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achieved over the last 12 months, and a
reminder of the importance of optimism
and unification as 2018 approaches.
What better way to put this theory
into practice than by asking a few of our
friends to round-up their 2017 highlights
(page 10), and delving into Consultant
Cardiologist, Dr Ian Menown’s, overview
of the year’s current and emerging
trials for reducing cardiovascular risk
(beginning on page 12)?
There’s more – our seasonal special
is helping you banish patients’ winter
worries with advice on asthma,
gastroenteritis, dry eye, and more
(beginning on page 27), and we’re excited
to launch the 19th Northern Ireland
Healthcare Awards – turn to page 15 to
find out how you can enter for a chance
to win.
Don’t forget to check in with our
columnists, including Dr Gavin Lavery,
Consultant in Critical Care Medicine
(page six), and Co3 (page 40), who
reflect on the region’s latest political
happenings (or lack thereof ).
Happy reading – and see you on the
other side!
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Every single year – without fail – I
experience one moment of sheer seasonal
panic.
It’s when I’m grappling with my
weekly grocery shopping list in the
supermarket (tackling the age-old debate
of Jaffa Cakes vs Jammie Dodgers) and
I realise that where only weeks before,
sunscreen lined the shelves; Christmas
stockings and festive cards lie, awaiting
our perusal instead.
And every single year, I shake my
head, completely maddened by it because
it’s a swift transition; too swift. Just
like the year itself. And I suddenly feel
panicked that the final couple of months
are closing in on me faster than the
Hogwarts Express before I’ve completed
even half of what I was supposed to.
Somehow, the memory of any
milestones reached vanishes like the
subject of a David Copperfield magic
act, and instead all I can think about are
those curtains I was supposed to buy;
that language which I promised myself
I’d learn; the book that I still had to read.
Yes, I undoubtedly have a long
way to go (beginning with a curtain
poles purchase), and yes, healthcare in
Northern Ireland obviously does too.
However, this edition of NIHR is a
celebration of all that has in fact been

To access the previous edition
of NIHR online, visit
www.nihealthcare.com/
previous-issues/
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Paula Bradshaw MLA, Roisin Foster, Chief
Executive of Cancer Focus NI, and Dr Anna
Gavin

URGENT CALLS FOR NORTHERN
IRELAND CANCER STRATEGY
The Assembly All Party Group
(APG) on Cancer has issued
calls regarding the immediate
necessity for a new cancer strategy
to improve cancer outcomes for
people in Northern Ireland.
The action has been undertaken
in the wake of all jurisdictions
in the UK and the Republic of
Ireland having, or being in the

process of, updating their cancer
strategies. The exception is
Northern Ireland, which published
its last strategy almost 10 years ago.
Presenting to the APG, Dr
Anna Gavin from the Northern
Ireland Cancer Registry, updated
MLAs with the latest cancer
statistics and trends, as well as
projections to 2035.

Dr Gavin commented, ‘We
anticipate a 65 per cent increase in
new cancer cases by the year 2035.
‘That is a significant rise and
underlines the importance of
having a strong, effective strategy
in place to implement targeted
cancer prevention programmes, to
ensure early diagnosis, and to have
better and timely treatments for
local patients.’
Meanwhile, the APG Chair,
Paula Bradshaw (Alliance)
MLA, said, ‘We have had a
very productive first new term
meeting of the APG with a good
turn-out of MLAs, showing the
commitment there is to keep
cancer at the top of the political
agenda.
‘We plan to write to the
Permanent Secretary, Richard
Pengelly, in the absence of an
Executive and minister to get an
update. We acknowledge that there
have been many achievements over
the last 10 years but the world of
cancer is ever-changing. With new
medication, technology, and with
an ageing population, we need a
strategy to reflect all of this if we
want to see change for people in
Northern Ireland.’

UNIQUE INNOVATION FOR COWS’ MILK
ALLERGY ANNOUNCED
Nutricia has unveiled an exciting
new app which has been designed
for parents of children who have
been prescribed a Neocate product

The MyNeocate app
4 | NIHR | Oct 2017

by a healthcare professional.
The MyNeocate app provides
various tools and tips to help
manage a child’s allergy. In

particular, its capabilities
encompass recipes – which can be
filtered by meal types, by allergens,
or by Neocate product – and a
diary, which enables parents to
record and track changes, and
discover patterns. Parents can
also input data based on a baby’s
sleep, mood, and food and drink
intake – and they can subsequently
share this with their healthcare
professional.
Additionally, the app allows
parents to create a bespoke allergy
card to print or email to friends,
family or carers to help them
understand their child’s allergy
and requirements, and is equipped
with other tips and resources, such
as videos and articles to support
parents with weaning and beyond.
The app can be downloaded for
free from the App Store.

LAUNCH OF
CONSULTATION
ON SALE OF
E-CIGARETTES TO
OVER 18S
The Department of Health has
launched a public consultation on
draft regulations which will make it an
offence to sell e-cigarettes to anyone
under the age of 18 in Northern
Ireland, while a further offence
of proxy purchasing in relation to
e-cigarette products is also proposed.
The regulations will be made
under powers granted in the Health
(Miscellaneous Provisions) Act which
was passed by the Northern Ireland
Assembly in 2016.
The consultation process is seeking
views on detail of the regulations,
including proposed exemptions, such
as nicotine products which have been
licensed as medicines suitable for use
by under 18s, and licensed products
available on prescription.
Launching the consultation,
the Chief Medical Officer, Dr
Michael McBride, explained, ‘While
e-cigarettes are certainly less harmful
than tobacco and have a role to play
in helping smokers to quit, the longterm health impact of using them is
largely unknown. Therefore, I strongly
discourage their use by all non-smokers
and, particularly, by children and
young people.
‘At present, Northern Ireland is the
only UK country where there are no
legal restrictions on the age of sale for
e-cigarettes.
‘The introduction of this legislation
will protect our young people by
bringing e-cigarettes into line with
other age-restricted products, such as
tobacco and alcohol.’
Children and young people in
Northern Ireland were questioned
on e-cigarette use for the first time
in the Young Persons Behaviour and
Attitudes Survey 2016. The results,
published earlier this year, revealed
high levels of awareness concerning
these products, with 94 per cent of 11
to 16-year-olds claiming to have heard
of them.
Furthermore, 20 per cent of
children were reported to have tried
e-cigarettes at least once, with five per
cent stating that they used one within
the past week.
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NUTRICIA
LAUNCHES
NEOCATE
JUNIOR

Neocate Junior
Nutricia has introduced Neocate
Junior to the market – an amino
acid based formula (AAF) for
children over the age of one-yearold with a cows’ milk allergy, a
multiple food protein allergy, or
other conditions that require an
AAF.
The product can be used
for both oral and tube feeding,
employed as a sole source of
nutrition or as a supplement to
the diet, and will replace Neocate
Active and Neocate Advance
by April 2018. It’s also available
in the three flavours of vanilla,
strawberry, and unflavoured.
A wide range of Neocate Junior
resources are available, including
product information, parent packs,
and product samples.

UNIVERSITY REVEALS
CONNECTION BETWEEN
SLEEP HORMONE AND
SHORT-SIGHTEDNESS
A team of scientists from Ulster
University has successfully proven
for the very first time in humans
that there is a connection between
short-sight (myopia) and the
melatonin levels which control the
natural body clock.
In the study, Ulster University
researchers assessed a group of
young adults over a period of
18 months, during which their
melatonin levels were measured
first thing in the morning after
fasting. It was found that those
people who were short-sighted had
over three times more melatonin
in their system than those who
were not.

The findings, which follow on
from previous research released
by Ulster University showing that
there are now twice as many postprimary school-aged children in
the UK diagnosed as short-sighted
than there were 60 years ago,
build a strong platform for future
research.
Professor Kathryn Saunders,
lead researcher at Ulster University,
explained, ‘While having a shortsighted parent plays a big part in
determining whether or not a child
becomes short-sighted, the rate
at which children are becoming
short-sighted tells us that it is not
just simple genetics at play.

‘Our modern lifestyles are also
having a significant impact. Even
mildly short-sighted eyes are at
future risk of a number of serious,
sight-threatening conditions, such
as glaucoma, retinal detachment,
macular degeneration and
cataracts.
‘Our research suggests that the
body clocks’ of the short-sighted
adults in our study were different,
which is exciting because if these
differences are also found in
children, they may help us better
understand which aspects of
modern lifestyles are causing more
children to become short-sighted
than ever before. If, as we suspect,
disruptions to the natural body
clock are shown to be influential
in the development of shortsight, modifications to lifestyle
that target strengthening healthy
sleep and activity patterns could
positively affect both general and
eye health.’

PrEP MUST BE ROLLED OUT TO TACKLE
ALARMING NUMBER OF NEW HIV DIAGNOSES

Jacquie Richardson
The Chief Executive of Positive
Life, the only dedicated HIV
charity in the region, has warned
that we risk being years behind
in the fight against HIV if Preexposure Prophylaxis (PrEP) is
not extended to Northern Ireland
soon.
Jacquie Richardson has
communicated her concern in
response to the announcement
that NHS England has kicked off
a pioneering implementation trial

to provide HIV prevention drugs
to people at high risk of HIV
infection.
PrEP will now be provided
by the NHS through an initial
three-year trial to an estimated
10,000 people, in what will be the
largest single study of its type in
the world.
She said, ‘The announcement
by NHS England in bringing
forward the extensive trial from
September is a pivotal moment in

the fight against HIV.
‘We understand that this will
be a three-year project which
will inform follow-on routine
commissioning. There is still some
way to go, but we must welcome
the fact that this development is
taking place.’
Jacquie continued, ‘HIV is
increasing in Northern Ireland,
with around 100 new diagnoses
each year. We want to make sure
that everything can be done
to support those in need, or
ensure that those at most risk,
have opportunities to prevent
themselves from contracting HIV.
‘HIV is indiscriminate and
we have a real opportunity to
empower people to take charge of
their own sexual health and reduce
the instances of HIV diagnoses
here.
‘We are encouraged to hear
this announcement and will be
following the outcomes of the
trial closely. Rolling out PrEP to
Northern Ireland needs to happen
as soon as possible as it will lead to
the improvement of many lives.’
NIHR | Oct 2017 | 5
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SEARCHING FOR BETTER

RECOGNISE AND LISTEN TO YOUR EXPERTS
In this issue’s column, Dr Gavin Lavery, Consultant in Critical Care Medicine, Quality Improvement Trainer
at Belfast Health and Social Care Trust, and graduate of Intermountain Institute of Healthcare Research,
reflects on how lessons for healthcare can be garnered from sailing ships, the space shuttle, and Brexit.

Dr Gavin Lavery
They say that travel broadens
the mind and on a recent trip to
Stockholm, my wife and I visited
the Vasamuseum. The first thing
I learned that afternoon was that
the Baltic is probably the earth’s
‘least salty’ sea (a function of the
relatively high volume of fresh
water that flows into it) and so
is free of seaworm (a maritime
version of the woodworm), which
requires higher salt concentrations
to survive. This means that
wooden shipwrecks in the Baltic
disintegrate very slowly. In 1961,
the Vasa, a 330-year old wooden
ship, was raised from the depths
of Stockholm harbour with 98
per cent of the original wooden
structure preserved. If you are
struggling to see the relevance of
all this to healthcare, I beg your
indulgence.
The Vasa had been built at
the request of the Swedish king,
Gustavus Adolphus, under the
6 | NIHR | Oct 2017

supervision of Henrik Hybertsson.
It took over two years to
complete; three to four times the
usual build time for ships of the
period, and (then) was probably
the most expensive ship ever built.
The king viewed the Vasa (and
its soon-to-be-started sister ships)
as essential to Swedish fortunes in
their war with Poland-Lithuania
and he was keen to get it into
service.
On 10th August 1628, a large
crowd watched as the Vasa sailed
away and as per protocol, all the
gun positions were open so that
every cannon could be fired in
salute. It had sailed just over 1,200
yards when it encountered a gentle
breeze, keeled over, and sank
within minutes. So embarrassed
were the Swedes that a few days
later they sent out a team to cut off
the masts of the Vasa which were
still projecting above the surface –
and still flying the Swedish flag.
But the tragedy of the Vasa,
which cost 30 lives, was not a
surprise to all in the Swedish
capital. An early warning had
occurred weeks before. The captain
had used the standard way to
demonstrate the stability of the
ship by getting 30 men to run
back and forth across the upper
deck to start the ship rolling. The
test normally had up to 20 deck
crossings but was stopped after
only three as the rolling of the ship

led to fears it might capsize.
Despite these misgivings being
communicated indirectly to the
king (he was abroad), the response
was to press on. The Vasa would
be launched on time – after all
it was very expensive and was
badly needed to teach the Polish
/ Lithuanians a lesson. The result
was a disaster with loss of life,
national reputation, resources and,
ultimately, the war.
How did this come about?
The Swedish king wanted a ship
to strike fear into his enemies
with elaborate carvings and
emblems, designed to intimidate
the opposition. He had engaged
one of the world’s most expert
ship-builders, Henrik Hybertsson,
who supervised the project
until falling ill in 1627. His
subordinates continued oversight
of construction. The king had
ordered 72 brass cannon for his
ship and these could not be housed
on a single gun deck. So a second
gun-deck was included in the
plans even though Hybertsson
had never built a ship with two
gun-decks. Equipment from the
time also show that two differing
units of measurements were being
used in construction, both Swedish
feet (12 inches) and Amsterdam
feet (11 inches) which resulted in
some asymmetry. Thus the ship
was slightly heavier on the port
side, top-heavy (due to the weight

and position of the cannon and
its height above the water relative
to its displacement) and had a
(lower) gun deck quite close to the
water-line. These factors led to the
instability that was demonstrated
prior to its maiden (only) voyage.
Unfortunately, the king was
abroad and ignored any warnings
he received – and no one was brave
enough to challenge. This was an
example of poor design and lack
of corrective action. I hope some
parallels are becoming ever clearer.
Despite knowing the above,
the captain found himself
operating outside the usual limits
of performance asked of any ship
– something that doesn’t happen
even in battle. A ship under full
sail with all gun positions open
and cannon firing. Once out of the
shelter of the harbour, the gentle
wind pushed the ship over so far
laterally that sea-water could enter
through gun positions on the lower
deck side and the fate of the Vasa
was sealed.
The story of the Vasa shows
the danger of failing to heed your
experts. You may create something
which is impractical or unworkable
despite the best efforts of front-line
workers. Trying to operate beyond
the accepted limits of the system
just compounds the dangers.
The Vasa could have been saved
if problems had been addressed
through redesign or possibly just
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The Vasa
by adding more ballast low down
and / or removing some cannon
high up in the ship. It was never
going to be saved by the heroic
attempts of the captain and crew
on the day when its inherent lack
of suitability became manifest.
It was the failure to accept there
was a problem which proved its
death knell. Was the Swedish king
advised by a Scandinavian ancestor
of Michael Gove, the government
minister who said during the Brexit
campaign, ‘We have had enough of
experts’?
In a further parallel, which
should be familiar, there was an
investigation into the Vasa debacle.
After all, a huge amount of money
was lost and severe reputational
damage done to the Swedish Navy.

At first, the competence, and
even the sobriety, of the captain
and crew were questioned. After
prolonged investigation, it was
concluded that Hybertsson, the
ship-builder, was at fault despite
being absent through illness and
not party to decisions which
departed from his original design.
The fact that he had died
from the same illness prior to the
investigation was fortuitous. As
for the king and his advisors, well
they were hardly experts and so not
responsible.
In the same way that humble
Swedish sailors were the experts
on ship stability (or lack of it),
those who deliver healthcare or
experience healthcare delivery
have expertise on ‘their part’ of the
complex system. How often do
healthcare staff work in a system
which is poorly designed or which

has evolved without any conscious
thought? How often are such
systems asked to perform beyond
their agreed capacity? When such
a system is in danger of ‘sinking’,
how often are front-line staff or
patients involved in the discussion
about the underlying problems or
potential remedies?
To state that this approach
is often simple and not ‘rocket
science’ reminds me of how we are
still not listening to expertise in
the modern world. The technicians
who knew all about the behavior
of rubber seals (o-rings) at subzero
temperatures during the launch
of the US Space-Shuttle were
experts. But they were somewhat
removed from the shuttle
programme, not involved on
launch day, not cognizant with all
the competing priorities familiar to
key senior figures – so their expert
advice went unacknowledged,
unrecognised, unheeded.
The result was the loss of the
Space Shuttle Challenger and its
crew of seven in January 1987.
Rubber seals on its rocket booster
failed because they were not
designed to operate effectively
at the subzero temperatures
associated with an early morning
launch time in winter. This
allowed liquid fuel to escape and
engulf the shuttle in an explosive
fire within a minute of blast-off.
Indeed, the story of the Vasa could

be described as the Challenger
disaster of the 17th Century (or
vice-versa). As with the Vasa, there
were experts who were saddened
but not necessarily surprised at
the fate of the Challenger. Their
legitimate scientifically-based
concerns had fallen on deaf ears.
The lesson for leaders is to
know WHO and WHERE your
experts are. Some are those who
have detailed knowledge of how
our system functions – when it
works well and when (and how)
mistake are made. These are the
staff who deliver services direct
to patients – and the patients
themselves. They may not look or
behave like the ‘experts’ normally
engaged by the organisation. They
may not be as corporate in their
outlook, but we must listen to
their wisdom, often accumulated
over years immersed in a small part
of a complex system. They know
things we don’t! If these voices are
continually excluded or ignored,
they may stop speaking up and
merely wait for the inevitable
adverse event. Such events may
not be as high profile as those
described above but they may
have a devastating impact on those
involved.
Whether it’s about cold
o-rings, a second tier of cannon,
staffing levels, poor handovers, or
something else – LISTEN and
ACT.
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if clinically needed. Insulin requirements may decrease during the
first trimester and generally increase during the second and third
trimesters. Immediately after delivery, insulin requirements decline
rapidly (increased risk of hypoglycaemia). Careful monitoring of
glucose control is essential. It is unknown if insulin glargine is
excreted in breast milk. Adverse reactions: Very common:
hypoglycaemia. Prolonged or severe hypoglycaemia may be lifethreatening. Common: lipohypertrophy, injection site reactions,
including redness, itching, pain, hives, swelling or inflammation.
Rarely: immediate-type allergic reactions; which may be associated
with generalised skin reactions, angio-oedema, bronchospasm,
hypotension and shock and may be life threatening; visual
impairment, retinopathy and oedema. Very rare: dysgeusia, myalgia
Overdose may lead to severe and sometimes long-term and lifethreatening hypoglycaemia. Please consult Summary of Product
Characteristics for full details of the recognised side effects with
Lantus. NHS price: 5 x 3ml cartridge £41.50; 5 x 3ml SoloStar £41.50
Legal category: POM. MA holder: Sanofi Aventis Deutschland GmbH,
D-65926 Frankfurt am Main, Germany. MA Numbers: Lantus
cartridge: EU/1/00/134/006. Lantus SoloStar: EU/1/00/134/033. Full
prescribing information is available from: Sanofi, One Onslow Street,
Guildford, Surrey, GU1 4YS. Tel: 01483 505515 or the Sanofi Diabetes
Care Line 08000 35 25 25.
Date of PI Revision: July 2016

Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard. Adverse events should also be
reported to the Sanofi drug safety department on 01483 554242.
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Toujeo® COACH – For adults with Type 1 and Type 2
diabetes who have been prescribed Toujeo1
Over the years, diabetes treatment
has improved immensely and to help
with effective management, NICE
recommends people with diabetes
be offered education programmes
at the time of diagnosis and on an
on going basis.4,5

However, health complications arising from poorly managed diabetes
continue to rise. Possible reasons include patients:6
Not fully understanding the benefits of, or not being able to attend,
support and education sessions
Difficulties following or understanding the information provided
Difficulties learning to effectively titrate insulin doses

Toujeo® COACH can help

Getting your patients started

Toujeo® COACH works with you to
help your patients get the most out
of their treatment by providing:

There are three easy ways to get
your patients started on
Toujeo® COACH:

• 1:1 coaching from a specialist team of
Diabetes Specialist Nurses, Psychologists
& Dieticians
• Behavioural and emotional support
to overcome negative thoughts and
reinforce positive behaviour
• Easy access to educational resources
and lifestyle advice tailored to each
patient’s needs

1. By post using our pre-paid envelope
2. Call our Freephone number: 0800 206
1252 (8.30am to 5pm, Monday to Friday)
3. Fax the enrolment form to Ashfield
Healthcare on: 01530 562 364

4. Diabetes UK, State of the nation report 2016. Available from: www.diabetes.org.uk. Date accessed: April 2017. 5. NICE. Quality standard for diabetes in adults.
March 2011. 6. Garcia-Perez, LE. Diabetes Ther. 2013;4(2): 175–94

Toujeo® (insulin glargine 300 U/ml). Please refer to Summary of
Product Characteristics prior to use of Toujeo. Toujeo Solostar prefilled pens each contain 450 Units of insulin glargine in 1.5 ml of
solution for injection, equivalent to 10.91 mg/ml. Indications:
Treatment of diabetes mellitus in adults. Administration: Toujeo is
administered subcutaneously once daily, at any time of the day,
preferably at the same time every day. Do not administer intravenously.
Insulin glargine dose regimen (dose and timing) should be
individually adjusted. In type 1 diabetes mellitus, Toujeo must be
combined with short-/rapid-acting insulin to cover mealtime insulin
requirements. In patients with type 2 diabetes mellitus, Toujeo can
also be given together with other anti-hyperglycaemic medicinal
products. Close metabolic monitoring is recommended during the
switch and in the initial weeks thereafter. Dose and timing of other
antidiabetic medicines may need to be adjusted. Dose adjustments
may also be required if the patient’s weight or lifestyle changes, the
timing of insulin dose is changed or other circumstances arise that
increase susceptibility to hypo- or hyperglycaemia. Toujeo must not
be mixed or diluted with any other insulin or other medicinal products.
Mixing or diluting Toujeo changes its time/action profile and mixing
causes precipitation. Insulin requirements may be diminished in the
elderly or patients with renal or hepatic impairment. The safety and
efficacy of Toujeo have not been established in children and
adolescents below 18 years of age. No data are available.
Contraindications: Hypersensitivity to insulin glargine or any
excipients. Precautions and warnings: Insulin glargine 100 units/ml
and Toujeo are not bioequivalent and are not directly
interchangeable. When switching from insulin glargine 100 units/ml
to Toujeo, this can be done on a unittounit basis, but a higher Toujeo
dose (approximately 10–18%) may be needed to achieve target

ranges for plasma glucose levels. When switching from Toujeo to
insulin glargine 100 units/ml, the dose should be reduced
(approximately by 20%) to reduce the risk of hypoglycaemia. Close
metabolic monitoring is recommended during the switch and in the
initial weeks thereafter. Toujeo is not the insulin of choice for treatment
of diabetic ketoacidosis. In case of insufficient glucose control or a
tendency to hyper/hypoglycaemic episodes, the patient’s
adherence to the prescribed treatment regimen, injection sites and
proper injection technique and all other relevant factors must be
reviewed before dose adjustment is considered. Insulin administration
may cause insulin antibodies to form. Rarely, this may necessitate
dose adjustment. Particular caution should be exercised, and
intensified blood glucose monitoring is advisable for patients in
whom hypoglycaemic episodes might be of clinical relevance and in
those where dose adjustments may be required. Warning signs of
hypoglycaemia may be changed, less pronounced or absent in
certain risk groups, potentially resulting in severe hypoglycaemia and
loss of consciousness. Risk groups include patients in whom
glycaemic control is markedly improved, hypoglycaemia develops
gradually, an autonomic neuropathy is present, or who are elderly.
The prolonged effect of subcutaneous insulin glargine may delay
recovery from hypoglycaemia. Cases of cardiac failure have been
reported when pioglitazone was used in combination with insulin,
especially in patients with risk factors for development of cardiac
heart failure. If the combination is used, patients should be observed
for signs and symptoms of heart failure, weight gain and oedema.
Pioglitazone should be discontinued if any deterioration in cardiac
symptoms occurs. Pregnancy and lactation: No clinical data on
exposed pregnancies from controlled clinical trials are available. A
large amount of data on pregnant women (more than

1000 pregnancy outcomes with a medicinal product containing
insulin glargine 100 units/ml (Lantus)) indicate no specific adverse
effects on pregnancy and no specific malformative nor feto/
neonatal toxicity of insulin glargine. Animal data do not indicate
reproductive toxicity. The use of Toujeo may be considered during
pregnancy, if clinically needed. Insulin requirements may decrease
during the first trimester and generally increase during the second
and third trimesters. Immediately after delivery, insulin requirements
decline rapidly (increased risk of hypoglycaemia). Careful monitoring
of glucose control is essential. It is unknown if insulin glargine is
excreted in breast milk.
Adverse reactions: Very common:
Hypoglycaemia. Prolonged or severe hypoglycaemia may be lifethreatening. Common: Lipohypertrophy, injection site reactions,
including redness, pain, itching, hives, swelling, or inflammation.
Uncommon: Lipoatrophy. Rarely: Immediate-type allergic reactions;
which may be associated with generalised skin reactions, angiooedema, bronchospasm, hypotension and shock and may be life
threatening; visual impairment, retinopathy and oedema. Very rare:
Dysgeusia, myalgia. Insulin administration may cause insulin
antibodies to form and may, in rare cases, necessitate adjustment of
the insulin dose. Overdose may lead to severe and sometimes longterm and life-threatening hypoglycaemia. Please consult Summary of
Product Characteristics for full details of the recognised side effects
with Toujeo. NHS price: £33.13 for pack of x3 1.5ml pens Legal
category: POM. MA holder: Sanofi Aventis Deutschland GmbH,
D-65926 Frankfurt am Main, Germany. MA Numbers: SoloStar: 3
Pen pack: EU/1/00/133/034 Full prescribing information is available
from: Sanofi, One Onslow Street, Guildford, Surrey, GU1 4YS. Tel: 01483
505515 or the Sanofi Diabetes Care Line 08000 35 25 25.
Date of PI Revision: May 2015

Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard. Adverse events should also be reported
to the Sanofi drug safety department on 01483 554242.
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2017 HIGHLIGHTS
As the end of 2017 edges increasingly closer, a few of NIHR’s friends
A YEAR
take a moment out of their hectic schedules to reflect on their standout
highlights over the last 12 months – as well as their aspirations for the
IN REVIEW year ahead.

