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Consequences of the crisis

Protect the kidneys Protect the heart
Invokana is indicated for the treatment of adults with insufficiently controlled type 2
diabetes mellitus (T2DM) as an adjunct to diet and exercise. For treatment of diabetic
kidney disease (DKD) in adults with T2DM as add-on to standard of care, a dose of
100 mg once-daily should be used. See SmPC section 4.2 for dosing details

The 1st and only SGLT2i also
licensed to treat diabetic
kidney disease (DKD) in T2DM.
Now for treatment of patients with severe albuminuria from
early identification until dialysis or renal transplantation.

E
LICENC
ION
EXTENS

For T2DM patients with severe albuminuria (ACR >30 mg/mmol)
Invokana 100mg can now be initiated down to an eGFR of 30
mLmin/1.73m2 with continuation until dialysis/renal transplantation.

100mg

For T2DM patients without severe albuminuria, Invokana 100mg can
now be initiated down to an eGFR of 45 mL/min/1.73 m2.

100mg

For safety information please refer to the prescribing information below.

View the CREDENCE study results here.

Scan the QR code with your phone camera.

INVOKANA® (canagliflozin) 100 mg & 300 mg film-coated tablets. PRESCRIBING
INFORMATION. Please refer to Summary of Product Characteristics (SmPC) before
prescribing. INDICATIONS: The treatment of adults with insufficiently controlled type 2
diabetes mellitus as an adjunct to diet and exercise as monotherapy when metformin is
considered inappropriate due to intolerance or contraindications, or in addition to other
medicinal products for the treatment of diabetes. DOSAGE & ADMINISTRATION: Adults:
recommended starting dose: 100 mg once daily. In patients tolerating this dose and with
eGFR ≥60 mL/min/1.73 m2 needing tighter glycaemic control, dose can be increased to 300
mg once daily. For oral use, swallow whole. Caution increasing dose in patients ≥75 years old,
with known cardiovascular disease or for whom initial canagliflozin-induced diuresis is a risk.
Correct volume depletion prior to initiation. When add-on, consider lower dose of insulin or
insulin secretagogue to reduce risk of hypoglycaemia. Children: no data available. Elderly:
consider renal function and risk of volume depletion. Renal impairment: for the treatment
of diabetic kidney disease (DKD) as add on to standard of care (SOC) (ACE inhibitors or ARBs),
initiate with 100 mg dose. The glycaemic lowering efficacy of canagliflozin is reduced in
patients with moderate renal impairment and likely absent in severe renal impairment. If eGFR
falls below 60 mL/min/1.73 m2 during treatment, adjust or maintain dose at 100 mg once daily.

studied, not recommended. CONTRAINDICATIONS: Hypersensitivity to active substance or any
excipient. SPECIAL WARNINGS & PRECAUTIONS: Not for use in type 1 diabetes. Renal impairment:
regardless of pretreatment, patients on canagliflozin had an initial fall in eGFR that attenuated
over time. eGFR <60 mL/min/1.73 m2: higher incidence of adverse reactions associated with
volume depletion particularly with 300 mg dose; more events of elevated potassium; greater
increases in serum creatinine and blood urea nitrogen (BUN); limit dose to 100 mg once daily. Not
studied in severe renal impairment. Monitor renal function prior to initiation and at least annually.
Volume depletion: caution in patients for whom a canagliflozin-induced drop in blood pressure
is a risk (e.g. known cardiovascular disease, eGFR <60 mL/min/1.73 m2, anti-hypertensive therapy
with history of hypotension, on diuretics or elderly). Not recommended with loop diuretics or in
volume depleted patients. Monitor volume status and serum electrolytes. Diabetic ketoacidosis
(DKA): rare DKA cases reported, including life-threatening and fatal. Presentation may be atypical
(blood glucose <14mmol/L). Risk appears higher in patients with moderate to severe decrease
in renal function who require insulin. Consider DKA in event of non-specific symptoms. If DKA is
suspected or diagnosed, discontinue Invokana treatment immediately. Interrupt treatment in
patients who are undergoing major surgical procedures or have acute serious medical illnesses.
Monitoring of (preferably blood) ketone levels is recommended in these patients. Consider risk
factors for development of DKA before initiating Invokana treatment. Elevated haematocrit:
eGFR (mL/min/1.73m2)
Total daily dose of canagliflozin
careful monitoring if already elevated. Genital mycotic infections: risk in male and female
or CrCl (mL/min)
patients, particularly in those with a history of GMI. Lower limb amputation: consider risk
factors before initiating. Monitor patients with a higher risk of amputation events, counsel on
Initiate with 100 mg. If tolerating 100 mg and needing additional
routine preventative foot care and adequate hydration. Consider discontinuing Invokana when
≥60
glycaemic control, increase dose to 300 mg
events preceding amputation occur (e.g. lower-extremity skin ulcer, infection, osteomyelitis
or gangrene). Necrotising fasciitis of the perineum (Fournier’s gangrene): post-marketing
Initiate with 100 mg. If already taking Invokana – continue 100 mg
45 to <60a
cases reported with SGLT2 inhibitors. Rare but serious, patients should seek medical attention
if experiencing symptoms including pain, tenderness, erythema, genital/perineal swelling,
Initiate with 100 mg. If already taking Invokana – continue 100 mg
30 to <45a, b
fever, malaise. If Fournier’s gangrene suspected, Invokana should be discontinued, and prompt
Do not initiate. If already taking Invokana – continue 100 mgc
<30a,b
treatment instituted. Urine laboratory assessment: glucose in urine due to mechanism of action.
Lactose intolerance: do not use in patients with galactose intolerance, total lactase deficiency
a
Consider addition of other anti-hyperglycaemic agents if further glycaemic control is or glucose-galactose malabsorption. Sodium: essentially “sodium-free”. INTERACTIONS:
needed. b With urinary albumin/creatinine ratio >300 mg/g . c Continue until dialysis or renal Diuretics: may increase risk of dehydration and hypotension. Insulin and insulin secretagogues:
transplantation . Hepatic impairment: mild or moderate; no dose adjustment. Severe; not risk of hypoglycaemia; consider lower dose of insulin or insulin secretagogue. Effects of other
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medicines on Invokana: enzyme inducers (e.g. St. John’s wort, rifampicin, barbiturates,
phenytoin, carbamazepine, ritonavir, efavirenz) may decrease exposure of canagliflozin; monitor
glycaemic control. Consider dose increase to 300 mg if administered with UGT enzyme inducer.
Cholestyramine may reduce canagliflozin exposure; take canagliflozin at least 1 hour before or
4-6 hours after a bile acid sequestrant. Effects of Invokana on other medicines: monitor patients
on digoxin, other cardiac glycosides, dabigatran. Inhibition of Breast Cancer Resistance Protein
cannot be excluded; possible increased exposure of drugs transported by BCRP (e.g. rosuvastatin
and some anti-cancer agents). PREGNANCY: No human data. Not recommended. LACTATION:
Unknown if excreted in human milk. Should not be used during breast-feeding. SIDE EFFECTS:
Very common (≥1/10): vulvovaginal candidiasis, hypoglycaemia in combination with insulin or
sulphonylurea. Common (≥1/100 to<1/10): balanitis or balanoposthitis, urinary tract infection
(including pyelonephritis and urosepsis), constipation, thirst, nausea, polyuria or pollakiuria,
dyslipidemia, haematocrit increased. Uncommon (<1/100) but potentially serious: necrotising
fasciitis of the perineum (Fournier’s gangrene) (frequency not known), anaphylactic reaction,
diabetic ketoacidosis, syncope, hypotension, orthostatic hypotension, urticaria, angioedema,
bone fracture, renal failure (mainly in the context of volume depletion), lower limb amputations
(mainly of the toe and midfoot). Refer to SmPC for details and other side effects. LEGAL
CATEGORY: POM. PACK SIZES, MARKETING AUTHORISATION NUMBER(S) & BASIC NHS COSTS
Invokana 100 mg film coated tablets: 30 tablets; EU/1/13/884/002; £39.20. Invokana 300 mg film
coated tablets: 30 tablets; EU/1/13/884/006; £39.20. MARKETING AUTHORISATION HOLDER:
Janssen-Cilag International NV, Turnhoutseweg 30, B-2340 Beerse, Belgium. ®INVOKANA is a
registered trade mark of Janssen-Cilag International NV and is used under licence.
Adverse events should be reported. Reporting forms and information can be found
at www.mhra.gov.uk/yellowcard. Adverse events should also be reported to Napp
Pharmaceuticals at drugsafetyuk@napp.co.uk.
FURTHER INFORMATION IS AVAILABLE FROM: Napp Pharmaceuticals Ltd. Cambridge Science
Park, Milton Road, Cambridge, CB4 0AB, UK. For medical information enquiries, please contact
medicalinformationuk@napp.co.uk © 2020 Napp Pharmaceuticals Limited
UK/INV-18164(3) Date of Preparation July 2020

www.invokana.co.uk
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Raising risk awareness

EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
Despite being a firm believer in the power
of fresh starts and reflection, there is so
much about the end of the year and the
traditions it provokes which I dread. The
dangling temptation to compare myself to
others gains mighty traction during this
time. As I scroll through social media, I see
post after post of friends, acquaintances
and strangers neatly packaging their
achievements over the past 12 months.
While proud of those I know, and
sharing in their joy, I can’t seem to quiet
that accusatory voice in my head which
bellows, ‘What have YOU achieved?
How have YOU made this year count?’ In
response, I mentally stack up any and every
accomplishment I can just to somehow try
to prove to myself that I measure up.
So, as you can imagine, the onset of
2020’s final chapter started to generate
those all-too-familiar feelings recently.
How could I possibly shape my experiences
this year into successes when all my plans
and expectations distinguished only a
couple of months in? But then I forced
myself to stop mid-thought.
In normal circumstances, comparison is
always unnecessary and unhealthy anyway,
but especially this year – a year like no
other – all rule books have to be thrown
out the window. I’m having to realise that
this year wasn’t about striving for better;
it was about stripping life back and giving
value to those things which I’m already
incredibly fortunate to have – particularly
my own health and the wellbeing of my
loved ones.
It’s also about being grateful for those

key workers – such as you – who have
experienced a far different, and much more
overwhelming, 12 months than I have
in order to help secure the possibility of
others having a New Year to look forward
to too.
With this being the last edition of the
year, we at Northern Ireland Healthcare
Review wish to say thank you for your
courage, strength and selflessness during
the turmoil of 2020. Please allow us to
celebrate you, our healthcare heroes, at the
22nd Northern Ireland Healthcare Awards.
With the categories now officially open for
entry, put your phenomenal work forward
and encourage your peers to shine a light
on their contributions too (beginning on
page 33).
In this issue, the Sickle Cell Society
also share how you can help improve the
overall quality of life of those affected by
the condition (page 59), while we consider
whether the novel coronavirus can ‘infect’
our gastrointestinal tract (page 21),
and delve deeper into the mental health
repercussions of the crisis (page 78).
That’s not all – find out more about
the daily obstacles imposed by Raynaud’s
syndrome (page 32), and the very real and
current problem of malnutrition in the
Northern Ireland population (page 50).
Take care – and see you next year!

SHINGLES
The role of the pharmacist

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

@nihealthweb
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Connecting with patients
“ My journey with epilepsy started out rocky, but evolved into one of
self-discovery. It’s allowed me to look at my life with a new pair of eyes,
change my behavior, and finally think outside the box.”
LaKeisha, living with epilepsy
UCB has a passionate, long-term commitment to help patients and families living with severe
diseases lead normal, everyday lives.
Our ambition is to offer them innovative new medicines and ground-breaking solutions in two
main therapeutic areas: neurology and immunology. We foster cutting-edge scientific research
that is guided by patients’ needs.

www.ucb.com
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ASTHMA

ASTHMA: THE
WAITING GAME
Over one-third of people with lung conditions felt
pressure to dodge or delay seeking treatment
during lockdown – avoiding care as they didn’t want
to ‘burden’ the NHS, or ‘did not feel safe’ attending
for visits to A&E or their GP. It’s time to address the
danger of these reservations – and seek ways to
reignite confidence and assurance in our patients.
A
new
survey
released by
Asthma UK
and the British
Lung Foundation
indicates that people with
lung conditions delayed seeking
treatment due to worries about
putting pressure on the NHS, and fears
about the spread of coronavirus during
lockdown. As many as one-in-five (23 per cent)
individuals with lung conditions subsequently
experienced worse symptoms as a result of delaying or
avoiding care, with many needing to manage exacerbations to
their condition on their own, without the support of a healthcare
professional.
The results, released by the charities, highlight how more than a
third (34.5 per cent) of people living with lung conditions felt that they
could not seek treatment. In response to these findings, the charities are now
calling for the NHS to set out a plan to ensure that patients with lung conditions have
access to the full range of services available, and are actively reassured by the NHS that
they will be safe to use during the pandemic.
Asthma UK, the British Lung Foundation and the Taskforce for Lung Health (of which the
charities are both members) are now warning that all routine respiratory care, such as annual reviews
and inhaler technique checks, must resume as soon as possible to ensure that people who avoided or
delayed care during lockdown can now access support. Annual reviews and other forms of routine care were
cancelled for three months, and although the NHS recently asked GP practices to resume their normal service
levels as far as possible, it is currently unclear as to how this will be achieved.
4 | NIHR | Nov 2020
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ASTHMA
DELAYS AND DISRUPTIONS

The Taskforce for Lung Health recently released data
suggesting that referrals for urgent care for people with lung
conditions went down by as much as 70 per cent during
lockdown. Overall, the survey results from Asthma UK
and the British Lung Foundation found that 85 per cent of
people had experienced some sort of delays or disruptions to
their care.
Of those delaying their care, nearly 70 per cent (69.2 per
cent) didn’t feel safe seeking treatment through their GP or at
A&E due to fears of COVID-19. But more than half (51 per
cent) of people with lung conditions who avoided or delayed
care also said that they didn’t seek treatment because they ‘did
not want to over-burden the health services’.
In fact, nearly two-thirds (64 per cent) of people reported
dealing with exacerbations to their condition on their
own. When asked how they managed their symptoms, one
anonymous respondent said, ‘I didn’t do anything, GPs are not
interested in anything other than coronavirus’. Another stated,
‘My GP refused to come out or for me to go in as they saw
me as too high risk.’ The same respondent also said that
they chose to pay for private treatment in order to receive a
diagnosis and care.
Asthma UK and the British Lung Foundation are now
warning that the NHS must address the backlog of regular
appointments which have been delayed or cancelled, and
ensure that annual reviews for patients with long-term lung
disease are going ahead, so that people with lung conditions are
getting the important care they need.

MY EXPERIENCE

Mark Wilson, 49, from Grimsby, works for a shipping
company and is living with bronchiectasis and severe asthma.
During lockdown, Mark was shielding when he noticed that
he had developed a cough and that his breathing had started to
deteriorate.
Mark said, ‘During lockdown, I had been in regular contact
with my GP, who thought that my symptoms were a result of
my ongoing recovery from a recent chest infection. But when a
different GP phoned me and advised me to go to hospital, I felt
very reluctant. I didn’t want to go into hospital as I am usually
in there for two-to-three weeks and I was very worried about
catching the virus.
‘I called my respiratory nurse who could tell I
was concerned about going to hospital so advised me on
how to try and manage my symptoms at home. The next
day I started to deteriorate, so I phoned 111. They told
me to go to hospital, but I didn’t want to go because I was
so apprehensive about catching the virus. Luckily, my wife was
very worried about me and phoned an ambulance, as I was
really unwell by this point. I know now that if I had gone into
hospital earlier, I would have gotten better earlier. It took me
longer to get better because I delayed my care.’
Dr Andy Whittamore, GP and Clinical Lead for Asthma
UK and the British Lung Foundation, commented, ‘Finding
out that so many people with lung conditions felt that they
shouldn’t seek help and care during lockdown is deeply
worrying.

‘As we head towards winter, it is vital that patients can access
the help that they need. This should include routine care for
conditions, such as asthma, COPD and bronchiectasis, and
urgent care if they are getting an increase in their symptoms.
‘The NHS is still open but will be put under tremendous
strain if we don’t help keep people well ahead of the winter.
Where face-to-face appointments are not possible, the NHS
should be providing telephone or video consultations. It is vital
that everyone knows how to access the care that they need and
they do not delay seeking medical advice.’

A LONG STORY

The Asthma UK and British Lung Foundation survey results
showed that patients undergoing longer-term treatments for
their lung conditions were also affected by delays to their care
and worries about seeking treatment. Pulmonary rehabilitation
is an exercise and educational treatment which is more effective
than many pharmacological interventions in improving the
long-term wellbeing of lung patients. From the responses, twoin-five people (42 per cent) saw their pulmonary rehabilitation
treatment cancelled, and 44 per cent expressed worries that they
would be scared to resume a class due to coronavirus.
A recent Yougov survey, commissioned by the British
Lung Foundation, found that 38 per cent of people said that
they could walk further after undergoing the treatment, and
that nearly 60 per cent (57 per cent) said that they felt more
confident and able to manage their condition after pulmonary
rehabilitation.
Crucially, pulmonary rehabilitation is now being
incorporated into treatments for people recovering
from COVID-19. The Taskforce for Lung Health are
warning that it is vital that patients with long-standing lung
conditions continue to access treatment and care, and that the
NHS ensures that patients who already struggled to access
treatment before the pandemic, are not now left behind due
to the focus on coronavirus.

TIME FOR CHANGE

Alison Cook, Chair of the Taskforce for Lung Health, and
Director of External Affairs at Asthma UK and the British
Lung Foundation, said, ‘For too long, people with lung
conditions have faced delays to their care, treatment and
diagnosis.
‘The fact that some patients have recently felt the need
to pay for private care, or felt like their GP is no longer there
to help them, is unacceptable. Respiratory services need
to return to full capacity as soon as possible, and the NHS must
actively encourage patients with lung conditions who are
worried about being a burden to seek support so that those
struggling with symptoms of lung disease can get appropriate
treatment and care before the winter pressures set in.
‘Anyone worried about their lungs should
feel encouraged to seek support immediately, and
access to longer-term treatments, such as pulmonary
rehabilitation, now needs to be increased to help
build resilience among those most at risk of a potential second
wave of COVID-19.’
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BE MORE
LIKE MAX
Prescribe an inhaler that can deliver
in the real world
•
•

Used correctly by 93% of people after
reading the PIL*1
Consistent dose delivery:**
• At flow rates of 30–90 L/min2,3
• Held at +/-90 degrees from vertical3
• At temperatures from -20˚C to 40˚C3

•

160/4.5 mcg dose licensed for use as
maintenance and reliever therapy (MART)
in asthma for ages 18 and above4

Prescribe DuoResp Spiromax®.

Visit duoresp.co.uk for more information

Please refer to the Summary of Product Characteristics (SmPC) for full details of
the Prescribing Information. DuoResp® Spiromax® (budesonide/formoterol)
160mcg/4.5mcg inhalation powder and DuoResp® Spiromax® (budesonide/formoterol)
320mcg/9mcg inhalation powder Abbreviated Prescribing Information. Presentation:
DuoResp® Spiromax® 160/4.5: Each delivered dose contains 160mcg of budesonide
and 4.5mcg of formoterol fumarate dihydrate. This is equivalent to a metered dose of
200mcg budesonide and 6mcg of formoterol fumarate dihydrate. DuoResp®
Spiromax® 320/9: Each delivered dose contains 320mcg of budesonide and 9mcg of
formoterol fumarate dihydrate. This is equivalent to a metered dose of 400mcg
budesonide and 12mcg of formoterol fumarate dihydrate. Inhalation powder.
Indications: Asthma: Treatment of asthma, where use of a combination (inhaled
corticosteroid and long-acting β2-adrenoceptor agonist) is appropriate. COPD:
Symptomatic treatment of patients with COPD with forced expiratory volume in
1 second (FEV1) < 70% predicted normal (post bronchodilator) and a history of
repeated exacerbations, who have significant symptoms despite regular therapy with
long-acting bronchodilators. Dosage and administration: For use in adults ≥18 years.
Not for use in children < 18 years of age. Asthma: Not intended for the initial
management. If an individual patient should require a combination of doses other than
those available in the combination inhaler, appropriate doses of β2-adrenoceptor
agonists and/or corticosteroids by individual inhalers should be prescribed. The dose
should be titrated to the lowest dose at which effective control of symptoms is
maintained. When control of symptoms is achieved titrate to the lowest effective dose,
which could include once daily dosing. DuoResp® Spiromax® 160/4.5: maintenance
therapy - regular maintenance treatment with a separate reliever inhaler: Adults: 1-2
inhalations twice daily (maximum of 4 inhalations twice daily). DuoResp® Spiromax®
maintenance and reliever therapy: For patients taking DuoResp as reliever, preventative
use of DuoResp Spiromax for allergen or exercise-induced bronchoconstriction should
take into consideration the frequency of need. In case of frequent need of
bronchodilation without corresponding need for an increased dose of inhaled
corticosteroids, an alternative reliever should be used. Regular maintenance treatment
and as needed in response to symptoms: should be considered for patients with: (i)
inadequate asthma control and in frequent need of reliever medication (ii) previous
asthma exacerbations requiring medical intervention. Adults: The recommended
maintenance dose is 2 inhalations per day, given either as one inhalation morning and
evening or as 2 inhalations in either the morning or evening. For some patients a
maintenance dose of 2 inhalations twice daily may be appropriate. Patients should take
1 additional inhalation as needed in response to symptoms. If symptoms persist after
a few minutes, an additional inhalation should be taken. Not more than 6 inhalations
should be taken on any single occasion. A total daily dose of up to 12 inhalations could
be used for a limited period. Patients using more than 8 inhalations daily should be
strongly recommended to seek medical advice. DuoResp® Spiromax® 320/9: Only to
be used as maintenance therapy. Adults: 1 inhalation twice daily (maximum of

DuoResp Spiromax is indicated in adults 18 years of age and older for: 1) the regular treatment
of asthma, where use of a combination (inhaled corticosteroid and long-acting β2 adrenoceptor
agonist) is appropriate in patients not adequately controlled with inhaled corticosteroids and “as
needed” inhaled short-acting β2 adrenoceptor agonists or in patients already adequately controlled
on both inhaled corticosteroids and long-acting β2 adrenoceptor agonists;4 AND 2) the symptomatic
treatment of patients with COPD with forced expiratory volume in 1 second (FEV1) <70% predicted
normal (post bronchodilator) and a history of repeated exacerbations, who have significant
symptoms despite regular therapy with long-acting bronchodilators.4
COPD, chronic obstructive pulmonary disease; PIL, patient information leaflet
*Correct usage data after reading PIL for Turbohaler® and Easyhaler® were 76.7% and 58.3% respectively
(p<0.001, for both comparisons) n=120 for all groups.1 Patients are advised to read the PIL carefully and follow
the instructions for use as detailed in the leaflet.
**Dose delivery study using low, middle and high strength DuoResp Spiromax. Dose consistency was measured
over inhaler life. Low dose was included in the study but is not licensed in the UK.3

