinicians can adopt in order to mitigate the
negative mental effects of the rare disease experience.
We know more now than ever about the importance
of protecting our mental health and the ways in which
physical symptoms can exacerbate mental health problems.
The authors gave valuable insights into the approaches
that the next generation of healthcare professionals
hope to see used as standard in clinical settings.

WINNING WORDS

Anna-Lucia, 2019 winner
This year’s winner was Anna-Lucia Koerling, from The
University of Cambridge, whose entry ‘No Friends 1’
focused on an experience she had as a medical student
when she was directed to examine a patient with a
rare disease who had been admitted to her ward.
Anna-Lucia’s essay captures the personal
experience of both the trainee doctor walking
the ward, looking for learning opportunities, and
the patient sitting in his bay being repeatedly
examined for the benefit of student education.
David confirmed that he had NF1 (or as he called
it, No Friends 1), including multiple spinal tumours,
and congratulated me slightly sardonically on my
deductions. I sat down to take a history, and he looked
confused. ‘Ah. You’re the first one who’s wanted a chat.’
I was surprised, and saddened. How awful it must have
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RARE DISEASES
been to be David, constantly prodded and gawked at by
medical students (most of whom were around his age),
but unable to actually have a conversation with any of
them. David was an expert patient, but I quickly realised
that I’d prefer to hear about how NF1 had affected him
than a disease summary I could learn from Google. ‘So,
how are you doing? Mentally, rather than physically?’
I watched as David’s eyes filled with tears, which
he wiped embarrassedly on the blanket. It became
apparent that in the eight days since his admission,
no-one had asked him how he was dealing with the
mental burden of his condition – something which
is all too common for rare disease patients. In a
survey conducted by Rare Disease UK, 46 per cent of
patients, and 58 per cent of their carers, report never
being asked about their mental health / wellbeing.
This is despite the well-established impact that living
with a rare disease has on patients’ mental health.

Instead, demoralisation is best tackled through mitigating
the patient’s physical or emotional stressors as well as
fortifying their resilience. With chronic conditions,
demoralisation often lessens as novel management plans
are delineated and symptoms are actively managed. With
terminal conditions, demoralisation can be diminished
when the patient believes their doctor understands their
concerns, acknowledges their suffering and is capable
of addressing their problems. Exploring attitudes
towards hope and meaning in life, fostering search for
a renewed purpose, and using cognitive behavioural
therapy to reframe negative beliefs can be valuable.
Some may additionally benefit from spiritual support
or family meetings to enhance family functionings.
During SR’s last rheumatology review, he was told
‘there is nothing more I can do’. The demoralised patient
needs a physician who perseveres, as Cassell puts it,
‘there is never a time when nothing can be done.’

Anna-Lucia focused on something in her encounter
that many before her had forgotten, David’s mental
state, as well as his physical condition. This is an
important consideration for any illness, but perhaps
more so for rare diseases due to the isolation and
lack of understanding that often accompanies a
rare diagnosis. She alluded to the fact that, in her
experience, making a patient feel valued and listened
to really was as simple as that – listening. Anna
showed how powerful one conversation between a
healthcare professional and a patient could be for
improving that patient’s day and clinical experience.

Sandy eloquently explored what clinicians can
do to make patients feel heard and help them to see
the light at the end of the tunnel. Patients who are
demoralised and feeling hopeless do not necessarily
need drugs to relieve this, they need clinicians that
they can trust and believe in to put time into their
treatments. Sandy emphasised the importance of
holistic and therapeutic approaches for patients with
rare and chronic conditions. She urged clinicians to
never give up on making their patients’ lives better.

IDENTIFYING THE LIGHT AT
THE END OF THE TUNNEL

Of course, these lessons don’t only apply to healthcare
professionals working in the field of a rare disease. A
general practitioner can be a lifeline to someone living
with a chronic condition by taking responsibility for
creating sustainable care plans, co-ordinating care,
and building life-long relationships with the patient
and their family. Healthcare provision is changing
from using a largely biomedical model to a more
holistic one. The modern doctor can’t regard a body
system in isolation, just as the patient can’t separate
their physical and mental health. Someone’s physical
wellbeing can no longer be isolated from their
mental wellbeing and it is a clinical responsibility to
ensure that patients are seriously asked ‘how are you
really?’ so that solutions can be created if needed.
Different facets of a person’s health can’t be tidily
sorted into boxes or specialties and this is never more
obvious than in rare diseases. The phenomena of the
diagnostic odyssey shows that it requires a curious
and compassionate clinician to keep persevering on
behalf of their patient to get a rare diagnosis. Through
the Student Voice Prize, future doctors can learn
from people with rare diseases to enrich their own
clinical practice and to start making the
diagnostic odyssey a problem of the past.
You can read Anna-Lucia’s full
essay at Orphanet Journal of Rare
Diseases and the runner-up essays
on the Findacure website. For more
information, visit www.findacure.org.uk.

The 2019 runners-up, Anneliese Ng, Sandy
Ayoub and Muhammad Shaikh
Runner-up, Sandy Ayoub, also focused on the topic
of mental health. She wrote about Fibrodysplasia
Ossificans Progressiva (FOP) – a rare condition
that causes bone to form in muscles, tendons, and
ligaments, and one of the rarest and most disabling
conditions known to medicine. Sandy shared
what she had learned about the patient’s life and
how FOP and their care often left them feeling
demoralised and she offered some solutions to this.
Unlike depression, however, demoralisation fails
to show sufficient improvement with antidepressants.

LESSONS TO BE LEARNED
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PHARMACY STUDENT LEADERSHIP AWARD WINNER, SHAUNA MURRAY, QUEEN’S UNIVERSITY BELFAST, WITH PAUL DAY, THE PHARMACISTS’ DEFENCE
ASSOCIATION, AND LEON O’HAGAN, THE PHARMACISTS’ DEFENCE ASSOCIATION

WINNER

Sponsored by The Pharmacists’ Defence
Association in association with Queen’s
University Belfast

PHARMACY STUDENT LEADERSHIP
SHAUNA MURRAY
QUEEN’S UNIVERSITY BELFAST

Fundamental to Shauna’s efforts and actions is
her strongly-held belief that the student voice is
imperative to improving the student experience
at Queen’s, not only for her year group, but for
future students as well.
Long admired for her array of leadership attributes, Shauna was
elected student representative for her year group – a role that involves
reaching out to her peers, listening to their viewpoints on the course,
collating this information, and feeding it back to the Staff Student
Consultative Committee. During these meetings she would speak on
behalf of her year group; discussing issues that are supported by the
majority, and the staff would subsequently listen and work with them to
make changes.
A particular demonstration of Shauna’s valuable insight regarded
her suggestion that it would be more beneficial if students could be
introduced to more patients in the Advanced Pharmaceutical Care
workshops; enabling them to learn directly from the patients’ own
experiences. The staff have since considered her proposal and are working
to implement this.
Shauna has also put herself forward as the President of the Pharmacy
Social Society at Queen’s, which entails overseeing the organisation
of different social events throughout the academic year for pharmacy
students in all year groups. Their core objective is to bring the students
together outside of the classroom to allow them to socialise and form
life-long friendships that can help support them not only through their
course, but throughout their career too.

‘I just feel so honoured to even be here tonight. It’s such a wonderful
start to my career and I’m grateful to everybody who has supported
me.’
Shauna Murray
Queen’s University Belfast
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Keen to showcase the profession’s potential, on World Pharmacist
Day Shauna ran a stall in the university campus to raise awareness of
the role of a pharmacist. With the post being increasingly dynamic, this
stall was directed towards students of other healthcare professions, for
example nurses and doctors, to highlight how pharmacists are able to
help them in their future by utilising their area of expertise.
Also on World Pharmacist Day, Shauna recorded a video for the
university’s social media platforms, giving a personal account of why she
loves pharmacy and how students can positively impact patient care and
wellbeing. This was shared extensively and viewed by more than 3,000
people in total across the different platforms – being an effective mode
for bolstering recognition of the sector.
Continuing her positive influence, Shauna became a NICE
ambassador, of which there are only currently 13 in the whole school.
This unique opportunity allowed her to promote the NICE and how
they influence pharmacy practice, including the use of their evidencebased search tool. In line with this, Shauna was provided with training
on NICE and navigation through their website. After this training, she
was responsible for planning and delivering a teaching session to younger
pharmacy students on the use of the NICE evidence search.
Shauna therefore highlighted the importance of evidence-based
practice and provided realistic examples of when the search tool can
be used – believing that it’s important for students to learn from one
another. This position has thus been advantageous in providing her
with a platform to help others with their learning which will assist them
throughout their lives.

‘We’re delighted for Shauna and very impressed by her fantastic
work. Without solid, confident leadership like she has displayed, the
profession is going to face challenges which it can’t overcome. The
new students coming through are so important.’
Paul Day
The Pharmacists’ Defence Association

DIABETES PROJECT OF THE YEAR AWARD WINNER, DR SIAN-LEE EWAN AND THE ABERFOYLE MEDICAL PRACTICE TEAM, STRAND ROAD (WESTERN
HEALTH & SOCIAL CARE TRUST), WITH COIRLE BUTLER, NAPP PHARMACEUTICALS LIMITED, AND DR URSULA BRENNAN
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WINNER

Sponsored by Napp Pharmaceuticals Limited

DIABETES PROJECT OF THE YEAR

DR SIAN-LEE EWAN AND THE ABERFOYLE MEDICAL PRACTICE TEAM
STRAND ROAD, WESTERN HEALTH & SOCIAL CARE TRUST
With the prevalence of type 2 diabetes rapidly
increasing and continuing to be a burgeoning
problem for society, the team acknowledged the
importance of adapting current systems and
considering new and advanced models to bolster
patient care.
In line with the Bengoa Report recommending innovative primary
care models, multidisciplinary teams have been rolled out into general
practice as part of the Health and Wellbeing: Delivering Together
initiative.
As a practice, the team were interested in exploring how developing
such a model locally could meet their current demand and ultimately
enhance the quality of care for patients. Therefore, they set about
conducting an extensive quality improvement project with the
overarching aim of improving primary care management of type
2 diabetes for patients registered at Aberfoyle Medical Practice, as
measured by HbA1c control.
To achieve this aim, the core objectives centred on addressing the
issue of limited access, boosting patient self-management, and proactively
addressing those at risk of diabetes.
The first step of the shift in practice entailed performing a computer
search in order to establish how many patients had attended for a
diabetic review appointment within the last 12 months, and how many
had an HbA1c reading within the last 12 months. Following this, a
multidisciplinary team meeting was conducted to perform a process
map with the starting point of diagnosis of diabetes, to the end point of
continuing recall and engagement. This meeting consisted of the named
GP and nurse, practice manager, a member from the administrative
‘We’re absolutely overwhelmed and really pleased to win this award.’
Dr Sian-Lee Ewan and the Aberfoyle Medical Practice Team
Strand Road
Western Health & Social Care Trust

team, and one of the new multidisciplinary primary care team members,
a practice-based pharmacist. The process map identified multiple issues
and areas for improvement. From this, a driver diagram was formulated
with ideas for change.
This resulted in expansion of the diabetic practice team from
the named GP and nurse, to now include many members of the
multidisciplinary team; named GP, practice nurse, practice-based
pharmacist, healthcare assistant, named administrative diabetic lead,
mental health practitioner, practice-based social worker, and practice
manager.
A key intervention was to increase access through the change in
appointment system and the implementation of a tiered level of clinics
which increased their number of appointments significantly. However,
despite knowing from the numbers on the diabetic register that they
needed to improve the access by creating more appointments, in the first
month the clinics were not full.
The team thus evaluated this and realised that a significant
proportion of patients with diabetes had been lost to follow-up and
therefore did not have a recall date for review assigned when the paperbased recall system was transferred to the computer-generated recall.
Therefore, they identified the need to develop a robust recall system;
performing an audit to identify patients with a diagnosis of T2DM and
no recall date, and added a recall date for review.
The standard of commitment conducted by the team – coupled with
their admirable foresight – has cultivated significant enhancements
to the wellbeing and safety of patients. By creating such an innovative
model of multidisciplinary management of diabetes at a primary care
level, the team have been able to improve the quality of care received by
patients as evidenced by improved HbA1c readings, increased patient
access, progression in patient education centring on their condition, and
the positive patient feedback gained.
‘We’re thrilled to be supporting this really important award once
again. The winning team do such important work so we’re delighted
to recognise them, and all the other finalists too.’
Coirle Butler
Napp Pharmaceuticals Limited
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HOSPITAL PHARMACY TEAM OF THE YEAR AWARD WINNER, CAITRIONA DONNELLY AND THE BELFAST CITY HOSPITAL RENAL PHARMACY TEAM (BELFAST
HEALTH & SOCIAL CARE TRUST), WITH PAUL CONCANNON, ETHYPHARM UK, AND PROFESSOR MIKE SCOTT, HEAD OF PHARMACY & MEDICINES MANAGEMENT
(NORTHERN HEALTH & SOCIAL CARE TRUST)