Dr Nigel Hart
GP and Senior Clinical Lecturer, Queen’s
University, Belfast
‘This year we have been working
together to transform the medical
curriculum at Queen’s in response
to the changing healthcare
landscape.
‘In October 2016, the report
by Professor Rafael Bengoa
highlighted many of the challenges
facing healthcare in Northern
Ireland and the need to ‘embrace
transformation and work to create
a modern, sustainable service’.
Central to these proposals is a
focus on enhancing community
delivery of health services.
‘Undergraduate medical
curricula must reflect the needs
of society. In 2017, we welcomed
the Department of Health’s
endorsement of a five-year Queen’s
University plan for increased
delivery of the undergraduate
medical curriculum in primary care
/ general practice.
‘As part of our response at
Queen’s, a change implemented
in the curriculum for all final year

medical students in 2017 / 18 is
an additional two-week placement
in general practices throughout
Northern Ireland. Students get
hands-on experience to enhance
their clinical skills by consulting
with patients with undifferentiated
illness. This type of opportunity
is vital in supporting our medical
students to become rounded and
grounded doctors, irrespective
of whether they will eventually
become GPs. We aim to provide
students with the best possible
training to fully prepare them for
their future medical career.
‘These exciting initiatives
supported by the Department
of Health also depend on the
willingness and the commitment
of GPs, such as Dr Nina Craft of
Woodbrooke Medical Practice,
who said, ‘This type of training
is so important to give medical
students a real insight into the life
of a GP and I am confident that
this excellent scheme will go a long

Fifth year medical student, Rachael Henderson, from Queen’s
University (middle), is undertaking a placement at Woodbrooke
Medical Practice supported by Dr Nina Craft (right) and Dr
Nigel Hart (left)
way to encourage more medical students to enter this challenging, but
rewarding, profession.’
‘Rachael Henderson, a fifth year medical student, said, ‘I’ve thoroughly
enjoyed the opportunity to be given the independence to learn as if on the
job. It has given me the confidence to diagnose and treat patients and I’m
now considering a career as a GP.’
‘Looking towards 2018 and beyond, we will implement more aspects of
the five-year plan, agreed with colleagues in the Department of Health, to
increase curriculum time in general practice. These changes, together with
other innovations in the curriculum and an emphasis on multidisciplinary
education (medicine, nursing, pharmacy, and others), high-fidelity
simulation training, and novel assessment techniques using method
acting, will ensure that Queen’s University continues to stay at the leading
edge of education in healthcare.’

Roisin Foster
Chief Executive, Cancer Focus NI
‘Cancer Focus NI is the longest
established cancer charity in
Northern Ireland. We’ve been
working to reduce the impact of
cancer on people in Northern
Ireland since 1969. All the funds
we raise are spent locally.
‘Over the past year we
supported over 5,000 local cancer
patients and helped more than
100,000 people reduce their risk of
cancer – yet there is so much more
to do.
‘As our population ages, we
see more people diagnosed with
cancer. Services – including Cancer
Focus NI services – are under
increasing pressure and waiting
10 | NIHR | Oct 2017

times are growing. Time is often
of the essence in patients getting a
good outcome.
‘We are concerned that the
Northern Ireland cancer strategy
is now 10 years old. Treatment
develops rapidly. We need an
up-to-date strategy that commits
to prevention, takes account of
developments, and plans for the
impact of population change.
‘Our hopes for 2018 are a new
cancer strategy and our ability as
a charity to develop our work so
we can reduce waiting times and
continue to serve people across
Northern Ireland.’

Cancer survivor, Tracy Martin, and Cancer Focus NI Chief
Executive, Roisin Foster, deliver the charity’s new manifesto
to Stormont calling for a fresh, ambitious vision for cancer
prevention and cancer services

WWW.NIHEALTHCARE.COM

2017 HIGHLIGHTS

Pharmacy Forum NI
‘The past 12 months has seen the
Pharmacy Forum NI celebrate
its fifth anniversary.
‘In an often uncertain
and changing political
and socio-economic
environment, the role of a
strong, focused professional
leadership body has seldom
been more relevant or
important.
‘Whether advocating
for the role of pharmacists
as a key component of
patient-centred care, ensuring
that the profession’s voices are
The ‘Inspiring
heard in the context of wider
Change’ conference
changes to healthcare in Northern
commitment to driving leadership
Ireland, developing guidelines
and to ensuring that pharmacists
and initiatives on a range of issues
play a key role in helping to shape
to better assist and support the
the future of the profession. It
work of pharmacists, or rewarding
has been a year of considerable
excellence and innovation, the
achievement, progress and
Pharmacy Forum NI continues to
challenge, with elections to our
make an impact.
board ensuring that we remain
‘Our members continue
representative of the profession as a
to bring their enthusiasm and

whole. The forum has continued to strive to provide responsive and robust
leadership.
‘We are committed to utilising collaborative approaches to
developing initiatives and improving and enhancing practice.
‘The forum continues to chair a working group of Pharmacy
Professional Bodies (PPRB), which is a collaboration between
the Pharmacy Forum NI and our colleagues, CPNI, NPA,
PDA, and UCA. In 2016 / 17, this valuable approach to joint
working and to identifying and addressing areas of mutual
interest and co-operation led to one of the highlights of the
year – a very successful event held at the Hilton Templepatrick
Golf and Country Club on 9th May.
‘Entitled ‘Inspiring Change’ and focused on quality, safety
and innovation, the conference, convened by the PPRB, was
the first of its kind in Northern Ireland. Bringing together
colleagues from across the profession, the event was supported
by the Department of Health and the Health and Social Care
Board. A number of key issues currently facing the profession
were highlighted, including rebalancing, outcomes-based premises
standards, professional standards for reporting and quality assurance and
clinical governance. Feedback from participants was overwhelmingly
positive, with colleagues enjoying the opportunity to learn, network and
share knowledge. We hope that, going forward, this will be the first event
of many that will be organised by the PPRB.
‘In the year ahead the forum will continue to strengthen and evolve,
so that it continues to be at the forefront, as we work to ensure that our
profession has the leadership it needs to continue to deliver both for
pharmacists and for those we seek to serve.’

Dr Grainne Doran
Chair of the Royal College of General
Practitioners Northern Ireland
‘It has been a very difficult year
for general practice in Northern
Ireland. We continue to face
recruitment challenges, increasing
workload, and growing patient
demand, without any additional
support or investment in general
practice services. Despite making
significant inroads in 2016 with
the publication of the GP-led
Care Report and the Health
Minister accepting the report’s
recommendations in December
2016, political stalemate has led
to little progress in implementing
necessary key actions. We must
address these pressures in a
strategic manner to impact directly

on frontline GP services to prevent
collapse.
‘Looking towards 2018, I
am keen to see our political
leaders coming together to take
forward health and social care
reform. We must put patients
first and collectively address the
challenges within our health
service. This mammoth task must
be approached strategically and
there are tough decisions ahead
– however, without necessary
reform, our services will continue
to deteriorate.
‘RCGPNI has been involved in
a number of transformation work
streams, led by the Department

of Health. But without a Health Minister to take decisions and allocate
budgets, I fear that work will stagnate – and we will yet again see an
opportunity for healthcare reform wasted. I am still optimistic that
together we can deliver transformation.’
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HOW TO REDUCE CARDIOVASCULAR RISK:
CURRENT
AND
EMERGING
STRATEGIES
2017
This year, three landmark trials have helped advance the understanding of the mechanisms underlying residual

cardiovascular risk and present potential treatments to lower it. Dr Ian Menown, Consultant Cardiologist at the
Southern Trust, and President of the Irish Atherosclerosis Society, details their journey – as well as their possible impact
on practice.

Dr Ian Menown
Despite Northern Ireland
showing the largest reduction in
cardiovascular (CV) mortality
of any UK region (75 per cent
reduction in age-standardised
death rates from 1979 to 2013
(1)), reduction in CV risk remains
a central concern for patients
and clinicians. The importance
of lifestyle modification is wellrecognised. Smoking cessation is
potentially the most effective of
all CV prevention measures given
that those who stop smoking have
a 10-year CV mortality less than
half that of those who continue
to smoke. Adopting a more
Mediterranean-type diet, weight
reduction in overweight patients

and moderate exercise (to the
point of slight breathlessness) for
20 to 30 minutes on most days is
associated with improved outcome.
Blood pressure targets vary across
different guidelines and subpopulations but <140/90mmHg is
generally accepted as appropriate
for most patients. Lipid targets also
vary across different guidelines –
the current Northern Ireland lipid
guide for primary and secondary
prevention shown in figure 1.
However, it is recognised that
even when patients address these
conventional risk factors and
are treated according to current
guidelines, they may still be at
increased risk of future CV events.
This year, three landmark
trials have helped advance the
understanding of the mechanisms
underlying residual CV risk and
present potential treatments to
reduce CV risk further.

therapy in IMPROVE-IT?
In March 2017, the FOURIER
study (Further Cardiovascular
Outcomes Research with PCSK9
Inhibition in Subjects with
Elevated Risk)(3) reported that
lowering LDL-C from a mean
of 2.4mmol/l to 0.78mmol/l
was associated with a 15 per cent
reduction in major CV events.
PCSK9 is a key enzyme in LDLreceptor metabolism. Inhibition
of PCSK9 leads to an increase
in hepatocyte surface LDL-C
receptors and thus greater removal
of circulating plasma LDL-C.
(Figure 2).

LIPIDS
In high CV risk individuals,
current international guidelines
typically define a desirable LDLcholesterol (LDL-C) below

Figure 1: Northern Ireland lipid management pathway (http://
niformulary.hscni.net)
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1.8 – 2.0mmol/l. For patients
in Northern Ireland, it is often
possible to achieve this level of
control using high intensity statin
alone (atorvastatin 40 – 80mg
or rosuvastatin 20 – 40mg). For
patients not achieving target
despite maximum tolerated statin,
addition of ezetimibe, which has
now been shown to reduce CV
endpoints in the IMPROVE-IT
trial (2), may reduce LDL-C by a
further 15 – 20 per cent. But the
question has remained – is there
clinical benefit in reducing LDL-C
even further below the already
low levels seen with combination

Figure 2: (a) In normal metabolism, circulating LDL-C particles
are taken up by LDL receptors on the surface of the hepatocyte
and the enzyme PSCK9 binds to the LDL particle–receptor
complex before it is internalised into the hepatocyte. Presence
of PSCK9 prevents the complex dissociating and thus the
entire complex undergoes lysosomal degradation with loss of
the LDL-C particle and the LDL receptor (b) PCSK9 inhibitors
prevent binding of PCSK9 to the LDL particle–receptor
complex. Thus, when the complex is internalised, absence of
bound PCSK9 enables the complex to dissociate, allowing the
LDL receptor to be recycled to the cell surface, and only the
LDL-C particle undergoes lysosomal degradation
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FOURNIER randomised
27,564 patients with prior
myocardial infarction (MI) stroke
or peripheral arterial disease
and already receiving statins, to
the subcutaneous monoclonal
antibody Evolocumab (given as
140mg every two weeks or 420mg
monthly) vs. placebo.
Evolocumab is one of two
PCSK9 inhibitors, the other being
Alirocumab, recently approved by
NICE for treatment of patients
with very high LDL-C levels.
After a median follow-up of 26
months, Evolocumab vs placebo
was associated with a 15 per cent
reduction in the composite of
CV death, MI, stroke, coronary
revascularisation or unstable
angina hospitalisation (P<0.001).
Benefit was similar for all baseline
LDL-C levels, including the
patient subgroup who dropped to
0.6mmol/l after treatment with no
evidence of a ‘J curve phenomenon’
(that is, no level below which
benefit stopped being observed).
The key secondary end point,
CV death, MI, or stroke, was
reduced by 20 per cent (P<0.001;
figure 3), driven by a 27 per cent
reduction in MI (P<0.001), 21 per
cent reduction in stroke (P=0.01)
and 22 per cent reduction in
coronary revascularisation
(P<0.001). There was no reduction
observed for CV death although
this is not unexpected since
mortality benefit in lipid trials
typically only emerges after several
years’ treatment. The risk reduction
at two years translated to a number
needed to treat (NNT) of 74 to
prevent a CV death, MI, or stroke.
Although LDL-C levels were
reduced to newborn levels in many
patients, there was no evidence
of excess neurocognitive adverse
effects or muscle symptoms.
Injection-site reactions occurred
a little more in those receiving
evolocumab (2.1 per cent vs 1.6
per cent).
In summary, and in keeping
with prior results from
IMPROVE-IT (which reported
CV benefit when reducing LDL-C
from 1.8mmol/l to 1.4mmol/l
when adding ezetimibe to statin
therapy), FOURNIER supports
the clinical value of reducing

Figure 3: Reduction of CV death, MI, or stroke with the PCSK9
inhibitor evolocumab vs placebo in the FOURNIER study
LDL-C to levels well below that in
current guidelines. However, while
this approach may be clinically
effective, its cost-effectiveness
requires further evaluation and
in the short-term the current
high cost of PCSK9 inhibitors
is likely to limit treatment to
those at highest absolute risk. It
is also noteworthy that even with
this intensive LDL-C lowering,
there was still an important CV
event rate in treated patients,
highlighting the need to address
other residual CV risk factors.

well stabilised with 93.4 per cent
on high-dose statins and two
thirds having undergone coronary
intervention.
The optimum canakinumab
dose (150mg) which lowered hsCRP by 37 per cent vs placebo, but
without any reduction in LDL-C,
was associated with a 15 per cent
reduced risk for the composite

primary end point of CV death,
MI or stroke (P=0.02075; figure
5). Just as it appears ‘lower is
better’ for lipid lowering, patients
in CANTOS who responded
with an hs-CRP reduction greater
than or equal to the median had a
27 per cent reduction in the risk
of major adverse cardiac events
(P=0.0001), suggesting that ontreatment hs-CRP targets may be
useful to guide therapy.
Canakinumab was associated with
a small increase in deaths due to
infection (0.31 vs 0.18 events
per 100 person-years; P=0.02),
most commonly in older patients
with diabetes. If canakinumab
is approved for use in CV
disease, patients will thus require
monitoring for early signs of
infection similar to that currently
done for patients taking other
biologic drugs. In keeping with its
current approval in rheumatology,
canakinumab significantly
reduced the incidence of arthritis,
osteoarthritis and gout.
Unexpectedly, in an exploratory
Continued onto next page

INFLAMMATION
It is increasingly recognised that
chronic inflammatory conditions
are associated with marked
increases in CV risk and it has
been postulated that some of the
benefit of statins may be mediated
through modest anti-inflammatory
mechanisms. In August 2017, the
CANTOS study provided the first
definitive evidence that targeting
vascular inflammation (figure 4),
in the absence of reduction of
LDL-C, can further reduce CV
events. (4)
CANTOS randomised 10,061
patients with a history of MI
and inflammation as evidenced
by elevated high sensitivity
C reactive protein (hs-CRP)
(median 4.20mg/L) to placebo
or a subcutaneous injection every
three months of canakinumab – a
selective inhibitor of interleukin-1
beta (IL-1β) and already approved
in America for rare autoimmune
diseases. Patients were otherwise

Figure 4: Inflammatory cytokines, C-reactive protein and
vascular inflammation

Figure 5: Reduction of CV death, MI, or stroke with the IL-1β
inhibitor canakinumab vs placebo in the CANTOS study
NIHR | Oct 2017 | 13
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analysis of cancer events (5), there
was a clear reduction in cancer
mortality that reached 51 per cent
with the 300mg dose (P=0.0009;
figure 6). The large majority of this
benefit was due to a 67 per cent
reduction in incident lung cancer
(P=0.00008), and the 300mg
dose was associated with a 77 per
cent reduction in fatal lung cancer
(P=0.0002). It is well-recognised
that inflammation in the tumour
micro-environment impacts upon
tumour initiation, progression,
invasiveness, and metastatic
progression and sub-clinical
chronic inflammation is associated
with increased cancer risk. While
the cancer findings in CANTOS
can only be considered hypothesis
generating, they do support
consideration of prospective
trials of anti-inflammatory agents
such as canakinumab along with
other immunomodulators in lung
and other cancers potentially
responsive to immunotherapy.
The current cost of
canakinumab is very high given
its limited niche use for orphan
disease treatment. However, if the
cost falls as part of approval of a
new CV risk indication, and / or if
trials with other anti-inflammatory
agents such as methotrexate are
positive, then the patient subgroup
with persistent elevation of hsCRP
despite intensive reduction in
LDL-C, might now be considered
eligible for consideration of
biologic anti-inflammatory
therapy.

ANTITHROMBOTIC
THERAPY

In current practice, most patients
with stable CV disease receive
low-dose aspirin monotherapy for
antithrombotic protection.
Dual antiplatelet therapy is
usually limited to short-term use
after acute coronary syndromes,
although the combination of
aspirin and reduced dose ticagrelor
(60mg bd) has been approved by
NICE as an option for patients
one to three years after ACS at
lower bleeding risk. (6) Use of
anticoagulation monotherapy has
not shown net clinical benefit over
aspirin alone and a previous trial
of aspirin plus full-dose apixaban
(APPRAISE-2) was halted due
excessive bleeding.
In August 2017, the
COMPASS study reported
intriguing findings of a
combination very low dose
rivaroxaban (one quarter of the
usual anticoagulant dose) plus
aspirin which was associated with
a reduction in ischaemic events,
albeit offset by an increase in
bleeding, but with significant
net clinical benefit and reduced
mortality compared with aspirin
alone. (7)
COMPASS randomised
27,395 patients with stable
atherosclerotic vascular disease
(coronary or peripheral arterial
disease) to one of three groups:
rivaroxaban 2.5mg bd plus aspirin
100mg od; rivaroxaban 5mg

Figure 6: Hypothesis generating observation of reduction in
any cancer mortality with canakinumab 300mg vs placebo
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Figure 7: Reduction of CV death, MI, or stroke with the
combination of very low dose rivaroxaban plus aspirin vs
aspirin alone in the COMPASS study

bd alone; or aspirin 100mg od
alone. was stopped early after a
mean follow-up of 23 months
at which point CV death, MI or
stroke was reduced by 24 per cent
in those receiving the combination
treatment vs aspirin alone (4.1 vs
5.4 per cent; p<0.001; figure 7).
Bleeding was increased with the
combination strategy (3.1 vs 1.9
per cent; p<0.001) but there was
no significant increase in fatal or
intracranial bleeding.
Combination treatment was
associated with reduction in net
clinical events (death, MI, stroke
or fatal / critical bleed 4.7 per
cent vs 5.9 per cent; p<0.001),
CV death (1.7 per cent vs 2.2 per
cent; p=0.02) and death from any
cause (3.4 per cent vs 4.1 per cent;
p=0.01).
In contrast, use of rivaroxaban
5mg bd alone vs aspirin alone, was
not associated with a reduction
in the primary outcome but did
increase bleeding compared with
aspirin alone, and thus showed no
significant improvement in net
clinical benefit.
The results of COMPASS are
likely to change practice guidelines.
Defining the appropriate patient
for combination therapy will
require careful consideration of the
balance of ischaemic and bleeding
risks especially in older patients
and people with renal disease,
where bleeding risk is a specific
concern. Further data analysis will
likely inform treatment guidelines,
but those at highest baseline
absolute risk such as those with

concurrent peripheral arterial
disease are likely to have most to
gain.

CONCLUSION

While marked strides have
been made to reduce CV risk in
Northern Ireland over the past
two to three decades, residual risk
remains, but effective promotion of
lifestyle changes coupled with new
advances in LDL-C lowering, antiinflammatory and anti-thrombotic
treatments promise further
significant benefit for our patients.
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DOING THE HONOURS
Once again drawing on the sector’s success over the last 12 months,
we’re proud to launch the 19th Northern Ireland Healthcare Awards. Why
not get involved?
Striving to serve and showcase the industry’s abundance of talent, the Northern
Ireland Healthcare Awards has asserted itself as an unmissable annual event – and
this year it’s set to be even bigger and better.
The 2018 gala will be taking place on 22nd February at the Europa Hotel,
Belfast, in which a host of industry giants and budding sector-shapers will be putting
in an appearance and enjoying the dining and networking opportunities on offer.
Whether it’s to demonstrate your prowess, or simply boost your profile, there
are a stream of benefits to being shortlisted for, or clinching, one of the top award
titles.
With this in mind, we’re thrilled to reveal that entry for the award categories is
now officially open – and the entry process couldn’t be easier.
The 12 accolades up for grabs are:
• Asthma / COPD Project of the Year
• Community Pharmacy Practice of the Year
• Dental Hygienist / Therapist of the Year
• Hospital Pharmacy Team of the Year
• Innovations in Atrial Fibrillation Management
• Innovations in Ophthalmology
• Innovative Developments in the Management of Inflammatory Bowel
Disease
• Intimate Care Clinical Nursing Team of the Year
• Most Innovative Use of an eHealth Solution to Improve Patient Care and
Safety
• Pharmacy Student Leadership Award
• Diabetes Project of the Year
• Special Recognition Award
Read on to find out how you can get involved. Good luck!
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ASTHMA / COPD PROJECT OF THE YEAR
SPONSORED BY: TEVA RESPIRATORY
Currently in Northern Ireland there are 117,613 people living with asthma (6% of the population) and 38,530 people
living with COPD (2% of the population). In 2015, diseases of the respiratory system accounted for 14% of all deaths,
6 deaths per day (2,236) – note this figure excludes lung cancer. In the same year, 6% (934) of deaths registered in
Northern Ireland were due to COPD. This accounts for 42% of all respiratory deaths.

This award has been sponsored by Teva Respiratory to promote the excellent work being developed and implemented in asthma and COPD in both primary and secondary care in Northern Ireland.
1. Prevalence data in the Quality and Outcomes Framework Disease Prevalence (2015 / 16 data) http://www.ninis2.nisra.gov.uk/public/Home.aspx
2. Data tables on deaths registered in NI in 2015
http://www.nisra.gov.uk/demography/default.asp101.htm

WHO CAN ENTER?
Are you working to improve the care of your asthma and COPD patients within your clinic, practice or pharmacy, or with a partner organisation? Projects or working models
are welcome where the applicants can give evidence of improved outcomes for their patients in helping them to live with, and improve, their wellbeing and management of
their disease. Teva Respiratory are committed to being a long-term key partner to NHS organisations where we work together to improve healthcare outcomes for patients
with asthma and COPD. Sharing best practice for the benefit of your patients and others in Northern Ireland is the focus of this award and one we are delighted to sponsor.