2 inhalations twice daily). COPD: Adults: 1 inhalation twice daily. Elderly patients
(≥65 years old): No special requirements. Patients with renal or hepatic impairment: No
data available. Contraindications: Hypersensitivity to the active substance or to any of
the excipients. Precautions and warnings: If treatment is ineffective, or exceeds the
highest recommended dose, medical attention must be sought. Patients with sudden
and progressive deterioration in control of asthma or COPD should undergo urgent
medical assessment. Patients should have their rescue inhaler available at all times.
The reliever inhalations should be taken in response to symptoms and are not intended
for regular prophylactic use e.g. before exercise. For such, a separate rapid-acting
bronchodilator should be considered. Patients should not be initiated during an
exacerbation. Serious asthma-related adverse events and exacerbations may occur. If
asthma symptoms remain uncontrolled or worsen, patients should continue treatment
and seek medical advice. If paradoxical bronchospasm occurs, treatment should be
discontinued immediately. Paradoxical bronchospasm responds to a rapid-acting
inhaled bronchodilator and should be treated straightaway. Visual disturbance may be
reported with systemic and topical corticosteroid use. Such patients should be
considered for referral to an ophthalmologist for evaluation of possible causes.
Systemic effects may occur, particularly at high doses prescribed for long periods.
Potential effects on bone density should be considered, particularly in patients on high
doses for prolonged periods that have co-existing risk factors for osteoporosis.
Prolonged treatment with high doses of inhaled corticosteroids may result in clinically
significant adrenal suppression. Additional systemic corticosteroid cover should be
considered during periods of stress. Treatment should not be stopped abruptly –
tapering of dose is recommended. Transfer from oral steroid therapy to a budesonide/
formoterol fumarate fixed-dose combination may result in the appearance of allergic
or arthritic symptoms which will require treatment. In rare cases, tiredness, headache,
nausea and vomiting can occur due to insufficient glucocorticosteroid effect and
temporary increase in the dose of oral glucocorticosteroids may be necessary. To
minimise risk of oropharyngeal Candida infection patients should rinse mouth with
water. Administer with caution in patients with thyrotoxicosis, phaeochromocytoma,
diabetes mellitus, untreated hypokalaemia, or severe cardiovascular disorders. The
need for, and dose of inhaled corticosteroids should be re-evaluated in patients with
active or quiescent pulmonary tuberculosis, fungal and viral infections in the airways.
Additional blood glucose controls should be considered in diabetic patients.
Hypokalaemia may occur at high doses. Particular caution is recommended in unstable
or acute severe asthma. Serum potassium levels should be monitored in these
patients. As with other lactose containing products the small amounts of milk proteins
present may cause allergic reactions. There is some evidence of an increased risk of
pneumonia with increasing steroid dose but this has not been demonstrated
conclusively across all studies. Physicians should remain vigilant for the possible
development of pneumonia in patients with COPD as the clinical features of such
infections overlap with the symptoms of COPD exacerbations. Interactions:

Concomitant treatment with potent CYP3A4 inhibitors should be avoided. If this is not
possible the time interval between administration should be as long as possible.
Co-treatment with CYP3A inhibitors, including cobicistat-containing products is
expected to increase risk of systemic side effects and the use in combination should
be avoided. Not recommended with β-adrenergic blockers (including eye drops)
unless compelling reasons. Concomitant treatment with quinidine, disopyramide,
procainamide, phenothiazines, antihistamines (terfenadine), and Tricyclic
Antidepressants (TCAs) can prolong the QTc-interval and increase the risk of
ventricular arrhythmias. L-Dopa, L-thyroxine, oxytocin and alcohol can impair cardiac
tolerance. Concomitant treatment with MAOIs, including agents with similar properties,
may precipitate hypertensive reactions. Patients receiving anaesthesia with
halogenated hydrocarbons have an elevated risk of arrhythmias. Hypokalaemia may
increase the disposition towards arrhythmias in patients taking digitalis glycosides.
Pregnancy and lactation: Use only when benefits outweigh potential risks.
Budesonide is excreted in breast milk; at therapeutic doses no effects on infants are
anticipated. Effects on ability to drive and use machines: No or negligible influence.
Adverse reactions: Since DuoResp® Spiromax® contains both budesonide and
formoterol, the same pattern of adverse reactions as reported for these substances
may occur. No increased incidence of adverse reactions has been seen following
concurrent administration of the two compounds. Serious: Immediate and delayed
hypersensitivity reactions, e.g. exanthema, urticaria, pruritus, dermatitis, angioedema
and anaphylactic reaction, Cushing´s syndrome, adrenal suppression, growth
retardation, decrease in bone mineral density, hypokalaemia, hyperglycaemia,
aggression, psychomotor hyperactivity, anxiety, sleep disorders, depression,
behavioural changes, cataract and glaucoma, tachycardia, cardiac arrhythmias, e.g.
atrial fibrillation, supraventricular tachycardia and extrasystoles, angina pectoris,
prolongation of QTc-interval, variations in blood pressure, bronchospasm, pneumonia
in COPD patients and paradoxical bronchospasm. Common: Candida infections in the
oropharynx, headache, tremor, palpitations, mild irritation in the throat, coughing,
pneumonia in COPD patients, dysphonia including hoarseness. Consult the Summary
of Product Characteristics in relation to other side effects. Overdose: An overdose of
formoterol may lead to: tremor, headache, palpitations. Symptoms reported from
isolated cases are tachycardia, hyperglycaemia, hypokalaemia, prolonged QTcinterval, arrhythmia, nausea and vomiting. Supportive and symptomatic treatment
may be indicated. Price per pack: DuoResp® Spiromax® 160/4.5 and DuoResp®
Spiromax® 320/9: £27.97. Legal Category: POM. Marketing Authorisation
Numbers: DuoResp® Spiromax® 160/4.5: EU/1/14/920/001. DuoResp® Spiromax®
320/9: EU/1/14/920/004. Marketing Authorisation Holder: Teva Pharma B.V.
Swensweg 5, 2031GA Haarlem, The Netherlands. Job Code: DUOR-GB-00002.
Date of Preparation: August 2020.

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 Teva UK Limited on 0207 540 7117 or medinfo@tevauk.com
References: 1. Sandler N, et al. BMJ Open Resp Res. 2016; 3: e000119. 2. Chrystyn H, et al. Int J Pharm. 2015; 491: 268–276. 3. Canonica G, et al. J Aerosol Med Pulm Drug Deliv. 2015; 28(5): 309–319. 4. DuoResp Spiromax Summary of Product Characteristics.
Approval Code: DUOR-GB-00033

Teva UK Limited, Ridings Point, Whistler Drive, Castleford, West Yorkshire WF10 5HX
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CONSTIPATION

OUT OF THEIR
COMFORT ZONE
Leading to plummeting confidence and persistent bloating
and pain, too many older patients are bearing the brunt of
constipation and its effects. Lesley Carter, AGE UK, Clinical
Lead, Professionals and Practice, Malnutrition Task Force,
investigates how healthcare professionals can help equip
patients with advice and methods for improvement.
On occasions, we all find it difficult to go to the
loo to have a full bowel movement. Once in a while
is uncomfortable enough, but when it goes on
for several days or weeks it can begin to feel very
uncomfortable.
Most of us find it embarrassing to discuss bowel
movements, even though we all have them. Quite
a lot of individuals avoid visiting their GP if they
have a persistent change in bowel symptoms that
is new or unusual for them. It is important to take
the opportunity of bowel screening when they
are offered as bowel cancer can be successfully
treated in most cases if it is caught early. However,
constipation where you pass harder stools less
often, is rarely caused by serious bowel conditions.
Most people with these symptoms do not have
bowel cancer.
During this period of COVID-19 it’s just as
important that individuals report to a healthcare
professional if they have bowel changes or
symptoms that concern them. The NHS is
maintaining cancer diagnostic services.

WHAT IS IT?

Constipation (1) usually describes when you have
not had your bowels open at least three times in a
week. Some people only ever go three times a week
and others may go three times a day.
Feeling constipated is miserable. The most
reported symptoms are stomach-ache, feeling
bloated and a bit sick and nauseous. Sufferers
also describe having a large or dry poo that is

unwilling to move and there is often the
feeling that there is more to come even
after a significant bowel movement. Others
complain of straining, so much so that it
can make the rectum very sore.
Being constipated can lead to other
unpleasant issues. There can be blood,
haemorrhoids (2), and anal fissure (3)
which can all be a result of constipation.
They are all uncomfortable and very
painful. There is also research that
shows that irregular bowel activity can
also affect our emotional health and
lead to us feeling grumpy and low in
mood.

WHY DOES CONSTIPATION
AFFECT OLDER PEOPLE?
There are so many reasons that
can cause constipation. Our way
of life, how we feel emotionally,
how much exercise we are
taking, and what we are eating
and how much we are drinking,
are all contributing factors.
Some reasons can be
attributed to a change in our
recent habits. Maybe patients
have been furloughed or
working from home during
lockdown, or because
Continued onto next page
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CONSTIPATION
they have been shielding and their routines have changed, leaving them
feeling quite different than before.
Also, being less active and not following their usual exercise routines,
spending longer than usual sitting or lying down in bed, will all contribute
to constipation. As can eating a different diet and drinking less water or –
because of changes to routines – ignoring the urge to go to the toilet.
More people reported experiencing constipation during the pandemic,
particularly older people. They may be at a higher risk as they are likely
to have several different health conditions and will often be taking more
than five different medications. Some types of medicines or combinations
of prescribed medications, including pain relief, are particularly unhelpful
and will cause constipation. As individuals age, unfortunately their
muscles deteriorate, and this too can lead to problems having a full bowel
movement.
Living with low mood, anxiety and depression often leads to the
body responding by being in a flight or fight mode. This activates the
sympathetic nervous system (4), meaning that their digestive system is less
efficient than normal and slows down and often constipation is the result.
People with a dementia are also at a high risk of developing
constipation, unfortunately the signs may be easily missed by carers, which
can in turn lead to discomfort and pain. With the inability to recognise
or describe their pain it could result in changes in mood and behaviour.
Establishing a regular toilet routine may be helpful if the person is
ignoring or no longer recognising the urge to go to the toilet.
People who have poor oral heath, causing sore mouths and gums or
loose and broken teeth, may find eating regular meals difficult. They may
prefer softer, processed foods that are often higher in fat and low in fibre.
Sometimes incontinence can lead to them drinking less. People may
drink less fluids as they incorrectly believe that it will reduce incontinence.
However, drinking water and other fluids will add bulk and make stools
softer and easier to pass.
Eating a diet that is heavy in meat and dairy products, processed foods
high in sugar and fat, with little fibre, will also result in constipation. Not
getting enough fluids, too much caffeine and alcohol will not help to get
things moving.

WHAT ACTION CAN BE TAKEN AND LIFESTYLE
CHANGES MADE?

Constipation is most often a temporary state, easily rectified, and
prevented by making some simple changes to their lifestyle. They should
make the changes for a week, keep a record of bowel movements, and
check back to judge if they resulted in any positive changes.
They should be advised to:
• Drink plenty of fluids
• Avoid alcohol
• Eat more fruit, including tinned and dried fruit
• Eat more vegetables
• Try to eat more fibre, brown bread, cereals
• Get some fresh air, even if it’s sitting by an open window
• Increase their exercise. (5) Take a short walk or do some seated chair
exercises. Any regular exercise can really help, there is also the bonus of
getting those endorphins (6) going
• If they are feeling low in mood, they should try and do some relaxation
exercises or mindfulness – after a while these sessions will help them to
have some time without negative thoughts invading their mind
• Develop good toilet habits, go to the loo at the same time every
day, when they get the urge. They should not strain or rush, but sit
comfortably, raise their feet on a stool which will prevent straining, and
let gravity help. They should try to relax and not worry too much about
opening their bowels as this will tense their muscles. They can read a book,
listen to the radio. If individuals feel sore it can be helpful to apply a warm
flannel, it may also help them to relax their muscles
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WHEN LIFESTYLE CHANGES HAVE NOT HELPED

Individuals can get good information on treating constipation by talking
to their pharmacist. Taking laxatives and bulk-forming medicines for a
short while can help. But if the patient is taking five or more medications,
they should ask their pharmacist to undertake a medication review and
discuss if the combinations of medicines that they are taking could be
causing their constipation.
If worries or concerns and the constipation persists it would be sensible
for them to have a chat with their GP or healthcare professional.

REFERENCES

1. https://www.nhs.uk/conditions/constipation/
2. https://www.nhs.uk/conditions/piles-haemorrhoids/
3. https://www.nhs.uk/conditions/anal-fissure/
4. https://www.britannica.com/science/sympathetic-nervous-system
5. https://www.malnutritiontaskforce.org.uk/sites/default/files/2019-10/LR%208202%20Age%20UK%20Malnutrition%20
TF%20-%20Eating%20well%20in%20later%20life%20booklet%20A5.pdf
6. https://www.verywellmind.com/exercise-and-improving-your-mood-2223781

CHOICE OF LAXATIVE (COURTESY OF
NICE)

As previously mentioned, laxatives are often used if lifestyle changes, such
as increasing the amount of fibre in the diet, drinking plenty of fluid and
taking regular exercise, have not helped. The aim of laxatives is to increase
stool frequency or ease of stool passage by increasing stool water content
(directly by osmotic or intestinal secretory mechanisms) or by accelerating
bowel transit.

BULK-FORMING LAXATIVES (CONTAINING SOLUBLE
FIBRE)
Act by retaining fluid within the stool and increasing faecal mass,
stimulating peristalsis; also have stool-softening properties.
• Ispaghula husk
• Methylcellulose
• Sterculia

OSMOTIC LAXATIVES

Act by increasing the amount of fluid in the large bowel producing
distension, which leads to stimulation of peristalsis; lactulose and
macrogols also have stool-softening properties.
• Lactulose
• Macrogols (polyethylene glycols)
• Phosphate and sodium citrate enemas

STIMULANT LAXATIVES

Cause peristalsis by stimulating colonic nerves (senna) or colonic and
rectal nerves (bisacodyl, sodium picosulfate).
• Senna — hydrolyzed to the active metabolite by bacterial enzymes in the
large bowel
• Bisacodyl and sodium picosulfate — hydrolyzed to the same active
metabolite. Bisacodyl is hydrolyzed by intestinal enzymes; sodium
picosulfate relies on colonic bacteria
• Docusate — a surface-wetting agent which reduces the surface tension
of the stool, allowing water to penetrate and soften it. Also has a relatively
weak stimulant effect

PROKINETIC LAXATIVES

• Prucalopride — a selective, high-affinity, serotonin (5HT4) receptor
agonist, which stimulates intestinal motility
[NICE, 2010; Ford, 2012; Wald, 2016; BNF 73, 2017]
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Laxido Orange, powder for oral solution: Please refer to the Summary of Product
Characteristics (SPC) before prescribing.
Abbreviated Prescribing Information.
Presentation: Single-dose sachet, each containing a free flowing white powder
composed of: Macrogol 3350 13.125g, sodium chloride 350.7mg, sodium hydrogen
carbonate 178.5mg, and potassium chloride 46.6mg.
Indications: Treatment of chronic constipation and faecal impaction.
Dosage: Chronic constipation: A course of treatment for chronic constipation with
Laxido Orange does not normally exceed 2 weeks, although this can be repeated if
required. Extended use may be necessary in the care of patients with severe chronic
or resistant constipation, secondary to multiple sclerosis or Parkinson’s Disease, or
induced by regular constipating medication in particular opioids and antimuscarinics.
Adults, adolescents and the elderly: 1-3 sachets daily in divided doses, according
to individual response. For extended use, the dose can be adjusted down to 1 or 2
sachets daily. Children below 12 years old: Not recommended. Faecal Impaction: A
course of treatment for faecal impaction with Laxido Orange does not normally exceed
3 days. Adults, adolescents and the elderly: 8 sachets daily, all of which should be
consumed within a 6 hour period. Children below 12 years old: Not recommended.
Patients with impaired cardiovascular function: For the treatment of faecal
impaction the dose should be divided so that not more than 2 sachets are taken in
any one hour.
Administration: Each sachet should be dissolved in 125 ml water. For use in faecal
impaction, 8 sachets may be dissolved in 1 litre of water. The reconstituted solution
should be stored covered in a refrigerator (2°C to 8°C), for up to six hours.
Contraindications: Intestinal obstruction or perforation caused by functional or
structural disorder of the gut wall, ileus and in patients with severe inflammatory
conditions of the intestinal tract (e.g. ulcerative colitis, Crohn’s disease and toxic
megacolon). Hypersensitivity to the active substances or any of the excipients
contained in Laxido Orange.
Warnings and Precautions: The fluid content of Laxido Orange when re-constituted
with water does not replace regular fluid intake and adequate fluid intake must be
maintained. The faecal impaction diagnosis should be confirmed by appropriate
physical or radiological examination of the rectum and abdomen. If patients develop
any symptoms indicating shifts of fluids/electrolytes, Laxido Orange should be stopped
immediately. The absorption of other medicinal products could transiently be reduced
due to an increase in gastrointestinal transit induced by Laxido Orange. This medicinal
product contains 187mg of sodium per sachet, equivalent to approximately 9% of

the WHO recommended maximum daily intake of 2g sodium for an adult. When used
to treat chronic constipation the maximum daily dose of this product is equivalent
to approximately 28% of the WHO recommended maximum daily intake for sodium.
Laxido Orange is considered high in sodium. This should be particularly taken into
account for those on a low salt diet.
Interactions: It is a theoretical possibility that absorption of other medicinal products
could be reduced transiently during concomitant use with Laxido Orange. There have
been isolated reports of decreased efficacy with some concomitantly administered
medicinal products e.g. anti-epileptics. Therefore, other medicines should not be taken
orally for one hour before and for one hour after taking Laxido Orange.
Fertility, pregnancy and lactation: Studies in animals have shown indirect
reproductive toxicity. There are limited data from the use of Laxido Orange in pregnant
women. Clinically, no effects during pregnancy are anticipated, since systemic exposure
to macrogol 3350 is negligible. Laxido Orange can be used during pregnancy. Laxido
Orange can be used during breast-feeding. There are no data on the effects of Laxido
Orange on fertility in humans.
Effects on ability to drive and use machines: Laxido Orange has no influence on the
ability to drive and use machines.
Undesirable effects: Reactions related to the gastrointestinal tract are the most
common and include: abdominal pain, vomiting, nausea, dyspepsia, abdominal
distension, borborygmi, flatulence and anorectal discomfort. Diarrhoea may also
occur, mild cases of which usually respond to dose reduction. Allergic reactions
including anaphylaxis, angioedema, dyspnoea and skin reactions can occur. Other
effects can include electrolyte disturbances, headache and peripheral oedema.
Overdose: Refer to SPC.
Legal Category: P.
NHS Price: Cartons of 20 sachets: £2.85; 30 sachets: £4.10.
MA Number: PL 27827/0026.
Full prescribing information available from the MA Holder: Galen Limited, Seagoe
Industrial Estate, Craigavon, BT63 5UA, United Kingdom.
Date of Preparation: April 2020.
Adverse events should be reported. Reporting forms and information can
be found at www.mhra.gov.uk/yellowcard. Adverse events should also
be reported to Galen Limited on 028 3833 4974 and select the customer
services option, or e-mail customer.services@galen-pharma.com. Medical
information enquiries should also be directed to Galen Limited.

HEALTH MINISTER URGES UNITED
FRONT AGAINST COVID-19

MENTAL HEALTH SURVEY SUPPORTS
THE NEED FOR EARLY INTERVENTION

Health Minister Robin Swann has urged people across Northern Ireland to
‘dig in and get through winter together’.
The Minister said, ‘I know the people of Northern Ireland will join with
me in expressing my deepest condolences to the families and friends of those
who have passed away. Unfortunately, the predictions that were made about
the increase in cases and the consequences this will bring are coming true.
‘This is undoubtedly a public health emergency. The response challenges
every aspect of our society and our sense of community: it requires us
to reduce our contacts with each other, to keep our distance; it has the
potential to seriously damage livelihoods and life opportunities. If we
continue to stand together, we can prevent the worst. We can help so many
individuals and families right across all walks of life who are having a very
difficult time.
‘This is a time for a united front across our entire community. We must
not be distracted or deflected from what we all have to do. If we strictly
follow public health advice and restrictions, we can push infection rates
down. We can protect each other and the health service. We can and we will
limit the damage to our communities, our society and our economy.
‘The people of Northern Ireland are resilient and I know we can dig in
and get through this winter together. We have been through tough times
before. We are at our best when we stick together. There will be better times
ahead.’

A landmark survey has delivered reliable prevalence estimates of the rates of
mental health problems in children and young people in Northern Ireland.
12.6 per cent of children and young people in Northern Ireland
experience common mood disorders, such as anxiety and depression –
around 25 per cent higher than in other UK nations, reflecting a similar
trend in adults here, according to the Northern Ireland Youth Wellbeing
Survey.
However, in general, rates across a range of mental health problems in
Northern Ireland are broadly in line with international studies. There are
also positive findings with levels of prosocial behaviour – such as being
considerate, helping and sharing, and having good relationships with peers,
emerging as considerably higher here than in other UK nations.
A wide range of child, family and socioeconomic factors are known
to be associated with increased levels of depression and anxiety. In the
Northern Ireland Youth Wellbeing Survey, exposure to family trauma and
adversity, poor child health and disability, having special educational needs,
living in a household in receipt of social security benefits and parental
mental health, were the strongest predictors for having a common mood or
anxiety disorder.
Marie Roulston, Social Care Director, Health & Social Care Board,
commented, ‘It is not often that the board is in a position to undertake an
exercise of this scale and significance. This study will have major relevance
for everyone engaged in addressing the mental health of children, parents
and families, not only in health and social care, but across a wide range of
organisations and sectors across Northern Ireland and beyond.’
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REMOTE CONTROL

ATRIAL FIBRILLATION

Afflicted with increased waiting times, reduced access, and burgeoning fears fuelled by the
escalation of COVID-19, the management of atrial fibrillation (AF) has been a major cause for
concern in recent months. With urgent action needed to avoid, detect and treat the condition
in order to prevent a significant rise in disabling AF-related strokes, NIHR takes a look at the
leading issues and how members of the sector have been reacting and adapting to ensure that
patients receive appropriate care throughout the pandemic.

WHAT’S THE RISK?

Atrial fibrillation (AF) is the most common
heart rhythm disorder and accounts for 0.28
per cent-to-2.6 per cent of healthcare spending
in European countries. Individuals with AF
experience a five-times higher risk of stroke; 20
per cent-to-30 per cent of strokes are caused by
the condition; and strokes due to AF are more
disabling and more often fatal than strokes with
other triggers.
In a paper published in EP Europace, a
journal of the European Society of Cardiology,
last year, data estimated that 7.6 million people
over 65 in the EU had AF in 2016 – a statistic
expected to increase by 89 per cent to 14.4
million by 2060. Prevalence is set to rise by 22
per cent, from 7.8 per cent-to-9.5 per cent – the
proportion of these individuals who are over 80
is anticipated to climb from 51 per cent-to-65
per cent.
‘AF patients over 80 have even greater
risks of stroke so this shift in demography has
enormous implications for the EU,’ commented
study author Dr Antonio Di Carlo, of the
Italian National Research Council, Florence,
Italy, at the time.
‘Older patients also have more comorbidities
linked to AF, such as heart failure and cognitive
impairment.’

PRESSURES OF THE PANDEMIC

In order to curb the intensification of symptoms
and the possibility of fatal repercussions, timely,
attentive and personalised management for
patients must be crafted. However, healthcare
professionals’ ability to conduct this level of
attention has been limited in recent months.
The onset of COVID-19 has presented
unprecedented complications for health services
– and many individuals with heart problems
are encountering the effects of this fallout. In
fact, according to the British Heart Foundation,
hundreds of thousands of heart and circulatory
patients have had non-emergency surgeries,
assessments and tests postponed since the crisis
began, potentially resulting in a devastating
impact on people’s health, and even leading
to an increase in deaths. It could also lead to a

tidal wave of increased NHS pressure as a result
of patients becoming sicker while awaiting
hospital investigations and treatment.
According to the research, it’s vital that
the immediate needs of heart and circulatory
disease patients are addressed urgently by
increasing the number of heart procedures,
surgeries and tests that are carried out, such as
procedures for pacemakers and stents, as well as
heart imaging tests. In addition, NHS support
systems should be restored for people with
conditions, such as heart failure, which can help
keep people out of hospital.
The report from NHS Confederation, which
represents health and care decision-makers,
has said that the COVID-19 pandemic has
resulted in a growing backlog across all services,
including delays to heart procedures.
Dr Sonya Babu-Narayan, Associate Medical
Director at the British Heart Foundation and
Consultant Cardiologist, explained, ‘People
with heart and circulatory diseases are already
at increased risk of dying from COVID-19, and
their lives should not be put at even greater risk
by missing out on treatment for their condition.
‘While doing all we can to fight the virus, we
must continue to provide care for people with
heart and circulatory conditions in a safe way.’