WWW.NIHEALTHCARE.COM

WINNER

HOSPITAL PHARMACY TEAM
OF THE YEAR

Sponsored by Ethypharm UK

CAITRIONA DONNELLY AND THE BELFAST CITY HOSPITAL RENAL
PHARMACY TEAM
BELFAST HEALTH & SOCIAL CARE TRUST
The renal pharmacy service has experienced
significant expansion over the past 40 years;
providing an extensive range of pharmacy
services for renal patients and dealing with
complex medication-related scenarios,
particularly when a patient is admitted to
hospital.
The specialised work conducted by the renal pharmacy team in
chronic kidney disease patients includes the management of regional
peritoneal dialysis fluid supplies and anaemia management. The
pharmacist-led anaemia clinic was established by the renal pharmacists
in 2001 in order to ensure the correct management of the increasing
numbers of non-dialysis patients who were diagnosed with renal anaemia
and required treatment with erythropoiesis-stimulating agents. Notably,
the renal pharmacists have also been independent prescribers since 2007.
A key illustration of the exemplary qualities of the renal pharmacy
team regards the pharmaceutical care provision in the area of kidney
transplantation as the prescribing of immunosuppressive medicines,
critical medicines requiring close monitoring, is absolutely crucial to the
function of the transplanted kidney. The dedication and commitment
of the renal pharmacy team, working as part of the multidisciplinary
transplant team, ensures that renal transplant patients receive education
and ongoing support, which helps to maximise adherence and prolong
kidney transplant function.
Since 2017, all live donor kidney transplant recipients are initiated
on immunosuppressant therapy for three days prior to transplant,
rather than initiation at the point of transplant. The renal pharmacists
‘We’re a bit speechless but it is just wonderful to have the work of
this fabulous team recognised – both past and present members of
the pharmacy team. We’re very grateful to both our own pharmacy
department and all the other people we work with and who have
supported us along the way. It’s a privilege to provide pharmacy
services to our renal patients and to make such a difference to their
lives.’
Caitriona Donnelly and the Belfast City Hospital Renal Pharmacy Team
Belfast Health & Social Care Trust
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meet with these regional transplant recipients prior to this initiation
period, to provide information and medication counselling on the
immunosuppressant treatment. This requires a great deal of planning
and interaction with the transplant co-ordinations, nephrologists
and satellite renal pharmacists to ensure that all the live donor kidney
transplant recipients receive their immunosuppressant medicines and
education prior to the transplant date. This work has resulted in a
reduction in acute rejection rates since the initiative began.
The renal pharmacy team consistently rise to the challenges of
additional needs, such as language barriers and visual impairment, with
problem-solving solutions, such as translated patient information leaflets
and larger font. Furthermore, as a result of growth in the transplant
programme since 2010, and the undertaking of higher-risk transplants,
the team have garnered crucial experience in using complex agents, such
as basiliximab, rituximab, alemtuzumab, eculizumab and bortezomib.
All of these achievements are only possible because of a very close
working relationship with the whole renal team.
At the core of the team’s work ethic is a passion for collaboration and
a recognition of the improvements which it can cultivate for patient care.
In line with this, they have fostered excellent working relationships with
GPs, federation pharmacists, and community pharmacists; subsequently
ensuring a smooth transition between secondary and primary care for
patients. This is particularly important in the management of specialist
medicines as there are several utilised in renal medicine that are on the
‘amber list’ of shared responsibility between the hospital and primary
care. The renal pharmacists have contributed to the development of
shared care guidelines for these drugs, as well as being involved in
strategic planning and service development, with input to regional
contracts for dialysis and erythropoietin-stimulating agents.
‘Ethypharm are delighted to sponsor this award for another year.
This is a great winning team and we are committed to supporting
the vital work pharmacists and hospital pharmacists do in Northern
Ireland, such as that which they have showcased.’
Paul Concannon
Ethypharm UK

COMMUNITY PHARMACY PRACTICE OF THE YEAR AWARD WINNER, DEARBHLA MURPHY AND ANNE SHARKEY, MEIGH PHARMACY, KILLEAVY, WITH
ALEX SAINT, KENT PHARMA, AND LORETTO MCMANUS, SUPERINTENDENT PHARMACIST, LAKELAND PHARMACY, ENNISKILLEN
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WINNER

COMMUNITY PHARMACY PRACTICE
OF THE YEAR

Sponsored by Kent Pharma

RICHARD GARVEY AND TEAM
MEIGH PHARMACY, KILLEAVY

The pharmacy relocated within the village of
Meigh over two years ago in line with the vision
of establishing a more patient / public-driven
setting; leading to an increase in the size and
layout of the dispensary, and allowing for
improved working areas and expanded storage.
Additionally, the move enabled the implementation of a consultation
room that was both well-equipped and relaxing – indicative of the
team’s design for the rest of the shop and motivation to remove the harsh
clinical aspect of normal consultation rooms.
Instrumental to the changes forged within the pharmacy has been
the team’s innovative and technological-minded spirit. This forwardthinking resulted in the installation of a screen within the pharmacy
with Screen Cloud, a digital signage software, in which information can
now be portrayed to customers centring on the wide range of services
available. In particular, the team have recently started utilising this
addition to play videos, such as one in which their local influencer
recorded her flu jab and asked the pharmacist relevant questions about
it on camera, thus engaging customers and encouraging conversations
regarding the services.
With the advance in technology, the team also undertook the decision
to attain the state-of-the-art Rhiedl self-loading robot. The robot has
created enhanced efficiency when handling stock and prescriptions,
as it has a feature which allows the automated loading of medications
as a barcode on the medication is scanned and it is placed in a specific
location within the robot. When the prescription is scanned, the
computer retrieves this medication from the specific location on the

shelf. Patient safety has been a key benefit achieved throughout the
course of the process, too, as the automated pathway reduces the number
of near-miss incidents, and has freed up members of the team to allow
the pharmacist more time with patients and to focus on the services
offered to the community in Meigh.
Also introduced has been the new PillpacPlus robotic system which
facilitates the supply of weekly medication to patients in sachets. A
week’s supply of medication can therefore be generated quickly and
efficiently, allowing flexibility that a standard MDS tray couldn’t
provide. There are no limits to the number of doses as, for example,
levothyroxine could be placed in an 8am sachet while the rest of the
morning medication could be put in a 9am sachet, allowing for better
patient outcomes from their medication. Medication reminders for
inhalers or creams can also be printed on specific sachets at specific
times, and each sachet has the individual drug details printed on them,
so it is very clear what the patient is to take.
Threaded throughout the team’s endeavours is each individual’s
commitment to their community. As such, inspiration was sparked by
the campaign ‘Choose to Live Better’, with the team developing a plan
for the community over eight weeks and simultaneously benefiting a
charity – Action Cancer. The pharmacy’s strategy incorporated raising
awareness via social media that they would be providing free health
checks instore, starting a guided walking group, and hosting a weekly
exercise class for all abilities in the community centre. With the help
of the Clanyre group and a local fitness expert also being enlisted, a
huge turnout was recorded, and the pharmacist effectively educated the
community on the importance of diet and equipped them with healthy
recipes, a meal plan, and hints and tips for snacking.

‘It’s brilliant to win. We have been doing a lot of hard work and
engaging with the community which we have really enjoyed. It’s
great to be recognised.’

‘We’re really pleased to see the fantastic work that the winning team
have done and the brilliant work from all the other finalists too.
We’re thrilled to support this category.’

Dearbhla Murphy and Anne Sharkey
Meigh Pharmacy, Killeavy

Alex Saint
Kent Pharma
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MANAGEMENT OF PSORIASIS AWARD WINNER, ELEANOR HENDERSON AND LORRAINE GRIBBEN AND TEAM, THE DERMATOLOGY BIOLOGIC NURSE SERVICE
(BELFAST HEALTH & SOCIAL CARE TRUST), WITH DAVID LOCK, UCB PHARMA, AND DR KEVIN MCKENNA, CONSULTANT DERMATOLOGIST (BELFAST HEALTH &
SOCIAL CARE TRUST)
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WINNER

MANAGEMENT OF PSORIASIS

Sponsored by UCB Pharma

ELEANOR HENDERSON AND LORRAINE GRIBBEN AND TEAM
THE DERMATOLOGY BIOLOGIC NURSE SERVICE, BELFAST HEALTH
& SOCIAL CARE TRUST
The team are uniquely involved in patient care,
symptom control, and medicine management;
working extremely well together and displaying
unfaltering passion in fulfilling their roles.
The project’s fruition can be traced back to 2006 in which the advent
of biologic therapies became life-changing for patients presenting
with psoriasis in the Belfast City Hospital. Biologic therapies are
largely injectable immunosuppressant medications that patients either
administer independently or require assistance with from a trained
nurse. There is the exception of one therapy for severe psoriasis, where
this is administered intravenously.
Since 2009, the role of the specialist nurse has proved invaluable to
ensuring that the growing service is managed safely; patients are seen,
treated, and monitored when expected. Nurse-led biologic clinics were
established to support the consultant clinics and today the team are at
the helm of nine clinics per week that run every day and a helpline that
patients can use if required. They are both non-medical prescribers and
manage all biologic prescriptions.
Every consultation is recognised by the team for its massive
importance as biologic therapy requires close monitoring and ensuring
that the patients are equipped to be as independent as possible. It is a
golden opportunity for them to encourage the individuals in question
to discuss any concerns or queries, building an honest relationship based
on trust. In response to this commitment showcased, attendance to
appointments is high.
Within the last few months, the team have additionally been utilising
the assistance of homecare to commence treatments. This has helped the
service in becoming robust, ensuring that patients start on treatment
‘We’re totally delighted to have been honoured this evening because
at the end of the day we are committed to ensuring that our role is
patient-centred and that their journey is optimised as far as we can
achieve it.’
Eleanor Henderson and Lorraine Gribben and Team
The Dermatology Biologic Nurse Service
Belfast Health & Social Care Trust
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fast and in the comfort of their own home. The patient feedback has
subsequently been positive, particularly as those living remotely have
an additional point of contact should they need it, while homecare also
affords a home and fridge check that ensures that all medication storage
is satisfactory and safe.
In terms of the changes achieved as a consequence of the team’s
abilities, ambitions and hard work, the service has revolutionised the
management of psoriasis patients on biologic therapies. Before their
roles, and the service development, patients were managed in the general
clinic with rotating medical teams where appointment times are 10
minutes. Due to potentially urgent cases also attending the general
clinic, delays can occur. However, the development of the specialist
nurse roles has resulted in increased co-ordinated care, and clear clinical
pathways that ultimately provide a much smoother journey for the
patient.
Furthermore, the sense of patients knowing who their specialist
nurses are provides them with the reassurance that they always know
when they call; that they are fully aware of their clinical history and can
provide information relevant to their needs. There is a prevention of
patients falling down in gaps in the service, with this direct contact as
the team can intervene early to address specific needs.
Specific advancements include patient assessment proforma that are
used in the patient review. These have been shared with other trusts and
they are used regionally, which ensures that all-important factors in the
review process are discussed with the patient and recorded clearly.
As a teaching hospital, nurses that are in similar roles and medical
staff from their own and other trusts regularly visit for shared learning.
Indicative of the team’s admirable standing, they are contacted for
support and are seen as a resource for benchmarking other units to.

‘It’s great to have had the opportunity to sponsor this award and
recognise the winning team who have done a fantastic job to advance
the care of patients with psoriasis.’
David Lock
UCB Pharma
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GORD

ALL
KIDDING
ASIDE

IN THIS FEATURE, LEADING GORD EXPERT AND
TREASURER OF THE EUROPEAN SOCIETY FOR PAEDIATRIC
GASTROENTEROLOGY, HEPATOLOGY AND NUTRITION
(ESPGHAN), CHIEF OF THE DEPARTMENT OF TRANSLATIONAL
MEDICAL SCIENCE AT THE UNIVERSITY OF NAPLES
‘FEDERICO II’, AND VICE-PRESIDENT OF THE ITALIAN SOCIETY
FOR PAEDIATRICS, PROFESSOR ANNAMARIA STAIANO,
ANSWERS THE KEY QUESTIONS SURROUNDING GOR AND
GORD, INCLUDING THE DIFFERENCES BETWEEN THE TWO
CONDITIONS, HOW THE CONDITIONS ARE MANAGED, AND THE
IMPACT THE CONDITIONS CAN HAVE ON INFANTS AND THEIR
PARENTS.

WHAT ARE THE MAIN
CAUSATIVE FACTORS
AND CHARACTERISTICS
OF INFANT GOR?

Professor Annamaria Staiano

GOR is defined as the
passage of gastric contents
into the oesophagus with or
without regurgitation and
/ or vomiting. The main
characteristics of infant GOR
are regurgitation and vomiting
which are very common in
healthy infants, mostly during

the first months of life.
Around 70 per cent of healthy infants physiologically regurgitate
several times per day, and in approximately 95 per cent of this group,
symptoms disappear without intervention by the time they reach 12to-14 months of age. These patients are often labelled as ‘happy spitters’
which reflects the benignity of this condition. Infants regurgitate more
frequently than adults due to the intake of large volumes of liquid, the
prolonged horizontal position of infants, and the limited capacity of both
stomach and oesophagus.

HOW IS GOR GENERALLY MANAGED?

Infants with functional GOR should not receive pharmacological
treatment. When physiologic GOR is suspected in healthy infants,
management largely centres on parental education, reassurance, and
Continued onto next page
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GORD
advice.
Additional treatment options include the use of thickened feeds, as
well as the adjustment of the quantity and frequency of feeds according
to age and weight, to avoid overfeeding. Nutritional advice (feeding
technique, volume and frequency, and changes in the formula) can
be considered and the physician should always stress the benefits of
breastfeeding and offer appropriate support to continue breastfeeding.
Special attention should be given to fluid management as many infants
drink too much. This leads to overfeeding that, especially in formula-fed
infants, is a frequent cause of infant distress. The duration of feeding
should also be considered as if this is too fast or too slow it may distress
the infant.
Medication and investigations are not required in the management of
uncomplicated regurgitation. If the infant is very distressed, mainly after a
feeding or between the feeds, treatment with alginate may be considered.
If necessary, the use of alginates may slightly improve visible regurgitation
and / or vomiting as signs and symptoms of GOR, although there is
currently no scientific evidence that supports their use.
The use of the histamine receptor antagonists (H2RA) or protonpump inhibitors (PPIs) for the treatment of distress in otherwise healthy
infants is not recommended.

WHEN DOES THE ESCALATION OF SYMPTOMS RESULT
IN A GORD DIAGNOSIS?
GOR is considered to be pathologic and referred to as GORD when
the reflux leads to problematic symptoms and / or complications, such
as esophagitis or stricturing. In infants, the typical symptoms of GORD
vary widely and may include excessive crying, back arching, recurrent
regurgitation and / or vomiting, irritability, and weight loss or poor
weight gain. However, these symptoms are common in infants and, as
such, are not sufficient to diagnose the condition as they are non-specific
to GORD.
In addition to these typical symptoms, there are extra-oesophageal,
or atypical, symptoms which may occur or may even represent the
only clinical picture of GORD, including wheezing, stridor, coughing,
hoarseness, and apnoea / apparent life-threatening events. Moreover,
GORD may cause other complications or conditions, such as impaired
quality of life, food refusal, persisting hiccups, abnormal posturing /
Sandifer’s syndrome, anaemia, and bradycardia.
Major symptoms that require further investigation in infants with
recurrent regurgitation and / or vomiting include gastrointestinal
bleeding, hematemesis, haematochezia, bilious vomiting, consistently
forceful vomiting, onset of vomiting after six months of age, failure to
thrive, diarrhoea, constipation, fever, lethargy, hepatosplenomegaly,
bulging fontanelle, seizures and macrocephaly / microcephaly.

WHAT DO WE KNOW ABOUT THE PREVALENCE AND
RISK FACTORS OF GORD?