Applications welcome from primary and secondary care.
JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in mid–late January. The finalists must be available to meet the
judges on a date agreed with the judges in advance.

JUDGING PANEL:
ANNE MARIE MARLEY

DR KEITH MCCOLLUM

RESPIRATORY NURSE CONSULTANT, BHSCT

CLINICAL GOVERNANCE LEAD, WILLOWBANK SURGERY

JOHN HAMILL

DR TERRENCE MCMANUS

LEAD PRACTICE PHARMACIST SOUTH BELFAST FEDERATION

CONSULTANT RESPIRATORY PHYSICIAN, WHSCT

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe: Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed entries is 12.00pm on Friday 15th December 2017
and entries must be accompanied by a digital photograph, at least 500KB for printing
quality.

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guest, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.
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SPONSOR:
TEVA RESPIRATORY
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COMMUNITY PHARMACY PRACTICE OF THE YEAR
SPONSORED BY: MEDICAL COMMUNICATIONS LTD
The Pharmacy Practice of the Year Independent Award is targeted at independent or independent multiple
pharmacies who have demonstrated high standards of healthcare delivery. The pharmacy may display excellence in a
particular professional aspect which ensures outstanding service to the consumer.

WHO CAN ENTER
Any pharmacy which has developed its practice or undertaken a project / initiative in the last twelve months, which has raised consumer pharmacy standards, is eligible to
enter.
A pharmacy, which has…
• Increased the size of its dispensary making it more open and organised with special fittings such as innovative dispensary features
• Introduced out-of-hours access
• Offered specialist services, for example, diabetes screening or cholesterol testing and/or introduced a private treatment room specifically for diagnostic services
• Supported self-care initiatives
• Liaised with GPs, nurses, hospitals and nursing homes to provide additional services and support to patients/customers.
(The above points are suggestions only)

JUDGING PANEL:
The judging panel, made up of respected members of the pharmacy industry, will select finalists, based on the written entries submitted. They may then liaise with the finalists
before selecting a winner if a decision has not been reached.
KATE MCCLELLAND

SHEELAGH HILLAN

COMMUNITY PHARMACIST, MD, MAGHABERRY

COMMUNITY PHARMACIST, MD, RANDALSTOWN PHARMACIES
LTD

LORETTO MCMANUS
COMMUNITY PHARMACIST, MD, ERNE PHARMACY,
ENNISKILLEN

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR NOMINATION:
The closing deadline for completed entries is 12:00pm on Friday 15th December 2017 and entries must be accompanied by a digital photograph, at least 500KB for
printing quality.

DEADLINE FOR ENTRY:
The closing deadline for completed entries is 12:00pm on Friday 15th December 2017
and entries must be accompanied by a digital photograph, at least 500KB for printing
quality.

SPONSOR:
MEDICAL COMMUNICATIONS LTD

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guest, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.
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DENTAL HYGIENIST / THERAPIST OF THE YEAR AWARD
SPONSORED BY: GLAXOSMITHKLINE
Dental hygienists and therapists are registered dental professionals who help patients maintain their oral health by
helping to prevent oral disease, treating periodontal disease and promoting good oral health. They carry out treatment
direct to patients or under prescription from a dentist. They work as part of a dental team to meet the oral health
needs of patients, from ensuring patient screening procedures such as assessment of oral health conditions, review
of the health history, oral cancer screening, head and neck inspection to oral hygiene advice and carry out treatment.

Dental hygienists and therapists need to work with a flexible team approach; to have good communication skills and to demonstrate a high level of manual dexterity in order
to undertake complex oral treatments. The Northern Ireland Healthcare Awards programme invites all dental hygienist / therapists to put their work forward for consideration in this category.

WHO CAN ENTER?
A dental hygienist / therapist from any dental practice, NHS or private setting, based within Northern Ireland is eligible to apply.

JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.

JUDGING PANEL:
MICHAELA O’NEILL

DR OWEN THOMPSON

HONORARY SECRETARY FOR THE INTERNATIONAL FEDERATION
OF DENTAL HYGIENISTS

CLINICAL DIRECTOR, WATERSIDE DENTAL PRACTICE

MICHELLE MCWILLIAMS
NORTHERN IRELAND REPRESENTATIVE, BSDHT

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

THE AWARDS PRESENTATION:
The three finalists will be announced in Northern Ireland Healthcare Review and
invited, with guest, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.
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GLAXOSMITHKLINE
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HOSPITAL PHARMACY TEAM OF THE YEAR
SPONSORED BY: MARTINDALE PHARMA
AN ETHYPHARM GROUP COMPANY
The Hospital Pharmacy Team of the Year Award has been developed to recognise hospital pharmacy teams from all
backgrounds who are at the forefront of their profession, whether developing best practice models or implementing
improvements in patient care. This is your opportunity to nominate peers and colleagues who have demonstrated
outstanding dedication and commitment to the pharmacy profession or to submit your own team’s work for
consideration.
WHO CAN ENTER
Applications are invited from hospital pharmacy teams who can submit work / projects which demonstrate one or more of the following:
• Where savings have been achieved leading to increased cost effectiveness by providing best value.
• Development of the accessibility of the service provided.
• Establishment of high levels of safety in order to minimise risk.
• A health improvement amongst selected patients.
• Achievement of outcomes/initiatives leading to a positive impact for the public.
The points above are suggestions only. Any pharmacy teams working in the hospital environment who demonstrates a unique commitment to clinical innovation and/or
technical development is eligible for nomination / self-nomination for this Award.

JUDGING PANEL:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January/early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.
PROFESSOR MICHAEL SCOTT

DR TRACEY BOYCE

HEAD OF PHARMACY AND MEDICINES MANAGEMENT
NORTHERN TRUST

DIRECTOR OF PHARMACY SOUTHERN HSC TRUST

EIMEAR MCCUSKER
HEAD OF PHARMACY AND MEDICINES MANAGEMENT BELFAST
TRUST

HOW TO NOMINATE:
If you wish to nominate a hospital pharmacy team, or require an application form, please contact:
Bridget McCabe Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR NOMINATION:
Once nominated, the candidates will be emailed an application form to complete. Early nomination
affords the team a greater time to complete this form. Closing date for nomination is
Monday 19th November.

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

SPONSOR:
MARTINDALE PHARMA
AN ETHYPHARM GROUP COMPANY

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, compliments of Martindale Pharma, to attend the black tie awards
ceremony at Belfast's Europa Hotel on Thursday 22nd February 2018. The winner
will be announced at the awards ceremony and will receive a unique crystal trophy to
mark the occasion.
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INNOVATIONS IN ATRIAL FIBRILLATION MANAGEMENT
SPONSORED BY: BRISTOL-MYERS SQUIBB
The number of people currently living in Northern Ireland with stroke and TIA is 36,020, 2% of the population. (2) The
number of people in Northern Ireland living with Atrial Fibrillation (AF), which increases the risk of stroke, is 32,701,
also 2% of the population. In 2014/15 3,819 people were admitted to hospital in Northern Ireland with a primary
diagnosis of stroke – 10 per day (6). In 2015, 988 people died following a stroke, which equates to almost three people
each day.
1. Data tables on deaths registered in NI in 2015 http://www.nisra.gov.uk/demography/default.asp101.htm
2. Prevalence data in the Quality and Outcomes Framework Disease Prevalence (2015/16 data)
http://www.ninis2.nisra.gov.uk/public/PivotGrid.aspx?ds=7696&lh=73&yn=2007-2016&sk=134&sn=Health%20and%20Social%20Care&yearfilter
6. Hospital Inpatient System 2013/14. Admissions are estimated using discharge episodes, stroke and heart attack is identified using the below International Classification of
Disease (version 10) codes.

WHO CAN ENTER?
Applications are invited from primary and secondary care professionals who are helping to improve the quality of life for those patients who are living with Atrial Fibrillation.
This award aims to highlight the outstanding, innovative projects healthcare professionals or teams have developed which have led to significant improvement in the care or
clinical outcomes of patients with this condition.

JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.

JUDGING PANEL:
HONORARY PROFESSOR JENNIFER ADGEY

DR PATRICK DONNELLY

HONORARY CONSULTANT CARDIOLOGIST BHSCT

CONSULTANT CARDIOLOGIST, SEHSCT

DR ALBERT MCNEILL

DR MARTIN O’KANE

CONSULTANT CARDIOLOGIST, WHSCT AND PRESIDENT OF THE
IRISH CARDIAC SOCIETY

GP, DALRIADA FAMILY PRACTICE, BALLYCASTLE

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

SPONSOR:
BRISTOL-MYERS SQUIBB

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner / winning team will be announced at the
awards ceremony and will receive a unique crystal trophy to mark the occasion.
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INNOVATIONS IN OPHTHALMOLOGY
SPONSORED BY: ALLERGAN
The Innovations in Ophthalmology Award has been developed to recognise ophthalmologists from all backgrounds
who are at the forefront of their profession, whether developing best practice models or implementing improvements
in patient care. This is your opportunity to share your, and your team's, work by putting it forward for consideration in
this new category.

WHO CAN ENTER
Applications are invited from secondary care individuals / teams to submit their projects or innovative practices for consideration.
Your work may include instances where you have:
• Established high levels of safety in order to minimise risk.
• Achieved outcomes leading to a positive impact for your patients.
• Demonstrated a health improvement among selected patients.
• Demonstrated where savings have been achieved leading to increased cost effectiveness by providing best value.
• Ensured accessibility of the service provided.
(The above points are suggestions only and all projects / working practices will be considered)

JUDGING PANEL:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in mid–late January. The finalists must be available to meet the
judges on a date agreed with the judges in advance.
MISS TANYA MOUTRAY

MR RICHARD BEST

CONSULTANT OPHTHALMIC SURGEON, BELFAST TRUST

CONSULTANT OPHTHALMIC SURGEON, BELFAST TRUST

MISS GUILIANA SILVESTRI
SENIOR LECTURER/CONSULTANT OPHTHALMIC SURGEON
(QUB)

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards ceremony
and will receive a unique crystal trophy to mark the occasion.

SPONSOR:
ALLERGAN

UK/0441/2016a – Date of preparation: September 2016
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INNOVATIVE DEVELOPMENTS IN THE MANAGEMENT
OF INFLAMMATORY BOWEL DISEASE
SPONSORED BY: TILLOTTS PHARMA
Crohn's Disease and Ulcerative Colitis are the two main forms of Inflammatory Bowel Disease (IBD). These chronic
conditions are becoming more common, especially affecting young people with incidence peaking between 15 and 25
years of age. Crohn's and Colitis UK is the leading national charity in the battle against Crohn's Disease and Ulcerative
Colitis.

The charity estimates that at least 300,000 people in the UK have been diagnosed, with approximately 5,000 in Northern Ireland. Nationally someone is diagnosed with
Crohn’s Disease or Ulcerative Colitis every 30 minutes. There is no known cause and as yet no known cure. These diseases are unpredictable, remitting and relapsing, life-long
and potentially disastrous on quality of life. The impact of these conditions on education, work, social and family life can be devastating.

WHO CAN ENTER?
We invite submissions from primary and secondary care professionals who are helping to improve the quality of life for those patients who are living with Inflammatory Bowel
Disease. This award aims to highlight the outstanding, innovative projects healthcare professionals or teams have developed which have led to significant improvement in the
care or clinical outcomes of patients with this disease.

JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.

JUDGING PANEL:
DR GRAHAM TURNER

PATRICK ALLEN CONSULTANT

CONSULTANT GASTROENTEROLOGIST, BELFAST HEALTH &
SOCIAL CARE TRUST

CONSULTANT GASTROENTEROLOGIST, SOUTH EASTERN
HEALTH & SOCIAL CARE TRUST

DR ANDREW MURDOCK
CONSULTANT GASTROENTEROLOGIST, SOUTHERN HEALTH &
SOCIAL CARE TRUST

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.
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INTIMATE CARE CLINICAL NURSING TEAM OF THE
YEAR
SPONSORED BY: COLOPLAST
The title of Intimate Care Clinical Nursing Team of the Year will be awarded to a nursing team in a hospital or
community setting who has made significant, influential and sustained contributions to intimate care nursing,
especially bladder management, treatment and development throughout the last year. Nursing Directors, and their
senior teams, are invited to nominate one or more Intimate Care Clinical Nursing Teams, from their board, whom
they feel is worthy of this prestigious title. Ideally, nominations are sought for teams who can demonstrate significant
improvement in patient care which may involve collaboration with primary care.
The nominated team will be a model for others through their various initiatives and have endeavoured to enhance the key role played by intimate care clinical nursing teams in
the healthcare arena. It is the responsibility of all practicing nursing clinicians to actively seek to contribute to the leadership process and to encourage the same input from their
colleagues.
If you feel your team fills the criteria, and is worthy of nomination, please prompt your senior team to put your team forward to your Nursing Director for the
opportunity to represent your board.

JUDGING PANEL:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.
CHARLOTTE MCARDLE

ANGELA MCLERNON

CHIEF NURSING OFFICER FOR NORTHERN IRELAND

CHIEF EXECUTIVE, NORTHERN IRELAND CENTRE FOR PHARMACY LEARNING AND DEVELOPMENT

JANICE SMYTH
DIRECTOR, ROYAL COLLEGE OF NURSING, NORTHERN IRELAND

HOW TO NOMINATE (DIRECTORS OF NURSING):
If you wish to nominate or require further information please contact: Bridget McCabe Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR NOMINATION:
The closing deadline for nominations is Friday 1st December 2017.
Nominees will then be emailed an application form to complete. Early nomination /self-nomination affords the candidate more time to complete information form.

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999441 or email: bridget.mccabe@nimedical.info

SPONSOR:
COLOPLAST

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.
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MOST INNOVATIVE USE OF AN EHEALTH SOLUTION TO
IMPROVE PATIENT CARE AND SAFETY
SPONSORED BY: INTERSYSTEMS
Northern Ireland’s eHealth and Care Strategy sets out a range of measures for the increased use of digital
technologies to support the delivery of health and care services between now and 2020. The continuous advancement
of eHealth solutions is bringing new opportunities to improve the quality and safety of health and social care in ways
that reduce paperwork, boost efficiency, better join up services and, above all, enhance the patient experience.

Nominations / applications are invited from health and social care practitioners, academia and others who have harnessed eHealth to provide demonstrable improvements in
patient care and safety. Such innovations may:
• Make information available in the right place, at the right time to support the best care;
• Increase the time that health and care professionals have to spend with patients.
• Reduce treatment and discharge delays or reduces length of stay;
• Improve population heath and care planning;
• Demonstrate alignment with the eHealth and Care Strategy for Northern Ireland;
• Transform data and information into knowledge (informatics) to better support care.
The above points are suggestions only. If you feel your current project is targeted at improving patient care and safety through eHealth solutions we want to hear from you.
Innovation may include leveraging existing eHealth solutions to devise new and creative approaches that enhance care and safety or the development of a ground-breaking
solution.

JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.

JUDGING PANEL:
SEAN DONAGHY

CLAIRE BŰCHNER

HSC REGIONAL DIRECTOR OF EHEALTH & EXTERNAL
COLLABORATION, HEALTH & SOCIAL CARE BOARD

REGIONAL CHIEF CLINICAL INFORMATION OFFICER (NURSING),
PUBLIC HEALTH AGENCY

GARY LOUGHRAN

FRAN THOMPSON

EHCR PROGRAMME DIRECTOR, HSCNI

PROGRAMME DIRECTOR FOR THE STRATEGIC E-HEALTH
PROGRAMME FOR THE OFFICE OF THE CIO, HEALTH SERVICE
EXECUTIVE

HOW TO ENTER:
If you require an application / nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, compliments of InterSystems, to attend the black tie awards ceremony at
Belfast's Europa Hotel on Thursday 22nd February 2018. The winner will be
announced at the awards ceremony and will receive a unique crystal trophy to mark the
occasion.
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PHARMACY STUDENT LEADERSHIP AWARD
SPONSORED BY: THE PHARMACISTS' DEFENCE
ASSOCIATION

Strong leaders are driven by their vision of what their organisations could become. The role of a leader is to make
people feel strong, informed, unified and capable. Leaders need to have a combination of relentless effort,
steadfastness, competence and attention to detail. Understanding the unique qualities of a team in order to deliver a
great service is vital. Leaders must find their own voice and use their values to engage others in their common
aspirations. Words and deeds need to be consistent, behavior evokes respect. Do you respect the leadership qualities
in one of your peers enough to nominate them for this accolade, or indeed do you feel you have the qualities within you
to merit this award? A leader is not afraid to step forward!

JUDGING PANEL:
The judging panel, made up of respected members of the pharmacy academia and industry, will select three – four finalists based on the entries submitted. They may then
liaise with the three finalists before selecting the overall winner.
Dr Mark Timoney

Professor Paul McCarron

Chief Pharmaceutical Officer

Head of School of Pharmacy and Pharmaceutical Sciences, Ulster
University

Professor Carmel Hughes

Mark Koziol

Head of School, School of Pharmacy QUB

Chair, The Pharmacists' Defence Association

DEADLINE FOR NOMINATION:
Nominations/self-nominations for undergraduate students are invited from students and lecturers, the closing date for nominations: Friday 1st December 2017.
Nominees will then be emailed an application form to complete. Early nomination/self-nomination affords the candidate more time to complete information form.

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December 2017 and entries must be accompanied by a digital photograph, at least 500KB. If
you require an application /nomination form or further information please contact: Bridget McCabe, Tel: 02890 999441 or email: bridget.mccabe@nimedical.info

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited, with guests, compliments of The Pharmacist’s Defence Association, to attend the black
tie awards ceremony at Belfast's Europa Hotel on Thursday 22nd February 2018. The winner will be announced at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

SPONSOR QUOTE:
If the profession of pharmacy is to thrive then it will need strong leadership. Some
leaders are born to lead, others are trained. Irrespective of their origins, all leaders have to
be nurtured if they are to rise to the top and make a difference. The quest to inspire and
encourage leadership in pharmacy must start at undergraduate level. These days all
pharmacy students are hugely absorbed in their extensive and often very challenging
studies. Despite that, some manage to involve themselves in additional activities that
demonstrate that not only do they have a passion for their profession, but that they
are becoming leaders in their own right. As pharmacists we all have a responsibility to
encourage these passionate individuals as these will likely be the leaders of our profession
in the future. The Pharmacists’ Defence Association is proud to be associated with the
launch of this important new award category.

SPONSOR:
THE PHARMACISTS' DEFENCE
ASSOCIATION

Mark Koziol M.R.Pharm.S.
Chairman, The Pharmacists’ Defence Association
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DIABETES PROJECT OF THE YEAR
SPONSORED BY: NAPP PHARMACEUTICALS
LIMITED
With a focus on making a difference to patients with diabetes, Napp Pharmaceuticals Limited is proud to sponsor this
award.Since 1996, the number of people diagnosed with diabetes in the UK has risen from 1.4 million to 3.5 million.
Taking into account the number of people likely to be living with undiagnosed diabetes, the number of people living
with diabetes in the UK is over 4 million. Diabetes prevalence in the UK is estimated to rise to 5 million by 20251
Applications are invited from primary and secondary care professionals, and their teams, who have implemented or developed a programme, strategy or project which has
had a positive impact on their patients’ wellbeing and management / self-management of their condition.
References: 1 – diabetes.co.uk
http://www.diabetes.co.uk/diabetes-prevalence.html

WHO CAN ENTER?
We would like submissions from primary and secondary care professionals who are helping to improve the quality of life for those patients who are living with diabetes.
This award aims to highlight the outstanding, innovative projects healthcare professionals or teams have developed which have led to significant improvement in the care or
clinical outcomes of patients with this disease.

JUDGING PROCESS:
The finalists will be shortlisted based upon the written application and judging of these entries will take place in late January / early February. The finalists must be available to
meet the judges on a date agreed with the judges in advance.

JUDGING PANEL:
Dr Glynis Magee
Consultant Community Diabetologist, BHSCT

Dr Ursula Brennan
GP, Mount Oriel Medical Practice

Barry Keenan
Senior Clinical Pharmacist & Advanced Practitioner in Diabetes,
WHSCT

HOW TO ENTER:
If you require an application/nomination form or further information please contact:
Bridget McCabe, Tel: 02890 999 441 or email: bridget.mccabe@nimedical.info

DEADLINE FOR ENTRY:
The closing deadline for completed applications is 12:00pm on Friday 15th December
2017 and entries must be accompanied by a digital photograph, at least 500KB.

THE AWARDS PRESENTATION:
The finalists will be announced in Northern Ireland Healthcare Review and invited,
with guests, to attend the black tie awards ceremony at Belfast's Europa Hotel on
Thursday 22nd February 2018. The winner will be announced at the awards
ceremony and will receive a unique crystal trophy to mark the occasion.

SPONSOR QUOTE:
Napp Pharmaceuticals Limited is a UK healthcare company with a strong track record
in bringing high-quality, innovative medicines to UK health professionals and their
patients. We believe in excellence and delivering on our promises to the NHS, patients,
our business partners and each other. We strive to offer new medicines and initiatives that
meet genuine needs, make a positive difference to patients’ lives and support the NHS in
delivering effective, high-quality, sustainable healthcare.
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OUT IN THE COLD

Plummeting temperatures and a plethora of cold and flu viruses are set to put elderly people at an
increased risk of a potentially life-threatening asthma attack during the onslaught of winter’s bite.
Are you armed with the necessary resources and insights to help these patients help themselves?
NIHR takes a look.
Did you know that more people
die of asthma attacks in January
than any other month of the
year? In fact, the figures are
almost double that of August,
demonstrating the danger that the
on-set of winter poses to people
with asthma. (1)
Speaking about the crucial
role of healthcare professionals
during this hazardous time, Dr
Andy Whittamore, Asthma UK’s
Clinical Lead and in-house GP,
explained, ‘The cold, damp winter
months put elderly people with
asthma at an increased risk of a
potentially life-threatening asthma
attack. Although this can be
worrying for people with asthma,
there are a number of steps they
can take to keep themselves safe
during the cold and damp winter
months. Having the flu jab is one
of the most important precautions
someone with asthma can take.
‘It is also vital that patients
are taking their medication
as prescribed. Healthcare
professionals should check their
patient’s inhaler technique to

make sure that they are using their
inhaler correctly. It is also a good
idea to remind patients that regular
use of the preventer inhaler builds
up protection in their airways over
time, so that when they encounter
an asthma trigger, they are less
likely to have an attack.’
As well as informing patients
that they must use a preventer
inhaler every day, bear in mind that
they may need reminded to carry
their reliever inhaler with them at
all times so that they have on-thespot relief from asthma symptoms
if they occur.

INCREASED ASTHMA
ATTACK RISK
In the winter months, cold and flu
viruses are one of the predominant
threats to elderly people with
asthma. Asthma UK reports that
around 90 per cent of people with
asthma say that cold and flu viruses
make their symptoms worse, and
around 75 per cent of people find
that cold air can trigger an asthma
attack.

If someone is getting chest
symptoms and has asthma, it’s
important to encourage them to
get the treatment they need –
urgently. The National Review
of Asthma Deaths reported that
people died due to delays in
seeking advice.
Dr Whittamore continued,
‘People with asthma and elderly
people are at a higher risk of
developing serious chest infections,
particularly in the winter months.
Both asthma and bacterial chest
infections can result in a patient
sounding chesty, so it is important
that GPs look at other factors to
make sure the patient is receiving
the right treatment.
‘Make sure you listen to the
patient’s chest, take a temperature
and ask more questions, including
the colour of the sputum to
help identify whether a bacterial
infection might be present.
‘An asthma action plan, peak
flow measurements, and a followup appointment can ensure that
someone with asthma recovers
adequately and has enough

treatment for long enough to make
sure their asthma symptoms are
resolved.’