DETECTING THE HIDDEN DANGER

In line with the substantial number of people
across the UK living with the silent, undetected
threat of AF in their hearts, the British Heart
Foundation have also homed in on methods
which can assist with early diagnosis. For
example, studies are ongoing to see how the
technologies available today – wearables,
smartphones and smartwatches – could help in
future. This innovation can be utilised to detect
abnormal heart rhythms in which the data can
be combined with AI and routinely-collected
healthcare data, to improve detection.

FROM THE HEART

Four key experts in the
field – Dr Yassir Javaid, a GP

with a specialist interest in
cardiology; Trudie Lobban
MBE, Founder and CEO of
Arrhythmia Alliance; Dr
Ruth Chambers OBE, a GP
from Stoke-on-Trent; and
an AliveCor representative
– share their views on the
current threat of AF and the
rising prominence of mobile
ECG technology.
WHAT IS THE SIGNIFICANCE OF
DETECTING ADULTS LIVING WITH
UNDIAGNOSED AF?

Dr Yassir Javaid: Too many patients have a
stroke as the first presentation of AF. AF is
arguably the leading risk factor for stroke with
very effective stroke prevention treatments. We
must try to detect and treat patients prior to
them suffering catastrophic strokes.
Trudie Lobban: It is so important to detect
AF. Often, there are no symptoms so people are
walking around with a potentially fatal heart
rhythm disorder. If left undetected, it can lead
to heart failure and can increase the risk of
AF-related stroke five-fold. AF-related stroke
is more disabling, more debilitating, and, in
many cases, fatal, compared to any other type
of stroke.
Dr Ruth Chambers: Aiding them to receive
best practice clinical management i.e.
anticoagulation if justified / prevent avoidable
stroke.
Continued onto next page
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Sean Warren, Business Director UK/ IRE AliveCor Ltd: Underlying AF
has a five-times greater risk of stroke if not protected with anticoagulation
or intervened. The more people that are detected with AF, the more
opportunity they have to receive intervention and reduce their risk of
stroke considerably.

WHAT ARE THE ADVANTAGES OF INDIVIDUALS BEING
MONITORED WITH MOBILE ECG TECHNOLOGY?

Dr Yassir Javaid: Remote monitoring enables greater diagnostic yield as
it’s possible to monitor at various times, particularly when patients get
symptoms. It also enhances efficiency as there is fewer contact with clinics
and almost universally a positive patient experience.
Trudie Lobban: Especially for those who have paroxysmal AF – which
means that it comes and goes – it can be difficult for the doctor to catch
the AF during an appointment. It is also difficult during the pandemic
when physical appointments are being cancelled or postponed, or if
someone has no symptoms at all. We have blood pressure monitors; we
have scales to see how heavy we are; so why shouldn’t we have a mobile
ECG which can tell us the rhythm of our heart?
Dr Ruth Chambers: Depending on what kit the patient has / protocol
underpinning / the potential is enhanced for patient empowerment and
inclusion in responsibility for healthcare and wellbeing.
Sean Warren, Business Director UK/ IRE AliveCor Ltd: Remote
monitoring empowers patients to self-manage, reducing face-to-face
consultation to benefit patients and healthcare professionals – freeing up
time for healthcare professionals to support further demands and being
cost-effective.

HOW HAS THE ROLE OF MOBILE ECG TECHNOLOGY
DEVELOPED DURING THE PANDEMIC?

Dr Yassir Javaid: The pandemic has triggered a much greater appetite
for adoption of remote monitoring to reduce contact with vulnerable
patients.
Trudie Lobban: A positive from the pandemic has been that digital
technology is now here to stay and it has been life-saving in so many
cases. It literally has transformed healthcare services. A paper was
recently published in the BMJ, which I’m a co-author of with the British
Cardiovascular Society, on the future of cardiology and how we must
adopt, adapt, and welcome digital technology. The quality of many mobile
ECGs is fantastic – we can all become responsible about knowing our
heart rhythm, which can save our lives.
Dr Ruth Chambers: Very slowly / clinicians dithering if need to provide
equipment e.g. sphyg.
Sean Warren, Business Director UK/ IRE AliveCor Ltd: Its role has
significantly increased due to clinics being cancelled, shielded patients
needing support, and face-to-face consultations being discouraged (for
example, NHSX issued the first ever remote patient monitoring tender for
COVID-19).

WHAT IS THE IMPACT OF THE PANDEMIC ON PATIENTS
WITH CARDIOVASCULAR DISEASE (CVD)?

Dr Yassir Javaid: Sadly, clinical inertia has crept in and many CV patients
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have not been optimised as well as they were in the past and many risk
factors have been missed.
Trudie Lobban: It has had a massive impact – anxiety and stress have
made many conditions worse and appointments have been cancelled
and postponed. A study out of Denmark published in the European
Heart Journal has said that 46 per cent fewer cases of AF were detected
between April and May this year than they were last year. We know that
we’re going to see a lot more AF-related strokes which can leave someone
paralysed, or lead to death, all because they’re not being diagnosed and
then offered anticoagulation therapy which can help stop clots forming.
It’s not just AF, it’s what comes with AF too – heart failure, stroke,
vascular dementia, and so on.
Dr Ruth Chambers: Not been evaluated as far as I know – expected
reduced follow-up care for those with LTCs including CVD.
Sean Warren, Business Director UK/ IRE AliveCor Ltd: CVD is the
biggest killer globally, and patients can’t get access to physicians currently
in order to be monitored and / or treated. Routine appointments and
clinics have been cancelled and patients are reluctant to visit hospitals
with CVD symptoms.
Many people are having strokes and heart attacks at home and
although hospital STEMI data may have been reduced, patients are
having MIs at home and dying. The repercussions on mental health will
be huge and anxiety and stress have a direct correlation to increasing risk
factors in CVD.

WHAT IS YOUR ROLE IN THE LONG-TERM PREVENTION
PLAN FOR IMPROVING THE DETECTION AND
TREATMENT OF HIGH-RISK CONDITIONS, INCLUDING
AF?

Dr Yassir Javaid: As a frontline clinician it is my responsibility to
screen and establish a diagnosis of AF in at-risk patients. Most of
the management of AF also now occurs in primary care. As a CCG
commissioner it is my responsibility to support local healthcare systems in
the diagnosis and management of AF. AF detection and anticoagulation
is a huge part of the 10-year NHS Long-Term Plan to address variation in
cardiovascular mortality.
Trudie Lobban: The NHS, Public Health England, NICE, and others,
signpost both patients and doctors to our website because of the resources
and information we provide. We sit on the NICE committees; we review
guidelines; and we help to influence policymakers to bring about change
to improve services and access to treatments.
Dr Ruth Chambers: None – I’m focused on enabling clinicians to use
digital modes of delivery of care locally / generically nationally; and
practice teams / clinicians across staffs to utilise AliveCor after local
workshops 2018 / 2019 or their participation in digital upskilling.
Sean Warren, Business Director UK/ IRE AliveCor Ltd: At AliveCor our
mission is to save lives and transform cardiology – we do this by delivering
intelligent, highly personalised heart data to healthcare professionals
and patients anytime, anywhere. We provide technology that supports
the NHS Long-Term Plan, ‘reducing 150,000 strokes over the next 10
years’ by introducing technology that allows anyone to acquire a medical
grade ECG and share it with a qualified physician, to reduce the time to
diagnosis and provide potential interventions.

6 is better
than 1.
Detect atrial fibrillation remotely
with KardiaMobile 6L, the world’s
first and only FDA-cleared,
CE-marked, 6-lead personal ECG.

There are more than 37,000 people in
Northern Ireland living with AF*. What if
they could monitor AF from home?
With KardiaMobile 6L, you'll receive an
unparalleled view of your patients' heart
activity in just 30 seconds. Get real-time,
medical-grade ECGs sent directly to
you—no appointment required.
Learn more about remote patient
monitoring in Northern Ireland with
KardiaMobile 6L.

alivecor.co.uk/ni

Please visit alivecor.com/quickstart for a complete listing of
indications, warnings and precautions.
*Information on Atrial fibrillation in Northern Ireland can be found
at https://nichs.org.uk/information/risk-factors/atrial-fibrillation
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DRY SKIN CONDITIONS

IN SAFE HANDS
Ashvin Aggarwal, Practice-based Pharmacist,
PCN Lead Pharmacist (Northfield BG locality),
Postgraduate diploma – Dermatology in Clinical
Practice, addresses the impact of COVID-19
precautions on dry skin conditions.

Ashvin Aggarwal
Frequent hand hygiene procedures and the wearing of face coverings have now
become part of everyday life; not just for health professionals, but for almost
anyone leaving their home. While these measures are necessary to help prevent
the spread of SARS-CoV-2 (the virus which causes COVID-19), they have led
to an increased incidence of dermatological issues, particularly irritant contact
dermatitis.
A recent audit conducted by the British Society of Cutaneous Allergy
14 | NIHR | Nov 2020

WWW.NIHEALTHCARE.COM

DRY SKIN CONDITIONS
(BSCA) found that 59 per cent of healthcare workers seen in
occupational skin disease clinics (set up during the COVID-19
pandemic) were found to be affected by irritant contact
dermatitis. The audit also noted that, on average, healthcare
workers washed their hands with soap 22.8 times a day and
used alcohol-based hand rub 22.7 times per day. 18 per cent
of healthcare workers required time off work as a result of
occupational skin problems. (BSCA and BAD, 2020)
In Hubei Province, China, 97 per cent of COVID-19
frontline doctors and nurses were reported to have developed
skin problems on the face and / or the hands. These were
related to preventive measures, including personal protective
equipment (PPE) like masks, goggles, face shields and doublelayer gloves, as well as frequent handwashing and the use of
alcohol-based hand gel. The most frequent symptoms were
dryness, tightness, and itching or pain in the affected areas.
(BSCA and BAD, 2020)
The recent increase in skin issues is not limited to healthcare
staff, but is also being reported by patient groups with a variety
of dry skin issues. A spokesperson for the British Association of
Dermatologists (BAD) recently commented, ‘PPE and frequent
handwashing are essential for healthcare workers during the
COVID-19 pandemic, however, the resulting skin irritation
can cause enormous problems at work. Many members of the
public will also have been affected by frequent handwashing.’
(BAD, 2020)
Pre-COVID-19, the BAD estimated that one-in-20 people
experienced hand eczema, a figure which is likely to have
increased significantly over recent months. (BAD, 2019)
Intact skin is a first-line defence mechanism against
infection, but repeated exposure to water and other irritants
causes cumulative disruption of the skin barrier. The frequent
use of hand hygiene products has been shown to disrupt the
skin-barrier function by removing intercellular lipids and
decreasing the skin’s stratum corneum water-binding capacity.
Damage to the skin also changes skin flora, resulting in more
frequent colonisation by staphylococci and Gram-negative
bacilli. Further, this can lead to infection and an increased risk
of transmission to others.
Hand dermatitis is not just attributable to frequent hand
cleansing but also to the use of PPE like masks and gloves –
using gloves for extended periods of time leads to sweating that
exacerbates or causes irritant contact dermatitis. (Badri, 2017)
For anyone at risk of irritant contact dermatitis or other
adverse reactions to hand hygiene products and frequent use
of PPE, additional skin moisturising is needed. Emollient
creams contain fats and oils that increase skin hydration; some
emollients enhance hydration by the action of humectants
which help restore the skin's natural barrier. Several controlled
trials have shown that regular use of such emollients can
help prevent and treat irritant contact dermatitis caused
by hand hygiene products. In a survey of nurses, the use of
an appropriate emollient was associated with a 50 per cent
reduction in dermatitis. (WHO, 2009)
‘The use of precautionary measures, including emollients,
barrier creams, and moisturisers, is essential in preventing skin
complications aggravated by preventive steps taken during the
pandemic.’ (Darlenski, 2020)

and tightness. Aqueous cream BP should be avoided both as
a leave-on emollient and as a washing product – it contains
approximately one per cent SLS (sodium lauryl sulfate), an
anionic surfactant known to be profoundly irritant. Using
aqueous cream BP weakens the epidermal barrier and increases
transepidermal water loss. (Moncrieff, 2013) Ideally, an
emollient should be prescribed (alternatively can be bought
over-the-counter) with a pump dispenser to minimise the risk
of bacterial contamination. For emollients that come in pots
rather than pump dispensers, using a clean spoon or spatula
(rather than fingers) to remove the emollient helps to minimise
contamination. (NICE, CKS, 2019)
The choice of emollient may be driven by cosmetic
acceptability, cream or ointment formulation, oil content, and
additional benefits such as humectant and / or anti-itching
properties. Pharmacists are well-placed to offer advice on
appropriate management for those with dry skin conditions,
particularly relating to COVID precautions.

GENERAL SKINCARE ADVICE

• Always use a fragrance-free emollient after washing your
hands or using a hand gel
• Use a fragrance-free emollient on your face after wearing a
face covering
• Apply the emollient with smooth downwards strokes, but
don’t rub it in
• Avoid wearing make-up under your mask, as it may block skin
pores
• If your lips become dry, wear a fragrance–free lip salve or an
emollient ointment

ADVICE FOR THOSE WHO ALREADY HAVE A DRY
SKIN CONDITION

• Cleanse your hands and face with an emollient, as a soap
substitute, and avoid the use of all soaps and detergents on your
skin
• Continue using any prescribed skin treatment
• If you have facial eczema that is made worse by wearing a face
covering, the government has exemption badges and cards on
its website that you can print out. [NES, 2020]

NOTE

The MHRA advises the following:
‘Emollients are an important and effective treatment for chronic dry skin
conditions and people should continue to use these products. However, you must
ensure patients and their carers understand the fire risk associated with the buildup of residue on clothing and bedding and can take action to minimise the risk.
‘When prescribing, recommending, dispensing, selling, or applying emollient
products to patients, instruct them not to smoke or go near naked flames because
clothing or fabric such as bedding or bandages that have been in contact with an
emollient or emollient-treated skin can rapidly ignite. There is a fire risk with all
paraffin-containing emollients, regardless of paraffin concentration, and it also
cannot be excluded with paraffin-free emollients.’
(https://www.gov.uk/drug-safety-update/emollients-new-informationabout-risk-of-severe-and-fatal-burns-with-paraffin-containing-and-paraffin-freeemollients)
*References are available on request

Emollients help reduce the clinical signs of dryness, such
as roughness or scaling, and improve symptoms, like itching
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Zeroderma range accredited by the
British Skin Foundation
The Zeroderma range of emollients and barrier
creams from Thornton & Ross have recently
received accreditation from the British Skin
Foundation (BSF).

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

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

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

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

1. https://www.britishskinfoundation.org.uk/brand-accreditation accessed 1st May 2020
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DIABETES: CHANGE
FOR THE BETTER
Anna Strzelecka

BACKGROUND

The number of people diagnosed with diabetes in Northern Ireland has
increased by 62.5 per cent in the last decade, according to analysis released by
Diabetes UK Northern Ireland in 2018. With renal and cardiovascular outcomes
also drawing enhanced concern, the necessity of greater intervention has
been sparked. Anna Strzelecka, SAS Doctor in Diabetes and Endocrinology,
Antrim Area Hospital, Northern Health & Social Care Trust, outlines her
involvement in an exciting trial, and how it is eliciting hope.

Data from 2018 showed that there were
92,480 people diagnosed with diabetes, an
increase of 35,556 adults compared with
2007. The data also showed that the number
of people who have been diagnosed with type
1 and type 2 diabetes has increased by 4,175
from 2017-to-2018 (from 88,305-to-92,480).
Almost nine-in-10 people diagnosed
with diabetes have type 2, and in 2018 it was
estimated that there were 11,521 people living
with the condition but not yet diagnosed.
Counting this undiagnosed population, the
total number of people living with diabetes in
Northern Ireland reached 104,001 in 2018.
The Northern Health & Social Care Trust
area appeared to have the highest prevalence
in Northern Ireland, with 23,878 of people
living with diabetes in 2018 (6.5 per cent). (1)
Diabetes remains the single most common
cause of kidney failure. Almost four-in-five
people with diabetes will develop kidney
disease in their lifetime. 11 per cent of deaths
in type 2 diabetes are caused by kidney disease.
(2)
Diabetic kidney disease is a leading cause of
end-stage renal disease (ESRD). (3, 4, 5)
27.5 per cent of new cases needing dialysis or
renal transplant are caused by type 2 diabetes.
(4)

In the UK, the total annual costs to the NHS of managing diabetic nephropathy in 2004 was
£152 million for type 1 diabetes, and £614 million for type 2 diabetes. (6)
The annual cost of CKD to the NHS in England in 2009-to-2010 was estimated at £1.45 billion
(1.3 per cent of total NHS expenditure), with the cost of RRT accounting for more than half of
this total. (7)
CREDENCE study results showed the relative risk reduction of the primary outcome
(composite outcome of ESKD, doubling of serum creatinine, or renal or CV death) by 30 per
cent in the Canagliflozin group than in the placebo group, with event rates of 43.2 and 61.2 per
1,000 patient-years, respectively (hazard ratio, 0.70; 95 per cent confidence interval [CI], 0.59 to
0.82; P=0.00001). The relative risk of the renal-specific composite of end-stage kidney disease, a
doubling of the creatinine level, or death from renal causes was lower by 34 per cent (hazard ratio,
0.66; 95 per cent CI, 0.53 to 0.81; P<0.001), and the relative risk of end-stage kidney disease was
lower by 32 per cent (hazard ratio, 0.68; 95 per cent CI, 0.54 to 0.86; P=0.002). (8)
A consensus report by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD) from 2018 recommends that for patients with
chronic kidney disease or clinical heart failure and atherosclerotic cardiovascular disease, an
SGLT2 inhibitor with proven benefit is recommended. GLP-1 receptor agonists are generally
recommended as the first injectable medication. (9)
Proven CVD benefit means it has
label indication of reducing CVD
events. For GLP-1 RA, strongest
evidence for liraglutide > semaglutide
> exenatide extended release. For
SGLT2i, evidence modestly stronger
for empagliflozin > canagliflozin.
Both empagliflozin and
canagliflozin have shown reduction in
HF and to reduce CKD progression
in CVOTs.
Continued onto next page
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CASE REPORT

A 66-year-old gentleman diagnosed with type
2 diabetes in April 2006 attending outpatient
diabetic clinic in Whiteabbey Hospital,
Northern Ireland. His other medical history
included adrenal adenoma and duodenal ulcer.
At review in June 2016 the patient was
taking Metformin SR 500mg daily, Sitagliptin
100mg daily, Apidra 24 units at breakfast and
lunch and Levemir 24 units in the morning
and at bedtime. His non-diabetic medication
included: Citalopram 20mg, Clopidrogrel
75mg, Irbesartan 300mg, Omeprazole 20mg
and Rosuvastatin 10mg.
At that time his HbA1c level was 76mmol/
mol, eGFR 47mLs/min/1.73m^2 and ACR
60.8mg/mmol creatinine.
The patient met inclusion criteria for
CREDENCE study, consented to participate
and was randomised to take part in the trial in
September 2016.
During the study his HbA1c improved
to 65mmol/mol in September 2017 and
64mmol/mol a year later. His ACR decreased
to 17.7mg/mmol creatinine and eGFR
improved greatly to >60mLs/min/1.73m^2.
In October 2018 the trial was stopped
so the patient had to be taken off the study
medication. Just to mention the trial was
stopped early after a planned interim analysis
reviewed by an Independent Data Monitoring
Committee. Median follow-up was 2.62 years.
After the trial termination, the patient’s
glycaemic control and ACR levels deteriorated
(HbA1c 76mmol/mol and ACR 144.4mg/
mmol creatinine in January 2019), however
eGFR remained stable at >60mLs/
min/1.73m^2.
The patient attended outpatient clinic
in May 2019, at that time his HbA1c was
71mmol/mol and ACR 133.7mg/mmol
creatinine. The patient stated that he was
feeling much better when participating in the
CREDENCE study. His blood glucose levels
were much more stable while receiving study
medication and he was taking much smaller
insulin doses. As patient’s eGFR was >60mLs/
min/1.73m^2 patient was commenced on
Canagliflozin 100mg daily.
The patient was reviewed at the clinic
in September 2019, HbA1c improved to
64mmol/mol and ACR to 40.6 mg/mmol
creatinine. Insulin doses were reduced and the
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patient was feeling much better. By December 2019 HbA1c improved further to 53 mmol/mol
and ACR 14 mg/mmol creatinine. eGFR remained stable at >60mLs/min/1.73m^2. At that time
the patient was taking Metformin SR 500mg daily, Sitagliptin 100mg daily, Canagliflozin 100mg
daily, Apidra four units at breakfast, six units at lunch and dinner and Levemir 16 units in the
morning.
PRE CREDENCE

DURING CREDENCE

DURING CREDENCE

AFTER CREDENCE
STOPPED

C/O CANAGLIFLOZIN

ON CANAGLIFLOZIN

ON CANAGLIFLOZIN

June 2016

Sept 2017

Sept 2018

January 2019

May 2019

September 2019

December 2019

HbA1c (mmol/mol)

76

65

64

76

71

64

53

eGFR (mLs/min/1.73m^2)

47

>60

>60

>60

>60

>60

>60

ACR (mg/mmol creatinine)

60.8

17.7

144.4

133.7

40.6

14

CONCLUSION

Diabetes is the most common cause of chronic kidney disease and end-stage renal disease. Kidney
involvement, both directly and indirectly, increases involvement of other organs and increases
morbidity and mortality in diabetic patients.
With untreated diabetic nephropathy, a significant decrease in life-expectancy of patients
happens, therefore prevention of this debilitating condition, along with early diagnosis and
treatment, is very important.
Randomised clinical trials showed the beneficial effects of Canagliflozin on renal outcomes and
this case report proves that benefit in a real clinical setting.
Treatment with Canagliflozin should be therefore considered early in patients with diabetic
kidney disease.
Updated ADA/EASD guidelines recommend use of SGLT2 inhibitors with evidence of
reducing CKD progression in CVOTs in patients with chronic kidney disease.
In the presence of severe albuminuria Invokna 100mg can now be initiated down to an
eGFR of 30 and the patient can stay on it right down to Renal Replacement Therapy or renal
transplantation.
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NEWS
GENE CAN PREVENT CELL DEATH IN COLORECTAL CANCER, INDICATES NEW STUDY
Research led by Queen’s University Belfast has found a new way through which the p53 gene, also known as the ‘Guardian of the Genome’, the most frequently
mutated gene in cancer, can prevent cell death in colorectal cancer.
Following this new discovery, the research team have identified new treatments that may improve the effectiveness of chemotherapy given to patients to treat
colorectal cancer.
The tumour suppressor gene p53 normally tells cells to stop growing or die in response to cancer-causing stresses, such as DNA-damaging UV light from the
sun. However, how and why the approximately 50 per cent of colorectal cancers in which p53 is not mutated suppress its ability to induce cell death remains
poorly understood, until now.
The research team found that when colorectal cancer cells in which p53 is not mutated are treated with chemotherapy, they become highly reliant on increased
levels of a protein called FLIP (that blocks cell-death) for survival. Unexpectedly, the team found that in colorectal cancer cells, FLIP levels are increased by
p53 itself, paradoxically blocking p53-induced cancer cell-death. Importantly, the team also found that this reliance on FLIP can be exploited with drugs called
HDAC inhibitors that block p53-induced expression of FLIP but maintain activation of cell-death. This enhances the ability of chemotherapy to kill cancer cells.

DISCONTINUATION NOTICE – PLEASE SHARE WITH YOUR COLLEAGUES
This information is for healthcare professionals. The Loprofin range are Foods for Special Medical Purposes for the dietary management of inherited metabolic
disorders and other conditions requiring a low protein diet and must be used under medical supervision.
Nutricia wish to inform healthcare professionals that Loprofin Part-Baked Bread Rolls have been discontinued in Northern Ireland.
Nutricia have been investing resource to find a better tasting and more convenient Loprofin Ready-to-Eat Sliced Bread that will be a preferred option for
patients. This bread will replace both the Part-Baked Bread Rolls and the Part-Baked Sliced Loaf soon. The protein content of the new bread will be the same as
the current Loprofin Rolls and Loprofin Loaf at 0.5g protein/100g.
Nutricia will continue to provide the current Loprofin Part-Baked Sliced Loaf (PIP code: 361-6075) until the launch of the new Loprofin Ready-to-Eat Sliced
Bread in the first half of 2021. More information to follow.
If you currently have any patients registered to receive Loprofin Part-Baked Bread Rolls via Nutricia Homeward they will have received a communication
already to inform them of this change. These patients should now be receiving a new ordering list with the Loprofin Part-Baked Bread Rolls removed.
Furthermore, Nutricia have shared this information with their database of metabolic patients who have consented to receive communications from them.
However, as this is a limited database, Nutricia ask that you share this information with your patients too, where appropriate.
For any questions, call the metabolic freephone on 0800 973 216 to speak to your local Nutricia representative and / or to order a sample for your patient
before their prescription is updated. For more information on Loprofin Part-Baked Sliced Loaf, visit www.nutricia.ie.