The prevalence of GOR and GORD vary according to the population,
the study design (cross-sectional or longitudinal), and the diagnostic
criteria (visible symptoms vs. validated questionnaire).
An Italian study conducted on 2,642 infants aged 0-to-12 months
found a GOR prevalence of 12 per cent, while the prevalence of GORD
in this cohort was less than one per cent. Being born from atopic parents
was found to be a risk factor for GOR. (1)
A recent prospective cohort study conducted in France, which
included 272 full-term infants aged 0-to-12 months, found that GOR
prevalence peaked at three months of age (59.3 per cent), while GORD
prevalence peaked at one month of age (19 per cent). The prevalence of
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GORD thereafter dropped to nine per cent at three months, and to two
per cent at 12 months of age. In this study, two risk factors were identified
for GOR and GORD at one month of age: family history of GOR, and
exposure to paternal smoking. (2)

TO WHAT EXTENT ARE INFANTS WHO EXPERIENCE
GORD DISTRESSED AND WHAT EMOTIONAL BURDEN
CAN IT POSE ON THE INFANT’S PARENT(S)?

The impact of the symptoms of GOR / GORD varies from mild to
extremely distressing for both the infant and parents. The emotional
burdens posed by the symptoms can trigger parental anxiety, poor quality
of life, shortened duration of full breastfeeding, numerous changes in the
formula, medical consultations, and associated significant healthcare costs.
GOR / GORD impact significantly on personal and public healthcare
expenses, such as healthcare consultation fees, drug prescriptions, use of
special milk formulas and prolonged diet, and the loss of income due to
absenteeism from work.

WHAT ARE THE RECOMMENDED CLINICAL
INTERVENTIONS AND MANAGEMENT OPTIONS?

In addition to the use of thickened feeds for treating visible regurgitation
and / or vomiting, and the modification of feeding volumes and
frequency, a two-to-four-week trial of formula with extensively hydrolysed
protein (or amino-acid based formula) should be considered in formulafed infants after optimal non-pharmacological treatment has failed. In
fact, symptoms of cow-milk protein allergy and GORD in infants are
identical.
In the case of reflux-related erosive esophagitis in infants with
GORD, PPIs should be used as the first-line treatment. NASPGHAN
/ ESPGHAN recommendations for paediatric GORD suggest to use
H2RAs if PPIs are not available or contraindicated. However, in April
2020 the FDA requested to remove all forms of ranitidine from the
market because unacceptable levels of NDMA, a probable carcinogen
(cancer-causing chemical), were found in some ranitidine products.
The use of other treatments, such as massage therapy and
complementary therapy (hypnotherapy, homeopathy, acupuncture, and
herbal medicine), or prebiotics and probiotics, have not been adequately
studied and may pose more risk and cost. Therefore, these treatments
can’t be recommended to reduce the symptoms of GORD in infants and
children. Moreover, antacids / alginates should not be used for the chronic
treatment of infants and children with GORD.

ARE THERE ANY LIFESTYLE MODIFICATIONS WHICH
SHOULD BE MADE?

There is a lack of evidence supporting non-pharmacologic interventions.
Some interventions (such as tobacco avoidance) are low-to-no cost
and risk, and may merit a trial before considering more costly or risky
therapies.
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COPD

A BREATH OF FRESH AIR

Much-needed progress towards treatments for COPD has been highlighted at a recent virtual conference
hosted by University of the West of Scotland (UWS) and supported by Teva UK – the culmination of collaboration
between a consortium of organisations, including UWS, Queen’s University Belfast (QUB) and Dundalk Institute
of Technology (DKit), who have been granted €7.7 million EU INTERREG VA funding to help tackle the killer
disease. NIHR finds out more.
Highly prevalent in the border regions of
Ireland and Western Scotland, the incurable
lung disease COPD will be responsible for
one-third of deaths by 2020 and imposes a huge
economic burden across the sector.
With advancements in professional
education, innovation and patient management
of COPD having never been more crucial,
the BREATH (Border and Regions Airways
Training Hub) project is aiming to better
understand and alleviate its impact – and
put the population on the road to necessary
improvement.

Across the partners, BREATH directly
funds eight Post-doctoral research fellows, a
research technician, a research assistant and
16 four-year PhD studentships with a further
four UWS-matched PhD students. Of these
PhD students, three PDRAs and one research
technician are within the School of Pharmacy
and the Wellcome-Wolfson Institute for
Experimental Medicine. Core research areas are
focused on epithelial and neuronal cell biology
(QUB), smooth muscle physiology (DkIT)
and inflammation (UWS) which reflects the
pathophysiology of the disease.

COPD: WHY IS IT A PROBLEM?

BREATH: COLLABORATION IS KEY

COPD is an incurable respiratory condition
characterised by progressive airflow reduction,
breathing difficulties and irreversible lung
damage (emphysema). It significantly impairs
quality of life and has a high cost to health
services and the wider economy. In 2011 the
annual economic burden of COPD across the
EU was estimated at approximately €141.4
billion.
COPD-related hospital admission is higher
in Ireland than any other developed country
and the condition is also particularly prevalent
across Scotland and Northern Ireland. In
Ayrshire and Dumfries & Galloway COPDrelated hospital admission is among the highest
in the UK and hotspots also occur throughout
Northern Ireland, particularly in major urban
areas and in the border regions.

WHAT IS BREATH?

In just the three years since its conception, the
BREATH programme has stood as a stellar
example of a successful interdisciplinary, crossborder, collaborative research and training
programme.
In 2017 €7.7 million was offered to DkIT
(lead partner), in partnership with QUB and
UWS, to deliver the BREATH project. The
cross-border initiative has been funded by
the EU’s INTERREG VA Programme which
is managed by the Special European Union
Programmes Body.
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From the very outset of the establishment of
BREATH every effort has been made to engage
with non-academic partners and stakeholders to
include industry partners and patient advocacy
groups.
During a notable point of the project’s
journey, BREATH won the Northern Ireland
Healthcare Award for Asthma / COPD Project
of the Year in 2018, a category sponsored by
Teva UK. The awards ceremony – spearheaded
by Medical Communications, and which also
boasts sister ceremonies in Wales and Scotland
dedicated to the pharmacy profession (Welsh
Pharmacy Awards and Scottish Pharmacy
Awards) – pays tribute to a number of
healthcare trailblazers, and the positive impact
which they have forged for the benefit of their
patients and peers alike.
Bridget McCabe, who is Managing Director
of Medical Communications and responsible
for the organisation of the awards, reflected
on the value which the Teva sponsorship has
brought to the events.
She said, ‘Teva UK has supported the
respiratory award category in the Northern
Ireland Healthcare Awards and the Scottish
Pharmacy Awards for the past four years. It is
a pleasure to work in tandem with a company
who see the value in recognising the excellent
developments in this field of medicine.
‘The respiratory team at Teva is aware how
important it is to acknowledge the hard work
of those who strive to provide a better quality

of life for patients who suffer from respiratory
disease. The calibre of judges, who are more
than willing to sit on the judging panels, is
testimony to the importance of our ensuring
the respiratory category remains in our award
programmes.’
Professor Lorraine Martin from QUB – one
of the partners of BREATH – also shed light
on what the collaboration with Teva has meant,
saying, ‘We were delighted in 2018 when
BREATH won Asthma / COPD Project of the
Year, Northern Ireland Healthcare Awards. This
award is sponsored by Teva Pharmaceuticals
who have since provided significant support to
the BREATH project. A key element has been
the provision of industry-relevant training to
our PhD students and post-doctoral research
fellows.’

The BREATH team won the Northern
Ireland Healthcare Award for Asthma /
COPD Project of the Year in 2018
Discussions at the event between Professor
Lorraine Martin and Audrey Campbell from
Teva led to the development of a collaborative
event in 2019 held at QUB where Teva
partnered with the BREATH team to develop
students’ understanding of the pharmaceutical
industry with presentations and discussions
on marketing, NHS strategy, compliance and
learning and development. NI NICE facilitator
Lesley Edgar also gave a presentation on the role
of NICE.

WWW.NIHEALTHCARE.COM

COPD

Students at the BREATH conference at QUB in 2019
Following the success of the QUB event in
2019, and building on the feedback from the
students from both universities who attended
the event, plans were in place for Teva again to
contribute to the BREATH conference, this
time hosted by UWS and to follow the students’
project presentations in a similar vein to the
2019 event. The event was obviously overtaken
by circumstances and a hastily revised virtual
programme was arranged with Dr Anne Crilly
from UWS, Professor Lorraine Martin from
QUB and Sally Hughes and Audrey Campbell
from Teva who delivered an agenda based on
themes developed from the previous year’s
feedback.

2020 VIRTUAL CONFERENCE

The annual BREATH conference is rotated
across the partners, providing not only another
opportunity for the students to hone their
presentation skills, but importantly, facilitating
peer and staff review of student progress,
enabling fertilisation of ideas for crossprogramme collaborations, and showcasing
BREATH research to external stakeholders and
industry partners.
This year’s conference, which took place in
virtual form and was attended by 200 people
across three days, recently saw 19 BREATH
PhD students across the partner organisation
present their advancing research and findings
in tackling the lung disease, which claims more
than 600,000 lives in the EU every year.
The research projects in discussion
were wide-ranging and included a study on
premature lung aging and an examination of
smooth muscle cell biology and its relevance to
COPD. Highlights included Orla Dunne from
QUB being awarded Best Overall Presentation
for her work on mechanical stress responses and
chronic cough, and recognition being given to
Carly Woods from UWS and Tuleen Alkawadri
from DkIT for Research Excellence.
Discussing the condition’s impact in
Scotland, and the important path which the
work is paving, Professor John Lockhart,
UWS BREATH Lead Principal Investigator,
said, ‘COPD is now the third-biggest killer
worldwide, with lung diseases in Scotland,
recently overtaking cardiovascular disease for
the first time. Smoking, pollution, genetics,
infection and prematurity are among the
contributing causes of COPD.
‘What is of particular concern is that areas of

southwest Scotland, such as East Ayrshire and
Dumfries & Galloway, are disproportionately
affected by this life-limiting disease and so
a key focus of this conference and the wider
BREATH project is not only to look into
and share progress towards new therapies
and treatments for the disease, but also to
significantly raise awareness of the causes and
preventative steps we can take to reduce COPD
rates in these areas.’
This year’s conference saw BREATH
working in partnership with leading global
pharmaceutical company, Teva UK, to deliver
a PhD training day. This session included
presentations from senior employees of Teva,
including the UK and Ireland General Manager,
Kim Innes, giving BREATH PhD students a
unique insight into the pharmaceutical industry.
Dr Anne Crilly, one of the UWS BREATH
Principal Investigators and organiser of this
year’s event, said, ‘UWS was delighted to host
this year’s three-day annual conference, which
gave the partnership an opportunity to engage
academic, clinical and industrial stakeholders
and to highlight the advances being made across
the project. As a life-limiting and incurable
lung disease, it is hoped that our research will
give a better understanding of the biological
processes involved in COPD which in turn may
help to inform future drug discovery, improving
the clinical management of this devastating
condition.
‘On behalf of the UWS BREATH
organising team, I’d like to extend a huge thank
you to everyone involved in the success of this
year’s conference, and in particular acknowledge
the Teva team who helped to make this such a
unique and memorable event.’
‘We were really pleased to partner with
UWS for their BREATH virtual conference,’
said Kim Innes, General Manager of Teva UK
& Ireland. ‘COPD affects millions of people up
and down the UK, and the BREATH project
has done great work since its establishment
in 2017 in promoting better understanding
of the disease and potential preventative
treatments. Partnerships like these between
the pharmaceutical industry and academia
are really important as they allow us to share
knowledge and expertise for the ultimate benefit
of patients.’
Despite the format of the conference
adjusting, the attendees’ levels of engagement
soared – in fact, significant positive feedback
and follow-up contact on the topics of the event
has been recorded.
Sean Twohig, from Teva, who presented on
the day, reflected, ‘Following the conference,
I received numerous queries on LinkedIn
from the attendees. The messages ranged from
specific questions about the topics discussed
to general advice being sought about their
careers and the industry as a whole. It was great

to be part of such a well-run event and see the
interaction between academia and industry.’

Left to right: Anne Crilly and Jonny Mone online at
the conference

The Teva team at the conference. Left to right:
Audrey Campbell, Kim Innes and Orla Barron. Bottom
row left to right: Sean Twohig, Brendan Muldoon and
Sally Hughes

THE FUTURE IS BRIGHT

Speaking further on the research cultivated
by BREATH thus far throughout Ireland and
beyond, Professor Keith Thornbury, BREATH
lead, explained, ‘Although only two-thirds
through our PhD training programme, we have
already communicated our novel findings in
numerous conference presentations and several
research papers, including one in the prestigious
Proceedings of the National Academy of
Science (USA), highlighting a novel regulatory
subunit of an important ion channel.’
As for BREATH’s future, Professor
Thornbury continued, ‘The achievements are
ongoing. We are currently training a 28-person
strong cohort of young scientists, all focussed on
the causes, treatment and prevention of COPD.
The productivity of this activity is evident from
the fact that we are ahead of our targets in terms
of publications. Additionally, our Outreach
programme has reached numerous schools,
science festivals, as well as actively engaging
local politicians.
‘The region will benefit from the enhanced
R&I activity generated by 28 new young
scientists in training. As individuals, they
will emerge as highly trained scientists with
industry-relevant skills that will benefit
both themselves and the regional business
community.’
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APLASTIC ANAEMIA

UNDER THE MICROSCOPE –
APLASTIC ANAEMIA

Aplastic anaemia is a rare and serious bone marrow failure
disorder that can be fatal. The Aplastic Anaemia Trust is
the only organisation in the UK, in existence for over 30
years, dedicated to raising funds to enable research and
providing much-needed emotional and practical support
to patients and their loved ones. Leena O’Hara, from the
Aplastic Anaemia Trust, helps us take a closer look at this
rare illness, the impact it has on young people, and how a
programme she leads on is striving to make a difference.
WHAT IS APLASTIC ANAEMIA?

In most cases, aplastic anaemia is an auto-immune disorder, where the immune system attacks the stem cells.
These stem cells are the ‘queen bee’ cells within the bone marrow, making all the different type of blood
cells. This results in a deficiency of the blood-making cells and the consequent downstream effects of low
blood counts, in all the cell types.
In aplastic anaemia, production of red blood cells, white blood cells and platelets is reduced. A bone
marrow sample would normally contain large numbers of stem cells. However, for someone with aplastic
anaemia it would contain very few stem cells over a longer period.

WHAT ARE THE SYMPTOMS?
Leena O’Hara

• Deficiency in red blood cells causes anaemia and people affected may experience fatigue, shortness of
breath, headaches and occasionally angina chest pain
• A low number of white blood cells increases the susceptibility to infections, such as sinus / throat, skin
and chest infections
• Low platelets cause a tendency to bleed, leading to nose bleeds, unexplained bruising, blood blisters in the
mouth, but also serious bleeding episodes, such as into the brain cavity or from the gut, which can be fatal
Once a diagnosis has been made, the severity of the condition will be classified as either non-severe,
severe or very severe. This classification is determined by levels of neutrophils, platelets and bone marrow
activity.