OTHER PRECAUTIONS
ARE PARAMOUNT TOO
Most elderly people with asthma
will have the flu vaccine in the
lead-up to winter, but there are
other basic precautions people
with asthma can be enlightened
about in order to reduce their
likelihood of experiencing an
asthma attack. These are such
simple but significant measures,
such as keeping warm and dry,
wearing gloves, a scarf and a hat,
and carrying an umbrella.
Dr Whittamore said, ‘Wearing
a scarf can be a good defence
against asthma attacks. When
the weather is cold, anyone with
asthma can try wrapping a scarf
loosely around their mouth and
nose, to warm up the air before
they breathe it in.
‘It may also be helpful to advise
patients on their breathing
technique. They may not know
Continued onto page 29
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that the nose is designed to warm
the air as you breathe it in, so it’s
better if they breathe through their
nose rather than their mouth.’

INDOOR TRIGGERS
According to Asthma UK, a stark
number of people with asthma
claim that they avoid going outside
as much as possible in the winter.
However, this choice doesn’t
necessarily mean that they’re
steering clear of the risky road. It
fact, what they may not be aware of
is that this means they are exposed
to more indoor air pollutants, like
dust mite droppings and fumes
from cooking or cleaning products.
Aside from cold and damp weather
and colds and flu, common winter
triggers encompass scented candles
and dusty Christmas decorations.
Dr Whittamore advised,
‘Working with a patient to make
sure they understand their triggers
and how to deal with them means
they are more likely to stay well
with their asthma.
‘If they’re aware of their triggers
then they can avoid them where
possible. For example, choosing
alcoholic drinks they know won’t
aggravate their asthma, or ask
friends not to light scented candles
or an open fire.’
When it’s cold and damp, there
are also more mould spores in
the air, which can trigger asthma
symptoms. To help prevent mould,
advise people with asthma to try

not to dry clothes indoors, store
clothes in damp cupboards, or pack
clothes too tightly in wardrobes.
Also, when showering or
cooking, they should use an
extractor fan or open a window,
and keep doors closed to prevent
damp air spreading through
the house. Keeping the lid on
saucepans can help too.

A FRANK EXCHANGE
At any time of the year, it’s
important that healthcare
professionals encourage an open
dialogue with their patients about
their asthma, to ensure that they
are happy with the care they are
receiving, and are taking their
medications as prescribed. This is
particularly true over winter when
the chance of having an asthma
attack increases.
A recent study by the Asthma
UK Centre for Applied Research
found that some patients are
frustrated with GPs claiming their
chests are clear (i.e. no signs of a
wheeze). According to their GP,
this indicates that their asthma is
under control, despite the presence
of other symptoms, including
breathlessness, frequent use of
reliever inhalers, and decreased
peak flow. (2)
There are a multitude of
factors which can impact on
a patient’s adherence to their
medication, such as forgetfulness,
lack of routine, and poor

inhaler technique. Asthma UK
produces materials for healthcare
professionals to use to help
patients with asthma understand
and manage their condition more
effectively.
These resources have been
co-created with people who have
asthma, and developed using
the most trusted evidence. They
have also been certified by the
Information Standard, which
confirms they are clear, accurate,
balanced, evidence-based, and
up-to-date. All resources can
be accessed on Asthma UK’s
healthcare professionals page. (3)
Among these materials is
the Asthma UK written asthma
action plan, which healthcare
professionals can fill in with their
patients during an appointment.
Asthma action plans help people to
spot when their asthma is getting
worse and what they need to do.
Evidence shows people with a
written asthma action plan are four
times less likely to be admitted to
hospital because of their asthma,
but 58 per cent of people with
asthma do not have one. (4)
Dr Whittamore said, ‘An action
plan doesn’t take long to discuss
and write up, and once a patient
has one it can make a real
difference.
‘Not only does it reduce the risk
of a patient needing emergency
treatment, it’s a very simple way to
help prevent asthma from getting

in the way of their daily life – so
patients can stay symptom-free and
do more of the things they want
to do.’

NON-ENGLISH ASTHMA
ACTION PLANS NOW
AVAILABLE
Asthma UK has translated
their asthma action plans into
10 additional languages in
collaboration with Dr Robin
Carr of Oxfordshire CCG, while
they’ve also been approved by
multilingual professionals. They
are available to download for free
in Arabic, Bengali, Cantonese,
Farsi, Kurdish, Mandarin, Polish,
Portuguese, Punjabi and Urdu.
By downloading and printing these
translated asthma action plans
for their non-English speaking
patients, healthcare professionals
can help improve basic care for
more people with asthma.
Dr Whittamore remarked
on the progress, ‘The translated
action plans aim to provide more
accessible asthma care, advice and
support to people with asthma
whose first language is not English.
They should also help
healthcare professionals feel
better supported to help their
non-English speaking patients to
manage their asthma.’
For more information, visit
www.asthma.org.uk/winter.
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A LONELY EXISTENCE
The escalation of loneliness across Northern Ireland is more
rapid than we may have anticipated, with – according to a
recent study – a shocking 100,000 older people saying that TV
is their main form of company. It’s time that we move to the
frontlines in the battle against this epidemic and the detriment
it poses to both our patents’ health and happiness.
Age NI and the Public Health Agency, with
Allied Health Professionals (AHPs), have come
together to introduce an innovative approach to
tackling loneliness experienced by older people
across Northern Ireland, as part of an initiative
by the Jo Cox Commission on Loneliness. In
partnership with the five health and social care
trusts, the PHA and AHPs will distribute Age
NI Advice and Advocacy Service cards when
working with older people

Pictured (from left): Clare Stevenson,
Orthoptics, Southern Trust, Catherine Casey,
Dietetics, Northern Trust, Brenda Kearns,
Head of Advice, Age NI, Wendy McLean,
Podiatry, Northern Trust, Mary Emerson,
AHP Consultant, Public Health Agency, Fiona
McCallion, Occupational Therapy, Belfast Trust,
Eleanor Bridges, Physiotherapy, Northern
Trust and Josephine O’Connor, Diagnostic
Radiotherapy, Southern Trust
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Age NI and the Public Health
Agency have come together to
tackle the high levels of loneliness
experienced by older people across
Northern Ireland as part of Age
NI’s ‘No One Should Have No
One’ campaign.
This partnership encompasses
all five health and social care trusts
and its Allied Health Professional
(AHP) teams who have identified
loneliness as an issue that they
are dealing with across all their
services.
Research shows that chronic
loneliness affects around 10 per
cent of older people, with one
study showing that ‘lonely people
have a 64 per cent increased chance
of developing clinical dementia’.
This mounting evidence shows
that loneliness has a serious impact
on our mental and physical health
– which in turn can lead to greater
reliance on health and social care
services – making it an issue which
we can ill-afford to ignore.
Linda Robinson, Age NI Chief
Executive, explained, ‘Loneliness
takes the joy out of life and
undermines a person’s feelings of
self-worth. It is widespread among
older people in Northern Ireland,
with thousands telling us how
they are facing the ups and downs
of later life alone. As the numbers
of older people in our society
increase, the problem is set to get
even worse – unless we do more
to help older people to avoid, and
overcome it.
‘Loneliness is everyone’s
business and we all have a role to
play. Age NI’s ‘No One Should

Have No One’ campaign is urging
everyone to look out for older
friends and neighbours by being
friendly, staying in touch, and
checking to see if they have the
support they need. This is why
we are delighted to be working in
partnership with the PHA. Every
day, 3,500 AHPs across Northern
Ireland are in direct contact with
the most ‘hard to reach’ and
vulnerable older people in our
society and they can pass on the
message that Age NI is here to
provide emotional and practical
support’.
Michelle Tennyson, Assistant
Director for Allied Health
Professions and Personal & Public
Involvement at the Public Health
Agency, said, ‘AHPs are passionate
about tackling loneliness as part
of their public health role. Given
the volume of people we support,
we have the potential to identify
and reach out to a large number of
older people who are at a greater
risk of being lonely and isolated.
‘We are committed to working
in partnership with local trusts and
organisations, like Age NI, to help
reduce loneliness in older people.
‘AHPs are well-placed to
support people who may be
experiencing loneliness, such
as through the promotion of
independence and general health
and wellbeing, provision of early
intervention techniques, and
provision of advice and support to
help prevent physical and mental
ill-health. Older people form a
large proportion of the AHP
caseloads and they frequently
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support clients in their own home,
so they are ideally placed to help
tackle loneliness in our community.
‘As part of our partnership with
Age NI, AHPs are pledging to
distribute Age NI Advice Cards
during our conversations with
older people.’
If you are concerned about an
older person you know, contact the
Age NI advice service on freephone
0800 808 7575.

MAINTAINING
INDEPENDENCE
Academic research is clear
that preventing and alleviating
loneliness is vital to enabling older
people to remain as independent
as possible.
Lonely individuals are more
likely to:
• Visit their GP, have higher use
of medication, higher incidence of
falls and increased risk factors for
long-term care (Cohen, 2006)
• Undergo early entry into
residential or nursing care (Russell
et al, 1997)
• Use accident and emergency
services independent of chronic
illness (Geller, Janson, McGovern
and Valdini, 1999)

WHAT’S THE EFFECT
OF LONELINESS ON
OLDER PEOPLE?

• Loneliness can affect an older
person’s mental and physical health
and wellbeing
• Loneliness can become an issue
following ill health, bereavement,

Relevant Stats
A recent survey for Age NI, as part
of its ‘No One Should Have No One’
campaign, found that the problem of
having no one to turn to for support is
widespread among older people.
• One-in-three older people in
Northern Ireland told Age NI that
they are lonely
• 100,000 older people say that TV is
their main form of company
• 26,000 feel trapped in their own
homes

or when family and friends move
away
• Factors such as the changing job
market, working families, busy
lives, and use of technology can
often lead to older people feeling
left out
• Many older people don’t get
out as much, perhaps don’t eat as
well as they should, and become
withdrawn and detached from
their local communities, which can
often lead to more issues

FOR THE FUTURE

Age NI’s vision is a world
where everyone can enjoy
later life, with their mission
being to help people enjoy a
better later life. To achieve
this, last year there were
115,000 direct engagements
with older people through
13,000 calls to the freephone
advice and advocacy service.
The team are providing
over 500,000 hours of care
and support; supporting the
development and capacity of
age sector networks across
Northern Ireland; developing
innovative approaches to ensure
that the voices of older people
are heard by decision-makers, as
well as campaigning and lobbying
the government on issues of
importance to older people.
This partnership with Age NI
is part of ongoing AHP work, led

by the PHA, to reduce loneliness,
including:
• The development of an Aide
Memoire for AHPs to use in their
contact with older people to help
identify loneliness and signpost to
useful agencies accordingly
• The collation of this signposting
information for AHPs to give to
older people as appropriate, e.g.
useful contacts such as Age NI
• Development of a short leaflet /
bulletin on AHP advice for older
people with tips on remaining
healthy and independent in order
to reduce the chance of isolation
though ill physical and / or mental
health
• Early work with Translink, Age
NI and others in supporting people
with skills to improve confidence
in getting out and about in their
communities and hence reducing
social isolation

We can underestimate the
impact that changes like these have
on a person – and that’s why it’s
important that everyone of us has
someone to turn to, to talk to, to
laugh with, to cry with
We all need someone for help and
support, during the good times and
bad – regardless of what age we are
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SPOTLIGHT ON:
GASTROENTERITIS
Gastroenteritis is a disease that causes inflammation of the GI tract. It’s
most commonly caused by viruses, but can also be caused by bacteria
and parasites – and will affect approximately one-in-five people in the
UK each year. (1) As healthcare professionals encounter patients with
gastroenteritis on a regular basis, it’s important to have an excellent
understanding of likely causative organisms, treatment options,
complications, and consequences of this condition. In this article, Paul
Rooney, Specialty Registrar in Gastroenterology, Ulster Hospital, and
Tony CK Tham, Consultant Gastroenterologist, Ulster Hospital; Deputy
Chair, British Society of Gastroenterology Clinical Services and Standards
Committee, focus on the management of this condition in the adult
population.
PRESENTATION
The presentation of gastroenteritis
will commonly include nausea,
vomiting, diarrhoea, abdominal
pain, fever, and dehydration. We
should take a history specifically
asking about each of these features,
as well as recent eating habits and
the presence of any other unwell
family members or friends.
We need to ensure that we
take a careful travel history, sexual
history, and enquire about the

use of recent antibiotics to ensure
that some of the rarer causes aren’t
overlooked. By taking a careful
history and examination, we can
identify patients who are likely
to require more than supportive
treatment only, and we may
be able to identify those who
should be referred to hospital for
management of their condition.
Those patients who have
multiple comorbidities and
who have systemic features,

such as fever, are more likely
to benefit from admission to
hospital. Younger patients with
no comorbidities and features
of a viral gastroenteritis should
be encouraged to manage their
condition at home with supportive
treatment only.
The table below illustrates
some of the common causative
organisms and their respective
clinical features (2):

Organism

Incubation Period

Symptoms

Source

Norovirus

12 to 48 hours

Fever, pain, diarrhoea, vomiting

Faecal-oral

Rotavirus

One to seven days

Fever, diarrhoea, vomiting

Campylobacter

Two to five days

Bloody diarrhoea, fever, pain

Milk, poultry

Salmonella

12 to 48 hours

Diarrhoea, vomiting, pain, fever,
septicaemia

Meat, eggs, poultry

E. Coli

12 to 72 hours

Bloody diarrhoea, vomiting, pain,
fever

Undercooked meat

Shigella

Two to three days

Bloody diarrheoa, pain, fever

Any food

Dr Tony CK Tham
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When a patient has bloody,
infectious diarrhoea we know that
campylobacter is the most likely
causative organism. In 2014 in
England and Wales there were
58,742 cases of campylobacter
confirmed by laboratory testing
compared to 6,672 cases of
confirmed salmonella. 1,088 cases
of shigella were confirmed and
there were 891 confirmed cases
of E. Coli 0157. (1) There were
less confirmed cases of norovirus
(5,734) than one might expect,
however the vast majority of
cases of norovirus are mild and
self-limiting, therefore patients
tend to manage themselves with no
diagnostic tests ever being carried
out.
The main differentials for
infectious gastroenteritis are
inflammatory bowel disease and
IBS, although there are numerous
other conditions that can lead to
chronic diarrhoea. As healthcare
professionals we need to be able to
identify those patients who need
further investigations, rather than
just supportive treatment. The

duration of symptoms should be
the first point to consider when
deciding who to perform further
investigations on. Symptoms for
over seven days would be unusual
for infectious gastroenteritis
and should prompt further
investigation. Other features, such
as previous episodes of bloody
diarrhoea, abdominal pain,
evidence of malabsorption and
weight loss should all make us
more suspicious of inflammatory
bowel disease (IBD) as a cause of
symptoms. Patients with diagnosed
IBD can also experience acute
gastroenteritis; therefore it is
essential that stool cultures are sent
on every patient with prolonged
symptoms.
If symptoms are severe, or if
the patient is systemically unwell,
then referral to hospital is justified.
We will check bloods, including
FBC, CRP, Albumin, Urea
and Electrolytes, and perform
an abdominal x-ray to look for
evidence of a toxic mega-colon.
We will also consider a flexible
sigmoidoscopy and biopsy if

symptoms are severe enough.
The majority of patients will be
managed at home therefore only
those with severe symptoms,
prolonged symptoms or systemic
disease should undergo this level of
investigation.

MANAGEMENT
For the majority of patients,
supportive treatment will
suffice, and maintaining oral
intake with or without the use
of oral rehydration sachets
is recommended. In severe
circumstances anti-emetics and
anti-diarrhoeal agents may be
used, however anti-diarrhoeal
agents should be avoided in cases
of bloody diarrhoea. Antibiotics
should only be considered if the
patient is elderly, systemically
unwell, or immunocompromised.
Given that resistance to
antibiotics is increasing, it’s vital
that we reduce the amount of
antibiotics given to patients with
viral illnesses. If antibiotics are
required, the choice should be
guided by the sensitivities to the

bug that is cultured. If a case of
food poisoning is confirmed,
Public Health should be contacted
as it is a notifiable disease and
further investigation is required to
identify the source.
While assessing these patients,
it’s important to consider their
comorbidities and the effect
that gastroenteritis may have on
them. In particular, we need to
consider the current medications
that the patient is taking and
whether or not they should be
continued while the patient is
acutely unwell. All medications
should be thoroughly reviewed
however we would like to highlight
the importance of reviewing
nephrotoxic medications,
Metformin and steroids
(glucocorticoids).
Nephrotoxic medications are
particularly important as the risk of
developing an acute kidney injury
is increased if they are taken while
the patient is dehydrated. Patients
with a cardiac history may be on
multiple nephrotoxic medications
such as ACE inhibitors and
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diuretics. The decision to stop
any medications needs to be
carefully considered and we only
recommend stopping medications
if it is safe to do so. If there is
any doubt regarding the safety
of stopping these medications
then a dose reduction may be a
suitable alternative. Monitoring
electrolytes may also be beneficial
for these patients. With ongoing
diarrhoea, our overall stores of
potassium may decrease and if
the patient is also taking a loop
or thiazide diuretic the potential
for hypokalaemia is greater. By
reviewing these medications at the
start of an illness we may be able to
prevent an acute kidney injury or
severe electrolyte disturbances and
may be able to avoid unnecessary
admissions to hospital.
Metformin is a relatively
common medication used in
patients with type 2 diabetes
to help improve control of
blood sugar. Although it’s a safe
medication there have been
reports of Metformin Associated
Lactic Acidosis (MALA), which
is a potentially life-threatening
condition. When patients are
dehydrated the risk of taking
metformin is greater and the risks
of developing a lactic acidosis are
greater. An observational study
performed in Madrid in 2011
identified 29 cases of Metformin
Associated Lactic Acidosis
during a four- year period. (3) An
episode of acute gastroenteritis
precipitated the event in 26 of
these cases, and three out of the
29 patients died. There have also
been cases of patients with MALA
presenting like an ischaemic gut
and undergoing unnecessary
laparotomy. (4) This information
highlights the importance of
educating patients who are taking
metformin on the risks of taking
the drug while dehydrated.

Stopping the drug or reducing
the dose for a few days may be
beneficial to those most at risk of
severe dehydration.
The third patient cohort
that we should also give special
consideration to are those that are
taking long-term glucocorticoids as
a result of adrenal insufficiency.
NICE guidelines suggest those
patients taking long-term steroids
should double the dose of steroid
for the duration of the illness. We
should also be encouraging these
patients to take oral rehydration
sachets with the steroids to ensure
an adequate circulatory volume is
maintained. If vomiting is an issue
and there is a question of whether
or not the oral steroid has been
taken, the patient should take
their emergency hydrocortisone
injection and seek medical advice
in order to avoid an Addison’s
Disease Emergency.

RARER
COMPLICATIONS
The vast majority of patients will
manage their symptoms without
any major issues, however there are
a few complications that we need
to be aware of.
Some of the bacterial causative
organisms, such as Shigella and
E. Coli, can produce toxins like
Shigatoxin and Verotoxin which
can cause enterohaemorrhagic
enteritis. The majority will respond
to a course of oral ciprofloxacin
but a minority of patients have the
potential to develop Haemolytic
Uraemic Syndrome (HUS). HUS
is more common in children but
can occur in adults. It normally
develops five to 10 days after
the diarrhoea has started and
can manifest itself as abdominal
pain, oliguria, haematuria or
hypertension. The majority of
cases are caused by E. Coli 0157.

(2) It’s important to identify these
patients as they can deteriorate
to the point of needing renal
replacement therapy and therefore
should be managed in hospital.
If there has been a history of
recent antibiotic use, Clostridium
Difficle (C. Diff ) should always be
considered as a possible cause of
the diarrhoea. It is more common
in the elderly and symptoms
can range from mild diarrhoea
to severe bloody diarrhoea with
systemic symptoms. A course
of oral metronidazole or oral
vancomycin is often effective
however severe infectious can
lead to the patient developing
pseudomembranous colitis.
Patients with severe symptoms
and who are systemically unwell
should be admitted to hospital
and commenced on a C. Diff care
pathway. This allows accurate
recording of bowel movements,
regular examination and
monitoring of blood tests so
that any deterioration is quickly
identified.
The image below demonstrates
the endoscopic appearance of
pseudomembranous colitis
and highlights how severe the
condition can become. (5) In the
most severe cases urgent colectomy
is required.

POST-INFECTIOUS
IRRITABLE BOWEL
SYNDROME

Symptoms will settle in a few
days for the majority of patients,
however we recognise that some
patients will exhibit the symptoms
of IBS following an episode
of infectious gastroenteritis.
Symptoms such as diarrhoea or
constipation, abdominal pain, and
bloating can continue for months
and the diagnosis can be made
using the Rome IV criteria for IBS.
A normal faecal calprotectin
is also of benefit to exclude any
ongoing inflammation in the GI
tract. Post-infectious IBS tends
to occur more often in females
and in those with a history of
psychological issues, such as
anxiety and depression. (6) There
is no evidence to suggest that any
particular organism is responsible
as all infection types increased the
risk of IBS. (6)

CONCLUSION
Infectious gastroenteritis is a very
common medical condition that
we will manage on a regular basis.
Maintaining adequate hydration
is the cornerstone of treatment
and can be achieved with or
without the use of oral rehydration
sachets. A small proportion of
carefully-selected patients will
require antibiotics, especially if a
bacterial causative organism has
been identified. We must consider
the comorbidities of our patients
with gastroenteritis, as temporary
adjustment of medications for the
duration of the acute illness may
be appropriate. There are a few rare
complications that we need to be
aware of as these patients should be
admitted to hospital and managed
as inpatients. By considering all
these points we can improve the
way we manage gastroenteritis in
the community and may be able
to reduce potentially avoidable
hospital admissions.
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ENTYVIO: the only gut-selective biologic for
adult patients with moderately-to-severely
active ulcerative colitis or Crohn’s disease1

When stepping patients up to
a biologic therapy

TREAT WITH
PRECISION
Gut-selective Entyvio targets
the site of inflammation1
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DAMAGE
CONTROL

Far too often, those tackling unyielding pain are
not only disillusioned, but lack the know-how to
control their discomfort on a daily basis. Arthritis
Care’s John McCormick helps NIHR investigate
the pathway which is encouraging patients to
assume a greater sense of responsibility for their
own pain management.

John McCormick
Pain is a major element of many
long-term conditions, particularly
arthritis and musculoskeletal
conditions. While most patients
rely on a regimen of drug
treatments that provide pain relief
or inhibit progress of the illness,
what they often fail to realise is
that their experience of pain is
actually part of a vicious cycle.
For example, living with
long-term pain can elicit feelings
of anxiety, frustration, and anger,
which then leads to tense muscles,
which naturally adds to the
pain as the movement becomes
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more restricted. Again, patients
might have difficulty sleeping or
participating in everyday activities
that they previously enjoyed,
subsequently leaving them feeling
frustrated and anxious, leading to a
low mood, tiredness, and fatigue.
This ongoing cycle can make
the pain feel even worse and in
some cases lead to depression.
For patients living with
chronic pain, it can often
feel like an endless stream of
appointments with GPs, specialists,
physiotherapy, OT and other
health professionals. In reality, a

patient living with pain spends,
on average, just 12 hours a year
with their healthcare professionals,
leaving them to manage the other
364.5 days by themselves. To do
this well, however, they need to
learn the right skills.
This is why referral to selfmanagement or pain management
programmes is so important and
healthcare professionals should
consider them a mainstreamed
part of the treatment of long-term
conditions. Given the limited
time that healthcare professionals
have with their patients, teaching
them how to self-manage can help
improve patients’ health outcomes
and improve the efficacy of their
treatment plans.
For example, a self-management
/ pain management programme,
such as those delivered by Arthritis
Care, shows patients simple
techniques to help them deal
with everyday problems, such as
frustration, fatigue, isolation and
poor sleep. They also discover how
to prioritise and plan activities and
deal with setbacks. They stress the
importance of keeping as active as
possible and provide them with
tools, such as distraction, better
breathing, and relaxation that
they can call on when pain is at its
worst.
While patients naturally
value their healthcare, many are
fearful of their diagnosis and
worry about the future. Being a
supportive healthcare professional

who encourages their patient to
open up about their concerns is
invaluable.
Self-management programmes
help patients take a more proactive
approach to their condition, as
they learn the importance of
having a better understanding of
their condition and being able
to discuss it with their health
professional. Patients are often
worried about the side-effects
of medications or do not take
them as prescribed, whether that’s
through lack of understanding,
or not being able to take in all the
information they are given. Just
taking a moment to check for
understanding and carrying out a
regular medicines review can make
all the difference.
Getting patients to accept
their condition is a vital first step
towards them being able to take
more control of it. For many
people, it’s how the condition
makes them feel and the impact
it has on their lives that is the
biggest challenge. Research shows
that people who participate in a
pain management programme
experience less pain, depression,
fatigue and anxiety than before.
These programmes work
because they break the cycle of
despair, put the patient more in
control of their condition, and
help them make the best of their
treatment.