UV-C DISINFECTION ROBOT
KILLS CORONAVIRUS AND 99 % OF ALL PATHOGENS
What SteriPro can do for your hospital:
Kill Coronavirus on all hard surfaces up to and
beyond 6 meters in each direction.
Complements existing disinfection process with easy-to-use
mobile unit, remotely operated.
Provides real-time reports to re-assure that each room has
been thoroughly disinfected.
Significantly saves time between procedures.
Present your hospital as a safer healthcare provider by introducing
our UV-C disinfection robot

UV-C WILL EFFECTIVELY DESTROY:
MRSA

Cardiac Services
6 Wildflower Way
Belfast, BT12 6TA

C. Difficile

E. coli

T: 028 90 669000
E: orders-ni@cardiac-services.com
www.cardiac-services.com

Coronavirus
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INFANT HEALTH

HUMAN MILK
OLIGOSACCHARIDES:
SHAPING INFANT HEALTH

Human milk oligosaccharides (HMOs) are the third
most abundant solid fraction of breastmilk; at
5-20g/litre, they often exceed breastmilk protein.
(1, 2)
HMOs are virtually absent from cow’s milk
and other mammal milks. (3) What is the role
of HMOs in breastmilk and how do they affect
infant health and the immune system? Hayley
Kuter, Paediatric Dietitian and Medical Science
Liaison at Abbott Nutrition, explains.

mother’s HMO profiles. (9)

HMO METABOLISM

HMOs are resistant to gastric acids and enzyme digestion. (3)
They reach the lower gastrointestinal tract intact. (3) Around one
per cent of HMOs will be directly absorbed into the systemic
circulation. (3) It is likely that HMOs reach many organs beyond
the gut, including the liver and brain, and this provides some clues
as to their extent of impact. (3) The majority of HMOs, though, are
metabolised by the infant’s gut microbes to produce beneficial short
chain fatty acids (SCFA). (3)

FUNCTIONS OF HMOS: THE GUT AND BEYOND

1. HMOs are ‘Bespoke’ Prebiotics

HMOs exert their main effects in the large intestine where they act as
specific substrates to those bacteria that express the essential glycosidic
enzymes. (2) The abundance of Bifidobacterium spp. in breastfed infants
can be explained by HMOs; these bacteria have co-evolved with HMOs to
express enzymes that use only HMOs. (3)

2. HMOs Support the Developing Gut Barrier

The immune system of the gut – gut-associated lymphoid tissue (GALT) – is
responsible for the mucosal layer and immune responses. (10) Isolated HMOs
have been shown to promote differentiation and reduce proliferation of various
intestinal epithelial cell cultures (HT-29 and Caco-2). (1) Some interesting research
on animal models indicate that necrotising enterocolitis (NEC) may be reduced or
inhibited by specific HMOs (such as 2’-fucosyllactose and 6’-sialyllactose). (11)

‘BREAST IS BEST’

Breastmilk provides the best nourishment for a baby. (4) This
message is not new, but the science that underpins it has
come a long way. Observational studies show breastfed
infants have reduced neonatal infections and non3. HMOs are Anti-Pathogenic
communicable diseases involving the immune system,
Most enteric bacteria and protozoan-parasitic pathogens use cell surface glycans to bind
such as asthma, eczema and allergic rhinitis. (5) The
to their target cells – the critical first step in pathogenesis. (10) HMOs resemble some of
immune benefits of breastfeeding can be attributed to
the
surface glycans – meaning they can act as floating ‘decoys’ that can block pathogen
(6)
the dynamic, bioactive components of breastmilk.
binding
to receptors. (3) Group B Streptococcus – a leading cause of invasive neonatal
Years of research into the complex structures and
bacterial infection, has been shown to be inhibited by non-sialylated HMOs. (12)
functions of HMOs have shown they act as specific
HMOs can also help prevent viral infections by competing for binding with receptors. (7)
prebiotics and are essential in the development of a
Rotavirus
and norovirus are examples of viral pathogens that that bind to epithelial glycans –
(7)
healthy microbiome. They also have wider and
this
may
explain
the reduced incidence of these viruses in breastfed infants. (3)
(7)
specific effects on the immune system.

WHAT ARE HUMAN MILK
OLIGOSACCHARIDES?

4. HMOs Alter Immune Responses

HMOs can modulate cytokine production and enable a more balanced TH1/TH2 response.
(13)
In a randomised-controlled trial, the plasma concentration of 5 cytokines (IL-1ra, TNF-α,
IL-1α, IL-1β and IL-6) were significantly lower in breastfed infants and infants fed with formula
supplemented with the biosynthetic HMO 2'-FL than that in infants fed a control formula. (14)

HMOs are complex soluble carbohydrates
(glycans). (1) Around 200 have been
characterised to date. (1) HMO
concentrations and profiles vary
significantly between women and over
Breastmilk – in addition to its perfect nutrient balance – is known for its bioactive properties. Human
the course of lactation. (8)
milk
oligosaccharides make up a significant fraction of breastmilk and recent studies indicate that they
Varying profiles of HMOs are
may
explain
some of the beneficial effects of breastmilk. HMOs can act locally in the intestine to shape
thought to be associated with
the
developing
microbiome and have a vital role in protecting infants from infections. Their absorption
differential risk of infectious diseases
into the blood and ability to modulate cytokines offers a promising insight into immunological outcomes
– for example, gastrointestinal
that human milk oligosaccharides offer.
diseases or urinary tract infections.
(9)
Perhaps an important survival
strategy for human populations
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/ or deadly pathogens may
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protection conferred by fucosylated oligosaccharides in human milk against diarrhea in breastfed infants. Glycobiology; 14(3):253-263. 10. Plaza-Díaz J, Fontana L, Gil A (2018). Human milk oligosaccharides and immune system
be that some proportion of
development. Nutrients; 10:1038. 11. Sodhi CP et al (2020). The human milk oligosaccharides 2’-fucosyllactose and 6’-sialyllactose protect against the development of necrotizing enterocolitis by inhibiting toll-like receptor 4
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who are breastfed, infants fed a formula containing 2’-fucosyllactose have lower inflammatory cytokines in a randomized controlled trial. J Nutr; 146(12):2559-2566.
resistant by virtue of their
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COVID-19

A GUT FEELING
Can the novel coronavirus ‘infect’ our
gastrointestinal tract? Alex Ruani, UCL
Doctoral Researcher and Chief Science
Educator at The Health Sciences Academy,
considers the possibility.
In an April 2020 review of 15 studies involving 2,800 COVID-19 patients, it was reported
that gastrointestinal symptom frequency was up to 39.6 per cent – from diarrhoea, nausea, and
vomiting, to abdominal pain, appetite loss, and reflux. Another important May 2020 review
pooling 6,686 COVID-19 patients from 35 studies confirmed the same detrimental symptoms.
So, what might explain these gastrointestinal symptoms? Could these be ‘indirect’ adverse
effects from the respiratory tract infection via the gut-lung axis? Or is it plausible that
gastrointestinal cells (and not just respiratory cells) might be ‘directly’ infected by SARS-CoV-2,
too?
Indeed, research confirmed that the gastrointestinal lining can also be infected by the
COVID-19 virus, in particular, in the lower digestive tract (i.e. intestines and colon). But how is
that possible?

WHAT’S THE BIOLOGICAL MECHANISM BEHIND THE VIRUS INFECTING
THE GASTROINTESTINAL TRACT?

The COVID-19 virus uses the ACE-2 receptor in cell membranes to enter and to highjack target
cells. ACE-2 stands for angiotensin-converting enzyme 2. The more ACE-2 receptors present in its
membrane, the more susceptible a cell is to the virus entering it. The types of cells in the body that
have a higher number of ACE-2 receptors in their membranes are not just respiratory cells,

Continued onto next page
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COVID-19
but also gastrointestinal cells, in particular, small
intestine and colonic cells, followed by oesophageal,
gastric, and rectal epithelial cells. When SARS-CoV-2
gains cellular entry via ACE-2 receptors and starts
damaging a number of gastrointestinal cells, an array
of unpleasant digestive symptoms would emerge.
Did you know? ACE-2 receptors are 100 times
more abundant in gastrointestinal cells than in
respiratory cells.
Given the plentiful presence of ACE-2 receptors,
gastrointestinal tissue is extremely vulnerable to the
novel coronavirus attacking it. In fact, virologists
suspect that the very first SARS-CoV-2 infection was
initiated as a gut infection (and not as a respiratory
infection) from eating contaminated food in the
Wuhan wet market.

WHAT ARE THE CLINICAL
IMPLICATIONS?

What not many people know is that COVID-19
patients may exclusively present digestive symptoms,
with no respiratory symptoms at all. Unfortunately,
this means that this type of patient may experience a
delayed viral diagnosis since the test for viral RNA in
stool is not routinely performed from the outset.
On the other hand, uninfected patients who are
already suffering from gastrointestinal symptoms,
and who are being treated with medications that
compromise the immune response, are particularly
vulnerable to the novel coronavirus. This is not just
because of such medications making the body less
efficient at fighting the virus, but also due to the fact
that at least 70 per cent of our immune function is
hosted in our gastrointestinal tract. This means that
patients with existing gastrointestinal disorders, such
as inflammatory bowel disease, need to be particularly
vigilant.
It also seems that SARS-CoV-2 remains detectable
in stool for nearly five weeks after it has cleared from
the respiratory tract. This suggests that asymptomatic
or recovered patients could still be shedding viral
particles through their faeces without realising it,
possibly increasing transmission risk to others.

WHAT PRECAUTIONARY MEASURES CAN
BE TAKEN?
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Because active COVID-19 viral particles may be
present in the stool of infected patients, and because
faecal-oral transmission is indeed possible, it is
advisable to not only follow respiratory hygiene
guidelines, but also adequate toilet hygiene guidelines
– particularly in public and hospital toilets.
Good hygiene guidelines in public and hospital
toilets include:
• Sanitising toilets frequently
• Avoiding non-sanitised toilets
• Wearing a disposable mask and gloves (ideally
disposing of them after a public toilet visit)
• Not putting personal belongings on the floor or

non-sanitised surfaces
• Avoiding contact with the toilet seat
• Properly flushing the toilet after use (and
immediately reporting flushing issues)
• Washing hands for at least 20 seconds after toilet use
• Avoiding contact with door handles by using gloves
or clean tissue
• Restricting contact with other surfaces as much as
possible
• Opting for paper towels over electric air dryers
to dry hands (since there is a suspected increased
aerosolisation of pathogenic particles by electric air
dryers)
• Using a hand disinfectant after leaving the public
toilet room (in addition to having washed hands)

CAN ‘GOOD GUT HEALTH’ BUFFER
COVID-19 SEVERITY?

Besides hosting at least 70 per cent of our immunity,
our gastrointestinal system also plays a pivotal role
in buffering an excessive immune response to viral
infections. In patients with severe COVID-19
symptoms, an excessive inflammatory response
is observed, which goes above what is needed to
eliminate the virus, resulting in exacerbated tissue
damage.
Researchers are beginning to wonder if the state
of the gut microbiome may predispose some patients
to more extreme COVID-19 symptoms and organ
damage from this uncontrolled inflammation.
For example, gut microbiome dysbiosis (i.e.
disrupted microbiome composition and function)
is prevalent in obesity and diabetes, and diabetic
and obese patients are also more susceptible to
COVID-19 severity. Moreover, the diversity
of our gut microbial colonies is key, as different
microbial species are needed for different immune
roles. However, this diversity tends to decline as
we age, potentially adding to the severity risk from
COVID-19 in older populations.

SUPPORTING GUT HEALTH

The current focus in relation to COVID-19 and
gut health is in reducing the risk of dysbiosis and in
fomenting microbial diversity through a diet rich in
dietary fibre and prebiotics from plant foods (like
allium vegetables, pulses, and wholegrains) and
probiotics from fermented foods (like yogurt and
sauerkraut), while limiting intakes of alcohol as well as
sugary, fatty foods (like ice cream, bakery goods, and
fried products).
It is worth noting that stress-load and poor sleep
quality and quantity can have a detrimental effect on
our gut microbiome and lead to dysbiosis. So even if
our diet is impeccable and optimally includes pre- and
probiotics, poor sleep and stress on the daily might
cancel out those dietary benefits. A peaceful mind and
a restful night also mean a stronger gut.
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Help them
face life’s
adventures
Alimentum® (previously
Similac Alimentum) has been
upgraded to further support the
immune needs of formula-fed
infants with mild-to-moderate
cow’s milk allergy, and other
conditions where an extensively
hydrolysed formula is indicated.

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

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

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum is a food for special
medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, found in
most mothers’ breast milk.1
†MIMS. August 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not Alimentum), compared to control formula without 2’-FL.
§Studies conducted in infants fed standard Alimentum formula without 2’-FL.
¶
Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum with
2’-FL for 60 days. After 7 days of switching to Alimentum with 2’-FL, the majority of parents reported that the following persisting symptoms had
improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572. 6. Sampson
HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J. 2015;9:1–4. 9. Abbott. UK
Alimentum Market Research. 2018.
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PAIN

ACHING IT DOWN
NIHR – with the help of Dr Carla Devlin,
MB BcH BAO MDMH MRCGP MSc, Medicines
Management Chair – tackles the
complexity of pain management and how
we can support our patients in navigating
a suitable management route.
Dr Carla Devlin
Pain is described as an unpleasant sensory and
emotional experience associated with actual or
potential tissue damage. Physiologically, it can
be described as neuropathic or nociceptive, and
classified as either acute or chronic in nature.
Acute pain (nociception) is associated with
inflammation and tissue damage. It is predictable,
self-limiting, of short duration, and can be seen
as mild, moderate or severe based on the level
of trauma. Acute pain (nociceptive) requires a
balanced approach and generally responds to
treatment involving conventional analgesics e.g.
paracetamol, NSAIDS, opioids, inhaled or local
anaesthetic blocks.
Chronic pain is defined as ‘pain that has
been present for more than 12 weeks; beyond
the expected time of wound healing’. It is
unpredictable, complex and continuous and can
have a considerable impact on one’s quality of
life and can result in significant suffering and
disability. The relationship with tissue damage
is unclear. Chronic pain responds poorly to
conventional analgesics and can be difficult to
treat and manage.
Pain assessment is crucial if pain management
is to be effective. As pain is multidimensional,
assessment must include the intensity, location,
duration and description, the impact on activity
and the factors that may influence the patients’
perception of pain (bio-psycho-social assessment).
The influences that may alter pain perception and
coping strategies include social history / issues,
cultural beliefs, supportive factors, past pain
experiences and the first pain experience.
Management of both types of pain is necessary
to facilitate a return of function or rehabilitation.
Treatment aims to reduce the impact of chronic
pain on quality of life, mood and function.
Medicines alone are not the most effective way
to manage chronic pain. Prescribing opioids and

other commonly-used drugs has little benefit and can lead to addiction. While chronic pain
can't be completely cured, it can be self-managed. People who adopt self-management strategies
on a daily basis achieve the best results. As well as improving function and quality of life, it may
also lead to improvement in sleep, daily activities or social interactions. At best, it will reduce a
patient’s chronic pain by approximately 30-to-50 per cent and it is therefore crucial to manage
patient expectations.
As healthcare professionals we must encourage effective pain management which requires
patience, acceptance, kindness and understanding.

GOOD PRACTICE IN OPIOID PRESCRIBING
ACCORDING TO THE FACULTY OF PAIN MEDICINE
OF THE ROYAL COLLEGE OF ANAESTHETISTS
KEY POINTS
• All healthcare professionals must be up-to-date with relevant law, best clinical practice,
and requirements and recommendations by relevant professional bodies
• It is essential to recognise the limits of your competence and work within them
• You should have adequate knowledge of the patient’s health before prescribing and
should be satisfied that the treatment is in the best interests of the patient
• Patients do not always take medicines as intended. If this becomes apparent, further
support and information should be provided
• Ensure suitable arrangements are in place for monitoring, follow-up and review, taking
account of the patient’s needs and any risks arising from the medicines
• When prescribing at the recommendation of another doctor, nurse or other healthcare
professional, you must satisfy yourself that the prescription is needed, appropriate for the
patient and that prescribing the medicine is within the limits of your competence. Ensure
good communication with the patient’s primary prescriber
• Prescribing and administration errors by doctors are relatively common. Patients should
be protected from harm and any decision or action that you consider might be unsafe
should be questioned
• When a patient presents with complex needs, consider the consultation and involvement
of other relevant specialities (e.g., palliative care, mental health, substance misuse)
For more information, visit www.fpm.ac.uk.
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HEREDITARY ATTR AMYLOIDOSIS

THE ROOT OF
THE PROBLEM
Rare, progressive, but
with potentially severe
implications for individuals,
more attention must be
cast on hereditary ATTR
amyloidosis. NIHR finds out
more about the complexity
of the disease and how
healthcare professionals
can encourage timely
intervention.

Hereditary ATTR amyloidosis may be a disease
that many healthcare professionals and patients
in Ireland are not overly familiar with. This
is understandable since this disease is rare,
however, interestingly, research shows that it
has deep roots within the Northwest region of
Ireland.
Amyloidosis refers to a group of conditions
characterised by the deposition of proteins
where they shouldn’t be – when various
proteins can’t ‘fold’ in the correct manner or
change their shape unnaturally, they can form a
fibrous mass known as an amyloid which can’t
be degraded. This deposition and formation
can lead to severe consequences for the patient
which may be difficult to diagnose due to the
non-specific nature of the symptoms and also
the time it may take for these symptoms to
present.
A variety of proteins can cause amyloidosis.
One such protein is transthyretin (TTR)
which is primarily formed in the liver. TTR is
a transport protein found in the cerebrospinal
fluid (CSF) and in serum; it is a specific carrier
for both thyroxine and retinol (vitamin A).
TTR is associated with several biological
functions and subsequently some serious
issues occurring within the body, such as
cardiac malfunctions and polyneuropathy.
Consequently, it is no surprise therefore that
26 | NIHR | Nov 2020

hATTR amyloidosis patients may present with both cardiac and varying neurological symptoms.
Hereditary ATTR amyloidosis is an autosomal dominant genetic disease of which there are
many different strains. One particular strain is known to have developed in the Derrybeg / Bunbeg
/ Burtonport areas of Donegal. In 1987, Dr Hugh Staunton, a consultant neurologist working in
Beaumont Hospital Dublin, was in contact with a range of families from these areas presenting with
a disease that generally occurred around the age of 61 – each patient had either a cardiovascular
problem or a cardiovascular problem with associated neuropathy. Dr Staunton confirmed that the
disease these families were suffering from was due to TTR and believed it to be a strain originating in
Portugal.
However, in the early 1990s, Professor Mary Reilly examined this issue in more detail (meeting
these families and the surrounding community and examining blood samples). She concluded that
the mutated genetic sequence responsible for this disease was different from the Portuguese version.
Professor Reilly was able to prove that this mutation occurred sometime before the Irish famine in
the 1840s – every patient presenting with this unique genetic mutation worldwide has been able to
trace their family history back to the Northwest of Ireland.

WHAT SHOULD HEALTHCARE PROFESSIONALS BE LOOKING FOR IN
PATIENTS WHO MAY HAVE HATTR AMYLOIDOSIS?

hATTR amyloidosis is a systemic disease affecting mainly the heart and the motor and sensory
nerves. Most patients will present with symptoms around the age of 61 but there may have been
precursor signs years before. Although this is a genetic condition and the individual will have
been born with this mutation, it can take this length of time for the protein deposits to build to a
significant level to manifest themselves.
These symptoms when presented individually may point to a range of conditions however, when
they are treated as various signs of one overarching problem, then diagnosis may become clearer.
For example, carpal tunnel syndrome can be quite a common condition but may be an early sign
that a patient has the genetic mutation which will eventually lead to hATTR anyloidosis. Other
signs, such as numbness, pain and weakness (usually beginning in the feet), can be neuropathic signs
of the early stages of this disease.
Breathlessness that leads to heart failure and blackouts and palpitations that require a pacemaker
to be fitted are regarded as ‘red flags’ if there is a family history of hATTR amyloidosis.
Other signs and symptoms may include:
• Erectile dysfunction
• Postural hypotension
• Heart rate irregularities
• Incontinence
• Diarrhoea (may be during the night which is otherwise very uncommon)
• Constipation
• Weight loss
In summation, if there is a familial history of amyloidosis, a patient should be monitored from
their mid-50s onwards for any signs of cardiac problems or any difficulties with their autonomic,
motor or sensory neuropathy systems.
It is important that patients understand what to do themselves if they develop any signs that may
point to the progression of this disease. An early diagnosis is essential therefore, patients presenting
with the aforementioned symptoms, should be immediately referred to a specialist who is familiar
with the disease.
When a patient has just been diagnosed with hATTR amyloidosis it is usually recommended
they attend the National Amyloid Centre (NAC) based in the Royal Free Hospital, London. This
facility provides specialist amyloidosis care and is nationally funded by the NHS amyloidosis service.
While clinicians across the UK and Ireland are becoming more familiar with amyloidosis, The NAC
has already harnessed a wealth of expertise from an extensive range of specialists (neurologists,
cardiologists, haematologists etc) combined with cutting-edge research.
While at The NAC patients will undergo a series of diagnostic tests ranging from heart and
full body scans, biopsies and potentially electrical tests on their nerves. For patients who haven’t
previously undergone genetic testing, this would be carried out at this stage.
At this point, treatment decisions will be made and relayed to the patients’ own local clinicians
while keeping the patient involved throughout each stage.
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PSORIASIS

PSORIASIS:
GLIMMERS OF HOPE
Over time, the sector has witnessed – and
patients have reaped the benefits of – a
significant transition in the end points of clinical
trials for psoriasis, in which they have become
increasingly stringent. NIHR asks a few experts to
weigh in on the evolution of results and possible
progress to come.
‘The Psoriasis Area and Severity Index (PASI)
is a quantitative rating score for measuring
the severity of psoriatic lesions based on area
coverage and plaque appearance’, according to the
British Association of Dermatologists.
This is achieved by examining four areas of the
body; head, upper limbs, trunk and lower limbs
and completing an assessment form as detailed
below:

THROUGH EXPERT
EYES

A few key figures in the psoriasis
sector share their thoughts on
the promising journey of psoriasis
management, and what the future
holds.

SISTER LORRAINE GRIBBEN,
DERMATOLOGY BIOLOGIC
SPECIALIST NURSE, BELFAST
CITY HOSPITAL
AS DRUG EFFICACY HAS INCREASED,
HAVE PASI (PSORIASIS AREA AND
SEVERITY INDEX) GOALS MOVED TO
A REALISTIC LEVEL?

With increased treatment opportunities that
provide increased efficacy and a reduction to
potential side-effects for patients presenting with
psoriasis, it has revolutionised patients’ treatment
pathways. We no longer aspire for a moderate
improvement to their chronic disease level,
instead we are comfortable to strive a higher and
controlled level of clearance. With the emergence
28 | NIHR | Nov 2020
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PSORIASIS
of the initial biologic therapies it was normal
to discuss PASI 50 – over time this slowly
increased to PASI 75. With the development of
the most recent therapies available PASI 90 and
PASI 100 are not merely recorded in research
papers, but we are seeing this in the clinical
setting. It is reasonable for patients to expect
a higher level of response and for this to be
maintained over a greater length of time.

patients. I came to dermatology in 1996 and
the change to patients’ lives is unimaginable. I
have sat in reviews with my patients at the start
of treatment with them in tears as psoriasis was
‘stealing their lives’ (their words); and again at
later reviews with more tears as the emergence
of biologics cleared their psoriasis and gave
them a glimmer of life. Being with them on the
journey is a privilege.