WHO DOES APLASTIC ANAEMIA AFFECT?

Aplastic anaemia is a rare disease that can affect people of any age, but it is common in the most vulnerable
groups – 0-to-22-year-olds and in people over the age of 60. The exact occurrence is not known, but it is
estimated that between 100-and-150 people are diagnosed in the UK each year and about 30-to-50 of those
diagnosed are children. This is around two people for every million of the population.
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APLASTIC ANAEMIA
WHAT TREATMENTS ARE AVAILABLE?

Treatment is closely similar to that of patients suffering
from cancer. Once a diagnosis is established (and even
this can take a long time) treatment is lengthy, costly and
extremely isolating. It entails multiple blood transfusions and
chemotherapy in preparation for a bone marrow transplant –
if a direct match bone marrow donor is found.

THE IMPACT ON YOUNG PEOPLE

Life with a rare illness is tough. It is even harder when you
are a child, an adolescent or a young person, trying to get to
grips with growing up and finding your place in the world. A
rare illness like aplastic anaemia can turn people’s lives upside
down.
‘I felt we were entering unknown territory and all the doctors
kept telling me was that it was something they had never seen
in their whole career.’
Parent of a 14-year-old aplastic anaemia patient
Patients and their families may need to travel frequently
and long distances to access specialist treatment that is often
not available locally due to the nature of the rare disease. The
level, quality and access to co-ordinated support currently
available to a young cancer patient is not available to a young
person suffering from aplastic anaemia. Yet the effects of the
disease can be equally devastating.
The impact on young patients’ mental health is also
significant. The lack of available support and information
can lead to anxiety, undue worry and concern, feelings of
exclusion and may add to the already significant emotional
trauma experienced by everyone affected.
‘When I was first diagnosed with aplastic anaemia I was scared,
confused and angry. I felt like things would never improve.’
Alex, diagnosed with aplastic anaemia at 15
Young patients, while undergoing intensive treatment,
will miss school, sometimes for an entire year. This can have
an additional traumatic effect of missing out in forming those
key relationships and friendships in the formative years. The
Aplastic Anaemia Trust is passionate about addressing this
inequality across all local communities, in which the young
patients live, and is working hard, alongside patients and
their families, to secure the necessary funds. This is an area
of support where there is no government funding available
and the not-for-profit sector and charities like the Aplastic
Anaemia Trust exist to plug the gap.

HOW THE APLASTIC ANAEMIA TRUST IS
MAKING A DIFFERENCE

by aplastic anaemia from diagnosis, through treatment and
post-recovery.
‘For far too long, young people diagnosed with aplastic anaemia
have had to make sense of their condition by using information
which has been produced for other conditions – mainly cancerrelated publications. For many young people, being diagnosed
with such a rare illness is challenging enough, however being
unable to access any information on their illness fuels their feelings
of isolation, anxiety and trauma.’
Leena O’Hara, Programme Manager for MarrowKidz
Using an online survey completed by consultants, patients
and their families, the Aplastic Anaemia Trust have identified
the clinical information needed for young patients. A series of
new factsheets will cover key procedures and treatments used in
aplastic anaemia, such as bone marrow biopsies, blood product
and platelet transfusions, Ciclosporin, Anti-Thymocyte
Globulin treatment, steroids and stem cell transplants.
Alongside these factsheets will be a series of advice booklets,
which have been developed with extensive engagement with
the patient community. The advice booklets will explore key
themes which have been identified as important to young
patients, such as coping with isolation, managing relationships
and being a teenager with aplastic anaemia.
A short animation film has also been developed for
children, in consultation with young people and their families.
This will be the first in a series of films to explain this complex
condition to children and their peers. The resources have been
developed in collaboration with consultants, including Dr
Anne Kelly, Addenbrookes Hospital, Dr Beki James, Leeds
Children’s Hospital, Professor Rod Skinner, Newcastle and Dr
Sujith Samarasinghe, Great Ormond Street Hospital.
All of the resources, and many others, will be freely available
on a new, dedicated area for MarrowKidz on the Aplastic
Anaemia Trust website later this summer.

HOW YOU CAN HELP

Fundraising is one way you can help the Aplastic Anaemia
Trust, especially at a time when community fundraising has
been so devastatingly affected by the recent global pandemic.
Funding and grants will help the Aplastic Anaemia Trust to:
• Provide every patient and their family with excellent quality
information, emotional / psychosocial and practical support
• Develop and implement a comprehensive patient advocacy
programme to champion the rights of aplastic anaemia patients
for excellent quality care and treatment nationally
• Enable ground-breaking research to improve patient
experience and ultimately find a cure
To find out more about aplastic anaemia and the work of
the Aplastic Anaemia Trust visit: www.theaat.org.uk.

Thanks to the National Lottery Community Fund, the
Aplastic Anaemia Trust is midway through a two-year
programme to revolutionise the information available to
young patients from birth to 25-year-olds and their families.
Working in collaboration with paediatric haematology
consultants, senior nurse specialists, young patients and their
families, they are producing an interactive resource library on
aplastic anaemia. These resources are aimed at those affected
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DRY SKIN CONDITIONS

SKIN DEEP

Julie van Onselen, Lecturer Practitioner
in Dermatology, Dermatology Education
Partnership Ltd, presents an overview
of emollients and dry skin conditions,
aimed at pharmacists.
Pharmacists are increasingly
on the frontline of managing
eczema and dry skin conditions.
A key component of first-line
management is recommendation
of the most appropriate
emollients, which may be
bought over the counter or
prescribed. A large retrospective
research study examined the
patient records of almost 55,000
patients diagnosed with dry skin
conditions and eczema, over a
Julie van Onselen
four-year period. One group of
patients had been prescribed emollients and the other had not. The
number of practice visits was significantly lower in the emollient group
compared to the non-emollient group. Prescribing an emollient was
associated with fewer prescriptions of potent topical corticosteroids.
Whereas patients in the non-emollient group were 18 per cent
more likely to require a topical steroid. They were also 13 per cent
more likely to require an antimicrobial-containing prescription. (1)

EFFECTS OF DRY SKIN

Dry skin is synonymous with a skin-barrier defect and is caused by
loss of water from the stratum corneum. (2) The primary function
of the skin barrier is to restrict water loss and to prevent the entry
of irritants, allergens and skin pathogens. When the skin barrier
function is impaired, water is lost transcutaneously. Skin dehydration
leads to the development of cracks between the skin cells, resulting in
inflammation and pruritus. (2)
Several factors may affect the skin barrier function, including
ageing, environmental influences like chronic sun exposure, cold, wind,
low humidity, chemical exposure, physical trauma, and hormonal
changes associated with the menopause. (3)
Dry skin (xerosis) is a common symptom of a number of skin
conditions, including atopic dermatitis / eczema (AD/AE), ichthyosis,
irritant contact dermatitis, psoriasis and asteatotic eczema. Dry
skin can be unsightly and can have a negative impact on a patient’s
quality of life through itching, discomfort and embarrassment about
their appearance. Left untreated, dry skin can lead to a flare of the
underlying condition such as atopic eczema. (2)

TREATING DRY SKIN WITH EMOLLIENTS

The terms emollient and moisturiser are often used interchangeably
in the literature. The lack of consistency on the use of these terms
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can be confusing, especially as many products have both occlusive and
moisturising properties. Generally, emollient is used as an inclusive term
to describe substances whose main action is ‘to occlude the skin surface
and to encourage build-up of water within the stratum corneum’. (4)
Depending on the composition of the emollient, they work either by
occlusion, ‘trapping’ moisture into the skin (which slows the evaporation
of water), or in an ‘active’ way by drawing moisture into the stratum
corneum from the dermis. (5)
A 2013 Consensus Statement recommended that ‘Emollients should
be the first line therapy for all dry-skin conditions, including eczema,
asteatotic eczema and psoriasis.’ (2) Emollients moisturise the skin by
increasing the amount of water held in the stratum corneum. (6)
Emollients help reduce the clinical signs of dryness, such as roughness
or scaling, and improve symptoms, like itching and tightness. They
need to be cosmetically acceptable to the patient, so they can continue
with their day-to-day activities, this will help promote adherence to
treatment. (4)
If possible, patients should be given the opportunity to consider a
variety of emollients from the wide range of products available, and
to identify the most suitable products for their skin. The choice of
emollient may be driven by cosmetic acceptability, cream or ointment
formulation, oil content, and additional benefits such as humectant and
/ or anti-itching properties.
Ideally, an emollient should be prescribed with a pump dispenser to
minimise the risk of bacterial contamination. For emollients that come
in pots rather than pump dispensers, advise that using a clean spoon or
spatula (rather than fingers) to remove the emollient helps to minimise
contamination. (7)
Emollients have a steroid-sparing effect and should be supplied in
a 10:1 ratio of emollient to steroid in order to achieve the full benefit.
(7) Aqueous cream BP should be avoided both as a leave-on emollient
and as a washing product. It contains approximately one per cent SLS
(sodium lauryl sulfate), an anionic surfactant known to be profoundly
irritant. Using Aqueous cream BP weakens the epidermal barrier and
increases transepidermal water loss. (2)
Pharmacists are well-placed to give balanced, consistent and accurate
advice, and are uniquely equipped to influence care for the better.
Note – this article is based on a National Pharmacy Association accredited
training course ‘Emollients and Dry Skin Conditions’ developed for
pharmacists and supported by the Zeroderma range from Thornton and Ross
Pharmaceuticals.
The training is available in a series of webinars. Email to register interest and
receive further details: zeroderma@thorntonross.com.
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Zeroderma range accredited by the
British Skin Foundation
The Zeroderma range of emollients and barrier
creams from Thornton & Ross have recently
received accreditation from the British Skin
Foundation (BSF).

As one of the UK’s leading supporters of skin disease
research, the BSF offers accreditation to brands
following an in-depth, independent review of the
products, by an expert panel including at least two
independent BSF consultant dermatologists.

Zeroderma offers the widest range of costeffective emollients and barrier creams, with
cost savings for the NHS without compromising
on quality. Receiving this recognition for a
range of 10 products from the BSF will help give
confidence and trust in the Zeroderma range to
both patients and prescribers.

A recent survey from the BSF showed that 82% of
respondents are more likely to buy a skin health
product if it is accredited by an independent
dermatologist led organisation and 95% are more
likely to trust the product. [1]

Email: zeroderma@thorntonross.com
Tel: 01484 842217
Reference
Web: www.britishskinfoundation.org.uk

1. https://www.britishskinfoundation.org.uk/brand-accreditation accessed 1st May 2020
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STROKE

A STROKE OF ACTION

NIHR talks to Manuel Reiberg, MD of Daiichi Sankyo, about the impact of
strokes on the population, particularly during the ongoing pandemic, and
the necessity of effective detection and prevention strategies.
appropriate DOAC, which avoids the need for
regular blood tests for INR monitoring.ii
Moving forward, the challenge for all parts of
the health system needs to be on ensuring the safety
of patients that remain undetected. Recent studies
have highlighted the impact that lockdown policies
have had on the detection of AF, which points
to a potentially worrying trend across developed
economies.iii

Manuel Reiberg

WHAT HAVE BEEN THE
CHALLENGES PUT ON
HEALTHCARE SYSTEMS WITH
REGARDS TO PROTECTING
PATIENTS WITH A HIGH RISK OF
AF-RELATED STROKE DURING
THE COVID-19 PANDEMIC?

The COVID-19 pandemic has forced all
organisations to review the way they operate
and assess how they can do things differently.
Nowhere has this self-reflection been more
necessary than in the delivery of preventative
healthcare.
Specifically in stroke prevention, health
systems have had to look across their
populations to understand which patients
can be supported and managed outside of
hospital settings and in the community.
Decision-makers have had to balance the
need for patient safety whilst exploring how
disruption to day-to-day services can be
minimised through the adoption of novel
ways of working.

WHAT HAS THIS MEANT ON A
REGIONAL LEVEL IN NORTHERN
IRELAND SPECIFICALLY?

To limit the scope of the pandemic, which to
date has sadly led to more than 500 deaths
in Northern Ireland alonei, HCPs have
risk-assessed patients with AF to ensure their
treatment plans remain suitable. Practically,
this involved reviewing whether patients
receiving warfarin could be switched to an
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WITH REGARDS TO STROKE
PREVENTION IN NORTHERN IRELAND,
HOW IMPORTANT IS COLLABORATIVE
WORKING BETWEEN HEALTHCARE
PROFESSIONALS IN IMPROVING
POPULATION HEALTH?

Collaborative working across the healthcare system
is incredibly important to improving population
health outcomes, reducing health inequalities and
protecting patients.
We were very much looking forward to the
launch of Dr Niamh Kennedy’s report on 23rd
March but sadly this had to be postponed like so
many other events at the time. We believe that her
AF Inquiry, commissioned by Northern Ireland
Chest Heart and Stroke, was a very timely initiative.
Stroke is the third biggest cause of death in
Northern Ireland.iv It is estimated that AF causes
12,500 strokes in the UK every year and potentially
7,000 strokes and 2,000 premature deaths could be
avoided every year through effective detection and
protection of patients at risk.v There are significant
cost-saving opportunities to be gained from better
detection and management of AF, with some
experts estimating a potential £4 billion worth of
savings in societal costs by 2035.vi

IN YOUR VIEW, WHAT SHOULD BE THE
LONGER-TERM GOALS IN NORTHERN
IRELAND FOR STROKE DETECTION
AND PREVENTION?

We believe that all leaders across the system
should work towards a common long-term goal of
improved AF detection and management in the
region. This is absolutely essential in order to keep
patients out of hospital and reduce preventative CV
events.
Over 37,000 people in Northern Ireland have
been diagnosed with AF, and we know that there
may be an estimated 10,000 people in Northern

Daiichi Sankyo UK Ltd has not commissioned this article
and has had no editorial control over the content of the
final publication.

Ireland undiagnosed.vii
Better detection and prevention can be
done via a number of ways. This includes
utilising available digital technologies to
support addressing the detection gap, and
developing a Northern Ireland-specific AF
clinical pathway which puts the patient at the
centre and joins together all aspects of the
treatment journey.
In a post-COVID19 environment,
innovative approaches such as virtual clinics
and remote detection pathways can serve as
essential tools to support this effort.

WHAT ARE THE AMBITIONS OF
DAIICHI SANKYO GOING FORWARD
WITH REGARDS TO STROKE
PREVENTION IN NORTHERN
IRELAND?