NICE RECOMMENDED1,2 AND SMC
ACCEPTED3,4 IN NVAF AND VTE
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Only LIXIANA® combines:
Proven efficacy comparable to well-controlled warfarin5,6
Superior reduction in clinically relevant bleeding vs. well-controlled warfarin5,6
Once-daily dosing across both NVAF and VTE indications7*
*
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ciclosporin, dronedarone, erythromycin, or ketoconazole. The
15 mg dose of edoxaban is not indicated as monotherapy, and should
only be used during a switch from edoxaban to VKA (see SmPC for
full details). If a dose of edoxaban is missed, the dose should be
taken immediately and then continued once daily on the following
day. Contraindications: Hypersensitivity to the active substance or
to any of the excipients; clinically significant active bleeding. Hepatic
disease associated with coagulopathy and clinically relevant bleeding
risk. Lesion or condition, if considered to be a significant risk for
major bleeding. This may include current or recent gastrointestinal
(GI) ulceration, presence of malignant neoplasms at high risk
of bleeding, recent brain or spinal injury, recent brain, spinal or

ophthalmic surgery, recent intracranial haemorrhage, known or
suspected oesophageal varices, arteriovenous malformations,
vascular aneurysms or major intraspinal or intracerebral vascular
abnormalities. Uncontrolled severe hypertension. Concomitant
treatment with any other anticoagulants e.g. UFH, low molecular
weight heparins, heparin derivatives (fondaparinux, etc.), VKA
or NOACs except under specific circumstances of switching oral
anticoagulant therapy or when UFH is given at doses necessary to
maintain an open central venous or arterial catheter. Pregnancy
and breastfeeding. Special warnings and precautions for use:
Haemorrhagic risk: Use with caution in patients with increased risk
of bleeding such as elderly on ASA and should be discontinued if
severe haemorrhage occurs. The anticoagulant effect of edoxaban
cannot be reliably monitored with standard laboratory testing.
A specific anticoagulant reversal agent for edoxaban is not
available. Haemodialysis does not significantly clear edoxaban.
Renal impairment: Renal function should be assessed prior to
initiation of edoxaban and afterwards when clinically indicated.
Not recommended in patients with end-stage renal disease or on
dialysis. Renal function and NVAF: A trend towards decreasing
efficacy with increasing creatinine clearance was observed for
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ALL IN A
DAY’S WORK
Paul McGimpsey offers NIHR a peek into
his typical agenda at Andersons
Pharmacy – under the added glare of
winter’s arrival.

Paul McGimpsey
I’ve been a community pharmacist
for 20 years. I’m not sure if I
should celebrate this, or be shocked
at how quickly time has passed! In
those years, much has changed –
conversely, much hasn’t.
When people ask, ‘How was
your day?’, I’ve often thought that
it goes without saying that we were
very busy, but I’m increasingly
coming to the conclusion that
it really does need saying. I get
to work shortly after 8.30am in
order to be ready to hit the ground
running when we raise the shutters
at 9am. Normally we already
have patients queued up, waiting
patiently (or not) for us to open,
and the day begins. What will the
day ahead hold for us? All we can
do is make an educated guess.
We will perform clinical checks
on every prescription that passes
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through, counsel patients, problem
solve, carry out MURs, deal with
minor ailments, manage stock etc.
This list goes on – and during
the winter season, you can be sure
it will get longer!
Winter brings many things,
including norovirus, colds, flus,
and worse still, ‘man flu’. All these
combine to make the winter a
challenge for everyone working
in the NHS, throughout primary
and secondary care. Community
pharmacy plays a massive role
in this, and we work hard trying
to care for our patients, through
health promotion and self-care,
advising patients when they should
and should not try to see their GP.
Encouraging patients to attend
the GP for the flu vaccine and
reassuring them that the GP or
practice nurse has not given them
the flu becomes a conversation
you can guarantee you will have
on a daily basis! We also provide a
private vaccine service for patients
who do not qualify for vaccination
through the NHS.
One of our major strengths in
community pharmacy is our open
door policy – no appointment
required. Research carried out
by Pharmacy Voice revealed that
six million UK adults would visit
their doctor for winter ailments,
while just one-in-five use their
local community pharmacy for
advice on managing coughs, colds,
and flu, so maybe we need to
advertise or shout about what we
can do more effectively. Those who
did go to their pharmacy waited
on average only five minutes to

see a pharmacist, compared to
three-and-a-half days for their
GP. In many cases, patients are
expecting an antibiotic in the
mistaken belief that these agents
will help. Educating our patients is
an important, and in my opinion,
underappreciated, part of what
community pharmacists do.
The winter sees increasing
pressures on GP practices, in which
prescription volumes remain high,
which can result in communication
between pharmacies and surgeries
being difficult. I’m hoping that this
winter will see an improvement,
as many practices now have a
practice-based pharmacist in place.
Many community pharmacists
will be familiar with the scenario
of raising a query, only to receive
an answer to a question you
didn’t ask! Opening lines of
communication with the practicebased pharmacist has proved very
valuable, as they are accessible
and have the combination of
clinical knowledge and the
practical experience of community
pharmacy to be able to quickly
provide the information required
or direct the enquiry appropriately.
The minor ailments scheme
always seems to get busier at this
time of year, and is a valuable
resource for patients, enabling
us to treat without the need
for a prescription. The only
disappointment with this is the
limitations and restrictions of the
formulary.
MURs are a great tool all year
round, but I find respiratory ones
especially useful in winter.

Recently I had a lady who
had been to a respiratory clinic
in secondary care. She was given
a letter recommending her GP
prescribe a new inhaler for her.
She left it into the surgery on
Monday morning and arrived in
my pharmacy before lunch the
same day, and was disappointed to
discover that her new medication
was not ready for her! I attempted
to explain that the timeline
she was hoping for was a little
optimistic and reassured her
that a further wait would not be
detrimental. When she returned
the following day, we went through
her condition, how to use her new
inhaler, demonstrated optimal
technique and watched her repeat
this. We provided information
and access to an online video she
could refresh her memory with
as required. At the end, she was
confident about her new device,
why she was given it, how to look
after her condition better, and,
importantly, she was much calmer!
She even complimented my beard.
All things considered, I feel
that community pharmacy has a
big role to play in the healthcare
jigsaw – not just in winter, but all
year round. Winter just puts more
pressure on a system that, in my
experience, doesn’t have much in
the way of slack. I still get stressed
out over stock shortages, increased
workloads, increased patient
expectation, and the possibility
of a criminal record for an honest
mistake. But I know that our
patients appreciate what we do.
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DRY EYE SYNDROME

AN EYE-OPENER

It’s time to look beyond dry eye syndrome’s ability to masquerade as a simple, straightforward
irritation, and see that it can be more deep-rooted than suspected.
Given the influx of patients
experiencing dry eye syndrome –
the condition affects one-in-four
people – it’s no surprise that its
obvious inconvenience is welldocumented. However, its impact
also surfaces in less obvious, but
hugely disconcerting, forms – such
as the condition’s apparent link to
chronic pain syndromes.
Shedding light on this
particular relationship is
research which suggests that
some dry eye sufferers have
corneal somatosensory pathway
dysfunction and would be better
described as having neuropathic
ocular pain.
With this in mind, perhaps
we may start to see a shift in
long-term routes of recovery – a
change supported by Roy C Levitt,

MD, a Neuroanesthesiologist,
Pain Specialist, and Geneticist at
Bascom Palmer Eye Institute at
the University of Miami Miller
School of Medicine, and study
author, who explained that, ‘A
multidisciplinary approach used
for chronic pain treatment may
also benefit these dry eye patients.’
‘Dry eye patients in our study
reported higher levels of ocular
and non-ocular pain associated
with multiple chronic pain
syndromes, and had lower scores
on depression and quality-of-life
indices consistent with a central
sensitivity disorder,’ he continued.
Reflecting on the implications
of the findings – and the lessons
that we can subsequently learn,
Anat Galor, MD, MSPH, a
Cornea and Uveitis Specialist and

Associate Professor of Clinical
Ophthalmology at the Miller
School, as well as a fellow author,
said, ‘Our highest priority is
educating physicians that dry eye
represents an overlapping chronic
pain condition. Consequently, a
multidisciplinary approach should
be considered in the diagnosis
and pain management of dry eye
patients.’

KEY RESEARCH TO KEEP
AN EYE ON:
• A team at Stanford University,
led by Daniel Palanker, PhD, has
developed an implantable device
that electrically stimulates the
lacrimal gland to produce tears. In
addition, it stimulates the nerves
linking the brain and sensory

neurons in eye, further prompting
the lacrimal gland to produce
tears. More recently, the team has
been able to finetune the content
of the tears by stimulating other
glands around the eye. Their results
produce tears that contain not
only water, but lipids and mucins
to more closely resemble the
consistency of naturally-occurring
basal tears
• Defining the molecular
composition of the tear lipid
layer is another area of research
that the National Eye Institute is
funding. Ben Glasgow, MD, at
the University of California, Los
Angeles, is studying the structure
and function of lipid binding
proteins in tears.
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OPINION

A RACE
AGAINST
TIME
Our health system is in a critical condition, and
further delays to resolving the political impasse
could prove terminal, explains Nora Smith,
Chief Executive of CO3, in her latest column.

Nora Smith
40 | NIHR | Oct 2017

We do not yet know when there
will be a new government in
Northern Ireland and what form
it will take: a restoration of the
Executive and Assembly, the
imposition of Direct Rule, with or
without Dublin involvement, or
rule by our own civil servants.
Whatever the ultimate solution
is, we’re fast running out of time
to fix the health service. Indeed it
may already be too late. This is not
scaremongering. The signs are all
around us and the warnings were
issued years ago.
It is worth, very briefly,
reminding ourselves of the core
issue. An ageing population and
the associated rise in the number of
people with chronic conditions is
leading to a rising demand on the
health service. This is estimated at
between five and six per cent per
annum.
Keeping things as they are
would therefore see health
spending double in around
12 years. That is unaffordable
and unless there is a change in

trajectory, the service is set to
collapse.
All the key reports we have
had on our health service agree on
this, and also on the solution as
well, which is to switch emphasis
from acute care to a system which
has home as the centre of care and
invests more in prevention. This
would mean that the health service
would become fit-for-purpose
without necessarily increasing costs
because care at home and within
communities and prevention are
much less expensive than acute
care.
CO3’s Health and Social
Care Special Interest Group is
committed both for the need to
reform, and to doing everything
it can to help to make it work.
Through the services they offer, its
members have much to contribute
to this process.
It is worth reminding ourselves
that only about 20 per cent of
health outcomes are related
to clinical care: 10 per cent to
physical environment (air quality,
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We do not yet know when there
will be a new government in
Northern Ireland and what form
it will take: a restoration of the
Executive and Assembly, the
imposition of Direct Rule, with or
without Dublin involvement, or
rule by our own civil servants.
Whatever the ultimate solution
is, we’re fast running out of time
to fix the health service. Indeed it
may already be too late. This is not
scaremongering. The signs are all
around us and the warnings were
issued years ago.
It is worth, very briefly,
reminding ourselves of the core
issue. An ageing population and
the associated rise in the number of
people with chronic conditions is
leading to a rising demand on the
health service. This is estimated at
between five and six per cent per
annum.
Keeping things as they are
would therefore see health
spending double in around
12 years. That is unaffordable
and unless there is a change in
trajectory, the service is set to
collapse.
All the key reports we have
had on our health service agree on
this, and also on the solution as
well, which is to switch emphasis
from acute care to a system which
has home as the centre of care and
invests more in prevention. This

would mean that the health service
would become fit-for-purpose
without necessarily increasing costs
because care at home and within
communities and prevention are
much less expensive than acute
care.
CO3’s Health and Social
Care Special Interest Group is
committed both for the need to
reform, and to doing everything
it can to help to make it work.
Through the services they offer, its
members have much to contribute
to this process.
It is worth reminding ourselves
that only about 20 per cent of
health outcomes are related
to clinical care: 10 per cent to
physical environment (air quality,
housing and built environment);
40 per cent to socio-economic
factors (education, employment,
family and social support,
community safety); and 30 per
cent is related to behaviours
(smoking use, diet exercise, alcohol
and drug use, and sexual activity).
Therefore improving our health
necessitates a much higher level
of community engagement and
community services designed
to alleviate the key drivers of ill
health. This is the area in which
our members operate. Their
collective knowledge of the issues
and networks within communities
is unmatched.

The landmark document,
‘Transforming Your Care’, was
published back in 2011. It spelled
out that there was no option but to
instigate these reforms. Yet there
was little discernible progress.
Despite a broad political consensus
on the need for reform, this tended
to evaporate at local level. We have
too many hospitals and reform
necessitates reconfiguration.
However, politicians, perhaps
understandably, tended to side
with local campaigners, rather than
taking the more courageous step of
explaining the necessity for change.
By 2014 Sir Liam Donaldson
had concluded that our politicians
were not capable of fixing the
health system and that the only
solution was to delegate the task to
a panel of international experts.
His proposal was rejected by
all political parties. Yet if he had
been heeded we would now be on
our way to establishing a reformed
health service fit-for-purpose for
present and future needs. Instead
we are staring into an abyss with
no mechanisms to secure the
necessary changes.
The resulting paralysis was
starkly illustrated by the responses
of the health trusts to the looming
budgetary shortfall of £70 million.
This should have been the catalyst
for implementing reform. Instead
of embracing the challenge by

pressing ahead with reform, they
have delegated this responsibility
by asking the public what cuts
they wanted to see to their local
services. It is worth remembering
that a lack of strong leadership in
the service was another thrust of
the Donaldson report.
It is unfair to beat up the trusts
and the Health Department for
failing to move on reform. It is
too important a policy matter to
be devolved to unelected officials
and proceeding without political
sanction would be undemocratic.
However, the consequences
will be stark. In the absence of the
necessary structural reform all
available resources will be diverted
into propping up our faltering
hospital service, even though the
inevitable corollary will be further
cuts to less expensive interventions
that will in turn heap further
pressures on the hospitals.
Cuts to home care services, for
example, will result in more and
more people who are well enough
to go home occupying beds at huge
expense because the packages they
need are no longer available.
What makes the situation
more frustrating is that in the
past couple of years, first under
the DUP’s Simon Hamilton,
and then under the last Health
Minister, Michelle O’Neill, there
was a growing realisation that these
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DIABETES

GETTING TO THE
HEART OF THE
MATTER
A new era of optimism for cardiovascular
risk in diabetes may be upon us. Dr Stephen
Wheatcroft, Leeds Institute of Cardiovascular
and Metabolic Medicine, University of Leeds,
overviews recent changes, and the implications
which they may have for you, the healthcare
professional.

Dr Stephen Wheatcroft
We live in an era of major
change in cardio-metabolic risk
exposure, characterised by a global
epidemic of obesity, transition to
consumption of a highly refined
energy-rich diet and a decline
in energy expenditure through
widespread adoption of sedentary
lifestyles. In 2016, 124 million
boys and girls worldwide were
obese and 552 million adults are
42 | NIHR | Oct 2017

predicted to be affected by diabetes
by 2030 (1, 2). Although mortality
from cardiovascular disease has
been in decline for many decades,
men and women with diabetes
remain at twofold increased
risk (3). There is now disturbing
evidence that the rate of decline in
cardiovascular mortality may have
abated and may be showing early
signs of reversal in some groups

(4). Diabetes remains a major risk
factor for long-term mortality
after myocardial infarction,
despite significant advances in
pharmacological management (5)
and reperfusion (6).
Although the risk of
cardiovascular disease attributable
to diabetes is widely recognised,
until recently we had a limited
number of tools in the therapeutic
armamentarium to offer our
diabetes patients. Aggressive risk
factor modification, focusing on
lipid lowering and blood pressure
along with anti-platelet therapy,
offers long-lasting clinical benefit
(7). However, what has been
missing is specific therapy to offer
to our patients with diabetes to
tackle their residual risk.
Intensive glycaemic control
proved to be a disappointing target
to confer reduced cardiovascular
risk. Large randomised trials,
including ACCORD, ADVANCE
and VADT, failed to demonstrate
reduced cardiovascular mortality
in patients with established

diabetes (8, 9, 10). Perhaps we
expected too much from such
strategies started in patients with
long-standing diabetes when rapid
reversal of the pro-atherosclerotic
consequences of decades of
metabolic dysregulation seems
unlikely.
Which hypoglycaemic drugs
should we choose for our patients
with cardiovascular disease? Early
metformin therapy in patients
with recent diagnosis of diabetes
reduces cardiovascular risk and
confers a legacy on cardiovascular
risk reduction apparent decades
later (11, 12). Metformin retains
a strong foothold, having the
benefit of decades of experience
and evidence for reducing
cardiovascular events particularly
in obese individuals (13, 14).
Diabetes drug development
witnessed dark times in 2007
following a report, suggesting
that the insulin-sensitising drug
rosiglitazone increased the risk of
myocardial infarction (15).
Although subsequently refuted
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in the final analysis of RECORD
(16), the rosiglitazone debate was
sufficient to drive United States
regulatory bodies to demand that
robust cardiovascular safety studies
are completed before approval of
new diabetes drugs (17).
Trials completed after
the change in US regulatory
requirements, such as EXAMINE
(alogliptin) (18) and TECOS
(sitagliptin) (19), provided
reassurance that dipeptidyl
peptidase-4 inhibitors can be
safely used in patients at high
cardiovascular risk, but failed to
quench the thirst for drugs which
not only safely treat glycaemia,
but reduce adverse cardiovascular
outcomes. Not all dipeptidyl
peptidase-4 inhibitors are equal,
with an increased risk of heart
failure hospitalisation in SAVORTIMI (saxagliptin) flagging up a
note of caution in those exposed to
risk of heart failure (20).
More recent developments
in hypoglycaemic drug therapy
have heralded a new era of
optimism for cardiovascular
risk reduction in diabetes, with
several trials reporting reduction
in cardiovascular events with
newer agents. EMPA-REG
OUTCOME was a landmark
study which demonstrated that the
sodium glucose cotransporter 2
(SGLT2) inhibitor empagliflozin
was associated with a reduction
in cardiovascular mortality,
non-fatal myocardial infarction,
or non-fatal stroke (10.5 per cent
vs 12.1 per cent; P=0.04;), as
well as a reduction in all-cause
mortality (5.7 per cent vs. 8.3 per
cent; P<0.001) and cardiovascular
mortality (3.7 per cent vs 5.9
per cent; P<0.001) in patients
with type 2 diabetes (21). As the
reduction in HbA1c was modest
(0.5 per cent) it is likely that
weight loss, diuresis and blood
pressure reduction contribute
to the positive outcomes with
empagliflozin. This is consistent
with the reduction in deaths
from heart failure while rates of
myocardial infarction remained
similar.
LEADER demonstrated that
the glucagon-like peptide-1 (GLP1) agonist liraglutide reduced the
primary composite endpoint of
cardiovascular death, non-fatal

myocardial infarction or non-fatal
stroke compared to placebo after
a median follow-up of 3.8 years
(13 vs 14.9 per cent, HR 0.8, 95
per cent CI 0.78–0.97, p < 0.001
for non-inferiority; p = 0.01
for superiority) (22). All-cause
mortality was also reduced with
liraglutide (8.2 vs 9.6 per cent, HR
0.85, 95 per cent CI 0.74–0.97,
p = 0.02). In SUSTAIN-6, the
once-weekly GLP-1 agonist
semaglutide reduced the primary
endpoint of cardiovascular death,
non-fatal myocardial infarction
or non-fatal stroke by 2.3 per
cent (HR: 0.74; 95 per cent
CI: 0.58 to 0.95; p < 0.001 for
non- inferiority; p 1⁄4 0.01 for
superiority) (23). In contrast to
the LEADER trial, cardiovascular
mortality was not affected by
semaglutide, but non-fatal stroke
was improved (ARR: 1.1 per cent;
HR: 0.61; 95 per cent CI: 0.38 to
0.99) along with a nonsignificant
trend toward lower rates of
myocardial infarction.
The mechanisms by which
GLP-1 agonists reduce
cardiovascular risk remain
unclear, although the observation
that cardiovascular benefits
appeared later that in trials
of SGL2 inhibitors suggests
that a favourable effect on
atherothrombosis rather than
haemodynamics may predominate
(24).
What are the implications
of the recent evidence for the
practicing clinician? Although
not yet reflected in national
guidelines, on the basis of recent
trials, a patient with type 2 diabetes
and cardiovascular disease would
benefit from therapy with a newer
agent such as a SGLT2 inhibitor
or GLP-1 agonist. The simplicity
of oral administration, coupled
with robust evidence of reduced
cardiovascular and all-cause
mortality, argue that empagliflozin
is an ideal therapy for patients in
whom we are concerned about
diabetes and the heart.
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As with any basal insulin, the prolonged effect of Tresiba® may delay
recovery from hypoglycaemia. Administration of rapid-acting insulin is
recommended in situations with severe hyperglycaemia. Use of inadequate
doses or discontinuation of treatment may lead to hyperglycaemia and
ketoacidosis which are potentially lethal. Transferring to a new type,
brand or manufacturer of insulin should be done under strict medical
supervision. Cases of cardiac failure reported when pioglitazone was
used in combination with insulin, especially in patients with risk factors for
development of cardiac heart failure; if the combination is used, patients
should be observed for signs and symptoms of heart failure, weight gain
and oedema. Pioglitazone should be discontinued if any deterioration in
cardiac symptoms occurs. Intensification of insulin therapy with sudden
improvement in glycaemic control may be associated with a temporary
worsening of diabetic retinopathy. Patients must be instructed to check
the insulin label before each injection to avoid accidental mix-ups between
the two strengths of Tresiba® and other insulins. Patients who are blind/

have poor vision must get assistance from another person with good
vision who is trained in using the insulin device. Insulin administration may
cause antibodies to form; due to the presence of antibodies in rare cases
adjustment of dose may be necessary. Hypoglycaemia may constitute a
risk when driving or operating machinery. Patients must be advised to
take precautions to avoid hypoglycaemia while driving. Tresiba® must
not be mixed with other medicinal products. Fertility, pregnancy
and lactation: There is no clinical experience with use of Tresiba® in
pregnant women and during breast feeding. Animal reproduction studies
with insulin degludec have not revealed any adverse effects on fertility.
Undesirable effects: Very common (≥ 1/10); common (≥ 1/100 to <
1/10); uncommon (≥ 1/1,000 to < 1/100); rare (≥ 1/10,000 to < 1/1,000);
very rare (< 1/10,000); not known (cannot be estimated from the available
data). Very common: Hypoglycaemia. Common: Injection site reactions.
Uncommon: Lipodystrophy and peripheral oedema. Rare: Hypersensitivity
and urticaria. With insulin preparations, allergic reactions may occur;
immediate-type allergic reactions may potentially be life threatening.
Injection site reactions are usually mild, transitory and normally disappear
during continued treatment. The Summary of Product Characteristics
should be consulted for a full list of side effects. MA numbers and
Basic NHS Price: 5 x 3 ml 100 U/mL Penfill® EU/1/12/807/007 £46.60;
5 x 3 ml 100 U/mL FlexTouch® EU/1/12/807/004 £46.60; 3 x 3 ml 200
U/mL FlexTouch® EU/1/12/807/013 £55.92. Legal category: POM. Full
prescribing information can be obtained from: Novo Nordisk
Limited, 3 City Place, Beehive Ring Road, Gatwick, West Sussex, RH6 0PA.
Marketing Authorisation Holder: Novo Nordisk A/S, Novo Allé, DK2880 Bagsværd, Denmark. Date last revised: April 2017.

Adverse events should be reported.
Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard. Adverse events should also
be reported to Novo Nordisk Limited (Telephone
Novo Nordisk Customer Care Centre 0845 6005055).
Calls may be monitored for training purposes.