WHAT DO YOU THINK SHOULD
BE A REALISTIC GOAL MOVING
FORWARD IN THE TREATMENT OF
PSORIASIS?

DR DAVID ALDERDICE,
CONSULTANT
DERMATOLOGIST,
ULSTER HOSPITAL

Moving forward I believe that a realistic goal
for patients should not be exclusively based
on a PASI reduction but also to include
consideration for the patient’s quality of life.
We record this with the completion of a DLQI
(Dermatology Life Quality Index). These
assessment tools used in combination will
provide a physical, psychological and emotional
reflection of how a patient is responding to
treatment. It is vital that both are improving for
an objective assessment to reached.

IN THE LAST 15 YEARS, WHAT
HAVE BEEN THE SIGNIFICANT
IMPROVEMENTS AND
SUBSEQUENT BENEFITS FOR
PATIENTS WITH PSORIASIS?

It is truly an exciting time in dermatology
for patients that present with psoriasis.
Treatment options have increased significantly
with the evolution of biologic therapies. We
now have numerous targeted medicines that
control moderate to severe psoriasis and
have less potential side-effects than some
systemic therapies. These treatments are longterm, therefore providing patients with an
opportunity of reduced disease burden that is
maintained.
Patients report a reduction of hospital
appointments and in-patient admissions along
with reduced blood testing as biologic therapies
require less monitoring than some systemic
agents. This patient group is becoming more
independent and essentially well.
The development of specialist nurses to
manage these patients was an essential role to
the dermatology team. It increased access for
patients with assessment and commencement
on treatment, regular monitoring, a helpline
and more importantly, a known clinical
specialist nurse to build a relationship of trust
and support.
I am passionate about what I do and my

Targets and expectations have markedly
risen over recent years in the management of
psoriasis. Many patients now rightly expect
clearance or minimal residual skin involvement.
The advent of biologics has transformed the
lives of patients with severe psoriasis, whether
it be for chronic plaque, special site psoriasis or
indeed generalised pustular psoriasis.
PASI scores and responses have long been
used to measure eligibility for starting or
continuing biologics. We used to be impressed
with PASI 50 or PASI 75 (patients who have
achieved a 75 per cent or more reduction in
their PASI score from baseline).
Patients and clinicians are looking for PASI
90 or better now. Absolute PASI scores may
actually be more appropriate e.g. PASI < or =2.
It is important to remember that once a patient
has experienced a complete clearance their
tolerance for any recurrence is much lower.
The holy grail, of course, is to be able to
switch off psoriasis early and permanently. We
historically wait for resident T memory cells in
the skin to get primed and then we treat.
If we could intervene before the immunological
damage is done a cure may be on the horizon.
I remember the first psoriasis patient that I
treated with a biologic. It was approximately 15
years ago and was life-changing for her. It seems
that every six months that passes there is a new
more targeted and efficacious biologics option
for us to offer our patients.
Clearly, I think these therapeutic advances
have been massive. However, over recent years
there has also been a remarkable shift in how
clinicians relate to patients. We will more
meaningfully involve patients in management
decisions. Their needs and desires are key. They
are better informed and more often want to
discuss the pros and cons of various treatments.
There is also a greater understanding of how
psoriasis (and the fear of its return) can affect a

person’s quality of life and so the old maxim of
‘not treating the disease but treating the person
with the disease’ becomes a reality. This shift I
think is another significant improvement for
our patients.

PROFESSOR CHRIS
GRIFFITHS, UNIVERSITY
OF MANCHESTER
AND BRITISH SKIN
FOUNDATION
SPOKESPERSON
AS DRUG EFFICACY HAS
INCREASED, HAVE PASI GOALS
MOVED TO A REALISTIC LEVEL?

Yes, they have, to PASI 90, but we should think
seriously about an absolute PASI of two or less
which equates to PASI 90.

WHAT DO YOU THINK SHOULD
BE A REALISTIC GOAL MOVING
FORWARD IN THE TREATMENT OF
PSORIASIS?
In terms of PASI then as above, but also
management or ideally prevention of
comorbidities.

IN THE LAST 15 YEARS, WHAT
HAVE BEEN THE SIGNIFICANT
IMPROVEMENTS AND
SUBSEQUENT BENEFITS FOR
PATIENTS WITH PSORIASIS?

For patients with severe disease then the
development of biological therapies initially
targeting T-Cell function then via anti-TNF to
anti-IL12/23 p40, to anti-IL17 and the current
anti-IL23p19 biologics. This is accompanied
by the targeting of intracellular signalling
pathways and the advanced stage trials of a
TYK 2 inhibitor. In addition, there is a growing
recognition of the importance of managing
the whole patient through early identification
of risk factors for cardiovascular disease and
realisation of the high levels of depression and
anxiety suffered by patients. In other words,
psoriasis affects more than the skin.
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INTRODUCING AQUAFLUSH
IRRIGATION SYSTEMS
In the last few years, Renew Medical has helped thousands of people regain control of
their bowel through the use of Renew Inserts, our ground-breaking containment product
for faecal incontinence.
We’re now delighted to announce that Aquaflush – the innovative range of bowel irrigation
and stoma-care products – has become part of the Renew Group, expanding our product
offering to encompass Renew Aquaflush Irrigation Systems and the Renew Stoma Stopper.
With the new addition of these products we aim to support many more HCPs, enabling them
to offer a wider range of Renew products for their treatment plans, and patients, enabling
them to manage their bowel control problems and live their lives as normally as possible.

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

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

That’s 1 in
10 of us.

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

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

BE CONFIDENT. BE IN CONTROL. BE YOU.

£162

MILLION

was spent by
NHS England on
treating constipation
in

2017–18 alone1

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

LMar2020H

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

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

Renew Aquaflush Irrigation
Compact

Lite

Compact Plus

Actif

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

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

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

Renew Stoma Stopper

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

Renew Inserts

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

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

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

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

BE CONFIDENT. BE IN CONTROL. BE YOU.
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RAYNAUD’S

RAYNAUD’S EXPLAINED
Can you imagine not being able to do up the buttons on your jacket?
Or turn your key in the door, or unzip your purse? All because your
fingers are numb, tingling or painful? Everyday tasks like this can
be a challenge if you have Raynaud’s phenomenon. Scleroderma &
Raynaud’s UK tell us more.
WHAT IS RAYNAUD’S?

Raynaud’s (pronounced Ray-nodes) is where the
small blood vessels in extremities, such as hands
and feet, are extremely sensitive to changes in
temperature, the cold, and sometimes stress.
This means that people with Raynaud’s may
experience their fingers and toes turning white,
then blue, then red as part of a reaction to the
change in temperature, as well as numbness and
pain. This may be seasonal, such as during cold
weather, or affect you all year-round.
Raynaud’s can be referred to as Raynaud’s
syndrome, Raynaud’s disease, or primary /
secondary Raynaud’s phenomenon.

raynauds/raynauds-test) to find out more. They
should also make an appointment with their
GP.
Jane Potter, 49, who has secondary
Raynaud’s, said, ‘I was struggling with playing
football because my hands would go blue after
playing. I went to my local GP and they sent me
to do tests and they came back as positive for
Raynaud’s.
‘I try hard not to let it impact my life and I
maintain a very positive outlook. If you let it get
you down, it can take over your life.’

WHO DOES IT AFFECT?

Primary Raynaud’s is a relatively common
condition, affecting up to 10 million people
within the UK. Eight million of these are
women. People of any age can get Raynaud’s,
but it typically presents in your 20s and 30s.

WHAT’S THE DIFFERENCE
BETWEEN PRIMARY AND
SECONDARY RAYNAUD’S?

WHAT ARE THE SYMPTOMS OF
RAYNAUD’S?

A Raynaud's attack can be a very uncomfortable
process.
Raynaud’s symptoms are:
• Cold fingers and toes, or other extremities
• Colour changes in your skin due to changes in
temperature or stress
• Colour changes in the affected areas, from
white, to blue / purple and then red
• Numbness, tingling or pain
• Stinging or throbbing pain upon warming or
stress relief
If an individual has any of these symptoms,
they can take Scleroderma & Raynaud’s UK’s
(SRUK) simple online test (www.sruk.co.uk/
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In secondary Raynaud’s there is often an
associated medical condition causing the
problem, although Raynaud’s may be the
first symptom. The 300,000 people (in the
UK) who have secondary Raynaud’s can have
severe attacks and damage to the skin of the
extremities, including ulcers or sores. They
are more likely to have symptoms throughout
the year. People with secondary Raynaud’s
may develop other features of an underlying
autoimmune condition, such as systemic
sclerosis (scleroderma), lupus or myositis
(muscle inflammation).
For more information,
visit www.sruk.co.uk/scleroderma.
For Karen Raney-Marr, living with
Raynaud’s means wrestling with chill blains
(small itchy painful lumps), cracked hands and
swelling, inflicted by hot days and cold days
alike.
She said, ‘It can be a really hot day and a
small breeze can start an attack. I generally feel
way too cold and I can’t wear summer clothes.
On holiday, I use a Lilo in the pool so I can keep

out of the water and avoid attacks.’

MANAGING THE SYMPTOMS OF
RAYNAUD’S

There’s currently no cure for Raynaud’s,
however a few simple lifestyle changes can
help manage and lessen symptoms. If this
doesn't help, then the individual should visit
their GP and ask about other treatments and
medications. Practical tips include making sure
that they wear thick gloves and many thin layers
in cold weather. For those affected, there are lots
of ways to manage the condition.
Visit www.sruk.co.uk/raynauds/raynaudsfactsheets.
Stress can also make symptoms worse so
managing it through practices like mindfulness
can help. If somebody smokes, SRUK also
recommend that they seek help in quitting as
this can also trigger symptoms.
Eating a balanced and healthy diet can also
help to manage the condition.
Visit www.sruk.co.uk/scleroderma/
managing-scleroderma/nutrition.
Karen has found that wearing gloves
constantly minimises some of the symptoms,
and she has a heated steering wheel for those
extra cold days.
Comparatively, Katy Tate finds the pressure
of gloves on her hands to be too painful.
She said, ‘I maintain my physical and mental
health to manage it and take a very holistic
approach. I try to treat it as just an annoyance
and just get on with things.’
If an individual notices a change in their
symptoms, are worried, or have any other health
condition, they should contact their GP.

WHERE TO FIND INFORMATION
AND SUPPORT

Scleroderma & Raynaud's UK are the only
UK charity dedicated to improving the lives
of people with scleroderma and Raynaud’s
phenomenon. We have a range of information
available, including factsheets and a directory of
services in your area. You can also contact our
helpline or join a support group.
Find out more:
• SRUK website: www.sruk.co.uk
• SRUK support groups: www.sruk.co.uk/findsupport/support-groups
• SRUK helpline: 0800 311 2756
• SRUK shop – for a range of items to help
alleviate symptoms: www.srukshop.co.uk
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22ND NORTHERN IRELAND
HEALTHCARE AWARDS

SIMPLY THE BEST
As the entry process for the 22nd Northern Ireland
Healthcare Awards officially opens, we can’t wait to
honour the exceptional members of our healthcare
service.

2020 has been an extraordinarily testing year for us all, and COVID-19’s impact will continue to carve its legacy for long to
come. However, through the darkness and devastation brought on by the pandemic, the courage of our healthcare workers
has shone brightly on us all. Although it will be impossible to fully express the scale of our gratitude to you all, it’s never been
more important to honour your work and sacrifices – which is why we’re delighted to announce the launch of the 22nd
Northern Ireland Healthcare Awards.
The 2021 ceremony will be taking place on Thursday 15th April at the Europa Hotel, Belfast.
With a wide selection of categories available – and presented over the following pages – we encourage you to put your
expertise forward and encourage your peers.

THE AWARDS OPEN FOR ENTRY ARE:
• Management of Psoriasis
• Diabetes Project of the Year
• Hospital Pharmacy Team of the Year
• Improvements in Cardiac Services for Chest Pain Management
• Pharmacy Student Leadership
• Innovative Developments in the Management of Inflammatory Bowel Disease
• Managing Substance Dependency in the Community
• Innovation in Rheumatology Service
• Asthma / COPD Project of the Year
• Community Pharmacy Practice of the Year
Good luck!
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MANAGEMENT OF PSORIASIS
Sponsored by
UCB Pharma

The Management of Psoriasis Award has been developed with
UCB Pharma to recognise dermatology teams who are at the
forefront of the holistic management of the disease.
Applications are invited from secondary care professionals who
have demonstrated outstanding dedication and commitment to
this dermatology field.

WHO CAN ENTER?

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

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 and entries must be accompanied by
a digital photograph, at least 500KB.

We would like submissions from secondary care professionals who are
helping to improve the quality of care for patients who are living with
psoriasis.
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
Dr Conor McGrath
Consultant Dermatologist, Craigavon Area Hospital, SHSCT

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 15th April 2021. The winner will be announced at
the awards ceremony and will receive a unique crystal trophy
to mark the occasion.

Dr David Alderdice
Consultant Dermatologist, Ulster Hospital, Dundonald,
SEHSCT
Iona McCormack
Advanced Nurse Practitioner, Dermatology, Belfast City
Hospital, BHSCT
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Supported by UCB Pharma through an educational grant
UCB has no editorial control on the contents or influence on
the outcome

WWW.NIHEALTHCARE.COM

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 type 2
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 four million.
Diabetes prevalence in the UK is estimated to rise to five
million by 2025.1 Uncontrolled diabetes can cause life-threatening
complications.2 For example, diabetic kidney disease affects
about 40 per cent of people with type 2 diabetes, resulting in an
increased risk of kidney failure, major cardiovascular events and
death.3 Furthermore, the association between COVID-19 and
poor outcomes in diabetes has been an additional challenge in
2020.4
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.

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 and the complications associated with it.
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 Sian-Lee Ewan
GP, with specialist interest in Diabetes, Aberfoyle Medical
Practice
Ciara Cunningham
Diabetes Nurse Specialist, SHSCT
Niall O’Kane
Lead GP Practice Pharmacist for Mid-Ulster, with specialist
interest in Diabetes, WHSCT

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

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 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 15th April 2021. 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 that improve the management of long-term
conditions, such as diabetes. We aim to be an effective
partner to the NHS in the value-driven management of
diabetes by delivering medicines which make a positive
difference to patients’ lives.

REFERENCES

1. http://www.diabetes.co.uk/diabetes-prevalence.html.
Last accessed 9th September 2020.
2. International Diabetes Federation. IDF Diabetes Atlas.
9th ed. 2019. www.idf.org/diabetesatlas. Last accessed 9th
September 2020.
3. KDIGO 2012 Clinical Practice Guideline for the
Evaluation and Management of Chronic Kidney Disease.
Kidney Int Suppl 2013;3:1-150.
4. Barron E, Bakhai C, Kar P. et al. Associations of type
1 and type 2 diabetes with COVID-19-related mortality
in England: a whole-population study. Lancet Diabetes
Endocrinol 2020. Published online August 13, 2020.
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HOSPITAL PHARMACY TEAM
OF THE YEAR
Sponsored by
Ethypharm UK

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 costeffectiveness 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 among 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 demonstrate
a unique commitment to clinical innovation and / or technical
development are eligible for nomination / self-nomination for this
award.

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
Professor Michael Scott
Head of Pharmacy and Medicines Management, Northern Trust
Eimear McCusker
Head of Pharmacy and Medicines Management, Belfast Trust
Anne Friel
Head of Pharmacy and Medicines Management, Western Trust
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HOW TO NOMINATE

If you wish to nominate a hospital pharmacy team, or require
an application form, contact Bridget McCabe. Telephone
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. The closing date for nomination is
Monday 23rd November.

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.
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IMPROVEMENTS IN CARDIAC
SERVICES FOR CHEST PAIN
MANAGEMENT
Sponsored by
A. Menarini Farmaceutica
Internazionale SRL

With a focus on making a difference to the quality of life of
patients living with stable angina, A. Menarini Farmaceutica
Internazionale SRL is proud to sponsor this award. Heart disease
is the most common cause of death in Northern Ireland today.
Heart disease not only shortens one’s life but can have a major
impact on the quality of it. Chest pain (angina), a heart attack
and heart failure are the most common presentations of heart
disease. While CHD can’t be cured, it can be managed effectively
with a combination of lifestyle changes, patient engagement, and
medicine and, in some cases, surgery. Cardiac services can improve
the care, quality of life and outcomes of patients living with CHD.

WHO CAN ENTER?
Applications are invited from secondary care and community care
professionals who are helping improve the quality of life and outcomes of
patients living with CHD. This award aims to highlight the outstanding
innovative projects healthcare professionals or teams have developed
which have led to significant improvement in 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
Dr Lana Dixon
Consultant Cardiologist, Royal Group of Hospitals, BHSCT
Dr Patrick Donnelly
Consultant Cardiologist, Ulster Hospital, SEHSCT
Dr Ian Menown
Consultant Cardiologist, Craigavon Area Hospital, SHSCT

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

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

SPONSOR QUOTE
A. Menarini Farmaceutica Internazionale SRL is one
of Europe’s leading pharmaceutical and healthcare
companies with headquarters in Florence and there are
a number of research facilities in Pomezia. A. Menarini
Farmaceutica Internazionale SRL is present in 136
countries worldwide and employs over 17,000 people, a
guarantee of internationally recognised quality and proof
of an efficient strategy based on research, innovation
and internationalisation. A. Menarini Farmaceutica
Internazionale SRL has the ability to recognise and
meet the needs of physicians and patients alike hence
the collaboration with international partners enabling
the creation of synergies that give rise to cutting-edge
pharmaceutical products and services within the health
sector. ‘Health without borders’, with this vision A. Menarini
Farmaceutica Internazionale SRL makes the difference.
PP-CA-UK-0181 | Date of Prep October 2020
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PHARMACY STUDENT
LEADERSHIP

Sponsored by
The Pharmacists’ Defence
Association
DEADLINE FOR NOMINATIONS
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; behaviour 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!
NB* This award category is open to undergraduate pharmacy
students only.

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.

JUDGES

This year’s judging panel includes:
Cathy Harrison
Chief Pharmaceutical Officer
Colin McCoy
Head of School, School of Pharmacy, QUB
Professor Paul McCarron
Head of School of Pharmacy and Pharmaceutical Sciences,
Ulster University
Alima Batchelor
Head of Policy, The Pharmacists’ Defence Association

HOW TO ENTER
If you require an application / nomination form, or further information,
contact Bridget McCabe. Telephone 02890 999 441 or email
bridget.mccabe@nimedical.info.
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Nominations / self-nominations for undergraduate students
are invited from students and lecturers. The closing date for
nominations is Tuesday 1st December 2020. Nominees
will then be emailed an application form to complete. Early
nomination / self-nomination affords the candidate more time
to complete the information form.

DEADLINE FOR ENTRY
The closing deadline for completed applications is 12pm on
Monday 18th January 2021 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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

SPONSOR QUOTE
For the pharmacy profession to thrive it will need strong leadership.
Some leaders are born to lead, others are trained. Irrespective of
their origins, all leaders must 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. All
pharmacy students are hugely absorbed in their extensive, and often
very challenging, studies. Despite that, some involve themselves in
additional activities that demonstrate, that not only do they have a
passion for their profession, but that they are also becoming leaders
in their own right.
As pharmacists, we each have a responsibility to encourage
these passionate individuals who will likely be the leaders of our
profession in the future. The Pharmacists’ Defence Association is
proud to be associated with this important award category.
The PDA champions diversity and inclusion and our members
have four equality networks. We encourage everyone to support
and develop leadership potential across the student population
and positively invite all those eligible for this award to consider
submitting an application.
Mark Koziol M.R.Pharm.S.
Chairman, The Pharmacists’ Defence Association
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INNOVATIVE DEVELOPMENTS
IN THE MANAGEMENT OF
INFLAMMATORY BOWEL
DISEASE
Sponsored by
Tillotts Pharma
Crohn’s disease, ulcerative colitis and microscopic colitis are the
most common forms of inflammatory bowel disease (IBD). These
chronic conditions are becoming more common; Crohn’s and
ulcerative colitis affect young people, with incidence peaking
between 15 and 25 years of age. Microscopic colitis typically
affects older females with a peak incidence in middle 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.

Dr Andrew Murdock
Consultant Gastroenterologist, Southern Health & Social
Care Trust
Alan Wilson
Lead Pharmacist, Gastroenterology, Belfast Health & Social
Care Trust

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

DEADLINE FOR ENTRY
The closing deadline for completed applications is 12pm on
Monday 18th January 2021 and entries must be accompanied
by a digital photograph, at least 500KB.

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.

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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

JUDGING PANEL
Dr Graham Turner
Consultant Gastroenterologist, Belfast Health & Social Care
Trust
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MANAGING SUBSTANCE
DEPENDENCY IN THE
COMMUNITY
Sponsored by
Ethypharm UK

AWARDS DESCRIPTION

Substance dependency is unfortunately a growing problem in
Northern Ireland, and quite often it is the pharmacist or GP who
is at the forefront of this patient service. This category is aimed
at all healthcare professionals who have developed initiatives
/ programmes to improve the management of their substance
dependency service to the patient.

HOW TO ENTER

If you require an application / nomination form, or further
information, contact Bridget McCabe. Telephone 02890 999
441 or email bridget.mccabe@nimedical.info.

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 and entries must be accompanied
by a digital photograph, at least 500KB.

WHO CAN ENTER?

A healthcare or pharmacy team which can:
• Describe how they have supported the management of patients
with substance dependency problems
• Identify the ways they have improved communication and
enhanced patient care
• Give evidence of how they have engaged with their communities,
GPs, pharmacists, charities and / or community groups, in the
provision of services for substance misusers
• Describe future developments of the pharmaceutical care of
these patients
The above points are suggestions only.

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.

JUDGES
Dr George O’Neill
GP, Springfield Road Surgery
Dr Terry Maguire
Community Pharmacist, Maguire’s Pharmacy
Kathy Goumas
Addiction Specialist Consultant for the NI Health & Social
Care Board
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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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

WWW.NIHEALTHCARE.COM

INNOVATION IN RHEUMATOLOGY
SERVICE
Sponsored by
UCB Pharma

Inflammatory arthritis conditions, such as rheumatoid arthritis,
ankylosing spondylitis and psoriatic arthritis, can have a
significant, life-long impact on the lives of those living with them.
The rheumatology healthcare community has the potential to
bring meaningful benefits to this patient population through the
provision of excellent patient-centred services and the appropriate
application of effective therapies.
This award aims to recognise and showcase the work of a
rheumatology healthcare professional or team who can show
evidence of best practice and care. They will need to demonstrate
how new and innovative services have been initiated and
implemented to improve the quality of life and outcomes for
patients.

HOW TO ENTER

If you require an application / nomination form, or further
information, contact Bridget McCabe. Telephone 02890 999
441 or email bridget.mccabe@nimedical.info.

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 and entries must be accompanied
by a digital photograph, at least 500KB.

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 a rheumatic condition.
We wish 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 affected by a movement disorder.

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.

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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

JUDGING PANEL
Dr Gary Meenagh
Consultant Rheumatologist, Antrim Area Hospital, NHSCT

Supported by UCB Pharma through an educational grant
UCB has no editorial control on the contents or influence on
the outcome

Dr Nicola Maiden
Consultant Rheumatologist, Craigavon Area Hospital, SHSCT
Dr Clare Matthews
Consultant Rheumatologist, Ulster Hospital, SEHSCT
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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 (six per cent of the population) and 38,530 people
living with COPD (two per cent of the population). (1)
In 2015, diseases of the respiratory system accounted for 14
per cent of all deaths, six deaths per day (2,236) – note this figure
excludes lung cancer. In the same year, six per cent (934) of deaths
registered in Northern Ireland were due to COPD. This accounts
for 42 per cent of all respiratory deaths. (2)
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

Laura Doherty
Practice Pharmacist, Flax Medical Centre
Dr Claire Butler
Consultant Respiratory Physician, Belfast Health & Social
Care Trust

HOW TO ENTER

If you require an application / nomination form, or further
information, contact Bridget McCabe. Telephone 02890 999
441 or email bridget.mccabe@nimedical.info.