As an organisation we hold a lasting
commitment to support healthcare
professionals to deliver effective preventative
health interventions that improve the lives of
patients.
We support the calls for a dedicated AF
strategy for Northern Ireland which will drive
forward service improvement in detection
and management and includes clear long-term
targets for the wider system to work towards.
Long-term targets, as we have seen with the
NHS Long Term Plan in England, enables
the creation of shared and focussed objectives
for all partners across the system to pursue.
As a committed partner, we wish to support
Northern Ireland to seize the opportunities
presented by better prevention of AF-related
stroke, both in terms of cost-savings for
customers along with improved health
outcomes for patients.
I passionately believe, now more than ever,
that the role of pharmaceutical companies
is changing. The pandemic response has
demonstrated that industry and healthcare
provider collaborations can achieve
transformations in the standard of care. We
look forward to working collaboratively with
the system to optimise the prevention of AFrelated stroke for all patients in the region.
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SWANN ANNOUNCES
APPOINTMENT OF INTERIM
MENTAL HEALTH CHAMPION
Professor Siobhán O’Neill, Professor of Mental Health Sciences at Ulster
University, has accepted the role of interim Mental Health Champion for
Northern Ireland.
Professor O’Neill is one of Northern Ireland’s leading experts in the field
of mental health and is known for her active and passionate involvement in
suicide prevention.
Making the announcement, Minister Robin Swann said, ‘I am delighted
that Professor O’Neill has agreed to step into this interim position while
we proceed with an external recruitment process to make a permanent
appointment by April 2021.
‘Since I became Health Minister I have identified mental health as a
significant priority. The COVID-19 pandemic has underlined the need for
this area of healthcare to be given the priority it deserves.
‘An integral element of bringing that required focus is the appointment
of a Mental Health Champion. I am confident that Professor O’Neill will
bring the needs of this sector to the very top of the policy agenda.’
Professor O’Neill commented on the news, ‘Mental health needs to be
a key priority for Northern Ireland as we move through this pandemic and
beyond. I will bring a wealth of experience, from both an academic and
personal perspective to this interim role.
‘I am delighted to have the opportunity to ensure that the voices of
those who struggle with their mental health are heard, and that they
influence policy and practice across government departments.’

TRUST PERFORMS FIRST
PAEDIATRIC LIVING DONOR
TRANSPLANT SINCE COVID-19
IN UK
Belfast Health & Social Care Trust have announced the first successful
paediatric living donor transplant since the COVID-19 surge in the UK
or Ireland.
Inspired by the successful work undertaken by their adult renal
and nephrology service increasing deceased donor transplants during
COVID-19, the paediatric team are incredibly proud to have reached this
stage. Living donor transplants were stood down during the COVID-19
surge.
Due to the pandemic, the trust took steps to make sure that they could
proceed safely to protect the patients and staff. The efforts of the public to
socially distance, stay at home, and reduce the strain on the health service,
were vital to ensuring that the trust had the capacity to deliver this service
for patients who needed it the most.
As the donor was an adult this achievement is a result of collaboration
between the paediatric team and those in the adult service at Belfast City
Hospital, ensuring a smooth process.
Dr Mairead Convery, Consultant Paediatric Nephrologist, said, ‘We are
absolutely delighted to be the first centre in the UK or Ireland to be able
to perform a living donor transplant. There were many tiers we had to go
through to get this arranged as we had to take careful consideration of the
risks and benefits to the patients and their donors who are giving the most
amazing gift that could ever be given, especially to a child.
‘Many children on the transplant list need dialysis on a daily basis and
this places a huge burden on them and their families. It was very important
to work on this to benefit the families and improve the quality of life for
the children we care for. It is great to say we in Northern Ireland were the
first to take this huge step.’

WWW.NIHEALTHCARE.COM

FIGHTING WORDS

COLORECTAL CANCER

Monique van Leerdam, leading colorectal cancer expert and member of the United European
Gastroenterology Public Affairs Committee, discusses what action can be taken to reduce
the heavy burden of colorectal cancer across Europe.
Colorectal cancer (CRC) is Europe’s second biggest cancer killer, claiming the lives of over
170,000 people in the EU each year. (1) Accounting for 13 per cent of all cancers – with over
375,000 newly-diagnosed cases annually – CRC is the most common digestive cancer.
This year marks 10 years since the European Parliament adopted the Written Declaration on
Fighting Colorectal Cancer in the European Union, which called upon the EU and Member
States to improve public awareness and policies to tackle the CRC burden across Europe. CRC
screening, which has been shown to reduce mortality rates, was a key focus of the Written
Declaration, with calls to encourage the implementation of CRC screening best practice in all
EU countries.
Since 2010, the number of countries that have implemented CRC screening has increased
from 15-to-23, targeting 72 per cent of the eligible European population. (3)
Although clear progress has been made in the implementation of CRC screening
programmes across the EU, there are still vast discrepancies between Member States in the
quality and cover of their national programmes.

THE IMPORTANCE OF CRC SCREENING

Detecting CRC at an early stage is vital in improving survival rates. CRC patients have a fiveyear survival rate of 92 per cent when detected at stage one and an 84 per cent survival rate at
stage two, while dropping down to 65 per cent when detected at stage three, and even further at
stage four with a survival rate of just 10 per cent. (6) This demonstrates that the vast majority of
patients can be cured if they receive an early diagnosis.
Since the roll-out of screening programmes, Europe has observed a steady decline in
CRC mortality rates and a recent global study published in The Lancet has demonstrated a
correlation between the introduction of screening programmes and a reduction in mortality.
While the UK and Ireland have CRC screening programmes, implementing a screening
programme in the first place is not the only issue. The inequality in eligible citizens participating
in screening is vast across Europe, including in the UK and Ireland. For example, there are 54
per cent, 55 per cent, 55 per cent and 63 per cent participation rates in Northern Ireland, Wales,
England and Scotland respectively, but in Ireland participation rates are as low as 12 per cent.
Governments should therefore address the organisation of screening programmes to encourage
improved participation rates in eligible citizens.

IMPROVING PUBLIC AWARENESS

As well as improvements in CRC screening, we need to support and encourage public awareness
campaigns and public health interventions in the EU that facilitate positive lifestyle changes to
reduce the risk of CRC.
Nine-in-10 people, for example, are unaware that alcohol increases the risk of cancer.
Consuming just one alcoholic drink per day increases the lifetime risk of CRC and it is therefore
advised to avoid heavy alcohol consumption to reduce the risk of CRC. (4) In addition to the
risks associated with alcohol, CRC is linked to inactive lifestyles, poor diets and obesity. (5)
CRC rates in young adults is increasing by six per cent per year, which could be linked to these
unhealthy habits and sedentary lifestyles. Research has found that up to 28 per cent of CRC
cases in the UK are caused by eating too little fibre, while five per cent is caused by too little

physical activity. (7) It has been suggested
that lifestyle changes, such as a high fibre
diet, reducing the intake of red meat, and
maintaining a healthy weight, while keeping
active aids the limit of colorectal cancer.
Raising public awareness that address
healthy lifestyles is therefore a key measure
action in minimising the threat of colorectal
cancer.
Positive actions include the introduction
of policies that limit the consumption of
fast foods, implementing incentives to
reduce the production of processed foods,
and facilitating educational programmes
that highlight the risk of smoking, high
alcohol consumption and processed foods.
Knowing the key symptoms of CRC
is also a key factor helping to achieve an
earlier diagnosis. These include a change in
bowel habits, blood in stools, or unexpected
weight loss, and patients should seek advice
from their doctor should they notice any
of these changes. Healthcare professionals
must act as proactive figures by educating
citizens of CRC symptoms to help
contribute to early detection of this disease.

SUMMARY

The most crucial and effective component
in the battle against colorectal cancer is to
recognise its presence as early as possible.
Increasing the implementation and quality
of CRC screening programmes needs to
become a key priority for governments
across Europe, as well as improving public
awareness of the key symptoms and risk
factors.
For more information, read the United
European Gastroenterology’s
‘Co-ordinating European Action on
Colorectal Cancer’ manifesto.
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INTRODUCING AQUAFLUSH
IRRIGATION SYSTEMS
In the last few years, Renew Medical has helped thousands of people regain control of
their bowel through the use of Renew Inserts, our ground-breaking containment product
for faecal incontinence.
We’re now delighted to announce that Aquaflush – the innovative range of bowel irrigation
and stoma-care products – has become part of the Renew Group, expanding our product
offering to encompass Renew Aquaflush Irrigation Systems and the Renew Stoma Stopper.
With the new addition of these products we aim to support many more HCPs, enabling them
to offer a wider range of Renew products for their treatment plans, and patients, enabling
them to manage their bowel control problems and live their lives as normally as possible.

Bowel Management Innovation
While effective bowel emptying is the norm for most people, for some, functional or neurogenic bowel disorders cause
symptoms such as faecal incontinence or chronic constipation. In the year 2017-2018 an estimated 218,000 people in
the UK visited their GP to seek help for constipation, with 196 people being admitted to hospital every day.

A conservative estimate is that there are
around 6.5 MILLION people in the UK
today with some form of bowel problem1

That’s 1 in
10 of us.

As well as the physical
discomfort, bowel control
problems can also have a major
impact on a person’s quality of
life and wellbeing. At Renew
Medical, we’re dedicated to
designing and developing a
range of innovative products
to help people manage their
bowel function and improve
their quality of life.

1. Bowel Interest Group, Cost of constipation report, 2019

BE CONFIDENT. BE IN CONTROL. BE YOU.

£162

MILLION

was spent by
NHS England on
treating constipation
in

2017–18 alone1

Along with Renew Inserts – our
award-winning containment
product that helps prevent
faecal incontinence – we now
offer a range of products for
rectal irrigation – also known as
trans-anal irrigation (TAI). Rectal
irrigation is a unique method of
bowel management that can help
a patient avoid complications
of bowel dysfunction, such as
constipation, faecal incontinence
and accidental leakage.

LMar2020H

OFFERING A RANGE OF INNOVATIVE
PRODUCTS FOR THE TREATMENT OF
BOWEL CONTROL PROBLEMS
Designed in the UK, the Renew Aquaflush Irrigation systems are simple, complete systems created based
on feedback from healthcare professionals and patients. Safe, hygienic and easy to use, each product
has everything a patient needs to carry out rectal irrigation, helping them to achieve regular bowel
emptying or gain control of their bowel function.

Environmental Promise
We take our commitment to the environment seriously. While it’s difficult to achieve the best environmental
standards and also adhere to medical standards for safety and performance, we’re constantly reviewing our
product range and looking for ways to reduce environmental impact.
Find out more: aquaflushmedical.com/environment

Renew Aquaflush Irrigation
Compact

Lite

Compact Plus

Actif

Our simple full irrigation system uses
modular components to deliver an intuitive
and easy-to-use solution. With its large 1.2
litre bag it is suitable for patients who can
sit on a toilet or commode.

Designed with the patient in mind,
the Comapct provides a system that
is quick, easy to learn and safe to use.
Best suited to those who only require a
small amount of water when irrigating.

The latest product from our range with
a larger, softer pump than our standard
Compact, providing the user with an
increased water capacity for irrigating.

Renew Stoma Stopper

With its ergonomically designed cone the
Actif is a unique dual-purpose product,
which can be used for either paediatric
rectal irrigation or stoma irrigation.

Renew Inserts

Designed to seal and maintain stoma sites
in various locations on the body, our unique
Renew Stoma Stopper enables a patient to
cut the length of the stopper to ensure the
best comfort and fit every time. Made from
implant-grade silicone and with an ultra-low
profile, the Stoma Stopper is virtually invisible
even beneath thin clothing.

Developed over several years to help
prevent faecal incontinence, our Renew
Inserts feature an award-winning design
that offers a discreet, clean and hygienic
alternative to pads. Soft, comfortable and
easy to use, each single use Insert comes
with a hygienic fingertip applicator and is
safe to be worn day and night.

The Renew Care Programme
We understand that beginning a new bowel management routine can be daunting
and that you may have a lot of questions. Our dedicated Care team are on hand
to provide you with telephone support and information that will help you to take
control of your bowel management. Our Care team can be contacted at:

Visit: www.renew-medical.uk
Call: 0800 542 0814
Email: support@renew-medical.uk
LMar2020H

BE CONFIDENT. BE IN CONTROL. BE YOU.
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SHINGLES

SPOTLIGHT ON: SHINGLES

Following the onset of shingles, significant confusion and fear ensues for many
individuals. Explore the role of the pharmacist in reassuring patients and
pointing them towards optimal management tips, courtesy of Marian Nicholson,
Director of the Herpes Viruses Association & Shingles Support Society, who
overviews the painful condition.
NEWS: A VACCINE TO PREVENT SHINGLES

A vaccine to prevent shingles in the elderly is available in the UK. Zostavax is licensed for
anyone over 50. From September 2020, the NHS vaccination programme will include
anyone from 70-to-79 years old. The vaccine is well-tolerated because it boosts the antibodies
that the patient already has. It has been found to prevent half the cases of shingles, and in
the cases that do occur, it lessens the level of PHN by two thirds. Zostavax is safe for people
with no history of chickenpox. It is contraindicated for those with a weakened immune
system.

WHAT CAUSES SHINGLES?

Marian Nicholson
Shingles is more likely in the elderly, and they
are more likely to be affected by long-term
pain afterwards. This post-herpetic neuralgia
(PHN) ‘can render the patient’s final years an
unendurable misery’, to quote a pain expert.
The pharmacist has a very important role in
the treatment of shingles as prompt antivirals
can help prevent PHN. Therefore, recognising
the signs and telling patients that a prescription
drug could help, is paramount.
Pharmacists also need to reassure patients
that what they have been prescribed is the ‘right
thing’ for PHN, because the drugs used were
first developed as antidepressants and antiepileptics. Pharmacists should reassure patients
that these drugs can help with pain, as they
may think they are being fobbed off, or have an
erroneous prescription. The pharmacist should
also inform the patient that the starting dose
of the pills prescribed for pain is unlikely to be
high enough to be effective and that the patient
should return to the doctor after a few weeks to
get the dose increased.
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Shingles is a recurrence of chickenpox. Most of us have chickenpox before the age of 10. The
virus that causes it is called herpes varicella and like all herpes viruses it remains hidden
in the body after it is caught. As a person gets older, it is more likely that this virus will
reactivate.
When it does it is called herpes zoster and the condition it causes is called shingles.
In younger people (under 50) shingles is usually a minor problem and gets better quickly
without treatment. In people over 50, shingles may be a longer, more painful problem.
A person develops shingles because their body’s ability to suppress this dormant virus has
been reduced. This can be caused by an illness, trauma, operation, old age – sometimes there
is no apparent trigger.