Tresiba®, FlexTouch®, Penfill®, NovoFine® and NovoTwist® are
trademarks owned by Novo Nordisk A/S.
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SOCIAL MEDIA: A POWERFUL
TOOL OR AN INSTIGATOR OF
PROFESSIONAL RUIN?
Dr Sally Old, Medico-Legal Adviser at the Medical Defence Union, assesses the far-reaching
effects of social media, and provides advice as to how you can deal with critical posts published by
patients.

Dr Sally Old
Many healthcare professionals have
embraced social media and it’s true
that it can have a positive impact,
for example, by helping individuals
to network more effectively and
ensuring that patients have greater
access to healthcare information.
However, it’s important to be
aware of the implications of
social media on your professional
reputation and ability to protect
patient confidentiality.
In Doctors’ Use of Social
Media (2013), the General
Medical Council (GMC) states
that ‘although individual pieces
of information may not breach
confidentiality on their own, the
sum of published information
online could be enough to identify
a patient or someone close to
them. You must not use publiclyaccessible social media to discuss
individual patients or their care
with those patients or anyone else.’
Your duty of confidentiality
applies as much online as it does

offline and so you shouldn’t share
anything about a patient which
could identify them. Sometimes
things that do not immediately
appear to make a patient
identifiable can in fact reveal their
identity to someone who knows
them. Inappropriately obtaining
or disclosing information about
a patient on social media could
result in you facing a complaint
or even disciplinary action or a
GMC investigation. In addition,
unlawfully obtaining or disclosing
personal data is an offence under
section 55 of the Data Protection
Act 1998.

PERSONAL SECURITY
It’s important to remember that
often highly personal information
is accessible via social media
channels for others to access and
view. You may believe that your
social media profiles are highly
secure but people have been caught
out by security settings that have

changed or require updates. With
this in mind, it’s important to
regularly check security for each
of your profiles and make sure that
you aren’t sharing more than you
want to.
Beware also of comments which
can appear unprofessional. It may
be tempting to use social media
to let off steam about something
that happened at work but you can
never be sure that others will share
your opinions and your comments
can also be taken out of context.
The GMC guidance on social
media states that, ‘You must not
bully, harass or make gratuitous,
unsubstantiated or unsustainable
comments about individuals
online.’

DEALING WITH
NEGATIVE FEEDBACK
ON SOCIAL MEDIA
Patients are increasingly using
social media as a tool to provide
feedback about their medical
care, which may include negative
comments or complaints. Some of
this feedback may seem unjustified,
misleading, and on occasion, may
be offensive or abusive.
The Medical Defence Union
(MDU) recognises how distressing
reading such feedback can be, and
your medical defence organisation
can help you consider whether to
respond. However, it’s important
to balance an occasional negative
comment against positive feedback
received.
A helpful response can be
to acknowledge the patient’s

concerns, without giving out any
confidential information, and
inviting the patient to get in touch
directly. This approach shows a
professional approach and is in
line with the NHS complaints
procedure, which emphasises the
need to be open and honest with
complainants and to learn lessons
from complaints.
In ‘Confidentiality: Responding
to Criticism in the Media’ (2017),
the GMC acknowledges that it
can be frustrating for doctors
to see inaccurate or misleading
information about their diagnosis,
treatment or behaviour, but says
this, ‘does not relieve you of your
duty to respect your patient’s
confidentiality.’
Responding to critical
comments or attempting to
have them removed can be
counterproductive and could
inflame the situation. Even if
comments are removed, it could
prompt the person to re-post their
comments on another site.
The GMC states, ‘Disputes
between patients and doctors
conducted in public can also
prolong or intensify conflict and
may undermine public confidence
in the profession, even if they
do not involve the disclosure of
personal information without
consent.’
Ultimately, social media can
be a powerful professional tool, so
long as users don’t take risks online
that they would never dream of
taking in their real-life practice.
The MDU’s advice is to think
carefully before you post.
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ADHD AND INNOVATION

The role of innovation has been gradually, yet consistently, filtering into the
management methods of adult ADHD. Just what are these advances – and how
can we equip ourselves with them to enhance daily life for our patients? Dr Louise
Theodosiou, from the Royal College of Psychiatrists, weighs in.

Dr Louise Theodosiou
INNOVATION THROUGH
IDENTIFICATION
The phrase, ‘I just want to know
what’s wrong’, is regularly uttered
in healthcare settings. The NICE
guidance for ADHD details a
personal account of a parent
with ADHD who moved from
being frightened of her anger and
struggling to control her drinking,
to being an effective parent with a
professional career and a longterm relationship. Therapeutic
advances and greater neurological
understanding are key components
of innovation, but raising
awareness about the concept of
ADHD is of equal importance.

WHAT DO WE MEAN BY
ADULT ADHD?
Adults with ADHD tend to
have difficulties managing their
impulses, difficulty concentrating,
and often feel a sense of restlessness
which is not always visible to
the people around them. These
symptoms can greatly impact on
people’s lives.

WHY SHOULD THE
TREATMENT OF ADULT
ADHD BE A PRIORITY?
Adults with ADHD are known
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to have significant comorbid
mental health problems, such as
depression and anxiety. They are
also known to have greater rates
of physical health problems from
cardiac disease through to dental
decay.
If we accept that the symptoms
of ADHD impact on an adult’s
ability to maintain a job and a
relationship and to parent children,
then we can start to understand
their increased vulnerability
to mental and physical health
problems. Adults with ADHD
struggle with the activities of daily
life and so may find the process
of co-ordinating their physical
and mental health needs very
difficult. Given this struggle,
treating ADHD could lead to
increased engagement with other
healthcare services and reduce
the economic impact of missed
appointments.

INNOVATION THROUGH
ACCEPTANCE?
Initial NICE guidance on
treating ADHD only applied to
children. There is now compelling
evidence that ADHD continues
into adulthood, yet the diagnosis
remains controversial; as recently
as 2010 the British Medical
Journal published a debate entitled
‘Is ADHD a valid diagnosis in
adults?’. Why does this diagnosis
cause such polarity? Perhaps we
need a further debate, possibly
with the involvement of adults and
families with ADHD.

INNOVATION THROUGH
MAINSTREAM PRACTICE
The Cochrane collaboration
is an independent, not-forprofit organisation of patients,
professionals, researchers and
carers, who have undertaken a large

number of systematic reviews.
The collaboration withdrew
their review of methylphenidate
use in adults with ADHD after
significant criticism, and one of
the recurring concerns was the
small sample size. It is widely
acknowledge that there is a lack
of adult ADHD clinics, and that
adolescents wishing to transition
into adult services often encounter
difficulties.
Anecdotally, one of the
ways that practitioners learn
to understand ADHD, and
the importance of treating this
condition, is through direct
clinical contact. A research paper
/ book by Rao and Place notes
that in general adult psychiatry
outpatient clinics, it’s possible to
diagnose 22 per cent of the sample
with ADHD. Within Child
and Adolescent Mental Health
Services, the same clinicians will
often treat affective disorders,
ADHD and autistic spectrum
disorders. New models of 18
to 25 services are starting to be
developed. Such services offer the
opportunity for clinicians from
child and adult mental health
services to work collaboratively,
sharing skills and training. If these
services offer treatment of all
mental health needs, then there is
ample opportunity for clinicians to
learn to identify and treat ADHD
alongside comorbidity.

WHO ARE THE ADULTS
WITH ADHD?
Broadly speaking there are
three groups; diagnosed and
receiving treatment, diagnosed
and untreated, and those never
diagnosed.

HOW DO WE ASSESS FOR
ADULT ADHD?
The Maudsley adult ADHD clinic
notes the need for an assessment
of the whole lifetime of symptoms
and impairment alongside a
full psychosocial and clinical
assessment with corroborating
history from family, partners or
carers. Objective assessment tools
for ADHD are now increasingly
used, for example, the QbTest.
This test combines a continuous
performance task and tracking
analysis and compares results
against a control group to produce
a report which can assist in the
diagnosis of ADHD.

WHAT TREATMENT IS
AVAILABLE?
The updated full NICE guidance
is that first-line treatment for
adults with ADHD should be
medication, unless the patient
requests a psychological approach.
Methylphenidate remains
the recommended first-line
treatment for adults with ADHD,
followed by dexamphetamine
or atomoxetine. Guanfacine
prolonged release is now available
for children with ADHD, but
is not licenced in adults. Where
medication alone is not working,
or is not the patient choice, CBT is
recommended. Coaching courses
which allow patients to practice
newly-learned skills have not
yet been fully evaluated, but are
starting to be used.
In conclusion, there is a need
for more dialogue and awareness
raising about this important
condition. Adult ADHD has an
impact on people’s lives, and we
can work together to reduce this.

ADHD: MAKING IT COUNT
It’s time to face up to some of the
lesser-known facts about ADHD – and
employ them as stepping stones for
greater action and awareness.

University of Nottingham, with
researchers at the University of
Turku in Finland – suggests that
adults involved in raising concerns
over a child’s behaviour may be
misattributing signs of relative
immaturity as symptoms of the
disorder
• A new report published by the
Royal College of Paediatrics and
Child Health and the British
Association for Community Child
Health raises concerns over the
system failing to cope with growing
demand and the unprecedented
pressures faced by specialist
community children’s doctors,
who have a wide remit, including
diagnosing those with ADHD

BY THE NUMBERS
RECENT REVELATIONS

• Younger primary school children
are more likely to be diagnosed

with ADHD than their older peers
within the same school year, new
research has shown. The study –
led by a Child Psychiatrist at the

• According to www.aadduk.org,
in the UK, surveys of children
between the ages of five and 15
years found that 3.62 per cent of
boys and 0.85 per cent of girls had
ADHD

• Additionally, the website reports
that worldwide prevalence for
children with ADHD is five per
cent
• ADHD is a heritable condition
in 70 per cent of cases, says the
ADHD Foundation
• According to the organisation,
70 per cent of those diagnosed
with ADHD also have at least one
comorbidity

DID YOU KNOW?
The stardom spotlight is peppered
with recognition of ADHD –
thanks to an array of famous
faces opening up about their own
experience contending with the
condition.
Those helping to spark
awareness include actor / singer
Justin Timberlake; Olympic
champion, Michael Phelps;
Maroon 5 frontman, Adam
Levine; actress, Salma Hayek; and
entrepreneur extraordinaire, Sir
Richard Branson.
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OF A CERTAIN AGE
Paediatric sip feeds are a widely-employed aid for children in need of
nutritional support – but how much do we know about the practicalities
that this adjusted feeding regimen entails? Clare Thornton-Wood,
Specialist Paediatric Dietitian at Community Surrey Health (Epsom
Hospital), helps demystify the treatment plan, and enlightens as to
the options available, and how compliance among patients can be
encouraged.
over the age of 10 years may be
prescribed an adult sip feed or can
continue with paediatric products
as appropriate. In addition to being
prescribed, sip feeds can also be
purchased over the counter.

Clare Thornton-Wood
WHEN MIGHT
PAEDIATRIC SIP FEEDS
BE USED?
Paediatric sip feeds are prescribed
for specific conditions under
the Advisory Committee for
Borderline Substances (ACBS)
and are listed in the British
National Formulary for Children.
They’re generally suitable for use
in children aged one to 10 years
of age, or eight to 30kg, although
this does vary slightly between
products.
Children under the age of one
year should either be breastfed or
use a suitable infant formula; those
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Standard ACBS indications
for paediatric sip feeds:
Disease-related malnutrition,
intractable malabsorption,
pre-operative preparation
of malnourished patients,
dysphagia, proven
inflammatory bowel disease,
following total gastrectomy,
short-bowel syndrome, bowel
fistula in a child one to 10
years. Not suitable for use in
child under one year.
The choice and daily volume of
the sip feed prescribed should be
directed by a paediatric dietitian,
or other suitably qualified
healthcare professional, and kept
under regular review to ensure that
the product continues to meet
nutritional requirements, and that
local guidelines for appropriate
prescribing are met.
Paediatric sip feeds can

form part of a short or longterm treatment plan; they may
be required due to temporary
loss of appetite, impaired
swallow function, or increased
requirements due to disease effect.
Examples of their usage might
be in children with chronic kidney
disease, trauma, congenital heart
disease, childhood cancers, cerebral
palsy, neurological conditions,
and cystic fibrosis. In addition to
being drunk, sip feeds can also be
delivered via nasogastric tube or
gastrostomy, meaning that a child
can be encouraged to drink the sip
feed initially and any remainder
then be delivered via tube;
alternatively the entire volume
can be given via pump or bolus
feed. The suitability of individual
products is based on the child’s
weight, age, clinical condition, and
any known allergies.
The aim of optimising nutrition
in children is always to use ‘food
first’ and food fortification,
but sometimes this approach
needs to be supplemented with
a sip feed. An example of this
might be a child undergoing
oncology treatment whose

appetite and tastebuds have been
temporarily adversely affected
by chemotherapy; although
they are eating small amounts
of food, this isn’t meeting their
nutritional requirements for either
macronutrients or vitamins and
minerals, and to prevent further
weight loss and to optimise growth
and development, they require sip
feeds over the short to mediumterm.
In children with cystic fibrosis,
the use of supplements can be more
long-term, sometimes over many
years. This is due to children with
cystic fibrosis having increased
energy requirements (120 to
150 per cent above the estimated
average requirement (EAR) for
age) and the effect of chronic
infection, prolonged cough, and
other factors on eating ability.
Sip feeds are often used in the
treatment of eating disorders,
whereby if a meal / part of a meal is
not eaten then the treatment plan
is for a sip feed to be consumed or
delivered via a nasogastric tube in
order to ensure a measured amount
of nutrients are obtained.
Continued onto page 50
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When using in this situation, or
any circumstance where oral intake
has been poor, the possibility
of refeeding syndrome must be
highlighted and appropriate
monitoring of blood results and
speed of delivery and volume of sip
feed considered.
Children using paediatric sip
feeds either short or long-term
require regular monitoring by
a registered dietitian, or other
suitably qualified healthcare
professional. Use should be
reviewed in terms of growth,
change in clinical condition, and
any change in dietary intake.

WHAT OPTIONS ARE
AVAILABLE?
Standard paediatric sip feeds are
based on cows’ milk protein and
are lactose-free (or low lactose)
and gluten-free; a number of levels
of energy density are available,
ranging from one kcal to two kcal
per ml, and they can be formulated
with or without a mix of soluble
and insoluble fibre. The balance of
macronutrients and micronutrients
are specifically formulated for
children; these differ from those
required in the adult population
– for instance, children have
lower protein requirements per
kilogramme bodyweight.
Colouring agents are not
permitted in products specifically
designed for children and therefore
the colours can appear somewhat
muted in comparison to adult
products. There are suitable
options for those requiring halal,
kosher or vegetarian products.
There are currently no prethickened sip feeds available
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for children – where required,
sip feeds can be thickened with
proprietary thickeners under
guidance from a speech and
language therapist. A number of
different styles and flavours are
available, such as milkshake, juice,
smoothie, and more recently,
compact supplements that deliver
the same nutrients as in 200ml in
just 125ml. Currently all paediatric
sip feeds are presented as ‘ready
to feed’, as opposed to the adult
specific ranges which include
some powdered options. The
presentation is generally a plastic
bottle with straw and all can be
kept at ambient temperature.
Most sip feeds can be used
as a sole source of nutrition;
data on volumes for complete
nutrition are based on the age of
the child and are be provided by
the manufacturer, however a few
products (juice-style feeds) cannot
be used as a sole source of nutrition
as they don’t meet full nutritional
requirements in any volume. When
using the compact type sip feeds,
care must be taken to ensure the
daily fluid requirements are still
met.
In addition to whole protein
sip feeds, there are a small number
containing partially hydrolysed
protein – these are useful where
malabsorption or gastrointestinal
tolerance is an issue. There is also
a very small number of specialised
feeds for specific clinical
conditions, such as elemental feeds
for use in children with Crohn’s
disease.
Parents are often naturally
concerned regarding the sugar
intake of sip feeds. This is of

course a consideration, but
pharmaceutical companies have
reformulated many products in
recent years to reduce the sugar
content to the lowest level possible,
while still maintaining palatability,
and the levels are lower than in
many shop-bought beverages.
Good oral hygiene does need
to be encouraged at all times,
particularly cleaning teeth before
bed.
Most of the major suppliers of
paediatric sip feeds have a sample
service whereby a small selection of
flavours / types can be sent to trial
prior to prescribing.

HOW CAN WE
ENCOURAGE CHILDREN
TO TAKE SIP FEEDS?
Prescribing a sip feed for a child is
just the start of the journey – it’s
then necessary to encourage the
child to take the supplement as
prescribed. Children can have
strong preferences and aversions
towards particular tastes and
these are often heightened by
the effect of illness, side-effects
of medication, or the experience
of being in an unfamiliar
environment, such as a hospital.
Taste fatigue is a common issue
and it’s important to try to offer
a selection of flavours and rotate
them regularly. If the proprietary
flavours are not popular, an
unflavoured option could be tried
with flavourings, such as milkshake
powder or syrup or hot chocolate
or cocoa powder.
A number of techniques can
be used to encourage children to
drink paediatric sip feeds; these

include offering the sip feeds in a
glass or novelty cup, perhaps with
a straw. If possible, avoid giving
with medication to avoid ‘over
medicalising’. Temperature can play
a part in compliance as most sip
feeds taste better chilled, however
personal preference will play a part
in this, and some flavours, such as
chocolate, can be gently warmed
(never boiled or cooked as this
destroys some of the nutrients)
prior to serving.
If a child is using sip feeds as an
adjunct to food then it’s important
to consider timing, avoiding
where possible giving the sip feed
close to a meal to avoid blunting
appetite. The aim is generally to
provide additional nutrition and
not replace a meal with the sip
feed. It’s often an idea to offer the
sip feed after a meal, at bedtime,
or perhaps at breakfast if this is a
meal not generally eaten or perhaps
taken to school to consume at
breaktime.
Sip feeds – particularly those
neutral in flavour – can be poured
over cereal. Freezing into ice
lolly moulds, making into jelly or
blancmange, or using in a smoothie
are other alternative serving ideas.
The juice-style drinks can
be mixed with a small amount
of fizzy water or other fizzy
drink, although this does of
course increase the volume that
needs to be consumed. Many of
the pharmaceutical companies
offer their own recipe ideas and
resources to encourage compliance,
including the use of sticker charts,
toys and craft ideas using the
empty bottles.
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STOMA CARE:
CHANGES AND
CHALLENGES IN
TREATMENT

Abby Barnwell
The first stoma care nurse (SCN)
was appointed in 1971 (Black,
2000), with the Calman-Hine
report (1995) came specialisation
and an increase in specialist nurses
across all disciplines, including
colorectal nurses. Some areas
separate the roles of the SCN and
colorectal nurses, while others
carry out a dual role, appreciating
the continuity which this can bring
to the patient.
Over the past decade the
number of SCN has increased
which reflects the increase in
workload, technology, and an
ageing population. ACPGBI
(2015) suggests that there should
be three stoma nurses and three to
four CNS per 500,000 population.

The grading of staff has also
changed from one level of specialist
nurse to teams comprising a
variety of levels, from grade three
healthcare assistant through to
advanced nurse practitioner and
consultant nurse.
The knowledge and expertise
of the SCN is paramount,
particularly in addressing the needs
of patients with complex and
problematic stomas, resulting in
leakage, skin excoriation and odour
which may be a result of a poorly
sited or spouted stoma which
can be affected by the patient’s
body habitus, poor stoma pouch
adhesion, or parastomal hernia.
Involved in product choice are
elements of ‘trial and error’ based
on previous experience, personal
and patient preference, as well
as assimilation of information
gleaned from the company reps
who promote their products
through research and case study
reviews, however technique is also
key.
The SCN must embrace an
evidence-based approach to
maintain clinical autonomy in
decision-making around the use
of stoma products and accessories.
The NMC (2015), through the
revalidation process, encourages
nurses to reflect on their practice
and demonstrate the development
of professional practice which is
evidence-based; case study reviews

The landscape of stoma care has altered
dramatically over the past 30 years,
becoming a competitive and expanding
market whereby stoma and delivery
companies compete to dominate the
market by producing attractive stoma
pouches and accessories to meet the
growing need of stoma care nurses and
their patients. Lead Colorectal Nurse
and Royal College of Nursing member,
Abby Barnwell, reviews the social,
economic, and technological changes
and advances related to the field.

are one example of promoting and
sharing best practice. For example,
the use of an adhesive remover is
now best practice since evidence
demonstrated that it reduces
skin stripping and maintains skin
integrity (Cutting, 2006).

EVOLUTION AND
INNOVATION
A vast amount of technological
expertise and research is invested
by stoma companies into one
and two-piece stoma appliances,
varying degrees of convexity,
consideration of a skin-friendly
skin barrier, type of pouch, closure
system and filter system, with the
aim of producing a pouch which is
comfortable, secure and attractive
to patients.
Accessories have become
a growing market, including
adhesive removers, skin protection
products, powders, cohesive
seals and skin extension flanges
all aimed at maintaining skin
integrity, pouch adhesion and
increased wear time.
While adhesion on most
pouches will last for at least 48
hours, the addition of a seal
can address leakage problems
and increase wear time. The
additional cost of the accessory
can be justified if the wear time is
extended, however many patients
prefer to change their pouch daily

as part of their routine, resulting
in false economy. The support
garment industry has also become
a growing market responding to
the rising numbers of patients
with parastomal hernias offering
personal fitting in the home and a
cheaper alternative to surgery for
the NHS.
Stoma companies (SC) invest
and influence the market across a
variety of levels. Firstly, in England
stoma companies provide hospitals
with free samples of their products
and accessories as an incentive,
in the hope that the patient
will choose their product in the
community for the long-term.
Delivery administration
companies (DACS) are attached
to many SC and offer a personal
delivery service of stoma
products, including cutting and
associated accessories, as well
as complimentary items wipes,
disposable bags, bed protectors etc.
Many delivery companies will have
stoma product usage systems in
place which can be used to identify
patients whose use is excessive.
This can be useful in identifying
patients in the community
who may be struggling with a
problematic stoma and may have
lost contact with the stoma nurse
and needs review. The DAC has a
responsibility to offer patients an
annual review, and although this
can be time-consuming, it also
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reaps a financial incentive. Patients
with problematic stomas should be
supported and reviewed at regular
intervals since the use of accessories
is often temporary – many patients
have items on their prescription
that they no longer require but
through routine continue to use.

STOMA CARE STUDY
Stoma companies also invest in
the education of SCN, hosting
educational events and specific
study days addressing a range of
topics relevant to the role of the
SCN and the needs of the patient,
as well as promoting the use of
their products. However, with
the recent Eucomed guidelines
2017 / 2018 (MedTech Europe,
2016) relating to bribery and
corruption, the amount hospitality
companies can offer has become
transparent with contracts through
healthcare organisations and not
the individual SCN. In the 1990s
sponsorship of SCN in the acute

sector emerged – this arrangement
is mutually financially attractive
to both the SC who has a targeted
audience for their product, and
the trust who are trying to reduce
budget costs.

CUTTING COSTS
More recently there has been a
shift in the focus of stoma care
activity away from acute trusts
in to the community where the
Clinical Commissioning Groups
(CCG) control the purse strings.
Some stoma companies have
responded to these changes and
have dedicated company nurses
in the community to support the
needs of patients with a stoma
eager to promote their products.
There are, however, variations
in the role of the SCN with some
hospital-based nurses continuing
to resume overall responsibility
for community patients, either
through offering home visits or
appointments at a stoma clinic

based in the acute trust.
There’s a drive to make cost
savings in the NHS of £30 billion
by 2017 (Health Foundation,
2014), and stoma care has
become a focus for the medicines
management teams to review.
There are concerns that
formularies of permissible products
will be developed to keep costs
down, or a stoma company with
a band of company nurses will
dominate communities, pushing
their products and restricting the
market and compromising patient
choice. One bag does not fit all
in stoma care. The GP who has
traditionally been the prescriber
will typically have three stoma
patients registered and lacks the
specialised knowledge. This can
result in a lack of appreciation
of the challenges facing stoma
patients with some prescriptions
sent to the local chemist rather
than the delivery service, or
patients being left short of supplies

or conversely stock pile.
In some areas this disparity
has resulted in the emergence of
new systems and models in the
provision of stoma care. Skipper
and Fake (2015) describe the
development of prescription
guidelines developed through
collaboration with SCN and
medicine management teams
on acceptable quantities of
stoma products and a preferred
prescribing list for accessory items
for GPs where cheaper adhesive
removers and skin protection
products are recommended over
more expensive products. Magnall
et al (2013) describe the experience
in Rotherham whereby the stoma
care budget was centralised.
The SCN with administration
assistance became responsible
for the budget with devolved
stoma and accessories prescribing,
supervising and managing repeat
prescriptions with an associated
cost-saving benefit.
Continued on page 54
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SCN and patient support
groups must proactively engage
with medicine management teams
and CCG to ensure that clinical
decisions, judgement and quality
of patient care is not restricted
through a single market and choice
of products is not compromised.