DEADLINE FOR ENTRY

The closing deadline for completed applications is 12pm on
Monday 18th January 2021 and entries must be accompanied
by a digital photograph, at least 500KB.

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 is 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 are 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
Dr Paul McKeagney
Consultant Respiratory Physician, Belfast Health & Social Care
Trust
Dr Ruth Miller
Principal Research Pharmacist, Western Health & Social Care
Trust
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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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.
- UK/MEETING/18/0326
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COMMUNITY PHARMACY
PRACTICE
OF THE YEAR
Sponsored by
nihealthcare.com

The Community Pharmacy Practice of the Year Award is targeted
at community 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 12 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.

Nihealthcare.com

Eoghan O’Brien
Community Pharmacist, Bannside Pharmacy, Portglenone
Loretto McManus
Superintendent Pharmacist, Director, Lakeland Pharmacy,
Enniskillen

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

DEADLINE FOR ENTRY
The closing deadline for completed applications is 12pm on
Monday 18th January 2021 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 15th April 2021. The winner will be announced
at the awards ceremony and will receive a unique crystal
trophy to mark the occasion.

JUDGES

This year’s judging panel includes:
Colin Adair
Postgraduate Pharmacy Dean, NI Centre for Pharmacy
Learning and Development
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PAIN

EXPRESS YOURSELF
For a lot of people living with pain, raising worries about wider
aspects of health in appointments with their healthcare
professional is not always easy, and their fears and
frets don’t always feel worthy of disclosure. James
Boyce, Managing Editor and Project
Co-Ordinator, Pain Concern, shares with
NIHR how a new tool is aiming to
overcome these barriers and help
patients navigate their concerns.

In 2017, Pain Concern published
their ‘Barriers to Self-Management
of Chronic Pain in Primary Care:
A Qualitative Focus Group Study’
(Gordon, K. et al) in the British
Journal of General Practice, which
found that communication between
GPs and people with chronic pain
was often a barrier to effective selfmanagement.
This resulted in Pain Concern
developing the Self-Management
Navigator Tool – a booklet designed
to improve these communications.
It allowed people with chronic pain
to focus in on the most important
concerns to them, prior to their
appointment with their GP, while
also giving the GP or healthcare
professional the chance to see
these concerns in advance of the
consultation. This meant that in a
short appointment they are able to
provide help and support immediately.

care consultations moving, for
the most part, over the phone and
online, it became clear that this
new way of consulting was here to
stay. Pain Concern are now taking
this opportunity to revise the
Self-Management Navigator Tool –
thanks to a grant from the Scottish
government’s Wellbeing Fund – and
adapt it to the new world in which we
all live.
The basis of the Self-Management
Navigator Tool is the ‘My Pain
Concerns’ form. This is a list of
statements – or concerns – split into
four different categories: ‘Diagnosis
and Cure’; ‘The Way I’m Feeling’;
‘Changes to my Life’; and ‘My
Medications’. These statements were
written based on the responses of the
participants in the research project.
The user then agrees or disagrees with
the statements, depending on how
they are feeling.

A NEW NORMAL

HOW DOES IT WORK?

As the COVID-19 pandemic
spreads across the globe, resulting
in pain services closing and primary
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The benefit of this process is that
it allows the user to answer these
questions in their own time, without

the time pressure of a 10-minute GP appointment. Additionally,
people with chronic pain often present with multiple issues;
this tool lets them focus in on the two or three most important
concerns to them, and they have the time to think about this in
the safety and comfort of their own home. The completed form
is then handed in to the GP prior to the initial consultation,
meaning they can get straight to the point as soon as the
consultation starts, knowing in advance what the patient’s
concerns are. The initial booklet also came with multiple forms,
meaning the user could fill in their concerns in follow-up
appointments and track how their concerns had changed over
time.
The second part of the tool is a list of example questions,
split into the same categories as the ‘My Concerns’ form, which
the user can tick to remind them to ask when they have their
consultation. These are just suggestions, as sometimes people
with pain struggle to put into words what they are feeling
and what they want to ask their healthcare professional. Pain
Concern have tried to put these feelings and questions into
words. This helps the conversation move beyond pain relief,
where it can get stuck – and many clinicians believe that pain
relief in chronic pain can often be difficult to achieve, leading to
the risk of overprescribing medications which have little effect. It
can be more effective to discuss other difficulties in the patient’s
life, difficulties which arise from living with long-term pain but
often improve using other, non-medical, interventions.
One of the unexpected results of the COVID-19 pandemic
has been that, as well as appointments and consultations moving
online, healthcare professionals are also reluctant to hand physical
items out to patients – such as booklets, leaflets and forms – due
to the risk of person-to-person transmission. To address this issue,
the revised tool will be published both as a physical booklet and
a digital version. Users will be able to fill in an interactive form
online, available from Pain Concern’s website, the results of which
can then be downloaded and shared with their GP in advance
of their consultation. This will mean it can be accessed on their
phone, tablet or desktop easily.

LOOKING AHEAD

In addition to the Self-Management Navigator Tool, Pain
Concern are using the Wellbeing Fund to reprint their selection
of self-management information leaflets, allowing the entire
package to be available for GPs and other healthcare professionals
to provide as a social prescription to their patients who live with
chronic pain. Supported self-management is recognised as a key
factor in treating chronic pain, and Pain Concern’s resources allow
for a holistic approach to self-management, from managing pain
to getting a good night’s sleep, managing medications to dealing
with the stress and anxiety related to pain. The Self-Management
Navigator Tool is a major part of this and, due to the COVID-19
pandemic, will soon be more interactive, more accessible, and now
available to many more people than before.
For more information, visit www.painconcern.org.uk.
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ATRIAL FIBRILLATION

IT’S TIME TO
TALK ABOUT AF
Local charity, Northern Ireland Chest
Heart & Stroke (NICHS), have been
working to raise the profile of the most
common heart rhythm condition, atrial
fibrillation. They recently published
a report into the detection and
management of AF in Northern Ireland
and will continue to campaign for its
adoption in order to help support people
to keep well during and after COVID-19.

THE IMPACT OF AF IN
NORTHERN IRELAND

AF is one of the most common irregular heart
rhythms; people over the age of 40 years have a
lifetime risk of one-in-four of developing AF.

As age is a risk factor for AF, the number of
people living with AF is predicted to increase.
The prevalence of AF roughly doubles with each
advancing decade of age.
Within a decade, Northern Ireland will be
facing greater numbers of people living with AF,
which will impact on an individual’s quality
of life, the health and social care system, and
society.
There is huge concern that the lack of early
detection and management of AF will impact
on the number of people developing a stroke.
This is apparent as recent Sentinel Stroke
National Audit Programme data indicates, that
despite the total number of strokes falling, the
number of strokes that were AF-related has
increased from 18.9 per cent to 23 per cent in
Northern Ireland.
One of the clearest ways of preventing a
stroke is the detection and management of
underlying conditions, such as AF.

WHAT IS AF?

AF is one of the most common types of
irregular heart rhythm and occurs when
additional irregular electrical messages develop
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in the atria (upper chambers of the heart).
These irregular messages make the atria quiver
or twitch (fibrillation).

SYMPTOMS, RISK
FACTORS AND
TREATMENT OF AF
SYMPTOMS

Sometimes people with AF have no symptoms
and their condition is only detectable
during a medical examination or by having
a health check. Those that do can experience
palpitations, dizziness, shortness of breath,
tiredness or fatigue.
As many as 40 per cent of people with AF
do not experience symptoms (asymptomatic
AF), however, their risk of stroke is unchanged.

RISK FACTORS

The exact cause of AF is unknown, but it’s
more common in men and risk increases with
age.
Risk factors associated with AF include:
• High blood pressure
• Heart failure
• Valvular heart
disease
• Previous heart attack
• Thyroid disease

TREATMENT

• Diabetes
• Chronic lung
disease
• Sleep apnoea
• Kidney disease
• Excessive alcohol
consumption
• Obesity
• Smoking

Treatment to alleviate symptoms can include
medication to help control the heart rate or
rhythm or to help reduce stroke by preventing
blood clots. Traditionally warfarin would have
been prescribed but there are a range of newer
anticoagulants.
Other treatments include:
• Cardioversion – which aims to restore
normal rhythm by delivering a controlled
electric shock
• Catheter ablation – a surgical procedure
where any areas producing the abnormal
rhythm are destroyed by radiofrequency, after
which sometimes a pacemaker is needed

NICHS INQUIRY

NICHS commissioned an independent
inquiry to examine how to improve the
identification and management of AF to
reduce stroke risk.
This inquiry was carried out by Dr Niamh
Kennedy from Ulster University in 2019
and the report was launched recently at the
NICON conference which was attended
by over 700 delegates from across Northern
Ireland.

SUMMARY OF THE KEY
RECOMMENDATIONS

Working in partnership with key stakeholders,
including the Department of Health, we
should:
1. Develop an AF strategy for Northern
Ireland
2. Aim to identify 85 per cent of people with
AF by March 2023 and 90 per cent by 2025
3. Create a clear clinical pathway for AF
4. Invest in technologies in clinical practice to
detect AF and monitor treatment
5. Increase AF detection rates by targeted case
finding based on AF risk factors
6. Address the echocardiogram waiting list
issue including tackling any workforce issues
7. Provide information and education to
people living with AF
8. Prioritise improving adherence to treatment
for existing AF patients to prevent future
strokes
9. Commission the Public Health Agency to
identify the most effective methods to raise
public awareness of AF
NICHS have led by example on AF in
Northern Ireland. In addition to the inquiry,
they funded a public awareness campaign
in 2019 that increased awareness of AF
significantly. NICHS were also the first
charity in Northern Ireland to add AF testing
to their health checks. In 2019 they carried
out over 5,000 health checks and uncovered
150 people with suspected AF who were
referred to their GP.
NICHS will be continuing to call on the
government to focus attention on prioritising
AF and increase support for vulnerable people
as health and social care strives to rebuild back
after the pandemic. They are committed to
working in partnership to increase awareness,
detection and improving management so we
can prevent strokes and save lives.
For more information, visit
www.nichs.org.uk.

24 HOUR STROKE
PREVENTION IN
ONE DOAC PILL1

LIXIANA® is a once-daily direct oral anticoagulant (DOAC) indicated
for: Prevention of stroke and systemic embolism in adult patients with
nonvalvular atrial fibrillation (NVAF) with one or more risk factors, such
as congestive heart failure, hypertension, age ≥75 years, diabetes
mellitus, prior stroke or transient ischaemic attack (TIA).
In patients with NVAF and high creatinine clearance, there is a trend
towards decreasing efficacy with increasing creatinine clearance for
edoxaban vs. well-managed warfarin, therefore careful evaluation of
thromboembolic and bleeding risk is necessary before initiation.

LIXIANA
(edoxaban) 60 mg / 30 mg / 15 mg film-coated tablets
prescribing information. Refer to the Lixiana Summary of Product
Characteristics (SmPC) prior to prescribing. Presentation: 60 mg
(yellow) / 30 mg (pink) / 15mg (orange) edoxaban (as tosilate) filmcoated tablets. Indications: Prevention of stroke and systemic
embolism in adult patients with non-valvular atrial fibrillation (NVAF)
with one or more risk factors, such as congestive heart failure,
hypertension, age ≥ 75 years, diabetes mellitus, prior stroke or
transient ischaemic attack (TIA). Treatment of deep vein thrombosis
(DVT) and pulmonary embolism (PE), and prevention of recurrent
DVT and PE in adults. Posology and method of administration:
NVAF: Recommended dose is 60 mg edoxaban once daily with or
without food. Continue therapy long term. VTE: Recommended
dose is 60 mg edoxaban once daily with or without food following
initial use of parenteral anticoagulant for at least 5 days. Duration
of therapy (at least 3 months) should be based on risk profile of
the patient. For NVAF and VTE the recommended dose is 30 mg
edoxaban once daily in patients with one or more of the following:
moderate or severe renal impairment (creatinine clearance (CrCL)
15 - 50 mL/min); low body weight ≤ 60 kg; concomitant use of
the P-glycoprotein (P-gp) inhibitors, 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 in certain patients (see SmPC for full details).
Edoxaban can be initiated or continued in patients who may require
cardioversion. For transoesophageal echocardiogram guided
cardioversion in patients not previously treated with anticoagulants,
edoxaban should be started at least 2 hours before cardioversion
to ensure adequate anticoagulation. Cardioversion should be
performed no later than 12 hours after the dose of edoxaban on the

day of the procedure. Confirm prior to cardioversion that the patient
has taken edoxaban as prescribed. 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 including 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
DOACs 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 breast-feeding. Special warnings and precautions for
use: Haemorrhagic risk: Caution in patients with increased risk of
bleeding such as elderly on ASA. Discontinue 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: CrCl should
be monitored at the 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 CrCl was observed for

ONCE-DAILY DOAC FOR YOUR
AGEING PATIENTS WITH NVAF
EDX/20/0965 | Date of preparation: November 2020.
References: 1. LIXIANA® Summary of Product Characteristics. Available
at: https://www.medicines.org.uk/emc/. Accessed: November 2020.

edoxaban compared to well-managed warfarin. Edoxaban should
only be used in patients with NVAF and high CrCl after a careful
benefit risk evaluation. Hepatic impairment: Not recommended in
severe hepatic impairment. Caution in mild or moderate hepatic
impairment. Caution in patients with elevated liver enzymes (ALT/AST
> 2 x ULN) or total bilirubin ≥ 1.5 x ULN. Perform liver function testing
prior to initiation and then periodically monitor for treatment beyond
1 year. Surgery or other interventions: discontinue edoxaban as soon
as possible and preferably at least 24 hours before the procedure.
If procedure cannot be delayed, the increased risk of bleeding
should be weighed against urgency of the procedure. Restart
edoxaban as soon as haemostasis achieved. Prosthetic heart
valves and moderate to severe mitral stenosis: Not recommended.
Haemodynamically unstable PE patients or patients who require
thrombolysis or pulmonary embolectomy: Not recommended.
Patients with active cancer: Not recommended in treatment and/
or prevention of VTE. Patients with a history of thrombosis diagnosed
with antiphospholipid syndrome: DOACs including edoxaban not
recommended. Drug interactions: Concomitant use of the P-gp
inhibitors ciclosporin, dronedarone, erythromycin, or ketoconazole
requires edoxaban dose reduction to 30mg. Edoxaban should be
used with caution with concomitant P-gp inducers (e.g. rifampicin,
phenytoin, carbamazepine, phenobarbital, St John’s Wort).
Concomitant high dose ASA (325 mg) or chronic NSAIDs is not
recommended. Concomitant ASA at doses > 100 mg and < 325 mg
should be under medical supervision only. Very limited experience
with dual antiplatelet therapy or fibrinolytics. Possibility of
increased bleeding risk with concomitant SSRIs or SNRIs. Adverse
reactions: Common: anaemia, dizziness, headache, epistaxis,
abdominal pain, lower GI haemorrhage, upper GI haemorrhage,

oral/pharyngeal haemorrhage, nausea, blood bilirubin increased,
gamma GT increased, cutaneous soft tissue haemorrhage, rash,
pruritus, macroscopic haematuria/urethral haemorrhage, vaginal
haemorrhage, puncture site haemorrhage, liver function test
abnormal. Serious uncommon: thrombocytopaenia, hypersensitivity,
intracranial haemorrhage (ICH), intraocular haemorrhage, other
haemorrhage, haemoptysis, surgical site haemorrhage. Serious rare:
anaphylactic reaction, allergic oedema, subarachnoid haemorrhage,
pericardial haemorrhage, retroperitoneal haemorrhage,
intramuscular haemorrhage (no compartment syndrome), intraarticular haemorrhage, subdural haemorrhage, procedural
haemorrhage. Legal classification: POM. Package quantities,
marketing authorisation (MA) numbers and basic NHS costs:
60 mg – 28 tablets – EU/1/15/993/018 - £49.00. 30 mg – 28 tablets
– EU/1/15/993/005 - £49.00. 15 mg – 10 tablets - EU/1/15/993/001 £17.50. MA holder: Daiichi Sankyo Europe GmbH, Zielstattstrasse
48, 81379 Munich, Germany. Date of preparation of Prescribing
Information: May 2019 EDX/19/0141
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 Daiichi Sankyo UK Pharmacovigilance
on 0800 028 5122,
pharmacovigilance@daiichi-sankyo.co.uk
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ACNE

ACNE: ONE NAME,
MULTIPLE FORMS

Crossing through genders, ages and lifestyles,
acne is a source of discomfort for many
individuals – and can be a major threat to their
quality of life. NIHR unravels the origins of the
common skin condition and the recommended
modes of intervention.
INSIGHTS INTO INCIDENCE

Acne represents the single most frequent reason to visit dermatologists
(1)
to the extent that the Global Burden of Disease Project estimates its
prevalence at 9.4 per cent, ranking it as the eighth most prevalent disease
worldwide. (2-4) However, this prevalence remains variable and depends on
the severity, gender, and the age of the patients. Furthermore, acne seems
to be generally more common in women than men (5-7), and in individuals
under the age of 20 (6, 8), but it affects patients of all ethnicities. (9)

THE ACNE FACTORS

Clinically, acne is characterised by seborrhea, non-inflammatory lesions
(comedones), inflammatory lesions (papules and pustules), and postinflammatory hyperpigmentation, which is more often observed in
patients of darker skin types.
Acne is a disease of the pilosebaceous unit, and therefore, the
distribution of acne corresponds to the highest density of pilosebaceous
units (face, neck, upper chest, shoulders, and back). (10) Based on the type
and the total number of lesions, the Global Evaluation Acne (GEA) group
has proposed a classification of acne (Table 1).(6)

Pollution additionally appears as an important factor via an
inflammatory response. (17) Indeed, the ROS induced by pollution
causes a lipid peroxidation cascade, which stimulates the release of proinflammatory mediators from keratinocytes and melanocytes. (18)

FAR-REACHING EFFECTS

Skin conditions can have significant repercussions for the individuals
experiencing them – in particular, patients with acne often believe their
quality of life to be impacted (QQL-Visual Analogue Scale of 4.91). (19)
In terms of this, 96.5 per cent of patients affected by acne have a
reduced quality (20), and between 22 per cent (boys) and 25 per cent (girls)
of adolescents with severe acne have suicidal ideations. (21) However,
there is no correlation between objective disease severity and the level of
subjectively perceived psychological distress.
As a consequence, the most effective management strategies aim not
only at curing the disease, or at decreasing skin symptoms, but also at
improving the patient’s QoL, at the earliest possible stage.

A HELPING HAND

The use of non-comedogenic skincare and make-up products, if welltolerated, could quickly improve the QoL by covering visible signs
without deteriorating conventional treatments. (19, 22)
There are several over-the-counter and prescription treatments
allowing a potential combination of treatments based on acne severity and
on whether the acne is predominantly inflammatory or non-inflammatory.
Dermocosmetics represent an adjunctive or an alternative management
for patients with acne in specific conditions. Dermocosmetics can
impact the pathogenesis of the disease: active components target the
main pathogenic pathways (excessive sebum production, abnormal
keratinization, bacterial colonisation). They may either be used in
monotherapy or be combined with, or follow, a pharmacological
treatment to preserve the level of improvement and avoid the appearance
of new lesions.
Dermocosmetics can also be used to treat side-effects of other
anti-acne medications, such as irritation and dehydration. (23, 24) Indeed,
assertive cleansing, especially with soap, exacerbates acne. (25) Also, the
use of synthetic detergents with a pH close to that of normal skin is
less irritating and is generally recommended. (26) Thus, by delaying and
preventing the side-effects of medication – resulting in a lesser irritation –
dermocosmetics enhance patients’ compliance to treatment. (27)
For 87 per cent of patients, dermatologists found it interesting to
combine therapeutic treatment with a dermocosmetic product in order
to improve patient comfort and tolerance while maintaining and / or
enhancing its efficacy.
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Acne is not an infectious, but rather an inflammatory, disease. (11)
Indeed, four processes have a critical role in the formation of acne
lesions: release of inflammatory mediators into the skin; alteration of
the keratinization process leading to comedones; increase and alteration
of sebum production under androgen control (or increased androgen
receptor sensitivity); and follicular colonisation by P. acnes.
Acne is associated with several factors: genetics (12), occlusion of the
skin surface with greasy products (13), medicines (14), anabolic steroids (15),
and tropical conditions. (16)
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EFFACLAR FOR ACNE-PRONE SKIN1
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ANTI-IMPERFECTIONS:
Minimises appearance
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ANTI-RECURRENCE:
Targets causes of
future breakouts to
limit relapse
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DAILY CARE FOR USE ALONE, ADJUNCT OR POST-TREATMENT

The EFFACLAR range is available from
pharmacies nationwide
SCAN THE QR CODE for patient materials
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BRITISH DIETETIC ASSOCIATION

MALNUTRITION: A
GROWING CONCERN
Find out about the urgent action required to
prevent malnutrition in the British Dietetic
Association’s latest column.
THE ISSUE

Malnutrition (1) should not be, but is, a very real and
current problem in the Northern Ireland population.
It occurs when a person’s diet does not meet their
nutritional needs. Malnutrition is estimated to
have affected over three million people in the UK
pre-COVID, with over a third being over the age of
65. The vast majority are in the community, living at
home, with many unknown to healthcare services.
COVID-19 has considerably impacted nutritional
health and increased risk of malnutrition among
vulnerable communities. Since the beginning of
the pandemic, it has been reported that nearly five
million adults are experiencing food insecurity. (2)
As we move towards winter and the ‘flu season’,
ongoing social distancing measures and shielding
recommendations will continue to affect the normal
means of accessing food. Social isolation and
loneliness can often be significant underlying social
causes of malnutrition. The consequence of all of these
factors is creating a perfect storm for a significant
increase in malnutrition.
Malnutrition, in particular, undernutrition, has a
significant impact on the immune system, increasing
vulnerability to the effects of COVID-19 and other
infectious diseases. Malnutrition impacts on frailty
through muscle wasting and cognitive impairment,
leading to an increased risk of falls and an inability
to go about typical daily tasks, such as buying
or preparing food. A parallel risk of anxiety and
depression is also a concern.

LONELINESS AND SOCIAL ISOLATION

Loneliness is a significant risk factor for malnutrition.
50 | NIHR | Nov 2020

(3, 4, 5) A study showed that people over 65 living
alone have a significantly lower body mass index
compared with those living with their family. Socially
isolated older people often experience reduced
appetite, eat fewer meals in a day, and have a lower
intake of protein, fruit, and vegetables in their diet.
We all have experienced a reduction in social
connection over this COVID-19 crisis, perhaps
allowing us to better understand how being socially
isolated makes an individual feel. During the
COVID-19 pandemic, older people have been at
increased risk of loneliness due to self-isolation,
social distancing, shielding, and visiting restriction
rules in hospital and care homes. Community day
centres, places of worship, and lunch clubs have been
temporarily closed as a result of the restrictions. Older
people staying at home may struggle with shopping
and cooking but lack support to overcome these
problems.

SPOTTING MALNUTRITION

Malnutrition has a devastating impact on
physical health, wellbeing and quality of life, yet
it is preventable! Raising awareness of the risk of
malnutrition is vitally important now and in the
coming months. It can affect anyone. A challenge is
detecting community cases of malnutrition.
Malnutrition can happen over a long period of
time which sometimes makes it difficult to spot. It is
important for all involved in health and social care to
be aware of the common signs of malnutrition:
• Unplanned weight loss – which causes clothes,
dentures, belts or jewellery to become loose
• Tiredness and lethargy
• Alternations in mood

WWW.NIHEALTHCARE.COM

BRITISH DIETETIC ASSOCIATION
• Loss of appetite
• Disinterest in food and / or drinks
• Loss of muscle strength
Look out for physical changes. Are rings looser? Do clothes look
baggier? Has the person lost a significant amount of weight? Are meals
left half eaten?
Also listen out for changes in attitudes towards food – phrases such as,
‘I’m not feeling as hungry’, or ‘I can’t be bothered to cook’.