RECOGNISE THE SIGNS

A doctor can prescribe antiviral tablets to help clear the rash, but to be effective they should
be started within three days, so prompt diagnosis is important.
The warning signs of an impending outbreak are often mistaken for something else. They
include:
• An unexplained pain or discomfort, or numbness, often on the face or around the ribs. The
patient may have thought this is ‘a pulled muscle’ but there has been no recent activity to
cause it; an ‘allergic reaction’ but they can’t think to what; an ‘insect bite’; or an ‘odd injury’
with no obvious cause. These sensations are caused by the reactivating virus travelling in the
nerve and irritating it
• The pain and the subsequent blisters or rash will occur near the area where this pain has
been. Shingles usually affects a single dermatome – nerve area – and is only on one side of
the body
• The duration of the outbreak can vary from a few days in a young person to several weeks
in an older person
• In older patients, it is more likely that the nerve pain will continue after the shingles
blisters or rash have cleared up. See later in the article

IS SHINGLES CAUGHT?

People are often mystified when they develop shingles. They also wonder if others can catch
it from them. They may be told to stay away from pregnant women without any reason being
given.
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SHINGLES
• Shingles is always a recurrence of chickenpox
• Most people have had chickenpox, although they may
not remember. Since chickenpox is highly infectious,
anyone who has ever nursed someone with chickenpox,
or even been in the same house as a person with
chickenpox, will have caught it, although it may have
been so mild that they don’t remember
• No-one can catch shingles (though they may catch
chickenpox if they haven’t had it yet). In fact, the more
often a person meets a patient with chickenpox, the less
likely they are to develop shingles
• A person who has never had chickenpox may catch it
by rubbing directly against shingles sores. Chickenpox
is not caught just by being in the same room as someone
with shingles
• Therefore, there is no need for a person with shingles
to refrain from normal social / work activities if they
feeling well enough
• This applies to pregnant women as well – they will not
catch chickenpox by being in the same room as a shingles
patient unless they touch the sores
There is one exception, which is when a person has
active shingles sores on the face or head. Infectious
matter from the rash could be inhaled by someone
nearby. In this case, the rash should be carefully covered
when going out in public. If the rash can’t be covered,
then ‘social distancing’ is necessary.

TREATMENT FOR SHINGLES

Antiviral treatment (aciclovir, valaciclovir or Famvir)
is used for shingles. It needs to be started within three
days of the onset of symptoms to be effective. After that,
the drugs will be of less use even though GPs may still
prescribe them.
Taking antiviral tablets and amitriptyline may help to
reduce the chance of developing post-herpetic neuralgia
– the pain that may follow shingles, especially in the
elderly – see later in the article.

SELF-HELP FOR SHINGLES

• Patients may wish to take systemic treatment if a flulike illness accompanies the onset of shingles
• Treatment for shingles pain is often required, either
OTC or in some cases stronger medications
• Topical pain relief includes lidocaine hydrochloride
five per cent ointment (indicated), lidocaine 10 per
cent spray, calamine lotion – and products containing
benzocaine or prilocaine
• Cover lesions that are not under clothes while the rash
is still weeping to prevent secondary (bacterial) infection
• Keep the rash clean and dry to reduce the risk of
secondary infection. Patients should seek medical advice
if there is an increase in temperature, as this may indicate
bacterial infection
• Patients will need to rest if they feel weak and tired.
Only they can judge how badly they are affected by
shingles

POST-HERPETIC NEURALGIA

When the blisters have healed there may still be pain in
the nerve that has been irritated by the virus as it travels

to the skin. It is termed post-herpetic neuralgia (PHN) when the pain has continued
for three months after the skin has cleared. PHN occurs in approximately one-in-five
people with shingles, and the risk increases with age.
The sooner treatment for PHN is begun, the more likely it is to be effective. It may
slowly fade away, but there is a risk that it can continue. It has been found that after two
years, one-in-five patients with PHN are still somewhat affected.
This means that when a patient has PHN, there is no way to predict for how long
this pain will last. It is up to the patient to decide how vigorously to treat PHN – is
the idea of continuing with this discomfort / pain, even though it has improved,
acceptable? If not, they will need to talk to the GP about treatment.

TREATMENT FOR PHN

The pills used for PHN slowly build up ‘a pain block’ over several weeks or even
months. They must be started at a low dose which is slowly increased over the following
weeks to reach an effective dose. When the starting dose is too high, the side-effects are
more likely to cause the patient to discontinue treatment.
Gabapentin and pregabalin were developed as anti-epileptic drugs and now have a
specific licence for neuropathic pain.
Tricyclic antidepressants such as amitriptyline or nortriptyline are frequently used
to treat this nerve pain.
Axsain (capsaicin 0.075 per cent cream) has an indication for treating PHN. It may
cause a sensation of burning, so it is advisable to apply lidocaine five per cent ointment
to the area first.
Versatis plasters (or patches) may sometimes be prescribed when other treatments
are not effective or for patients who find swallowing tablets a problem. They are used on
the affected area: 12 hours on, then off for 12 hours to allow the skin to recover.
If, after two months, the treatment seems not to be working, it is time to try a
different one.
If none of these are helping, then patients could be referred to a pain clinic. This
should not be left too long as after about a year treatment is much less likely to be
successful.

SELF-HELP TIPS THAT MAY BE WORTH TRYING

TENS machines are available in some pharmacies. Using TENS can be useful to either
alleviate the pain or just counter-stimulate the area to ‘take your mind off it’. Patients
should experiment with different settings, how often to use it and where exactly the
pads should be placed.
Some people with shingles have found these ideas helpful – they are not medicallytested:
• Holding a hot-water bottle to the area
• Holding a well-wrapped ice pack to the area for up to 90 minutes at a time
• Firmly bandaging the area or wearing a compression garment underclothes in order to
prevent the pain of a light touch if the patient has allodynia
• Eurax cream
• Lidocaine five per cent ointment on the area

COMPLICATIONS

NHS Clinical Knowledge Summary supplies a list of complications that could apply to
patients with shingles. Two that the pharmacist may wish to bear in mind:
• Long-term corticosteroid use lowers the immune response and therefore makes any
infection more likely to be serious
• Shingles on the face – when the eye may be involved. If the patient has discomfort /
pain in one eye, there may be a danger to eyesight. The patient should have a fluorescein
stain to detect involvement of the virus
Shingles Support Society
41 North Road, London N7 9DP
Office: 020 7607 9661
Helpline: 0845 123 2305
Website: www.shinglessupport.org.uk
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ALZHEIMER’S DISEASE

ALZHEIMER’S
DISEASE:
INFORMATION
IS KEY
Did you know that Alzheimer’s
disease is a type of dementia?
Admiral Nurse, Helen Green,
talks through some of the
major questions she receives
on Dementia UK’s Admiral Nurse
Dementia Helpline around the
condition, which is the most
common subtype of dementia, but
still so widely misunderstood.

When things get challenging or difficult for families,
Admiral Nurses work with them, understanding their
unique situation and providing strategies to help them cope.

WHAT IS THE DIFFERENCE BETWEEN
ALZHEIMER’S DISEASE AND DEMENTIA?

The short answer is that there is no difference. Alzheimer’s
disease is a form of dementia and so in essence they are the
same thing. Alzheimer’s differs slightly from other forms of
dementia in the way it can affect the function and structure
of the brain in all areas due to shrinkage, decreased chemical
exchanges and the build-up of proteins.

WHAT IS THE TEST FOR ALZHEIMER’S?

Currently there is no specific test which can accurately and
definitively diagnose Alzheimer’s disease. When assessing
the likelihood that someone has a diagnosis of dementia of
any form, health professionals rely on a variety of assessment
tools to form an overall picture. This is analogous to
creating a large jigsaw puzzle from smaller pieces. An
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assessment is based on the progression of symptoms,
cognitive functioning tests, physical health screens and
a reliable history from the person or a family member.
Occasionally further testing in the form of a CT or MRI
scan is conducted.

DOES IT AFFECT MEN AND WOMEN
DIFFERENTLY?

It’s estimated that there are twice as many women as
men affected by Alzheimer’s disease and the rate at
which the illness progresses tends to be faster in females.
It is known that females tend to live longer than males
and that age is a risk factor for dementia. It is also
suspected that the female hormone, oestrogen, may be a
factor but the reasons why remain unclear.
Research suggests that other risk factors, such as
heart problems and depression, are more prevalent
in females and so increase the risk of developing
Alzheimer’s disease. However, at this time there is
insufficient evidence to provide a clear answer.

IS ALZHEIMER’S DISEASE GENETIC?

In general terms the answer is no. When there is a high
prevalence of dementia in a family it tends to be down
to similar lifestyle choices or other physical health
issues that increase the risk. There are, however, some
exceptionally rare forms of Alzheimer’s disease where
there is a direct genetic link and affects people under the
age of 60.

HOW LONG DOES SOMEONE LIVE
FOR WHEN THEY HAVE ALZHEIMER’S
DISEASE?

There is no way of predicting life-expectancy for
someone who is living with this condition due to the
varying factors that affect the progression of dementia.
Each person’s experience of living with dementia is
unique.
For more information around Alzheimer’s, visit
www.dementiauk.org.
For anyone who has any questions around supporting
a person with dementia, contact the Admiral Nurse
Dementia Helpline on 0800 888 6678 or by emailing
helpline@dementiauk.org.
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CONGENITAL ADRENAL HYPERPLASIA

CONGENITAL ADRENAL HYPERPLASIA

In this issue, NIHR presents an exploration of congenital adrenal hyperplasia – the genetic condition
affecting the production of hormones in the adrenal glands.
Most types of CAH are autosomal recessive disorders, meaning both
parents are carriers of the gene. For the most frequent type of CAH the
defective enzyme involved is required for the synthesis of cortisol and
the mineralocorticoid hormone aldosterone. The impact on androgens
is somewhat different; the inability to produce cortisol and aldosterone
results in the overproduction of androgens.

CAH, as a whole, can be segmented into the following variations:

Classic CAH, although the rarer form, is usually diagnosed when the child is an infant – this is in contrast to Non-Classic CAH which is mainly
diagnosed later in childhood, adolescence or adulthood.
It is a condition that manifests itself differently depending on the form the patient has from the more severe Classic Salt Losing form to the Classic
Simple Virilizing form and finally the least severe Non-Classic variation.
Symptoms of CAH are detailed below:

CLASSIC

NON-CLASSIC

Adrenal crisis

Rapid growth in childhood and early teens but shorter
height than both parents

Enlarged genitalia in male newborns

Early signs of puberty

Enhanced genital development in males or females
before the normal age of puberty

Acne

Masculinisation of external female genitalia

Irregular menstrual periods (females)

Rapid growth

Fertility problems (in about 10% to 15% of women)

Appearance of pubic and armpit hair

Excess facial or body hair in women

Deep voice

Male-pattern baldness (hair loss near the temples)

Failure to menstruate, or abnormal or irregular menstrual
periods (females)

Enlarged penis (males)

Unusually tall height as children, but being shorter than
normal as adults

Small testicles (males)

Excess facial hair (females)
Early beard (males)
Severe acne
Testicular adrenal rest tumours (TART)
male and female fertility problems
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CONGENITAL ADRENAL HYPERPLASIA
TREATMENT
Although there is no cure for CAH it is no longer a severely lifelimiting condition. That said, treatment of a patient with CAH requires
an individualistic approach and continuous monitoring. Children
with CAH require a multidisciplinary team to treat them made up of
endocrinologists and urologists.
In growing patients (infants, children and adolescents) maintenance
therapy with hydrocortisone is recommended (with the body surface
area based dosing guidance being 10-15 mg/m2 BSA/ day in 3 divided
doses) however not an oral hydrocortisone suspension. (1) With its
lower potency when compared to other synthetic glucocorticoids
hydrocortisone is preferred as it has a lower incidence of associated side
effects. (2)
While many paediatric patients are prescribed hydrocortisone
doses of 2.5mg a problem immediately presents itself in the form of the
commercially available hydrocortisone 10mg tablet. Can splitting this
table in four, even with the markings in place to help, really guarantee an
accurate dose is being administered?
A study in 2017 (Madathilethu J, Roberts M, Peak M, et al
Content uniformity of quartered hydrocortisone tablets in comparison
with mini-tablets for paediatric dosing) concluded that breaking 10mg
hydrocortisone tablets into quarters produced an unacceptable variation
in the amount of active pharmaceutical ingredient (API) and would
increase the likelihood over both over and under-dosing occurring. In
its conclusion it stated that, ‘The feasibility of industrial production
of 3 mm mini-tablets with allowing delivery of more accurate doses of
hydrocortisone than quartered tablets has been demonstrated.’ (2) These
tablets however, have still not been manufactured.
It must be noted that the formulation of hydrocortisone used is
of extreme importance as there have been Yellow Card reports of offlabel use of hydrocortisone muco-adhesive buccal tablets for adrenal
insufficiency in children in the UK. (3) It has been documented that
pharmacists and prescribers should only use licensed hydrocortisone
products for the management of congenital adrenal hyperplasia. (3)

CAREGIVERS

<

When a child with CAH experiences acute illness or surgery they need
high levels of their hydrocortisone known as ‘stress doses.’ It is vital their
caregiver is knowledgeable in the management of their condition and
their dosage regimen especially during this period. In these instances an
oral hydrocortisone preparation is administered in less severe situations
whereas hydrocortisone in a parenteral form is administered in cases of
acute illness, vomiting or clinical deterioration.
In December 2011 a study in the Journal of Paediatric Nursing
named ‘Caregiver knowledge and self-confidence of stress dosing of
hydrocortisone in children with congenital adrenal hyperplasia,’ focused
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on the knowledge of these caregivers and especially their ability to deal
with stress dosing during an illness or crisis. While it was concluded
these individuals were competent and had a relatively high knowledge
of how to treat their child it was discovered that only 70 per cent had
ever been given written guidelines on proper stress dosing procedure
and worryingly only 50 per cent had been given a technique on the
injection of hydrocortisone for an adrenal crisis. Not surprisingly, those
individuals who had been given both written guidelines and an injection
demonstration scored higher in the study than those who did not.
When a healthy child becomes sick, their body will produce more
cortisol than usual in response to the illness or surgery – it is therefore
vitally important that when a child living with CAH is ill, their caregiver
mimics the body’s normal response and increases their steroid dose.
This is extremely relevant at present as the COVID-19 pandemic is still
spreading throughout the globe. Patients with adrenal insufficiency are
at a heightened risk of complications arising from the risk of COVID-19
infection precipitating an adrenal crisis.
Patients living with CAH should be provided with a sufficient supply
of their oral hydrocortisone and self-management support through phone
calls, emails and video-conferencing.
The patients’ caregivers should be adequately educated regarding the
sick day rules; increasing the patient’s usual steroid dose when sick and
to call for emergency medical assistance when the medication cannot be
reliably absorbed due to vomiting, diarrhoea or illness.
A paper recently published in the European Journal of Endocrinology
states that, in relation to COVID-19, if a paediatric patient experiences
onset of ‘signs and symptoms suggestive of COVID-19’ (fever >38°C
(>100 F), a new or continuous dry cough, sore throat, loss of sense of
smell or taste, aches and pains, fatigue) then their usual daily dose should
be trebled and administered via four equal doses, every six hours. (4)

REFERENCES
1. Congenital Adrenal Hyperplasia Due to Steroid 21-Hydroxylase
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2. Content uniformity of quartered hydrocortisone tablets in comparison
with mini-tablets for paediatric dosing Jude Madathilethu, Matthew
Roberts et al.
3. https://www.gov.uk/drug-safety-update/hydrocortisone-mucoadhesive-buccal-tablets-should-not-be-used-off-label-for-adrenalinsufficiency-in-children-due-to-serious-risks
4. Endocrinology in the time of COVID-19: Management of adrenal
insufficiency Wiebke Arlt, Stephanie Baldeweg, Simon Pearce & Helen
Simpson

hydrocortisone granules
in capsules for opening
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SHORT BOWEL SYNDROME

SPOTLIGHT ON: SHORT
BOWEL SYNDROME

Emily Clarke

Consultant Gastroenterologist Emily Clarke
presents an evaluation of short bowel syndrome
– breaking down its basics, exploring the benefits
of a structured approach to management, and
heightening our awareness of the possible onset
of complications.