A CHANGING
POPULATION
There has been a number of
demographic and technological
changes, including an increase
in the incidence of bowel cancer
by six per cent in the last decade,
resulting in more people having
surgery (Cancer Research UK,
2014). Advances in surgical
technique with the advent of
minimally-invasive surgery,
including Laparoscopic or key
hole surgery and robotic surgery,
along with enhanced recovery
programs has reduced the length of

hospital stay which is a challenge
for the SCN to teach patient
independence with stoma care
prior to discharge. Conversely, the
ageing population has resulted
in an increase in the number
of elderly patients undergoing
both elective and emergency
colorectal surgery. In this group
bowel surgery is more likely to
result in a permanent stoma and
carries significant morbidity, an
increase in hospital length of
stay, and the ability to manage
their stoma independently can
be compromised. It can also be
complicated by a lack of ongoing
daily support in the community for
patients who are unable to care for
their stoma independently.
The role of the patient has also
changed from passive, grateful
acceptance to active consumers
of healthcare, knowledgeable
about their rights, actively seeking

information about products to
promote self-care, and becoming
involved in open days, patient
support groups, and requesting
samples of products and
accessories. Patients are partners in
healthcare and their expectations
must be managed through
accurate information on cost and
appropriate use of accessories.
Mitchell (2016) described
mystoma whereby patients’
experiences are used to redesign
and improve services in stoma
care in a joint venture with East
Kent Stoma Support Groups and
the Stoma Care Service of the
East Kent Hospitals Trust, with
support from commercial partners
(Dansac, Fittleworth Medical, and
Salts Healthcare).
The stoma care market has
become increasingly competitive
over the past decade, with over
100,000 people in the UK with

a stoma (Black 2009), relying on
stoma products and accessories to
provide security and confidence
on a daily basis. The challenge for
the SCN is to have an in-depth
knowledge of available products
and to evaluate new products and
promote cost-effective care which
is evidence-based. As the expert,
the SCN and patient support
groups must communicate and
adopt a proactive role and in
collaboration with the clinical
commissioning groups evaluate
new integrated models of working
if cost savings are to be realised.
Care pathways must be
developed to ensure that stoma
care from the hospital into the
community is seamless and remains
patient-focused, and that patient
choice is not restricted.

REFERENCES
• Association of Coloproctology of Great Britain and Ireland (2015) Resources for Coloproctology,
London: Association of Coloproctology of Great Britain and Ireland
• Black, P. (2009) Stoma Care Nursing Management cost implications in community care. British
Journal of Community Nursing. 14(8):350-5
• Calman–Hine Report . (1995) A Report by the Expert Advisory Group on Cancer to the Chief
Medical Officers of England and Wales. A Policy Framework for Commissioning Cancer Services
– The Calman–Hine Report. London: Department of Health
• Cancer Research UK (2014) Bowel Cancer: Key Facts. http://bit.ly/1xNbgDm (accessed 10
September 2017)
• Cutting (2006) Silicone and skin adhesives. Journal of Community Nursing 20(11): 36–7
• Health and Social Care Information Centre (2014) Prescription Cost analysis England 2013
http//bit.ly/yw9Qxm (accessed 10 September 2017)
• Health Foundation (2014) Closing the NHS funding gap: Can it be done through greater
efficiency? Summary of roundtable discussion. http://tinyurl.com/obloukf (accessed 10
September 2017)
• Mangnall J, Lakin S, Burke D, Midgley K (2013) AN alternative model of prescribing stoma
appliances. British Journal of Community Nursing. 18(10): 485-91
• MedTech Europe (2016) MedTech Europe, EDMA and Eucomed support transparency as a broad
principle for stakeholders. http://tinyurl.com/hdcosev 9 (accessed 10 September 2017)
• Mitchell D. (2016) MyStoma—putting patients at the heart of service improvements British
Medical Journal . blogs.bmj.com/bmj/2016/11/02/derek-mitchell-mystoma
• Nursing and Midwifery Council (2015) How to revalidate with the NMC—Provisional guidance:
http://tinyurl.com/qjywuv6 (accessed 10 September 2017): 14
• Skipper G, Fake J (2015) Cost effective collaboration between stoma care nurse and
the medical management team. Gastrointestinal Nursing 13(1): 19-27. doi: http://dx.doi.
org/10.12968/gasn.2015.13.1.19

54 | NIHR | Oct 2017

WWW.NIHEALTHCARE.COM

ENTERAL NUTRITION

FEEDING FOR THOUGHT
Over the years the medical impact of malnutrition has experienced radical change – culminating
in its modern, everyday manifestation in both hospital and community settings. In line with this,
NIHR shines a light on enteral feeding as a form of nutritional intervention, and the subset of the
population it can help.

ASK THE EXPERT
Dr Trevor Smith, Consultant Gastroenterologist, Chair
of the British Artificial Nutrition Survey (BANS), and
member of the British Association for Parenteral and
Enteral Nutrition (BAPEN) Council, chats to NIHR
about the importance of a multidisciplinary approach in
managing the patient – and what action is called for to
reduce the risk of harm.
in the number of patients with, in
particular, head and neck cancer,
who receive the feeding as part
of either their cancer treatment
pathway, or as part of their posttreatment pathway, where their
swallow may be unsafe and they
need longer-term feeding.

WHAT ARE THE MAJOR
COMPLICATIONS
WHICH ENTERAL
FEEDING CAN POSE?

Dr Trevor Smith
WHAT FACTORS HAVE
CONTRIBUTED TO
THE RISING USE OF
ENTERAL FEEDING?
There are probably two main
factors. One is the presence of
an ageing population and the
medical complications and
morbidities associated with that,
being predominately chronic
neurological disease.
The other factor is patients
with cancer – we’ve seen a big rise

Patients in hospital are
predominately fed via a nasogastric
tube and the complications
surrounding that mode of feeding
largely relate to misplacement and
pulmonary placement of the tube.
In terms of enteral feeding in
the home, there’s a much smaller
proportion of patients receiving
nasogastric tube feeding. Most
of these patients receive feeding
via a gastrostomy tube. Broadly
speaking, there are two main
categories of complications here.
One relates to the feeding tube
itself, as it may fracture or the tube
insertion site may become infected.
Another area relates to metabolic
complications associated with
the feed, which are much more

unusual than you’d see in hospital
practice.

WHAT ARE THE
RECOMMENDED
MONITORING
PROCEDURES
WHICH HEALTHCARE
PROFESSIONALS
SHOULD BE CARRYING
OUT ON PATIENTS IN
THE HOSPITAL?
In the hospital, the healthcare
team must monitor the patient’s
tolerance of feeding, such as
whether they have any abdominal
pain, bloating, distension, or
diarrhoea with the feed.
And then there are metabolic
complications in terms of refeeding
syndrome, such as electrolyte
abnormalities during the initial
feeding, particularly in severely
malnourished patients.
The other elements relate
to tube care – that’s when the
healthcare team, and particularly
the multidisciplinary team, is
dedicated to nutritional support
and value in terms of minimising
risks and complications associated
with tube feeding.

HOW CAN WE ENSURE
A SMOOTH TRANSITION
FROM HOSPITAL TO
HOME?
It comes down to the healthcare
team, and the make-up and
experience of that team. In many

areas in the UK, there’s a dedicated
home enteral tube feeding service,
so that involves communication
and handover between the hospital
and community teams. But in
other areas of the UK, there isn’t
that enhanced or mature clinical
service and care can often be
fragmented or absent. In that
situation, the transition can be very
disjointed, and patients may not
receive the level of treatment that
they should.

SHOULD MORE NURSES
OR DIETICIANS BE
INVOLVED?
There’s very clear evidence that
allied healthcare professionals
supporting the nutritional care of
patients in the community and in
the hospital setting reduces risks
and improves pathways and quality
of care. Nurses and dieticians are
probably the key individuals in
that team approach. We know
particularly around hospital
practice that there is a significant
number of hospitals that still don’t
have multidisciplinary nutritional
support teams and that leads to
gaps in care.

ARE YOU HOPEFUL
THAT THESE GAPS IN
CARE WILL CLOSE?
Well, the NICE guidance
recommends that this is the best
and appropriate standard of care
that we should be offering to
patients. Will things change?
You could argue that the NICE
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WWW.NIHEALTHCARE.COM

ENTERAL NUTRITION
guidance is now over 10 years
old. There's been an NCEPOD
report that looks at the quality
of parenteral nutrional care and
that again identified gaps in the
nutritional support teams. I’m
always hopeful for change, but
I think that there needs to be a
different driver to try to really
strongly persuade all hospital trusts
to have a multidisciplinary support
team. There’s still a lot of work
which needs to be done.

HOW CAN WE STAY
UP-TO-DATE WITH
RESOURCES AND
GUIDELINES?
There’s always information and
updated guidelines released from
the National Nurses Nutrition
Group (NNG), the Parenteral
and Enteral Nutrition Group of
the British Dietetic Association
(PENG), and BAPEN. Enteral
feeding remains a hot topic and
these organisations continue
to host educational events and
publish great educational material.
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enteral feeding.
Too often they
are discharged
without adequate
planning about
the ongoing
treatment
and who is
responsible for
patient support
and follow-up. It’s
absolutely vital
By Carolyn Wheatley, Chair of Patients to arm patients
on Intravenous & Nasogastric Nutrition with the resources
they need during
Therapy (PINNT)
this time, and
all too often the
assumption is made within busy
clinical teams that the patients
already knows everything when in
reality they don’t. Don’t assume
that someone else will tell them
what they need to know. Always
double-check.
Importantly, don’t ask a patient
if they have what they need as
most patients at this stage don’t
actually know what they need. As
healthcare professionals, provide
Carolyn Wheatley
as much information as you can
and point them to other sources of
information and support, such as
We know from all the information
our patient organisation, PINNT.
and insight that we have from
Explain to the patients and
our members that making the
carers what type of feeding they
transition from the caring and safe
have and why – and provide
hospital environment to home
information sheets where possible.
can be an anxious, and sometimes
In most cases there is information
frightening, time for patients,
overload and patients really can’t
and their carers, who now require

A SMOOTH
TRANSITION FROM
HOSPITAL TO HOME
– A PATIENT’S
PERSPECTIVE

digest and remember everything
that they’re told in hospital because
they are usually having to deal with
multiple issues and the primary
cause of their illness. Printed
information is really valuable as
they can then take their time and
reread the information at home.
Patients need information
regarding their medication
and explanations if any of it
has changed due to the need to
tube feed. Providing a homecare
package that provides named
contacts for 24 / 7 support is really
important for the patient, family,
and carers.
Don’t allow any patient to be
discharged into the community
without any support or direction
regarding appropriate and safe
care. Once in the community all
members of the primary healthcare
teams play a vital role in the
ongoing support of these patients.
Whether meeting with a GP
or collecting a prescription from
a pharmacist at each of these
points, a general question posed to
the patient to ensure that they’re
fully informed and comfortable
with their treatment would be
so welcomed as it would enable
issues to be flagged up and early
interventions implemented if
necessary.
For more information from
PINNT, call 020 3004 6193 or
visit www.pinnt.com.
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WOUND CARE: DO WE HAVE
OUR WORK CUT OUT?
The reality of an ageing population, coupled with rising levels of diabetes, means
that the efficient provision of wound care has never been more necessary. So,
why has recent UK research indicated that 30 per cent of wounds didn’t even have
a differential diagnosis? Annie Price, Clinical Research Fellow, Welsh Wound
Innovation Centre, and Keith Harding, Medical Director, Welsh Wound Innovation
Centre, consider the pressure on the purse strings, innovative treatments – and
where our best hope for improved wound care service lies.
Wounds represent a broad and
complex problem, affecting
patients of all ages and influencing
caregivers across multiple
specialties. The public perception
of wounds can be over-simplified,
with images of plasters and
crepe bandages used to treat
scrapes and grazes in the minds
of many. In reality, wounds –
particularly burns, surgical wound
complications, and chronic
wounds – can severely limit
patients’ quality of life and are a
major burden to the NHS.
Health economics studies
estimated the prevalence of
wounds managed by the NHS
to be 4.5 per cent of the UK
adult population in 2012 /
2013, resulting in an annual cost
of around £5 billion. Chronic
wounds are more expensive,
requiring more community nursing
and GP visits and prescriptions.
Given the high cost of wound
care, which is certain to increase
within an ageing population with
an increasing prevalence of chronic
diseases such as diabetes, it would
seem logical to optimise care
pathways and access to specialist
services. In fact, specialist input
for wound care is advised in many
guidelines. The reality, however,
is that the majority of costs are
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incurred in the community,
implying that this is where the bulk
of wound care is delivered.
Worryingly, recent research
in the UK estimated that 30
per cent of wounds did not
have a differential diagnosis.
Without proper consideration
and correction of the underlying
cause of the wound (for example,
revascularisation for arterial ulcers,
or compression for venous ulcers),
the chance of healing is low. Even
in relatively simple and common
cases where evidence-based
guidelines exist (such as those for
venous leg ulcers), the standard of
care is often suboptimal.
Although this may seem
disheartening, a positive
development is that data on
wounds is being collected, which
helps to identify and quantify the
problem and will hopefully lead to
an increased level of interest from
healthcare professionals as well
as from the government, research
organisations, and the general
public. The costs of dressings make
up a small fraction of the total
spend on wound care but this is
not reflected in current research
design where evaluation of novel
methods of care delivery may well
result in greater savings and better
outcomes. Although technological

innovation is clearly important, it
is our opinion that innovations in
service delivery are vital, as without
these there is not the facility to
implement basic care, let alone new
technologies.
Wounds have diverse
aetiologies. Examples include
traumatic wounds, burns, leg
ulcers (commonly venous, arterial
or mixed), diabetic foot ulcers,
pressure ulcers and surgical
wounds. Generally wounds are
classified as acute or chronic;
the latter being defined as those
that fail to progress through the
physiological stages of wound
healing. Currently, there is no test
available for use in clinical practice
that can identify a healing or nonhealing wound, although there is
much current research in this area.
While most wounds heal
without difficulty, there is the
potential for any wound to
become chronic, and this risk is
increased by underlying disease
states that influence healing such
as diabetes, venous insufficiency or
autoimmune disease.
It was recently reported that
in the UK, 25 per cent of all
surgical wounds heal by secondary
intention, and considering the
prolonged need for dressings,
nursing input and risk of

complications associated with an
open wound, that figure is quite
astonishing, especially in view of
the difficulties many patients and
clinicians have in accessing expert
care.
Dressings remain the
cornerstone of wound care, but
without proper diagnosis and
correction of contributing factors
when possible, healing is difficult
to achieve no matter how advanced
the dressing applied. Though
the list of potentially available
dressings is comprehensive,
clinicians will be somewhat limited
by their local formulary.
The importance of maintaining
a moist wound environment to aid
healing is well-established. Choice
of dressing should be guided by
the appearance and location of the
wound, the level of exudate, the
condition of the surrounding skin,
and any comorbidities or allergies.
Patient preference should also
be considered, and the importance
of patient education and shared
decision making should not be
underestimated. Non-compliance,
particularly with compression
bandaging or garments for treating
venous leg ulcers, can be a problem
and there may be a need for a
degree of compromise between the
patient and clinician.
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The presence of infection may
also influence dressing choice.
Topical antiseptics have been
used in wound care for thousands
of years, and Hippocrates (460377 BC) reportedly used vinegar
to irrigate wounds. In times of
increasing antibiotic resistance,
consideration should be given to
returning to these age-old remedies
and the use of honey and silver
dressings to manage localised
wound infection have become
commonplace today.
Another example of this is the
use of maggots (sterile larvae of the
green bottle fly, Lucilia sericata)
to debride slough and necrotic
tissue, a popular treatment in the
early 20th Century prior to the
discovery of antibiotics, which has
seen a resurgence in the last few
decades.
The controlled application
of subatmospheric pressure
to a wound, termed negative
pressure wound therapy or
vacuum assisted closure, has now
become routine, particularly for
the management of deep cavity
wounds. Adjunctive treatments,
such as hyperbaric oxygen therapy
and electrical stimulation, can be
useful in selected cases. Newer
technologies including high and
low frequency ultrasound and

local oxygen therapy are being
investigated. Surgical options,
such as debridement, skin grafting,
excision or amputation may also be
required. While some medications
(particularly immunosuppressants
and chemotherapy) can negatively
impact wound healing, others may
be useful. There’s good evidence to
support the use of pentoxifylline, a
xanthine derivative that improves
capillary microcirculation, as
an adjunct or alternative to
compression bandaging for treating
venous leg ulcers. Pentoxifylline
is rarely used in clinical practice,
however, due to high rates of
gastrointestinal disturbances.
Vasodilators, steroids and
immunosuppressive drugs may be
helpful for ischaemic or vasculitic
ulcers, pyoderma gangrenosum
and other inflammatory causes of
ulcers.
The future of wound
management may lie in biological
therapies, which aim to restore
deficiencies in the innate wound
healing process associated with
many chronic wounds. A better
understanding of the biology
of wound healing has led to the
development of recombinant
growth factors, tissue engineering
and stem cell therapy.
Despite optimal treatment,

some wounds will never heal. In
these cases, the goals of treatment
should be re-assessed and
considered with the patient, and
efforts re-focussed on symptom
control, such as minimising odour
and pain.
Generally, the evidence for
the management of wounds is
lacking. The Cochrane Wounds
Group have published over 160
systematic review articles. Many of
these determine that the evidence
is inconclusive or insufficient for
recommendations, and comment
on the shortage of well-conducted
randomised controlled trials. The
literature is full of case series and
treatment evaluations but given
the many confounding factors
associated with chronic wound
research (particularly patient comorbidities and polypharmacy),
these are of limited value and any
conclusions must be interpreted
with caution. Translational
research presents another problem.
Excellent results in animal
studies, for example with growth
factor technology, have not
translated so well into patients,
probably in part due to the
confounding factors mentioned
above. We also need to reconsider
the endpoints that are used
currently in clinical research.

Healing rates or time to healing
may be unrealistic or unhelpful
targets. How useful is healing as
a measure of success for diabetic
foot ulcers which have recurrence
rates of over 50 per cent over
three years? Taking all of this into
account, a lack of evidence should
not be used as an excuse, and
individual clinician experience and
accepting patient choice may be
the best way of managing patients
in such circumstances.
To conclude, the problem
of wounds is not going away,
and is only likely to increase
due to an ageing population
and increasing rates of diabetes,
obesity and peripheral vascular
disease. A greater level of interest
is required in order to improve
and standardise the quality of care
provided to patients. Although
an understanding of wound
healing biology has led to the
development of new technologies
in wound care, innovations in
service delivery are equally, if not
more important. Involvement
of a well-trained, appropriately
skilled multidisciplinary team
is, in our opinion, the best hope
for improving the standard of
care, minimising inefficiencies
and thereby reducing the cost of
wounds to society.
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INFECTION AND BEYOND
Integral to efforts to improve the recognition and diagnosis of wound infection – and the
management of wound bioburden – is our awareness of wound-related sepsis. Spurred on by this,
Richard White, Professor of Tissue Viability, and Director at DDRC Wound Care, Plymouth Science
Park, reviews its risks and outcomes, and draws attention to recent diagnostic and treatment
guidelines, with the ultimate aim of reducing morbidity and mortality.

Professor Richard
White
In 2013 the NHS identified sepsis
management as a clinical priority.
Sepsis is defined as a systemic
inflammatory response (or SIRS)
initiated by infection. It is no
longer to be called septicaemia and
is not an infection per se.
In the UK, NHS statistics show
that the incidence and mortality
are increasing dramatically (PHSO
2013). Reasons given for this
include antibiotic resistance,
increased bacterial virulence,
and an ageing population. The
economic burden is similarly high,
making improvement in diagnosis
and care clinical priorities.
Gaps in care delivery have been
identified, and there is evidence of
an opportunity for cost-effective
quality improvement. Those
clinicians involved in wound
management, whether acute or
chronic, have a major part to play.
Wounds of all aetiologies
represent a risk for the
development of severe sepsis,
defined in this piece. Appropriate
and timely management of wound
bioburden and infection is integral
to the avoidance of morbidity due

to sepsis.
It’s widely recognised that
patients with burns, traumatic soft
tissue injuries, and surgical wounds
can develop life-threatening
infections – it is less so for most
‘chronic’ wound patients. It’s one
of the main causes of morbidity
and mortality worldwide, with
an annual incidence of 60 per
100,000 patients in the UK and
300 per 100,000 in America. This
results in over 44,000 deaths per
annum according to the UK Sepsis
Trust. It’s estimated to be the third
most common cause of death in
America, where the incidence has
been increasing by eight to 13 per
cent annually over the past decade.
In pathological terms sepsis
is an immune-inflammatory
condition in which cytokines elicit
a systemic response to infection.
The clinical picture varies
with the degree of infection: the
criteria of hyperthermia (38.3°C),
acutely altered mental state, heart
rate >90/min, white cells <4 or
>12 x 109/l, plus tachypnoea
>20/min. (Table 1) Severe sepsis
and septic shock are further
complications with additional
criteria. (NCEPOD 2015; White
et al 2015)
The risk factors for sepsis have
been divided into two groups: a)
risk factors for infection, and b)
risk factors for organ dysfunction.
As a result, for wound patients,
age, perfusion, nutritional status,
immune status, site and depth of
wound, and comorbidities, among
other factors, constitute infection
risk. (White et al 2015)
More than half of all severe
sepsis cases occur in patients over

65 years, or those with diabetes. In
this context it is obvious that aged
patients with a pressure ulcer and
double incontinence are ‘at risk’, as
are patients with large body surface
area burns. These examples, to the
experienced wound clinician, will
be widely-known risk factors. The
variability in susceptibility to sepsis
is attributed to genetic factors.
Sepsis, together with bacteraemia,
is recognised as a major hazard
in patients with chronic wounds,
being reported variously in diabetic
foot ulcers, pressure ulcers, and leg
ulcers. (White and Witts 2016)
Cellulitis is a common
inflammatory condition which
involves cutaneous tissues. It is
associated with locally wounded /
damaged skin with Gram-positive
bacterial infection. Typical
organisms implicated are group A
Streptococci and Staphylococci. Its
incidence is increased in diabetes
and vascular insufficiency. It has
been hypothesised that if chronic
wound patients are ‘provided
with early intervention and
comprehensive treatment… they
will be spared the morbidities of
pain, amputation, and even death’.
Pressure ulcers occur in all age
groups – most commonly in the
elderly and those with impaired
mobility. Many pressure ulcer
patients will have concomitant
pathologies which may further
complicate the clinical picture.
The UK incidence of pressure
ulcers is 12 per cent, of which some
20 per cent developed sepsis, i.e.
approximately 2.4 per cent of the
total. The mortality of this fraction
is not given, but it will be very
high.