DIETITIANS ROLE

Dietitians have the expertise both at an individual patient and strategic
level to identify and treat individuals, and also train others to prevent
and treat malnutrition. The potential for good nutrition to improve
the health of the vulnerable population is huge and should be a priority
for all involved in health and social care. Preventing malnutrition
will save healthcare resource and money. The overall cost of treating a
malnourished patient is two-to-three times more than treating a nonmalnourished patient, with consequences including wound healing,
increased risk of infections and complications and increased number of
hospital stays and GP visits. (6) Strategies are needed that prevent, detect
and treat malnutrition in the community. Nutrition screening and early

Guiding food principles

The BDA Older People Specialist Group is making a pledge to:
•
•
•

#eatingwell
foraging

#everyones
business

help keep older people nutritionally ‘well’
highlight the need to identify and act for older people who are nutritionally ‘vulnerable’
champion an evidence based (NICE CG321 and QS242), ‘food first’ approach to treating
malnutrition in addition to or instead of prescribed nutritional supplements. We will:

Promote the need for a varied daily diet consisting of:
•
•
•

•
•

Mealtimes as a positive experience that acknowledge the health benefits and pleasure of food
Three to four meals with additional between meal snacks as appropriate
At each meal:
•
Foods rich in starchy carbohydrate and fibre
•
Food rich in high quality protein
•
Fruits and vegetables
•
Foods containing calcium and vitamin D (to support bone health)
All adults should consider taking 10ug Vitamin D supplement during autumn and winter months. If access to safe
sunlight exposure is limited, consider daily 10ug Vitamin D supplement all year round
Guidance for daily diet requirements comes from the ‘Eatwell Guide3*.

*Notes: *The Eatwell Guide may not apply to those with special dietary requirements. Any special dietary requirements should be discussed with Dietitian or other healthcare professional
*For those needing to maintain or gain weight, the amount or proportion of different foods needed may differ from the ‘Eatwell Guide’. *At end of life focus is usually on providing food
and fluid for comfort and pleasure, rather than for nutritional adequacy.

#drinkingwell

#beweight
aware

Promote good levels of hydration by highlighting:
•
•
•
•

Promote a healthy weight by increasing awareness that:
•
•
•

#justmove

The need for at least six to eight mugs/glasses (200ml) of fluid throughout the day, every day
That this may mean drinking more fluid than some older people are used to
That all fluids, except alcohol, count towards our fluid intake, not just water
That some foods can also add to our fluid intake

Healthy weight for older people may be higher than healthy weight for younger adults (a Body Mass Index (BMI) of 24
– 31 kg/m² can be considered healthy in people aged 70 years and over)4
Losing weight is not a normal part of ageing, and eating the right amount of food to maintain a healthy weight may
mean eating less for some and eating more for others
Treating malnutrition using additional nutrient rich foods (a ‘food first’ approach) can be effective and can reduce
inappropriate requests for prescribed nutritional supplements

Promote the importance of continued exercise/activity to:
•
•

Maintain or improve muscle mass
Improve appetite

Promote making each contact count conversations:
•
#makingevery
contactcount

To maintain good health and wellbeing for older people by using seven key questions which can help to identify key
areas where support may be needed:
1. Are you able to go out to shop for food or to access food when you need it?
2. Are you able to prepare / access 3 – 4 meals per day?
3. Are you able to prepare / access 2 - 3 between meal snacks per day?
4. Are you able to prepare / access at least 6 - 8 hot or cold drinks per day?
5. Do you need help with eating / drinking?
6. Do you have any problems with your mouth, teeth or dentures which might stop you from eating?
7. Are you thin or have you lost weight without trying to?

Further reading and resources5

Friends of the Elderly Guide to good nutrition and hydration in older age
BDA Food Fact Sheet Healthy Eating
BDA Food Fact Sheet Vitamin D
BDA Food Fact Sheet Malnutrition
Nutrition Diet Resource Eating Well with Dementia

BDA Food Fact Sheet Fluid (water & drinks)
BDA OPSG Losing weight is not part of aging
Dairy UK Bring it Back resources

Many thanks to Older People Matter – Food Group for permission to adapt from Leeds City Council Food Consensus Leaflet6
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interventions in those identified as being at risk of malnutrition, have been
shown to be cost-effective approaches.
Additionally, regular nutritional monitoring and investment in services
(e.g. community food and meal provision services) all allow for saving
opportunities. (7)
Dietitians play a significant role in the treatment and management
of malnutrition in a range of settings. Evidence shows that dietetic
care, delivered as part of a multidisciplinary approach, is both clinically
effective (8) and cost-effective (9) in the management of malnutrition.
As well as improving nutrition and hydration status, dietitians
positively impact on health outcomes, including patient wellbeing, patient
self-management, patient function (i.e. activities of daily living) and bowel
function. Symptoms such as nausea, swallowing problems, taste changes
are treatable through dietitian-led nutrition interventions. As with all age
groups and health conditions, dietitians offer individualised nutritional
advice, tailored to the specific needs of the individual.
Through the expertise and leadership of dietitians, it is possible to
integrate nutrition into local care pathways (including those for long-term
conditions) for all community health and social care settings. Dietitians
have the skills to train other healthcare professionals to identify the risk
of malnutrition and thereby enhance effective multidisciplinary team
working. Dietitians are ideally placed to liaise with health and social care
services to ensure that vulnerable individuals living independently have
access to nutrition support services.

BDA INFLUENCING AND SUPPORTING

The Older People Specialist Group (OPSG) of the BDA are the group
for dietitians with an interest in older people’s nutrition. One of the
aims of the group is to champion the use of food as treatment in cases
of malnutrition. OPSG have produced Guiding Food Principles to
demonstrate BDA and dietitians commitment to help keep older people
nutritionally ‘well’ by highlighting the need to identify and act for people
who are nutritionally vulnerable and advocating a food first approach to
treating malnutrition in addition to or instead of prescribed nutritional
supplements.
BDA were delighted to support the UK Malnutrition Awareness Week
2020 which ran from 5th-to-12th October 2020. During the week, BDA
worked to raise public awareness of malnutrition and help people look out
for signs and symptoms.
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apomorphine hydrochloride

Effective Parkinson’s Treatment
PUMP
apomorphine hydrochloride

Designed to be used with the
APO-go® PFS (pre-filled syringe)

Rapid: clinically
effective in
4–12 minutes1
Reliable:
93% response rate2

• Single flow rate

• Lockable

• Variable flow rates

• Replaceable Li-Ion
battery

• Bolus function
• Bolus function lock out

• Infusion can be set to
either a 10 or 20 ml fill

Adding value in Parkinson’s disease care
Value and support for your patients
UK data for one year: January to December 20193

265
Phone clinics
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,
=
5
500
+364

Britannia
Nurse-to-patient
appointments

Response tests

Pre-assessments

Britannia–patient
interactions

CUSTOMER SERVICES
Delivery of APO-go® medication within 72 hours direct
to pharmacy. Dedicated team to answer technical
issues and redirect HCPs, patients and carers to
the Nurse Team or relevant HCP to assist with any
problems relating to their APO-go® Therapy

TRUSTED EXPERIENCE
147 nurse years’ experience within Parkinson’s
disease

24 HOUR TECHNICAL HELPLINE
Dedicated Technical Out of Hours Team to assist with
issues relating to the APO-go® infusion device, and
when necessary arranging a replacement (often within
two hours between 8am and 10pm)

EDUCATION
5 UK national Masterclass meetings in 2019

SPECIALIST CARE
15 Specialist Nurses in APO-go® Therapy (SNAT)

MP

APO-go® Apomorphine hydrochloride. PRESCRIBING INFORMATION.
Consult Summary of Product Characteristics before prescribing.
Indications Treatment of motor fluctuations (“on-off” phenomena) in patients
with Parkinson’s disease which are not sufficiently controlled by oral antiParkinson medication.
Dosage and Administration Apomorphine hydrochloride is administered
subcutaneously either as an intermittent bolus injection or by continuous
subcutaneous infusion. Apomorphine should be initiated in the controlled
environment of a specialist clinic. The patient should be supervised by a physician
experienced in the treatment of Parkinson’s disease (e.g. neurologist). The
patient’s treatment with levodopa, with or without dopamine agonists, should
be optimised before starting APO-go treatment. The appropriate dose for each
patient is established by incremental dosing schedules. For bolus injection it
is suggested to start with 1 mg of apomorphine (0.1 ml) during a hypokinetic
or ‘off’ period. If no response or an inadequate response is obtained after
30 minutes, a second dose of 2 mg is injected and the patient is observed for
a further 30 minutes. The dosage may be increased by incremental injections
with at least a forty minute interval between succeeding injections, until a
satisfactory motor response is obtained. Patients who have shown a good ‘on’
period response during the initiation stage of apomorphine therapy, but whose
overall control remains unsatisfactory using intermittent injections, or who
require many and frequent injections (more than 10 per day), may be commenced
on or transferred to continuous subcutaneous infusion by minipump and/or
syringe driver. Continuous infusion is started at a rate of 1 mg apomorphine
HCl (0.1 ml) per hour then increased according to the individual response.
Increases in the infusion rate should not exceed 0.5 mg per hour at intervals
of not less than 4 hours. Hourly infusion rates may range between 1 mg and
4 mg (0.1 ml and 0.4 ml), equivalent to 0.015 - 0.06 mg/kg/hour. Infusions should
run for waking hours only. Patients treated with apomorphine will usually need to
start domperidone at least two days prior to initiation of therapy. The domperidone
dose should be titrated to the lowest effective dose and discontinued as soon
as possible. Before the decision to initiate domperidone and apomorphine
treatment, risk factors for QT interval prolongation in the individual patient should
be carefully assessed to ensure that the benefit outweighs the risk. The optimal
dosage of apomorphine HCl has to be determined on an individual patient basis;
individual bolus injections should not exceed 10mg and the total daily dose should
not exceed 100mg. Do not use if the solution has turned green. The solution
should be inspected visually prior to use. Only clear, colourless and particle free
solution should be used. Apomorphine must not be used via the intravenous route.
Contraindications Children and adolescents (up to 18 years of age). Known
hypersensitivity to apomorphine or any excipients of the medicinal product.
Respiratory depression, dementia, psychotic disease or hepatic insufficiency.
Intermittent apomorphine HCl treatment is not suitable for patients who have an
“on” response to levodopa which is marred by severe dyskinesia or dystonia.
Pregnancy and lactation Apomorphine should not be used in pregnancy unless
clearly necessary. Breastfeeding: It is not known whether apomorphine is excreted
in breast milk. A decision on whether to continue/discontinue breastfeeding or to
continue/discontinue therapy with APO-go should be made taking into account
the benefit of breast-feeding to the child and the benefit of APO-go to the woman.
Ability to drive and operate machinery Apomorphine has minor or moderate
influence on the ability to drive and use machines. Patients being treated with
apomorphine and presenting with somnolence and/or sudden sleep episodes
must be informed to refrain from driving or engaging in activities (e.g. operating
machines) where impaired alertness may put them or others at risk of serious
injury or death until such recurrent episodes and somnolence have resolved.
Interactions Patients should be monitored during initiation with apomorphine
therapy particularly when used with other medications that have a narrow
therapeutic window. There is potential for interaction with neuroleptic and
antihypertensive agents and cardiac active medicinal products. It is recommended
to avoid the administration of apomorphine with other drugs known to prolong
the QT interval.
Precautions Use with caution in patients with renal, pulmonary or
cardiovascular disease, or who are prone to nausea or vomiting. Apomorphine
may produce hypotension, exercise care in patients with cardiac disease or who
References:
1. Pfeiffer RF, et al. Parkinsonism Relat Disord. 2007;13:93–100.
2. Isaacson S, et al. Mov Disord. 2017;4(1):78–83.
3. Britannia Data on file.
Date of preparation: August 2020. APO1-0820-11474
*vs. baseline measurements; 1.2 ± 1.3 vs. 5.4 ± 2.8, n=93; p<0.001.

are taking vasoactive drugs. Neuropsychiatric disturbances may be exacerbated
by apomorphine. Apomorphine has been associated with somnolence and
episodes of sudden sleep onset (see advice on driving above). Haematology
tests should be undertaken at regular intervals as haemolytic anaemia and
thrombocytopenia have been reported. Monitor patients for the development
of impulse control disorders. Dose reduction/tapered discontinuation should
be considered if such symptoms develop. Dopamine dysregulation Syndrome
(DDS) is an addictive disorder resulting in excessive use of the product seen
in some patients treated with apomorphine; patients and caregivers should
be warned of the potential risk of developing DDS. Apomorphine may have
the potential for QT prolongation, exercise caution when treating patients at
risk for torsades de pointes arrhythmia. Risk factors for use with domperidone
include serious underlying heart conditions such as congestive cardiac failure,
severe hepatic impairment or significant electrolyte disturbance. An ECG
should be performed prior to treatment with domperidone, during the treatment
initiation phase and as clinically indicated thereafter to monitor prolongation
of QT interval. Patients should report possible cardiac symptoms; palpitations,
syncope, or near-syncope and clinical changes that could lead to hypokalaemia,
e.g. gastroenteritis or initiation of diuretic therapy. At each medical visit,
risk factors should be revisited. Apomorphine has been associated with local
subcutaneous effects that can be sometimes reduced by rotation of injection sites
in order to avoid nodularity and induration. Contains sodium metabisulphite which
may rarely cause severe allergic reactions and bronchospasm.
Side Effects: Very common: Hallucinations and injection site reactions. Common:
Neuropsychiatric disturbances, somnolence, transient sedation, dizziness,
yawning, nausea and vomiting. Rarely, injection site necrosis and ulceration
have been reported. Severe drug-induced dyskinesias during “on” periods may
require discontinuation. Postural hypotension is usually transient and infrequent.
Positive Coombs’ tests, haemolytic anaemia and thrombocytopenia have been
reported. Eosinophilia occurs rarely. Dopamine agonists, including apomorphine,
may cause impulse control disorders such as pathological gambling, increased
libido, hypersexuality, compulsive spending or buying, binge eating or compulsive
eating. Rarely, allergic reactions (including anaphylaxis and bronchospasm) due to
sodium metabisulphite. Symptoms of overdose like excessive emesis, respiratory
depression, hypotension and bradycardia may be treated empirically.
Prescribers should consult the Summary of Product Characteristics in relation to
other adverse reactions.
Presentation and Basic NHS Cost APO-go pens (disposable multiple dosage
injector system) contain apomorphine hydrochloride 10mg/ml, as follows: 30mg in
3ml – basic NHS cost £123.91 per carton of 5 pens. APO-go Pre-filled syringes
contain apomorphine hydrochloride 5mg/ml, as follows: 50mg in 10ml – basic
NHS cost £73.11 per carton of 5 syringes. APO-go ampoules contain apomorphine
hydrochloride 10mg/ml as follows: 50mg in 5ml – basic NHS cost £73.11 per
carton of 5 ampoules.
Marketing Authorisation Numbers:
APO-go® Ampoules: PL 04483/0072, APO-go® Pen: PL 04483/0073, APO-go® Pre
Filled Syringes: PL 04483/0074
Legal Category POM
SmPC Revision Date January 2020
API Revision date April 2020
Marketing Authorisation Holder in the UK Britannia Pharmaceuticals, 200
Longwater Avenue, Green Park, Reading, Berkshire, RG2 6GP
Full prescribing information and further information is available from
Britannia Pharmaceuticals at
Britannia@medinformation.co.uk or 01483 920 763.
Adverse events should be reported. Reporting forms and
information can be found at www.mhra.gov.uk/yellowcard or search
for MHRA Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported to Britannia
Pharmaceuticals Ltd at
dso@britannia-pharm.com or 01483 920 763.
Version Number: APG.PI.V28
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VITAMIN D

A TOUCH OF THE SUN

As the COVID-19 emergency continues, NIHR explores society’s elevated levels
of vitamin D awareness, as well as how suitable supplementation can be
achieved for individuals with specific dietary requirements.

SHEDDING NEW LIGHT

Stay sussed on the latest research
centring on the potential
connotations of vitamin D deficiency
and coronavirus.

In a retrospective study of patients tested for
COVID-19, researchers at the University
of Chicago Medicine found an association
between vitamin D deficiency and the
likelihood of becoming infected with the
coronavirus.
The research team looked at 489 patients
whose vitamin D level was measured within
a year before being tested for COVID-19.
Patients who had vitamin D deficiency (< 20ng/
ml) that was not treated were almost twice
as likely to test positive for the COVID-19
coronavirus compared to patients who had
sufficient levels of the vitamin.
The study, ‘Association of Vitamin D
Status and Other Clinical Characteristics
with COVID-19 Test Results’, was published
in JAMA Network Open. Findings were
previously reported on medRxiv, a preprint
server for the health sciences.

ASK THE EXPERT

One pharmacist, Harmen Yones,
talks NIHR through the significance
of vitamin D, and how the profession
can put the lessons gleaned from its
crucial role into practice.

Kurdish region of Iraq. I grew up and stayed in
London and attended the University of Kent to
gain my Master’s degree in Pharmacy. Ever since
then I have worked as manager and locum in
the community pharmacy sector. Coming from
a BAME background it has been nice to see the
appreciation and focus on us as a population
and the need to better protect us against this
horrible pandemic.

WHAT IS VITAMIN D AND
WHY IS SUPPLEMENTATION
RECOMMENDED?

Vitamin D is a key component which the body
needs and is very important in regulating the
amount of calcium and phosphates in the body.
Vitamin D also plays a key part in a number of
bodily functions.

WHY HAS THE IMPORTANCE OF
VITAMIN D BEEN INCREASINGLY
PROFILED IN LIGHT OF COVID-19?

Well, the first time we heard about vitamin D
and COVID-19 was when we were in national
lockdown – individuals were constrained at
home indoors and subsequently not getting
enough sunlight, which is a key requirement for
the body to make vitamin D.
Later, as doctors from different parts of the
world started giving patients with COVID-19
vitamin D and seeing positive results, studies
and trials were published.

WHICH PATIENT GROUPS ARE AT
RISK OF POOR OUTCOMES FROM
COVID-19?

We have heard over and over again that the
elderly population are at increased risk, as
well as those individuals with pre-existing
conditions, such as hypertension, diabetes and
respiratory illness.

Harmen Yones

CAN YOU TELL US ABOUT YOUR
BACKGROUND?

I came to the UK in 1991 after the then leader
of Iraq, Saddam Hussein, bomb attacked the
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WHAT IS THE POTENTIAL IMPACT
ON THE BAME COMMUNITY
SPECIFICALLY?
Unfortunately, the BAME population seem
to have a high rate of mortality related to
COVID-19. There has still not been any
definitive answer as to why this is, however it

has been related to lower vitamin D production
due to the sunlight process making of vitamin D
being lower in the BAME population.

ARE THERE ANY ISSUES RELATING
TO COMPLIANCE OF VITAMIN D
GUIDELINES WITHIN THE BAME
COMMUNITY?

Not that I’m aware of. There have been
misconceptions that because the origins of the
BAME populations are from relatively hot
countries, there is not a need for vitamin D
supplementation, however this is not the case
and patients with low vitamin D even occur in
hot sunny countries.
Individuals may also sometimes live in
a small population with strict dietary and
religious requirements which may prevent
them from taking vitamin D and any other
medication which may not be in line with their
requirements.

ARE SUPPLEMENTS WHICH ARE
HALAL, KOSHER, VEGETARIAN ETC.
READILY AVAILABLE?

To my knowledge vegetarian products are much
more readily available and easier to source.
In terms of halal and kosher, these are not
advertised as much as they should be, and if
they are readily available then the knowledge
around the product should be widely shared,
as it would be a powerful bargaining tool when
conducting discussions with patients that need
those requirements.

DO YOU HAVE ANY TIPS FOR
PHARMACISTS ADVISING
BAME PATIENTS ON VITAMIN
D SUPPLEMENTATION IN THE
PHARMACY?

My advice would be to always reiterate that
low vitamin D can affect anybody of any
background and origin, and not dealing with
it can lead to significant health complications,
and how it’s more important, now than ever, to
protect ourselves from COVID-19.
My advice would also be to have a thorough
look at the current vitamin D products in
the market – there are brands that don’t cost
anymore, or in fact are even cheaper, than
currently-used brands, which will meet the
required needs of specific dietary and religious
beliefs.

Switch & save 30% + with.. StriVit D3
Colecalciferol

•

One of the most cost effective listed licensed
Colecalciferol brands2 in the UK.

•

Available in the 800IU, 3200IU and 20,000IU strengths
they provide bio equivalent and bio-efficient therapeutic
doses to suit varying needs.

•
•
•

Nut and soya free, suitable for vegetarians.
Kosher and Halal certified.
Secure supply chain with AAH, Alliance and Phoenix.

Cost comparison
Cost of StriVit D3 soft gel capsules compared to the leading range of licensed vitamin D3 supplement.1
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Prescribing Information. Strivit-D3 800IU, 3200IU and 20,000IU Capsules, Soft Licensed
Vitamin D Supplement. Composition: Each Capsule contains 800IU Colecalciferol (equivalent
to 20 micrograms vitamin D3), 3,200IU Colecalciferol (equivalent to 80 micrograms vitamin D3),
20,000IU colecalciferol (equivalent to 500 micrograms vitamin D3). Therapeutic indication:
Prevention and treatment of vitamin D deficiency in adults and adolescents with an identified
risk. As an adjunct to specific therapy for osteoporosis in patients with vitamin D deficiency or
at risk of vitamin D insufficiency. (please refer to the SMPC for further details). Posology and
method of administration: The dosage of vitamin D depends on severity of the disease, as well
as patients’ response to treatment. Based on patient’s needs, capabilities and preferences daily,
weekly or monthly dosing regimens can be offered. Lower dosage forms (e.g. 400 IU, 500 IU, 800
IU and 1,000IU) are suitable for daily vitamin D supplementation, while higher dosage forms like
20,000 IU contain amounts for weekly or monthly use, which should be taken into consideration.
The dosage and the frequency of administration has to be established individually by a physician.
Not all given recommended doses can be achieved with this product. Alternatively, national
posology recommendations in prevention and treatment of vitamin D deficiency can be followed.
Adults: Prevention of vitamin D deficiency and as an adjunct to specific therapy for osteoporosis:
Recommended dose range is 600 IU- 800 IU per day or equivalent weekly or monthly dose [20,000
IU (1 capsule) per month]. Treatment of vitamin D deficiency: 800 IU per day or equivalent weekly
or monthly dose [maximum cumulative dose 20,000 IU (1 capsule) per month]. Higher doses should
be adjusted dependent upon desirable serum levels of 25-hydroxycolecalciferol (25(OH)D), the
severity of the disease and the patient s response to treatment. The dose should not exceed 4,000
IU per day or equivalent weekly [20,000 IU (1 capsule) per week] or monthly dose. Adolescents:
The dose for adolescents aged 12 years or more should be adjusted dependent upon desirable
serum levels of 25-hydroxycolecalcif- erol (25(OH)D), the severity of the disease and the patient
s response to treatment. The dailydose should not exceed 4,000 IU per day or equivalent weekly
[20,000 IU (1 capsule)per week] or monthly dose. Other conditions: In obese patients, patients
with malabsorption syndromes, and patients on medications affecting vitamin D3 metabolism,
higher doses are required for the treatment and prevention of vitamin D3 deficiency. Method of
administration: Oral. The capsules should be swallowed whole (not chewed) with water and may
be taken independently from meal. Contraindications: Special warnings and precautions:
Hypersensitivity to vitamin D or any of the excipients in the product, Hypervitaminosis D,
Nephrolithiasis, Nephrocalcinosis, Diseases or conditions resulting in hypercalcaemia and/or
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hypercalciuria, Severe renal impairment. Paediatric population STRIVIT-D3 20,000 IU capsules
should not be given to children under 12 years of age due to the risk of choking. Hepatic impairment.
No dose adjustment is required. Pregnancy & lactation: The recommended daily intake for
pregnant women is 400 IU, however, in women who are considered to be vitamin D3 deficient a
higher dose may be required [up to 2,000 IU/ day or equivalent weekly or monthly dose (60,000
IU (3 capsules) per month)]. There are no or limited amount of data from the use of STRIVIT-D3
in pregnant women. Studies in animals have shown reproductive toxicity (see section 5.3). The
recommended daily intake for pregnant women is 400 IU, however, in women who are considered
to be vitamin D deficient a higher dose may be required. STRIVIT-D3 can be used up to 2,000 IU/day
only in case of a Vitamin D deficiency. Breastfeeding: Vitamin D and its metabolites are excreted in
breast milk. Overdose in infants induced by nursing mothers has not been observed, however, when
prescribing additional vitamin D to a breast-fed child the practitioner should consider the dose of any
additional vitamin D given to the mother. Fertility: There are no data on the effect of STRIVIT-D3
on fertility. However, normal endogenous levels of vitamin D are not expected to have any adverse
effects on fertility. Effects on ability to drive and use machines: None. Undesirable effects:
(Please refer to the current Summary of Product Characteristics for further information.) NHS
price: 800IU £2.50 per 30 capsules; 3200IU £9.32 per 30 capsules; 20,000IU £9.60 per 10 capsules
& £13.15 per 20 capsules. Legal classification: POM. Marketing Authorisation Holder: Strides
Arcolab International Ltd, Unit 4, Metro Centre, Tolpits Lane, Watford, Hertfordshire, WD18 9SS.
Authorisation Number: PL 28176/0170, PL 28176/0188,PL 28176/0189. Date of Preparation:
07/01/2016, 15/02/2019.
Adverse events should be reported. Reporting forms and information can be found at www.
mhra.gov.uk/yellowcard. Adverse events should also be reported to Strides Pharma UK Medical
Information tel: 08708 510 207 or mail to: enquiries@medicalinformation.co.uk
Date of Preparation: August 2020.
References: 1. Drug tariff August price list Part VIIA products. 2. https://bnf.nice.org.uk/drug/
colecalciferol.html.
Job Code: 005 Date of Preparation: September 2020.

www.stridespharma.co.uk
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PROMOTION

THE FUTURE IS BRIGHT

Nathan Wiltshire, Group Chief Executive of Cambrian Alliance,
shares how the company have been successfully overcoming
the challenges of COVID-19 and equipping their members with
indispensable support.
HOW IMPORTANT IS IT, NOW MORE
THAN EVER, FOR PHARMACIES TO
ENSURE THEY ARE PURCHASING
EFFECTIVELY?