WHAT IS SHORT BOWEL
SYNDROME?

Short bowel syndrome is a consequence of
intestinal resection causing diarrhoea or a high
output stoma. This can lead to dehydration and
malnutrition. It may develop after one massive
bowel resection (e.g. ischaemic bowel) or after
multiple sequential resections (e.g. Crohn’s
disease). Generally short bowel syndrome is
considered if there is less than 200cm small
intestine in continuity. (1)
A structured approach to investigation
and management helps to manage the patient’s
symptoms, avoid or reduce the need for
intravenous fluid or nutrition support and
reduce the incidence of complications. Patients
with short bowel syndrome should be managed
by a multidisciplinary team. (1)

WHAT ARE THE EFFECTS
OF SHORT BOWEL
SYNDROME?

These can be classified in terms of:
• The effects of fluid and electrolyte imbalance
– thirst, dehydration, salt depletion and
hypomagnesaemia
• Nutritional consequences – weight loss,
protein energy malnutrition or specific
nutritional deficiencies depending on which
parts of bowel have been resected
• Poor quality of life and skin problems – a
high stoma output necessitates frequent bag
changes which are disruptive, may interfere
with sleep and lead to food avoidance in an
attempt to reduce the output. Stoma bags may
leak with resultant skin damage

ANATOMY MATTERS

Understanding the patient’s residual anatomy
is vital in order to understand their likely
GI absorption and instigate appropriate
management. The length of human small
intestine in health varies from about 275 to
850cm. (2) Patients undergoing resections
should have the length of remaining (not
resected) small intestine measured and
documented. There is no strict cut off but
patients with more than 200cm small intestine
tend not to develop short bowel syndrome.
Identifying whether a patient has a
jejunostomy (less than 200cm small bowel
from duodenojejunal flexure to stoma) or
ileostomy (more than 200cm small bowel from
duodenojejunal flexure to stoma), jejuno-colic
or ileo-colic anastomosis enables anticipation
of the likely consequences. In patients with
short bowel anastomosed to colon, adaptation
can occur over time, improving absorption. (2)
The colon is protective as it is much
more able than small bowel to reabsorb fluid,
meaning that short bowel syndrome is rare if
more than half the colon remains in continuity
with small bowel. The ileum and colon also
act as a brake and slow transit times. (2) In the
absence of colon, small intestinal length of less
than 100cm is likely to lead to intestinal failure.
If the colon is in continuity, small intestinal
length below 50cm tends to be associated with
intestinal failure.
The quality of small bowel is also
important; if there is a malabsorptive process
(e.g. radiation damage or Crohn’s disease) then
high outputs may be unavoidable even with
more than 200cm small intestine and this is
termed functional short bowel syndrome.

PHYSIOLOGY

The proximal small bowel is secretory. Gastric
and pancreatic juices and bile total over 4L
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daily and are reabsorbed in the distal small
bowel and colon. Following resection patients
are in a secretory state.
Small bowel stomal fluid has a sodium
concentration of about 100mmol/L.
Hypotonic fluids (those with sodium content
<90mmol/L) lead to a net secretion of
sodium and water into the small bowel and
consequently sodium and water depletion. (3)
This manifests as thirst, prompting patients
to drink more and a downward spiral of
worsening depletion and dehydration ensues.

ASSESSMENT

Clinical assessment of fluid status is essential
and may include lying and standing blood
pressure measurement. Fluid balance charts are
vital to recognise a high stoma output, identify
contributory factors and monitor response to
treatment.
Blood tests will initially be needed daily to
check urea, electrolytes and magnesium levels.
In more stable outpatients blood monitoring
should continue at regular intervals (frequency
will vary). Fat soluble vitamins (A, D and
E) and micronutrients (iron, copper, zinc,
selenium) should be monitored.
Urinary sodium is key to monitoring these
patients. Assuming normal renal function,
an adequately hydrated patient’s kidneys will
excrete fluid and sodium, resulting in a urinary
sodium concentration of >20mmol/L.
In dehydration, the kidneys conserve sodium
and fluid and urinary sodium concentrations
fall below 20 mmol/L. This is a much more
sensitive marker of hydration status than
renal function which can be falsely reassuring,
particularly in sarcopenic patients in whom a
creatinine in the normal range may represent
significant renal impairment. Urinary sodium
can’t be interpreted if the patient takes
diuretics.

HOW IS SHORT BOWEL
SYNDROME MANAGED?
EXCLUDE OR TREAT
EXACERBATING FACTORS

Other factors may cause a previously stable
patient to develop a high output stoma (or
diarrhoea). A dietary and fluid history should
be taken and specialist dietetic support
provided.
Enteric infections can increase stoma
outputs and should be excluded (stool cultures
and Clostridium difficile). Intra-abdominal
infection should be considered (collections,
abscesses) and may require cross-sectional
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SHORT BOWEL SYNDROME
imaging.
Medications should be reviewed. Prokinetics (eg Metoclopramide), NSAIDs and
antibiotics increase stoma outputs and should
be stopped where possible.
The underlying condition leading to the
original surgery may be relevant, such as
ongoing active Crohn’s disease or ischaemia.
Partial or resolving obstruction can lead to
high outputs. A high output stoma should be
digitally examined to exclude stenosis.

FLUID ALLOWANCE AND ORAL
REHYDRATION SOLUTIONS

Patients should be advised not to exceed a fluid
allowance, typically of 1L per day of hypotonic
fluid, including all drinks, soups and milk on
breakfast cereal etc. Oral rehydration solutions
with a sodium content of >90mmol/L can be
sipped at 1L/day. These are unpalatable but
patients report they are better tolerated if
chilled, drunk through a straw, or with a small
amount of cordial added for flavouring. They
should not be further diluted as that reduces
their osmolality and sodium content. Such
solutions include St Mark’s Solution (20g
glucose, 2.5g sodium bicarbonate and 3.5g salt
in 1L water) (4) or double strength Dioralyte
(10 sachets per 1L water). Dioralyte contains
potassium so is not suitable for some patients.
So-called isotonic sports drinks (e.g. Lucozade)
are NOT isotonic and not recommended.
If a patient is very dehydrated it will be
necessary to admit them to hospital for
intravenous fluid replacement to stop their
overwhelming thirst before they can begin to
follow this regimen. Drinking less if you feel
thirsty is counterintuitive and the rationale
must be explained in simple terms to patients.
Hypomagnesaemia occurs in part due
to resection of the terminal ileum, where
magnesium is best absorbed, but is also a
consequence of hyperaldosteronism which
develops in chronic sodium depletion.
Addressing sodium and water balance can
therefore help to correct magnesium levels.
Unfortunately, many oral magnesium
supplements can cause diarrhoea (or high
output) as a side-effect but in my experience
Magnesium aspartate tends to be better
absorbed.

DIET

Hyperphagia can help to compensate for
malabsorption. High dietary fibre content
will speed up gut transit and increase outputs.
Patients are advised to follow diets low in fibre
with high lipid, protein and carbohydrate
contents. Caffeine, alcohol and artificial
sweeteners increase outputs and should be
avoided.
Specific nutritional deficiencies should be

anticipated depending on the parts of bowel
resected. For example, vitamin B12 and
magnesium deficiencies are common after
terminal ileum resection. If energy, protein
or micronutrient requirements cannot be
maintained, parenteral nutritional support will
be required. Specialist dietetic advice should be
provided. (1)

Osteoporosis may develop due to chronic
malabsorption. DEXA scanning is
recommended. (1)

CAUSES OF SHORT BOWEL
SYNDROME IN ADULTS (1)

MEDICATIONS

• Antimotility agents such as Loperamide are
used in doses of up to 16mg four times daily.
(3) Loperamide is most effective taken 30
minutes before meals. Capsules can be broken
open if undigested capsules are seen in the
stoma effluent. High dose Loperamide requires
caution due to arrhythmia risk (check ECG
for QT interval prolongation). Codeine can be
added at 30 – 60mg four times daily (3)
• Antisecretory drugs such as Proton Pump
Inhibitors can be used (3) e.g. Omeprazole
40mg once or twice daily. Octreotide (50μg
twice daily) or Lanreotide are not routinely used
but can be considered

SUMMARY: MANAGEMENT OF
SHORT BOWEL SYNDROME

CONTINUITY SURGERY

Patients with short bowel syndrome may
have more distal intestine ‘out of circuit’. For
example, following an emergency resection
of ischaemic bowel there may be colon left in
situ but not anastomosed to the remnant small
bowel. Continuity surgery recruits all available
bowel back into circuit, maximising gut length.
Timing is key; fitness for prolonged anaesthesia,
adequate nutrition to enable wound healing,
and time for intra-abdominal inflammation to
resolve after previous surgery mean this is rarely
considered within six months of the patient’s
last operation.

COMPLICATIONS
OF SHORT BOWEL
SYNDROME

If the extent of short bowel syndrome is such
that nutrition and / or hydration can’t be
maintained orally and IV supplementation is
required, intestinal failure has developed. Short
bowel syndrome is the most common cause
of intestinal failure, though there are others.
Intestinal failure is rare (21 cases per million in
the UK). (5)
Renal impairment can result from chronic
dehydration. Patients with a jejuno-colic
anastomosis are at risk of calcium oxalate
renal stones (20 per cent) (2) due to increased
colonic oxalate absorption and calcium oxalate
precipitation in the renal tract. A low oxalate
diet should be advised.
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GUTS UK CHARITY

Sometimes referred to as
‘the charity for the digestive
system’, Guts UK is the only
UK charity funding research
into the digestive system from
top to tail; the gut, liver and pancreas.
The charity was set up to change something
– to increase the levels of research into diseases
of the gut, liver and pancreas so no-one suffers
in silence or alone. The mission at Guts UK is
to provide expert information (information
leaflets can be purchased for clinics from www.
gutscharity.org.uk/advice-and-information/
information-leaflets/), raise public awareness
of digestive health and transform the landscape
for research into our digestive system to help
people affected by diseases of the gut, liver and
pancreas.
For more information, visit www.
gutscharity.org.uk, email info@gutscharity.org.
uk, or call 01484 483 123.
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ON FULL ALERT

GROUP B STREP

Group B Streptococcus can be hard to spot in young babies,
but recognising the signs is vital to ensure that fast
medical help is sought. Jane Plumb MBE, CEO and founder of
Group B Strep Support Charity, delves into the details which
parents should be on the look-out for.
Group B
Streptococcus (Group
B Strep, or Strep B) is
the UK’s leading cause
of serious infection
in babies under three
months. Thankfully,
they are not common
but, when they occur,
they can be very
serious, causing sepsis
(blood infection),
Jane Plumb MBE
pneumonia, and
meningitis. Group B Strep can also be a very fast-acting
bacteria that can make a baby critically ill within a
matter of hours.
Babies sick with Group B Strep infection need
prompt treatment with intravenous antibiotics, and
usually need at least a week’s hospital stay. Most fully
recover from their Group B Strep infection but, of the
roughly two babies a day in the UK who develop the
infection, one baby a week recovers with long-term
health issues, and one baby sadly dies.
It’s important to know about Group B Strep – what
the most common signs of infection are, and what
action to take should any arise.
Typical signs of Group B Strep infection developing
in the first week after birth (early-onset Group B Strep
infection) include:
• Grunting, noisy breathing, moaning, seems to be
working hard to breathe when you look at the chest or
tummy, or not breathing at all
• Be very sleepy and / or unresponsive
• Inconsolable crying
• Be unusually floppy
• Not feeding well or not keeping milk down
• Have a high or low temperature (if parents have a
thermometer), and / or be hot or cold to the touch

• Have changes in their skin colour (including blotchy skin)
• Have an abnormally fast or slow heart rate or breathing rate
• Have low blood pressure (identified by tests done in hospital)
• Have low blood sugar (identified by tests done in hospital)
Most early-onset Group B Strep infections show signs in the first 12 hours after
birth, so will usually be spotted in the maternity unit.
Typical signs in babies aged seven-to-90 days (late-onset Group B Strep infection)
are similar and may include signs associated with meningitis, e.g.:
• Being irritable with high pitched or whimpering cry, or moaning
• Blank staring, or trance-like expression
• Floppy, may dislike being handled, be fretful
• Tense or bulging fontanelle (soft spot on babies’ heads)
• Turns away from bright light
• Involuntary stiff body or jerking movements
• Pale, blotchy skin
Speedy identification of the signs of Group B Strep infections is vital for early
diagnosis and treatment.

HOW DOES A BABY GET GROUP B STREP INFECTION?