In patients with sepsis solely
associated with pressure ulcers,
bacteraemia was documented in
76 per cent, and mortality was
48 per cent in spite of antibiotic
therapy. In pressure ulcer patients,
the diagnosis of osteomyelitis
underlying the ulcer is difficult,
complicated by the inherent
difficulty in diagnosis and the
complexity of the tissue pathology.
In such cases, the presence of
pyrexia and leucocytosis, without
drainage, are indicators of joint
involvement.
Diabetes has long been known
to predispose the sufferer to
infection; this includes local sepsis.
Indeed, such patients constitute
approximately 20 per cent of all
diagnosed with sepsis.
Osteomyelitis and sepsis in the
diabetic foot have been described.
As many diabetic foot ulcers
are in origin pressure ulcers, it is
the influence of sepsis upon the
outcome of foot ulceration that is
of clinical significance. (Skrepnek
et al 2015)
The presentation of sepsis
associated with leg ulceration is
rare. A recent report illustrated
the typical presentation of a
venous ulcer with active group A
Streptococcal infection (GAS)
and toxic shock. In this case the
patient exhibited many of the
characteristic sepsis signs, including
metabolic acidosis (elevated
lactate, indicating the need for
urgent fluid resuscitation).
The others include blood
cultures (although these can be
negative even in severe sepsis),
arterial blood gases, CRP acute
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phase protein level noting the
rate of elevation, and white cell
counts as a marker of systemic
inflammation.
Every clinician should be
aware of, and recognise, sepsis
and its potential for morbidity
and mortality. The simple criteria
of a) hyperthermia, b) acutely
altered mental state, c) increased
heart rate, plus d) tachypnoea,
should be evident to all healthcare
professionals and alert them to
the possibility of ongoing serious
acute illness. The death rate from
sepsis and its complications is
far too high. To reduce this, a
change in clinical practice is
essential. The modern, evidencebased requirements for early and
accurate diagnosis and appropriate
intervention are well-documented.
While we can’t be precise on the
contribution of wounds in general
to sepsis, it is quite clear that any
wound has the potential to lead
to an increased clinical risk. As

A dehisced sternotomy
wound which has
become infected. A
sepsis risk
ever, early recognition, appropriate
referral, and intervention are likely
to reduce morbidity.
The recent publication of the
NICE guideline on sepsis (NICE
2016) is of great significance to all

involved in wound management,
education, or research. As yet,
few will have read it so here are
some of the salient points: as the
mortality rate associated with
sepsis is so high (almost 30 per
cent of all cases diagnosed will die
from the disease), it is reasonable
to assume that recognition of
early symptoms is often missed
by healthcare professionals. The
guideline acknowledges this and
states, ‘Ensure all healthcare staff
and students involved in assessing
people’s clinical condition are
given regular, appropriate training
in identifying people who might
have sepsis. This includes primary,
community care and hospital staff
including those working in care
homes.’
Being a guideline makes this
statement discretionary, however
the document goes on to state,
‘Local commissioners and / or
providers have a responsibility
to enable the guideline to be
applied when individual health
professionals and their patients or
service users wish to use it. They
should do so in the context of
local and national priorities for
funding and developing services,
and in light of their duties to
have due regard to the need to
eliminate unlawful discrimination,
to advance equality of opportunity
and to reduce health inequalities.’
What must be done to enact
the guideline locally is clearly
stated; the responsibility lies
with all healthcare professionals,
regardless of clinical setting. Sepsis
must no longer remain some
vague condition with which other
clinicians must concern themselves,
it is for everyone working with
patients, in every setting. Can
you now afford to be unaware any
longer?
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TABLE 1: DIAGNOSTIC FEATURES SUGGESTIVE OF
SEPSIS
Diagnostic Criterion

Threshold

Fever

>38.3°C

Tachycardia

>90/minute

Systolic blood pressure

<90 mmHg

Tachypnoea

>20/min

Procalcitonin

>0.5 ng/ml

Lymphocytopenia

<4.0 or >12 x 109/l

Neurophil/lymphocyte ratio

>10

Thrombocytopenia

<150 × 103 ul

Lactate

>2.0 mmol/l
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A (VIRTUAL) REALITY CHECK
It seems that the remit of virtual reality is only continuing to expand – not just in
terms of the inventiveness seeping through the experiences, but also in relation
to the disciplines which it can be applied to. NIHR takes a look at recent findings
which suggest that the illusion of a virtual beach is improving patient experiences
during dental procedures.

A screenshot of virtual Wembury – showing the
Mewstone out to sea
Try immersing yourself fully in
your imagination and conjuring
up a scenario in which you’re
walking along a South Devon
beach on a picturesque day – the
waves are lapping on the shore,
rabbits are scurrying in the
undergrowth, and the bells of the
local church are mingling with
the calls of the seagulls. Then, as
you turn to continue along the
coast path feeling calm and relaxed
you suddenly hear your dentist
remark, ‘Fine, all done, you can
take the headset off now.’ For
patients at one dental practice in
Devon, England, this has reigned
somewhat true; with their virtual
reality encounters resulting in
better experiences in the dentist’s
chair.
In a recently-released study
published in the journal,
‘Environment & Behaviour’, a team
of researchers at the Universities of
Plymouth, Exeter, and Birmingham
worked with Torrington Dental
Practice in Devon to find out
whether experiences like these

could improve the patient’s
experience during routine dental
procedures, such as fillings and
tooth extractions.
The patients in question who
had agreed to partake in the study
were randomly allocated to one of
three conditions: standard care (i.e.
normal practice), a virtual walk
around Wembury beach in Devon
(using a headset and handheld
controller), or a walk around an
anonymous virtual reality city.
The results garnered were
certainly interesting – they found
that those who ‘walked’ around
Wembury were less anxious,
experienced less pain, and had
more positive recollections of their
treatment a week later, than those
in the standard care condition.
However, these merits were
not found for those who walked
around the virtual city.
Speaking about the role of
virtual reality in dentistry, Dr
Karin Tanja-Dijkstra, the lead
author of the study, said, ‘The
use of virtual reality in healthcare

settings is on the rise, but we
need more rigorous evidence
of whether it actually improves
patient experiences. Our research
demonstrates that under the right
conditions, this technology can
be used to help both patients and
practitioners.’
The authors of the research
have also stressed that the type of
virtual reality environment that the
patient visits is important. Virtual
Wembury was created by Professor
Bob Stone and colleagues at the
University of Birmingham, and the
fact that only patients who visited
Wembury, and not the virtual
city, had better experiences than
standard care is consistent with a
growing body of work that shows
that natural environments, and
marine environments in particular,
can help reduce stress and anxiety.
Co-author Dr Mathew White,
from the University of Exeter,
explained, ‘We have done a lot
of work recently which suggests
that people are happiest and
most relaxed when they are at the

seaside. So it seemed only natural
to investigate whether we could
‘bottle’ this experience and use it to
help people in potentially stressful
healthcare contexts.’
Meanwhile, Dr Sabine Pahl,
the Project Co-ordinator at the
University of Plymouth, added,
‘That walking around the
virtual city did not improve
outcomes shows that merely
distracting the patients isn’t
enough; the environment for
a patient’s visit needs to be
welcoming and relaxing. It
would be interesting to apply this
approach to other contexts in
which people cannot easily access
real nature, such as the workplace
or other healthcare situations.’
Looking ahead, the team is
hoping to now investigate the
expansive potential of virtual
Wembury, and whether it can help
patients in other medical contexts,
and whether certain additions
to the virtual environment could
enhance the experience even more.

The virtual reality headset used in the research
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Since entering the sector, Coltene’s BRILLIANT EverGlow
composite resin has exceeded expectations, proving to offer the
right mix of simple and practical handling and excellent blendin properties. To fully assess its potential, NIHR asked Simon
Killough, a Consultant in Restorative Dentistry in the Belfast
Trust, to draw on his own experience using the product.
Simon Killough
This 35-year-old female bank
worker presented complaining of
sensitivity and worn teeth. There
had been a gradual loss of tooth
substance over around 10 years
and the patient reported that she
always had short teeth. She was
most upset and self-conscious
of the aesthetics of her upper
anterior teeth and requested that
she wished to have these teeth
crowned. There was shortening and
flattening of all the front
teeth.
Overall, there was a wellmaintained, minimally-restored
dentition. The oral hygiene was
excellent and the patient was wellmotivated. There was generalised
tooth wear affecting the upper
anterior teeth. This was of an
erosive and attrition nature, with
loss of incisal height as well as
palatal contour.

The patient was medically
fit and well, married with two
children. She is a non-smoker and
takes alcohol rarely. She had a
history of an eating disorder during
her teenage years, during which
time regular vomiting resulted in
acid erosion of the teeth. More
recently, she suffered from gastric
reflux which also damaged the

teeth, but is now well-managed
with antacid medication. The
patient was aware of grinding
her teeth during the night and
has worn a bite-guard for several
years to minimise damage to the
teeth. There had previously been
sensitivity to cold food and drinks,
but this is well-managed with
twice daily use of desensitising
toothpaste.
The treatment plan involved
a preventive approach, as well as
active treatment to restore the
lost tooth tissue and improve the
cosmetic appearance. The initial
approach to treatment involved the
prescription of a high-dose fluoride
toothpaste and mouth-rinse,
with the delivery of dietary advice
to minimise the acid attack to the
teeth.
Treatment options were
discussed at length with the
patient. Initially, she wished to
have crowns placed, but was
advised that this approach would
be overly destructive of her teeth.
Porcelain veneers were considered,
but would also result in fairly
extensive preparation of the teeth
and they would be at risk of
chipping or breaking off due to the
heavy bite.
The modern approach to
such cases involves the bonding

of a composite resin directly to
the teeth, which can be shaped
and polished giving a life-like,
robust result. It is also the most
conservative treatment, as the
teeth do not require extensive
preparation, as with crowns or
veneers. In addition, it allows the
teeth to be easily repaired, should
there be chips or breakages of the
fillings.
In this case, the ‘BRILLIANT
EverGlow’ composite resin from
Coltene was used, which came
in the convenient ‘Restoration
Highlight Kit’. This kit included
a variety of tips or syringes,
OneCoat 7 Universal Bond and
Diatech ShapeGuard brushes to
pre-polish and finish to a high
lustre. The BRILLIANT Everglow
is a modern, universal submicron
hybrid composite, which combines
superb handling, wettability on
the tooth surface and exceptional
polishability, giving a glassy,
smooth and natural finish. The
upper front six teeth were treated,
based upon a diagnostic wax
‘mock-up’ which showed the
patient what the end result would
look like. The composite was easy
to handle and did not stick to the
instruments, nor slump or distort
before curing.
The composites were finished

easily with ultra-fine diamond
burs and the enclosed ShapeGuard
brushes.
The system allowed for an
efficient and straightforward
treatment session, which took just
over an hour to complete. The
treatment was well-tolerated by
the patient, who incidentally fell
asleep for a few minutes during the
session!
The patient was delighted by
the final outcome. She felt that it
was very natural and improved her
whole facial appearance. She
now wishes to have similar
treatment to the lower teeth. It will
be important in this case to
provide a new bite-guard to
protect the composites. Also, they
will need some regular
polishing on an annual basis to
maintain their lustre. It should be
possible to maintain these
restorations for up to five years
approximately.

Overall, the BRILLIANT
EverGlow composite resin is
another excellent material from
Coltene. It is convenient to use and
gives excellent aesthetic results in
all cases.
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FAR FROM
HOME
International dental charity Dentaid
recently sent a team of volunteers and
three new surgeries to Moldova. Now, its
Communications Director, Jill Harding,
reflects on how the reality of the dental
conditions in Europe’s poorest country
are a far cry from home – and how help
can be at hand.

Jill with schoolchildren in Moldova

Dentaid’s Moldova team
Nestled between Russia, Ukraine and Romania, Moldova is the
poorest country in Europe. This land-locked nation officially declared
independence in 1991 following the collapse of the Soviet Union, but
its troubles were far from over. Wracked by political and economic
instability, deep social divisions and corruption, Moldova and its
population of 3.5 million people have faced much hardship in the postCommunist era. Many young people have simply opted to move away
and 30 per cent of Moldova’s GDP is now earned abroad. Those who stay
behind are proud and frustrated in equal measure – Moldova is a beautiful
66 | NIHR | Oct 2017

country but economic progress is
slow; hampered by a split between
those who feel the country’s future
lies with Russia and pro-Europeans
who dream of following Romania
and joining the EU.
International dental charity
Dentaid has been working in
Moldova for the last two years,
sending volunteers, consumables
and equipment to support the
work of local dentists.
Jill Harding joined the team
of dental volunteers for a trip that
started in the sprawling capital
Chisinau before moving to the
poor region of Nisporeni.

JILL’S STORY
DAY ONE
Our first working day took us
to Orhei orphanage, a closed
institution that is home to 204
men and boys ranging in age
from six years old, to 40. They
arrive from the age of four and
stay as long as they are allowed
– the alternative is the state-run
psychological and neurological
institutes, and we are told that,
‘they are scared to end up there.’
Despite our common
understanding of the word
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‘orphanage’, many of these residents
have living parents. However, the
social stigma and lost earnings
resulting from caring for disabled
children means that many are
never even taken home from the
maternity unit or simply left with
the authorities in early childhood.
Of those who have families at
Orhei orphanage, only 30 per cent
ever receive a visit. The residents
have a wide range of needs and
we were greeted by two friendly
young men who led the way up the
corridor walking on their knees.
The Dentaid team soon got
to work visiting small groups of
young men to demonstrate tooth
brushing. They were keen and
responsive and wanted to have a
go on the mouth models. Their
teeth were pretty good – only
well-meaning visitors give them
sugar. However, many on the
second floor were too severely
disabled to independently brush
their teeth so we talked to their
carers and made sure that none
were in pain.
It soon becomes clear that
despite the incredible efforts of
the centre’s 107 wonderful staff,
what the residents really want
is a friendly smile and human
interaction. The centre doesn’t have
enough specialised wheelchairs
and some of these men will spend
most of their lives in one room. We
all made friends, holding hands,
talking, and showing affection
among the cramped beds.
When I asked if disabled
Moldovan women live in a similar
(or better) facility, it was hard to be
told, ‘No, this one is much better
– in fact this is probably one of the
best in Moldova.’

Dental treatment in
Moldova

DAY TWO
Day two of our trip started with
a visit to a ‘move-on’ house for
six disabled women. These ladies
were previous residents of Hincesti
orphanage and many would have
lived there long before any reforms
or improvement, spending weeks
on end in one bleak room. In
Casa Ana they live with a carer
in a purpose-built, clean and
bright house which includes a
smallholding. The women learn
to garden, sew, cook and keep
house. These are the lucky few and
I couldn’t help thinking about the
women they left behind.
Dental Nurse, Geeta,
demonstrated a tooth brushing
technique and the team gave each
woman a chance to practice on
our models. Dentist Isaac screened
their teeth – the women weren’t in
immediate pain but they will need
treatment soon. In the afternoon,
the team visited the Centre for
Curative Pedagogy Orpheus in the
capital Chisinau.
The region of Nisporeni has
been the focus of Dentaid’s work
in Moldova and the charity has
good relations with Chief Dental
Officer, Stan Cozulea, and his
colleague, Tanya Svet. Until
recently the pair have worked
with broken, antiquated dental
equipment dating back to the
1960s. Thanks to donations from
UK dentists, Dentaid has provided
three clinics with modern, fullyoperational equipment, making a
huge difference to the dentists and
their patients.
In a dental office located in the
basement of a school in the village
of Iurceni, the team set to work
applying fluoride varnish to 80
children’s teeth and gave each one
a talk on oral hygiene and tooth
brushing. Dentaid volunteer, Isaac
screened every child before dental
nurses Geeta and Jade applied the
varnish. Of the 80 children they
saw; 44 needed treatment, five
were in pain, and one had severe
toothache.
Their parents were contacted by
Tanya asking them to bring their
child in for treatment, however, she
wasn’t confident that many would
take up her offer. The average wage
in the area is 100 euros per month,
but many workers in Iurceni get

by on about 40 euros – people feel
they have more pressing priorities
than taking their child to the
dentist even though treatment
for under 18s is free. Tanya gives
the poorest families toothbrushes
donated by Dentaid every three
months.
At Zberoia Community School
our volunteers screened 137
children with 87 receiving fluoride
varnish – 20 per cent of these seven
to 14-year-olds will need further
dental care.

for most people. The alternative is
the state-run service where a crown
costs 10 euros compared with up
to £600 back home.

DAY THREE
Our final stop on Thursday was the
home of five disabled boys who are
cared for by three incredible staff.
These young people are all from
Nisporeni and have been moved
back to the area to be closer to
their families. Sadly, many parents
feel that they can’t give up work
to look after a child with special
needs, and I got the impression
that visits from families are few
and far between.

DAY FOUR

An x-ray machine in
Moldova
Dentaid volunteers love meeting
the children in the countries we
visit and our Moldova team had
great fun visiting kindergartens.
The children aged two to seven
years (when they start school)
filed into the school hall a little
apprehensive to meet their guests –
children in Moldova seem reserved
and exceptionally well-behaved – I
can’t image a group of two-yearolds back home being so patient
and calm. Soon the children
overcame their shyness and showed
us their brushing skills. Then we
cracked open the bubbles, balloons
and bouncy balls – we were having
as much fun as the kids.
Our team also visited some of
the clinics used by Stan and his
colleagues. Some of the equipment
reminded me of artefacts that
Dentaid recently donated to a
military history museum. The x-ray
machine works (sometimes) but
dates back to 1972 – undergoing
an x-ray here would be frankly
terrifying. Dentaid has just
provided a replacement which
we hope will be up and running
soon. There is private dental care
in Moldova but it’s unaffordable

Friday saw half the team visiting
another kindergarten where
they taught 237 children how to
correctly brush their teeth. The sixyear-olds were also screened so that
Stan and Tanya are aware of how
many are likely to visit their offices
in the months ahead.
Our final stop was the medical
clinic in the village of Seliste which
is reached by the roughest road I
have ever bumped along. One of
Stan’s colleagues works here every
morning treating a constant stream
of patients with ancient, broken
equipment. When the shipment
of surgeries arrived from Dentaid,
Seliste was top of the list.
Unemployment and poverty
are rife in Moldova and some
communities are losing 50 per
cent of their young people as
intelligent, bi-lingual college
graduates lose patience with the
lack of opportunities, apply for
a Romanian passport and move
away. But despite the poverty and
politics, Moldova is a peaceful,
beautiful country with swathes of
protected forest, fertile agricultural
land, historic sites and hospitable
people. More tourists should visit
if they can find out where it is.
I just hope that with a
combination of passionate
Moldovans determined to make
life better and the support of
charities like Dentaid, the smiles
we’ve brought this week will be
followed by many more.
For more information, visit
www.dentaid.org.
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NEW GUIDANCE ON
DEMENTIA-FRIENDLY
DENTISTRY

Dr Mick Horton
The Faculty of General Dental
Practice UK (FGDP(UK)) has
published new guidance on the
practice of dentistry for patients

with dementia.
With around 850,000 people
in the UK with the condition –
five per cent of the population
– the faculty has said that dental
professionals need to understand
it, and adapt their patient
management and clinical decisions
accordingly.
The result of a multidisciplinary
collaboration, notably with the
Alzheimer’s Society, ‘DementiaFriendly Dentistry: Good Practice
Guidelines’ covers:
• The epidemiology and diagnosis
of dementia, and its implications
for dental professionals
• Principles of care management,
including patient identification,
competence and referrals,
communication, consent and

capacity
• Clinical care, including history
taking, treatment planning, care
delivery and prescribing
• Site-specific considerations for
dental practices, care homes and
domiciliary care
The new book also signposts
readers to local support,
educational programmes and
resources for patients, and contains
over 50 recommendations for
practitioners, categorised using
the Faculty’s ‘ABC’ (Aspirational,
Basic, Conditional) notation.
Dr Mick Horton, Dean of
FGDP(UK), explained, ‘The
faculty’s core function is to raise
the standards of care delivered
to patients, and the provision of
guidance by dentists, for dentists,
is central to achieving this. As we
mark our quarter century with our
anniversary theme of a lifetime of
dental care, it is fitting that our
new guidance sets out what we can
do to improve our care of patients
with a condition that is of growing
importance as the population ages.’

DUNMURRY DENTAL PRACTICE SEES
SMOKING CESSATION SUCCESS

Suzanne Patterson
Dunmurry Dental Practice has
revealed that since Cancer Focus
NI initiated its stop smoking
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support service at the site in
January 2014, 33 people have been
assisted in their bid to quit the
habit.
This support service is a onestop-shop where smokers get the
behavioural and motivational
support to quit smoking, as well
as the provision of Nicotine
Replacement Therapy at no cost to
the client on-site.
One of the success stories
has been Suzanne Patterson, a
receptionist from Dunmurry, who
smoked for 32 years – but gave up
17 months ago.
She explained, ‘It’s like you
are tied to the cigarettes. I almost
panicked if I didn’t have any left at
work and you knew you couldn’t
get one until home time. It was like

nails scrapping on a blackboard
to me, it was a terrible way to be. I
hated them but I needed that bit of
help just to get off them.’
Commenting on how the
process helped spur her into
action, Suzanne added, ‘I had
an appointment at Dunmurry
Dental Practice and saw a poster
for the Cancer Focus NI stop
smoking clinic, held at the surgery.
I thought it was fate - that poster
was meant for me.
‘I made an appointment with
a Cancer Focus NI stop smoking
specialist Suzy O’Kane and she
was fantastic. She didn’t put any
pressure on me, which is what I
really liked about her.’

ELEARNING
HELP FOR
SPOTTING
PERIODONTAL
DISEASE
Dental professionals are being given
help with the diagnosis and treatment
of periodontal disease in the form of
a new eLearning module from the
Dental Defence Union (DDU) and
the British Society of Periodontology
(BSP).
Allegations of failure to diagnose or
treat periodontal disease account for
about 10 per cent of claims notified to
the DDU each year and some claims
can reach £220,000 in compensation
and legal costs.
The course – which has been
co-written by the BSP and the
DDU – combines the expertise of
both organisations on the clinical
assessment, diagnosis and treatment of
periodontitis, as well as the dento-legal
aspects surrounding the condition.
Leo Briggs, Deputy Head of the
DDU, commented, ‘The typical
symptoms of periodontal disease can
be easy to miss until it’s too late to
treat them effectively. This means that
dental professionals have a critical role
in monitoring patients’ periodontal
health.
‘Unfortunately, this is one aspect
of dental practice that is not always
given the attention it deserves. This
is surprising when you consider that
around 45 per cent of the adult dentate
population in England, Wales and
Northern Ireland have periodontal
pocketing exceeding 4mm, and just
under 10 per cent have advanced
periodontal disease which can
eventually lead to tooth loss. Our new
online course addresses gaps in both
clinical and dento-legal knowledge and
we hope it will improve diagnosis and
treatment.’
Divided into six modules, the new
online course is worth three hours of
verifiable Continuous Professional
Development (CPD), and is free for
any dental professional to complete.
The CPD gained will also help
professionals meet the new GDC CPD
requirements, due to come into force
in 2018.
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How much could you save
on emollient prescribing?

‘Emollient prescribing has been a
useful area to address as part of
QIPP. The focus has been on optimising
patient care by offering emollient
products that patients are happy to use.
Feedback from GPs has been positive
and changes have been simple to
implement. Patient care has not been
compromised and changes to the
product prescribed have been
acceptable to most patients.’
Thornton & Ross, Linthwaite,
Huddersfield HD7 5QH
01484 842217
www.trderma.co.uk
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Survey shows benefits of
Zerodouble® Emollient Gel

19%

cost saving
per pack

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

Zeroderm® ointment – convenient
3-in-1 emollient therapy

37%

cost saving
per pack

SLS-free Zeroderm® Ointment provides a rich
3-in-1 emollient for the management of eczema
and dry skin conditions. Zeroderm Ointment can
be used as a skin cleanser, a bath additive and as a leave-on moisturiser.

ZeroAQS® Cream – An SlS-free
alternative to Aqueous Cream

24%

cost saving
per pack

ZeroAQS® emollient cream is a cost effective
2-in-1 moisturiser and soap substitute which does
not contain sodium lauryl sulfate (SLS), fragrance
or colour. The Medicines and Healthcare products Regulatory Agency (MHRA)
has directed that SLS-containing Aqueous Cream should carry a safety warning
stating that: ‘aqueous cream may cause skin irritation due to its sodium lauryl
sulfate (SLS) content,’ if used as a leave-on emollient.

QIPP
ToolkIT

By changing from proprietary emollient brands
to the cost-effective Zeroderma emollient range,
the NHS could save over £13 million1 p.a.

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

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

1. PCA data, March 2016

The Zeroderma emollient range offers
a choice of four creams, one ointment,
one gel and two bath additives providing complete emollient therapy
for moisturising, washing and bathing.
All Zeroderma products are gentle on
the skin and do not contain the harmful
irritant sodium lauryl sulfate (SlS).
Zeroderma products are similar in formulation
to around 50% of emollients currently
prescribed by CCGs and offer cost savings
of up to 37%, with no compromise on
patient care. Around 75% of formularies and
prescribing guidelines already include at
least one Zeroderma product. The
Zeroderma emollient range is available on
prescription and listed on NHS contract.
A CCG who recently started using the
Zeroderma range commented:
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