About one-in-every-four or five women carry Group B Strep. This is where the bacteria
are living quite normally and naturally in the body, typically the vagina and lower
intestines, without causing any harm. The large majority of babies born to women
carrying Group B Strep will not be affected, but a small number will. Most of these
are early-onset infections – most of which can be prevented by giving intravenous
antibiotics in labour to women whose babies are at raised risk of developing this
infection. Situations which increase the chance are:
• Having a previous baby who developed Group B Strep infection
• Group B Strep being detected from samples taken from the mother during the
current or previous pregnancy
• Labour starting early (before 37 completed weeks of pregnancy)
• Waters having gone more than 18-to-24 hours before the baby is born
• The mum having an infection suspected during labour, including a high temperature
For more information about Group B Strep, visit www.gbss.org.uk.
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EPILEPSY

EPILEPSY: THE
WHOLE WORKS
In light of the simply staggering unemployment rate for
individuals with epilepsy, the Epilepsy Society help NIHR
thrust the route to employment and necessary working
conditions into the spotlight – providing practical advice,
and taking into account both the potential employee and
employer’s perspectives.
Although an epilepsy diagnosis doesn’t
necessarily stop someone from doing the job
they want, certain issues may affect them
at work – such as whether they experience
seizures, the manner in which their seizures
present, and how often these happen. It also
depends on the nature of the work that they
do, and any risks that having seizures at work
might bring.

TELLING EMPLOYERS
ABOUT EPILEPSY
It’s often the case that those with epilepsy
fret about disclosing their condition to their
employer or potential employer – believing
that the information may hinder their chance
of getting a job or being treated fairly at work.
Although discrimination can happen, the
Equality Act 2010 aims to protect individuals
from this and help their employer to treat
them fairly and support them at work.
However, having the right information about
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the individual’s epilepsy can significantly bolster the employer’s ability to do this.
Although it isn’t necessary to inform an employer about an epilepsy diagnosis, there are
advantages to doing so:

EMPLOYERS HAVE RESPONSIBILITIES UNDER THE HEALTH AND SAFETY
AT WORK ACT

For employers to be able to meet health and safety regulations, they need to know whether their
employees have any medical conditions that could affect their work. Employers can only ask the
individual questions about their health to help keep them and others safe at work, and to help them
be able to do their job. If the employer knows about the patient’s epilepsy, they may make changes
to their job or adjust the environment to make it safer for them. If the employer doesn’t know, they
can’t be held responsible for not carrying out the safety assessments in question.

CO-WORKERS WILL BE MORE ABLE TO HELP IF THEY HAVE A SEIZURE

Often, people feel more comfortable with epilepsy if they understand it and know what to do if
someone has a seizure. This might help the individual and their fellow workers feel more confident
about how to help, in addition to encouraging the provision of epilepsy awareness training at work.

WHEN IS THE BEST TIME TO TELL A NEW EMPLOYER?
When it comes to informing a new employer about their epilepsy, there are several approaches for
the individual to consider:
• They could include a covering letter with their application, explaining the condition. This could
include details from their GP or neurologist about the condition – and may be beneficial by way of
enabling the potential employer to enhance their understanding prior to an interview
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• It could be mentioned if the individual is invited for an
interview, and subsequently discussed face-to-face. This presents
an opportunity for them to promote their skills and experience
first
• Discussion could be conducted during a final interview, or
when they are offered the job
Once the employer is aware of the individual’s epilepsy,
they might complete a risk assessment and consider reasonable
adjustments. They may also attain medical advice, or ask a health
and safety or occupational health expert to help.

INFORMATION FOR EMPLOYERS
When employing somebody with epilepsy, it is important that
their specific situation is assessed, and that any decisions are
based on facts. For the employer, this means looking at the
individual’s epilepsy and the effect it might have on their work.
Talking to them about what their epilepsy is really like is more
helpful than making assumptions.
Things that should be considered about their epilepsy:
• What type of epilepsy do they have?
• Do they have seizures? What are their seizures like, how often
do they happen, and how do they affect them?
• Do they have any warning before a seizure (sometimes called
an aura)?
• Do they lose consciousness, and how does this affect them?
• Do they need an ambulance to be called, and is there someone
who can do this for them?
• How long do they need to recover from a seizure? Some people
can return to work quickly, while others may need more time
• Are their seizures brought on by anything, such as tiredness or
stress?
• Do they take medication to control their seizures, and how
does this affect them (they may feel tired or find it hard to
concentrate)?
Things that should be considered about the nature of the job:
• Does the job involve any equipment, working at heights or
near water, or any other potentially risky situation?
• Do they work alone or with other people (who could help if
they had a seizure)?
• Would they be responsible for other people, such as children?

RISK ASSESSMENTS
Under the Health and Safety at Work Act, employers are
required to ensure that their employees are safe at work. To
be able to do this, they need to know about their employees’
disabilities or medical conditions, and assess any possible risks by
doing a risk assessment.
As such, the Health and Safety Executive has outlined that it
is important that risk assessments:
• Are based on the individual’s circumstances, as each situation
and each workplace are different
• Include only factual information
• Avoid assumptions – for example, they shouldn’t assume that
something is going to happen just because their employee has
epilepsy

For some people within certain jobs, their epilepsy may pose a
risk to their health or safety, or to that of other people.
However, health and safety law should never be used as a
reason not to employ someone without first looking at any risks
individually, and considering reasonable adjustments.
The Health and Safety Executive has an interactive tool to
help businesses understand what they need to do to assess and
control risks in the workplace and comply with health and safety
law.

OTHER FACTORS TO CONSIDER
SEIZURE TRIGGERS

Some people know that particular situations ‘trigger‘, or bring
on, their seizures. These can include being tired, stressed, or
anxious.
If someone’s seizures are triggered by tiredness, shift work
could make them more tired and trigger seizures. This is because
shift work can disturb the normal pattern of sleep.
A reasonable adjustment may be to consider changing or
reducing shift work, or changing working hours for this person.

WORKING WITH COMPUTERS

For most people with epilepsy, working with computers
isn’t a problem. Up to three per cent of people with epilepsy
have photosensitive epilepsy in which seizures are triggered by
flashing or flickering lights, or by moving patterns.
Modern flatscreen computer screens don’t flicker, and so the
screen itself is unlikely to trigger seizures. However, flashing
images on the screen itself could be a photosensitive trigger for
some people.
If an employee does have photosensitive epilepsy, it may be
helpful to discuss this with them directly.

TIME OFF WORK

If someone’s epilepsy is controlled (they don’t have seizures),
they are unlikely to need more time off work than other
employees. If they still have seizures, the need for time off work
might depend on the type of seizures they have and the time they
need to recover.
Time off work because of a disability – for example, to attend
a medical appointment, or to recover from a seizure – could
be considered a reasonable adjustment. It might be recorded
separately from time off for other reasons (for example, sick leave
for a cold).

INSURANCE AND PENSION SCHEMES

Employers’ Liability Insurance covers all employees in the
workplace. However, they need to have made all reasonable
efforts to ensure the safety of their employees, including
individual risk assessments where needed.
The Equality Act covers occupational pension schemes. This
means that if a pension scheme is offered, all employees can join
and must be treated fairly under the scheme. They can contact
the Pensions Advisory Service for further advice.
For more information, visit www.epilepsysociety.org.uk.
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PROSTATE CANCER

A SIGN OF THINGS TO COME

With late-stage diagnosis of prostate cancer still on the rise, Rebecca Porta, Orchid’s Chief Executive,
explains why, and depicts the importance of risk awareness.

Rebecca Porta

THE PROBLEM: LATE-STAGE
DIAGNOSIS

Prostate cancer is now the most commonlydiagnosed cancer in men in the UK, with
nearly 50,000 cases in 2018. While it was
encouraging to hear from Public Health
England that the increase in prostate cancer
diagnoses is a result of more men getting
tested, the fact remains that incidence is
rising and around 12,000 men are dying
from prostate cancer in the UK each year.
(1) Furthermore, around four-in-10 prostate
cancer cases are diagnosed at a late stage
(stage III or IV) in England and Northern
Ireland, and as many as six-in-10 cases are
diagnosed at a late stage in Scotland. (2)
Problematically, late-stage diagnosis
of prostate cancer is at an all-time high
and shows no sign of letting up across the
UK. Statistics from the National Cancer
Registration and Analysis show a year-onyear increase of 11.27 per cent between
2012-to-2017, with the latest figures
showing that 42.5 per cent of prostate
cancer diagnoses are now made in the late
stages. (3) The impact of late diagnosis can
significantly reduce chances of survival,
limit treatment options, or result in more
invasive interventions for patients.

EXPLAINING THE PROBLEM:
POOR AWARENESS OF RISKS
AND SYMPTOMS

For the general population, one-in-eight
men are at risk of prostate cancer, but for
Black African and Black Caribbean men, it
is one-in-four. Problematically, awareness
of prostate cancer risk among men has been
shown to be poor. In a survey commissioned
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by Orchid, nearly a third of men (31.4 per
cent) said that they knew nothing about
prostate cancer, and over three-in-five
men said that they were not confident in
identifying the signs and symptoms of the
condition. (4) Furthermore, nearly threein-four men were not aware that prostate
cancer most commonly affects men over 50
and that their ethnicity can impact their
risk of developing prostate cancer.
Low prostate cancer awareness is
not limited to the public either. Orchid
commissioned another survey which
demonstrated that even among GPs, more
awareness of risk factors and the symptoms
of prostate cancer is needed. (5) Only five
per cent identified ethnicity as one of the
primary risk factors for prostate cancer, even
though Black African and Black Caribbean
men are twice as likely to be diagnosed with
the disease than other men. In addition, less
than half of GPs identified the remaining
two key risk factors of age (44 per cent) and
family history (47 per cent). These statistics
were made more concerning by the fact
that 84 per cent of survey participants felt
that training for GPs on prostate cancer
risk factors and symptom awareness was
sufficient.

SOLVING THE PROBLEM:
AWARENESS CAMPAIGNS

To combat the issue of late-stage diagnosis,
more men need to visit their GP earlier, and
it is vital that both men and GPs are aware
of their or their patients’ risk to facilitate
this. Men at risk must be empowered to visit
their GP and be checked as early as possible,
rather than wait for symptoms to develop,
which can result in late-stage diagnosis.
Similarly, while we appreciate that GP time
is limited, we urge them to incorporate a
prostate cancer awareness discussion into
every consultation with at-risk men to aid
earlier diagnosis of prostate cancer further.
To help tackle the problem, Orchid
launched and drove a specific campaign
to improve prostate cancer risk and
symptom awareness among men, called
#FaceuptoProstateCancer.
The campaign was based on ‘FACE’,
an easy to remember and understandable
acronym for three key risk factors of
prostate cancer and one major symptom:
Family history, Age, Change in urinary
habits and Ethnicity. This has proven to be

highly successful, with widespread coverage
across national press and social media.
Encouragingly, the GP survey conducted
by Orchid demonstrated that GPs largely
agreed with this approach. The vast majority
(85 per cent) said that they believed that
the most effective way to increase earlier
diagnoses of prostate cancer is to undertake
public health awareness campaigns
specifically targeting men from high-risk
groups, and encouraging them to speak to
their GP about their risk. (5)

WHAT NEXT?

The reality is that until a reliable and
comprehensive tool for diagnosing
prostate cancer is established, the key to
earlier diagnoses is for men to be more
aware of their risk and to have informed
conversations with their GP if they find
themselves at risk or have any concerns. It
is therefore imperative that we continue
to drive awareness of prostate cancer and
ensure that as many men as possible are
being diagnosed in the early stages.
Looking ahead, Orchid will continue
to drive the #FaceuptoProstateCancer
campaign, seeking to entrench the FACE
acronym and risk awareness to help both
healthcare professionals and men to beat
prostate cancer through earlier diagnoses.
Orchid – Fighting Male Cancer is the
UK’s leading charity covering the three
male-specific cancers. The charity exists to
save men’s lives from testicular, prostate
and penile cancers through pioneering
research, education programmes, promoting
awareness and a range of support services.

REFERENCES

1. Cancer Research UK, www.cancerresearchuk.org/health-professional/
cancer-statistics/statistics-by-cancer-type/prostate-cancer#heading-One,
(Accessed: 19 March 2020)
2. Cancer Research UK, www.cancerresearchuk.org/health-professional/
cancer-statistics/statistics-by-cancer-type/prostate-cancer/incidence#headingThree, (Accessed 26 March 2020)
3. National Cancer Registration and Analysis Service (2019) Stage breakdown
by CCG 2017: TNM stage group by CCG by tumour type for 10+3 tumour
types, 2012-2017 Available at: www.ncin.org.uk/publications/survival_by_
stage (Accessed: 19 March 2020)
4. Orchid – Fighting Male Cancer. (March 2018). The Orchid survey of Men’s
Attitude to Prostate Cancer Risk. Censuswide. The survey was conducted from
a sample of 1,101 UK males
5. Orchid – Fighting Male Cancer. (August 2019). Prostate Cancer: Survey of
GPs. Censuswide. The survey was conducted from a sample of 100 UK GPs

BE OF 10 YE
HIN RE AR
D E SEA S
VE RCH
RY
TIN

INTENDED FOR HEALTHCARE PROFESSIONAL USE ONLY

ONLY ONe
AAF RESOLVES
cow's milk
ALLERGY
SYMPTOMS

Helps restore
GUT MICROBIOTA1-3
to support
LONG-TERM HEALTH
AND IMMUNITY 4-6

&

SYNEO

TM

R

Pro bio

tic

N T E D CO M B I

IO

OU

PA
TE

N

Pre

tic
bio

T
NA

ONLY NEOCATE SYNEO CONTAINS SYNBIOTICS,
BRINGING IT CLOSER TO BREAST MILK THAN ANY OTHER AAF 1
• Restores gut microbiota,1-3 supporting long-term health and immunity4,5
• Research shows that infants exhibit a reduction in infections as well as antibiotic use1-3
10 YEARS OF RESEARCH IN INFANTS WITH CMA HAVE GONE INTO EVERY TIN
35 YEARS

90

ST UDI ES

1. Candy et al. Pediatr Res. 2018;83(3):677-86. 2. Fox et al. Clin Transl Allergy. 2019;9:5. 3. Burks et al. Ped Allergy Immunol. 2015;26:316-22.
4. Martin R et al. Benef Microbes. 2010;1(4):367-82. 5. Wopereis H et al. Pediatr Allergy Immunol. 2014;25:428-38. 6. Harvey BM et al. Pediatr Res. 2014;75:343-51.

RESOURCE CENTRE 01225 751 098 neocate.co.uk
IMPORTANT NOTICE: 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.
Neocate Syneo is suitable for infants from birth. Suitable as a source of nutrition for infants under one year of age.
CMA = cow's milk allergy, AAF = amino acid formula

©Danone Early Life Nutrition
20-015. Mar 2020.

Northern Ireland

Healthcare
Review

THANK
YOU
TO ALL OUR
HEALTHCARE
PROFESSIONALS

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