Nathan Wiltshire

AS WE ARE NOW SIX MONTHS
INTO THE COVID-19 PANDEMIC,
WHAT WOULD YOU SAY HAVE BEEN
THE LARGEST ISSUES FACED BY
COMMUNITY PHARMACY?

In England and Wales the greatest challenge
remains the chronic underfunding of
community pharmacy, both in terms of the
five-year contract and more recently the lack
of additional funding from government to
deal with COVID. The recent lockdown and
continuing local restrictions have highlighted
just what an important role community
pharmacy and independent pharmacy in
particular has had to play in supporting the
wider primary care network and the NHS. It
continues to be disappointing that there is no
further clarity regarding the advance payment
and how this is to be treated going forward.
Drug availability and general market
volatility has also been a real problem and the
record number of lines not available below
the drug tariff in England has continued
throughout this year.
Overall, I would say the main concern of
contractors is a lack of confidence in the future
and a real sense of being undervalued.
In Scotland, thankfully, we have seen a
different picture; the three-year funding deal
provides certainty as well as incremental fixed
percentage uplifts.
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It is vital and absolutely critical for contractors
to get right if they are to have a sustainable
business. Of the overall pharmacy funding
framework of £2.59 billion, over 31 per cent
of it, a total of £800 million, still relates to
retained margin and ultimately how much
purchasing profit a contractor can deliver.
Although the contract facilitates a move
towards services, some of the remuneration
we have seen linked to these services has been
very disappointing and limited. The retained
margin element is something that contractors
can directly affect and have an impact on.

WHAT HAS CAMBRIAN ALLIANCE
DONE OVER THE LAST SIX MONTHS
TO PROVIDE SUPPORT FOR THEIR
MEMBERS?
Our most significant development has
been the development and deployment of
e-CASS web. For the first time, this has given
contractors who may not wish to use a buying
platform via their PMR, access to the same key
features as other e-CASS users and allowed
them maximum control over their business.
Alongside this, we are also really pleased to
have been able to launch e-CASS warehouse,
a platform designed specifically to utilise
dead stock and reduce unnecessary spend. For
those users with a more complex inventory
management requirement or multiple
pharmacies, the platform supports the moving
of stock between branches to fully optimise
inventory and improve margins and cashflow.
Finally, we were really pleased to release
our new monthly profit reports, providing
our members with line by line detail on their
purchasing and identifying margin by product
category, supplier and product. This is really
useful to allow contractors to benchmark
against other members and also understand
relative financial performance without having
to wait for their payment schedule.

WHAT DO YOU BELIEVE THE
SHORT AND LONG-TERM EFFECTS
OF THE PANDEMIC WILL BE ON
COMMUNITY PHARMACY?

I hope, and remain optimistic, that the recent
pandemic has allowed community pharmacy
to highlight like never before the significant
contribution they make to their communities
and the wider NHS. If we can effectively
raise the profile of community pharmacy and
shout about the great work our colleagues and
members do, day in and day out, I believe this
could be a watershed moment for the industry.
I understand there are challenges and we
know the government does not have a good
track-record of listening and understanding
the value that community pharmacy can offer,
but we must collectively do all we can to use
this opportunity.
In particular, we will be doing all we
can to oppose changes to the regulations to
support so-called, ‘hub and spoke’ models that
will undoubtedly disadvantage independent
community pharmacy and undoubtedly
give a significant advantage to the vertically
integrated multiples.

AS WE MOVE TOWARDS THE END
OF 2020, WHAT ARE CAMBRIAN
ALLIANCE’S AMBITIONS FOR THE
COMING 12 MONTHS?

That would be telling! We have another
ambitious and aggressive development
roadmap and have further version releases
planned over the next few months for
e-CASS. Several big announcements are due
regarding new platforms and some fantastic
new features. What I can say is that we will
continue to do all we can to bring about
real price transparency to the UK medicine
supply market. You will have heard me say on
countless occasions before that we believe the
market is too complex and far too opaque. Our
role, as always, is to simplify the market, ensure
contractors achieve best value and ensure that
there is transparency in order that contractors
are making informed decisions.

TRUST THE INFATRINI
RANGE FOR INFANTS WITH
FALTERING GROWTH
Infatrini is the only high energy, nutrient-dense formula range clinically
proven to support weight gain & adequate nutrient intake in infants with
faltering growth1-7, including those with tolerance issues8,9.

Call to order samples*

1800 923 404

This information is intended for Healthcare Professionals only.
Infatrini & Infatrini Peptisorb are Foods for Special Medical Purposes for the dietary management
of disease related malnutrition and growth failure in infants and young children. It must be used
under medical supervision after consideration of all feeding options, including breastfeeding.
*Product can be provided to patients upon the request of a Healthcare Professional.
They are intended for the purpose of professional evaluation only.
Accurate at time of publication: October 2020
REFERENCES:
1. Clarke SE, et al. J Hum Nutr Diet 2007; 20: 329-39. 2. van Waardenburg DA, et al. Clin Nutr 2009; 28; 24955. 3. de Betue CT, et al. Arch Dis Child 2011; 96: 817-22. 4. Zhang H, et al. Nurs Crit Care 2019;24(2):97-102.
5. Cui Y, et al. JPEN J Parenter Enteral Nutr 2018; 42: 196-204. 6. Scheeffer VA, et al. JPEN J Parenter Enteral
Nutr 2020; 44(2); 348-54. 7. Eveleens RD, et al. J Hum Nutr Diet 2019; 32; 3-10. 8. Smith C, et al. Clin Nutr
2018; 37(3); 1005-12. 9. Marino LV, et al. J Hum Nutr Diet 2019; 32(3); 400-408

WWW.NIHEALTHCARE.COM

SICKLE CELL DISORDER

SPOTLIGHT
ON: SICKLE
CELL
DISORDER
Boost your awareness of
sickle cell disorder and how
you can help improve the
overall quality of life of those
affected by it with the Sickle
Cell Society’s expert insights.
WHAT IS SICKLE CELL DISORDER?

Sickle cell disorders (SCD) are a group of illnesses which affect your red
blood cells. Sickle cell is a genetic condition, which means it is passed on
from your parents and you are born with it; you can’t catch it from other
people.
SCD cause your normally round and flexible blood cells to become
stiff and sickle-shaped, stopping the blood cells, and the oxygen they
carry, from being able to move freely around the body and causing pain.
This can cause episodes of severe pain. These painful episodes are referred
to as sickle cell crisis. They are treated with strong painkillers, such as
morphine, to control the pain.
People with sickle cell are also at risk of complications of stroke, acute
chest syndrome, blindness, bone damage and priapism (a persistent,
painful erection of the penis).
Over time, people with sickle cell can experience damage to organs,
such as the liver, kidney, lungs, heart and spleen. Death can also result
from complications of the disorder. Treatment of sickle cell mostly

focuses on preventing and treating complications.
The only possible cure for the disorder is bone marrow transplant but
this is only possible for a limited number of affected individuals who
have a suitable donor. A medicine called Hydroxyurea can significantly
reduce the number of painful crises.

DID YOU KNOW?

• SCD is inherited from both parents; sickle cell trait is inherited from

one parent
• SCD can affect anyone, although it predominantly affects people from
African and Caribbean backgrounds
• One-in-76 babies born in the UK carry sickle cell trait
• Approximately 15,000 people in the UK have sickle cell disorder
• Approximately 270 babies with SCD are born in the UK every year
• A simple blood test will tell whether you have sickle cell trait or the
disorder
• Children with SCD are at increased risk for stroke; the risk is highest
Continued onto next page
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in children under the age of nine years who find swallowing tablets
difficult.
The Sickle Cell Society worked with Nova Laboratories on their
patient-facing materials to ensure that they were clear and easy to
understand.
This is great news for the sickle cell community in Scotland and
shows the promising trajectory of treatments being made available for
people living with sickle cell across the UK.
Hydroxycarbamide (Xromi) is also currently available in England
and Wales.

THE IMPORTANCE OF BLOOD DONATION

between the ages of two-and-16
• Episodes of pain may occur in sickle cell disorder and are generally
referred to as a crisis
• People living with SCD are in the extremely clinically vulnerable group
and have to shield during the coronavirus (COVID-19) pandemic

THE SICKLE CELL TRAIT

Sickle cell trait is inherited when only one of your parents has passed
on the sickle gene, and will never develop into sickle cell disorder. You
do not have symptoms from sickle cell trait, so it is a good idea to have
a blood test to see if you have sickle cell trait. If you have the trait, the
majority of red cells in the blood are normal round-shaped cells. Some
sickle-shaped cells may be present under certain conditions.
The trait is not an illness, but if you are planning to have children,
then certain factors have to be considered. If your partner does not
have sickle cell trait, then any children you have will not have sickle cell
disorder, but they could have the trait (50 per cent chance). If you and
your partner both have the trait, there is a 25 per cent chance that any
child conceived may have sickle cell disorder and 50 per cent chance they
will have the trait.

RECENT RESEARCH

The latest research is showing the possibility of two new drugs becoming
available in the UK (subject to NICE and NHS England Approval). For
a long time, many sickle cell patients have had to rely on just one licensed
drug (Hydroxycarbamide / Hydroxyurea). Hopefully, in the future, two
new options (Crizanlizumab and Voxelotor) will become available. The
Sickle Cell Society continue to support further research and innovation
in new treatments for sickle cell, such as stem cell transplantation and
gene therapy
In Scotland, on 10th July, the Scottish Medicines Consortium (SMC)
completed its assessment of hydroxycarbamide 100mg/mL oral solution
(Xromi), and following review by the SMC Executive, advises NHS
boards and Area Drug and Therapeutic Committees on its use in NHS
Scotland.
Hydroxycarbamide (Xromi) is a licensed, strawberry-flavoured oral
liquid formulation for the prevention of vaso-occlusive complications
of sickle cell in patients over two years of age. It is expected to be used
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The society’s work on blood donation addresses the underrepresentation
of African and Caribbean blood donors through a range of community
engagement and online tools focused on raising awareness of sickle
cell disorder and increasing regular blood donation in black-heritage
communities.
Blood donation, and ensuring that there is a sufficient amount of
ethnically matched blood available, is essential for the treatment of
people with severe sickle cell disorder.
Receiving regular blood transfusions can help prevent sickle cell crisis
and are used to treat anaemia and other severe symptoms associated with
the condition. Black donors are 10 times more likely to have the Ro and
B positive blood types most commonly present in those with sickle cell
disorder. Closely matched blood is needed as it is less likely to be rejected
by people having frequent blood transfusions.

ABOUT THE SICKLE CELL SOCIETY

The Sickle Cell Society are the only national charity in the UK that
support and represent people affected by a sickle cell disorder to improve
their overall quality of life. First set up as a registered charity in 1979, the
Sickle Cell Society have been working alongside healthcare professionals,
parents, and people living with sickle cell to raise awareness of the
disorder. The society’s aim is to support those living with sickle cell,
empowering them to achieve their full potential.
For their work, the society were independently assessed and awarded
the 2018 GSK IMPACT Award – a national award that recognises
charities that are doing excellent work to improve people’s health and
wellbeing.
The Sickle Cell Society work in a number of areas:
• Providing a national support and information helpline
• Working in parliament on policy as secretariat of the Sickle Cell and
Thalassaemia All-Party Parliamentary Group
• Providing support, education, and activities through events, projects
and an annual children’s holiday (many of these are now delivered
virtually)
• Working with Public Health England on delivering a world-leading
screening programme
• Raising awareness of sickle cell and the need for more blood donors
For more information, and to make a donation to support the work
of the Sickle Cell Society, visit www.sicklecellsociety.org or follow the
team on social media @SickleCellUK on Facebook, Instagram, Twitter
and LinkedIn.
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NUTRITIONAL CARE
IN CANCER
Improvements in cancer screening, diagnosis and treatment
mean that more people are living with, and beyond, a
cancer diagnosis. Longer life-expectancy also increases
the lifetime risk of developing cancer, which is projected
to affect more than one-in-three of the population. In
this article, Dr Carol Granger, DProf MSc CBiol FBANT,
an independent nutrition consultant, discusses
some of the issues relevant to nutritional care
for people affected by cancer.
Dr Carol Granger
Studies on diet and cancer prevention have
provided some persuasive evidence on some of
the best ways to avoid cancer, but few studies
have examined how diet may affect people after
they have developed cancer. The evidence we
have to date is systematically reviewed by the
World Cancer Research Fund (WCRF), which
provides the general advice that people with
a diagnosis of cancer should follow for cancer
prevention. That is:
• Achieve and maintain a healthy weight
Increase intake of plant foods – vegetables, fruit,
wholegrains and beans
• Limit consumption of red and processed meat
• Limit consumption of fast foods and other
processed foods high in fat or sugar, and sugarsweetened drinks
• Be physically active
• Limit consumption of alcohol
A few large studies have examined cancer
outcomes with dietary patterns and the focus
on ‘plant-rich diet’ is supported; in the US
National Health and Nutrition Examination
Survey, a high intake of vegetables and fruits
was significantly associated with longer survival
in people who had been diagnosed with cancer.
Apart from potential benefits to cancer
outcomes, diet quality impacts on overall
health and resilience. Improving nutrition also
contributes to reducing other health risks, such
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as cardiovascular disease, diabetes and cognitive
decline. Supporting people living with and
beyond cancer to make appropriate diet and
lifestyle choices therefore can have multiple
health benefits. The provision of nutrition
information for people with a cancer diagnosis
is an area of research for the National Institute
for Health Research (NIHR). A survey from
this collaboration identified a need for better
training of healthcare professionals in delivering
appropriate advice for cancer patients. (Murphy
et al, 2020)

NUTRITION ADVICE IN THE
COMMUNITY SETTING

Dietary needs often change for individuals at
different stages of their cancer journey. Patients
having intensive treatment may have very
different needs to someone who has completed
their treatment, and it is advisable to direct
questions about diet to the patient’s oncology
team where they are receiving active treatment.
Public health messages about increasing intakes
of vegetables and fruit and reducing sugar
intake are relevant for many living with and
beyond cancer, but there are some groups of
patients that require more tailored advice from
an appropriate specialist. Specific advice from
a renal dietitian, especially on vegetable and
fruit intake, will be needed for those with renal

insufficiency that need to restrict potassium.
Dietary modification during and after
treatment for colorectal cancer again often
requires specialist advice. Drug-nutrient
interactions may also affect some cancer
treatments, worth considering with regards
to dietary intakes. For example, bortezimib
(Velcade ®) used in myeloma may be subject
to interference from high intakes of vitamin
C (and green tea), therefore the advice on
fruit and vegetable intake would need to take
account of this (oranges and red peppers are
high in vitamin C, for example).

NUTRITION AND OBESITY AFTER A
CANCER DIAGNOSIS

Data emerging on the impact of coronavirus
has identified the risks associated with being
overweight and obesity. The greater public
awareness of these risks can also offer ‘teachable
moments’ about weight and its relationship to
the risks of several cancers. Risks of recurrence
and progression are higher in obese survivors of
several cancers, including breast, endometrial,
renal and colorectal cancers. At the end of
hospital treatment patients may receive advice
about diet and physical activity, but continued
supportive messages from primary care
professionals can help cancer survivors to make
healthy choices.
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Superficial messages of ‘eat less, move more’ do not take account of the
psychological and metabolic complexities of obesity, but any positive
encouragement to make healthy choices can be helpful, and can capitalise
on the current campaigns directed at improving health in the context of
COVID.
Some widely-used maintenance treatments are associated with
increased adiposity due to their modes of action, for example androgendeprivation therapy (ADT) used in prostate cancer, with the metabolic
consequences of testosterone reduction. Similarly, with selective oestrogen
receptor modulator (SERM) tamoxifen, central weight gain and adiposity
is common. Appropriate advice for patients taking these treatments may
include increasing physical activity, which has been demonstrated to have
beneficial impacts on survival for both of these patient groups. For breast,
colorectal and prostate cancer, small studies suggest that adherence to a
Mediterranean-style diet may be associated with better outcomes. This
translates as eating more fish, vegetables, wholegrains, legumes, nuts, seeds
and olive oil. The principle of dietary displacement works to reduce the
intake of less favourable foods, such as high-calorie processed foods, when
more of the plate is filled with vegetables that are rich in fibre and help the
individual to feel full.

NUTRITIONAL CARE FOR MALNUTRITION

People with head and neck cancers (HNC), upper GI cancers and
hepatobiliary cancers are more likely to have problems with undernutrition, and in some cases supplemental nutrition will be required.
Specialist dietetic support during and after treatment for these cancers
will often be indicated. Some patients, especially with HNC, will have
had enteral feeding enabled by a PEG fitted at the start of treatment and
may remain entirely supported nutritionally through this route. Parenteral
and enteral nutrition are specialist areas of practice delivered with
multidisciplinary support from pharmacy, dietetics and nursing services.
Supplementary sip feeding can be helpful where there is insufficient
intake of food and there are several ranges of product available, which
can be prescribed by dietitians. Patients may need to try several different
products before they find the flavours and formats they prefer. It’s worth
remembering that there are psychosocial and cultural aspects to food and
eating that play an important role in the nutrition of people living with
and beyond cancer. Therefore, where people can eat ‘normal food’, even if
only small amounts, that can support a sense of normality and wellbeing.
Support from speech and language therapy helps patients with HNC
improve the experience and safety of eating and drinking.
Temporary reduction in dietary intake can result from treatment
side-effects, such as sore mouth and loss of appetite. This may be more
common with some chemotherapy regimes, as some drugs have a more
profound effect on oral tissues and on the sense of taste. Specialist
oncology nurses provide support for these and other side-effects of
treatment. A number of resources are also available for patients to access
from cancer charities, such as WCRF, Macmillan and Penny Brohn
Cancer Care. Patients can be signposted to these resources which include
recipes and food tips.

NUTRITIONAL CARE IN ADVANCED CANCER

Maintenance treatments like ADT and some targeted drugs and
immunotherapies can mean that patients with metastatic cancer are
living longer, in some cases for many years with advanced disease. In these
situations, nutritional choices can be important. Conversely, patients with
very advanced aggressive cancers will often have different priorities than
those in remission, and the emphasis on quality of life will affect dietary
choices. Appropriate nutrition support may include supplementary
products where food intake is reduced.

IS THERE MORE TO FOOD THAN ‘NUTRITION’?

There is emerging evidence that our resident intestinal microbes have
a significant influence on health, and dietary intake has an effect on
this ‘microbiome’. This collection of microbes, a kilo or so in a typical
adult, appears to influence immunity through interactions with some
populations of white blood cells in the intestinal lining and perhaps in
other mucosal surfaces. One aspect of cancer nutrition that will hopefully
receive more attention in future, is how dietary components can influence
this ‘microbiome’ in cancer patients and people at risk of cancer. Plant
fibre, olive oil and oily fish have ‘prebiotic’ properties, that is, they support
the growth of various species of gut microbes. This is a whole new realm of
research, where microbiology meets nutrition science!

A NEED FOR BALANCE

There are many areas of diet and nutrition where there is considerable
uncertainty and this applies to cancer care as with many other clinical
areas. Advice can be contradictory even among the ‘experts’ and there
are a number of reasons why it’s difficult for research to determine how
diet may affect people after a cancer diagnosis. Unlike studies of drug
treatments which can be carefully controlled, diets are complex. Individual
responses to foods (such as glycaemic response) can vary and the overall
pattern of foods has a different effect than individual food. Even cooking
methods can impact on nutritional value. There are also myriad psychsocial factors affecting an individual’s relationship to their diet and their
health, especially with a life-changing diagnosis like cancer. Against this
background of uncertainty, some may feel unable to give definitive advice
on nutrition for people with cancer, and may even dismiss diet as a factor
worth considering. However, balanced against this apparent confusion
and uncertainty, is the simple fact that we all need to eat. A person living
with and beyond a cancer diagnosis can be supported to make healthy
food choices that may also impact on other disease risks, like heart disease,
and also give them a sense of contributing to their own health journey.
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PRESCRIBING INFORMATION - SMOFKABIVEN® CENTRAL EMULSION FOR INFUSION. Consult
the Summary of Product Characteristics for full information. Additional information is
available on request.
Active ingredients: 1970ml bag Amino acid solution with electrolytes 1000ml, Glucose
42% 595ml, Lipid emulsion 375ml - corresponding to: Soya-bean oil, refined 22.5g,
Medium-chain triglycerides 22.5g, Olive oil, refined 18.8g, Fish oil, rich in omega-3-acids
11.3g, Glucose (monohydrate) 250g, Alanine 14.0g, Arginine 12.0g, Glycine 11.0g, Histidine
3.0g, Isoleucine 5.0g, Leucine 7.4g, Lysine (as acetate) 6.6g, Methionine 4.3g, Phenylalanine
5.1g, Proline 11.2g, Serine 6.5g, Taurine 1.0g, Threonine 4.4g, Tryptophan 2.0g, Tyrosine 0.40g,
Valine 6.2g, Calcium chloride (as dihydrate) 0.56g, Sodium glycerophosphate (as hydrate)
4.2g, Magnesium sulphate (as heptahydrate) 1.2g, Potassium chloride 4.5g, Sodium acetate
(as trihydrate) 3.4g, Zinc sulphate (as heptahydrate) 0.013g 1477ml bag Amino acid solution
with electrolytes 750ml, Glucose 42% 446ml, Lipid emulsion 281ml - corresponding to: Soyabean oil, refined 16.9g, Medium-chain triglycerides 16.9g, Olive oil, refined 14.1g, Fish oil, rich
in omega-3-acids 8.4g, Glucose (monohydrate) 187g, Alanine 10.5g, Arginine 9.0g, Glycine
8.2g, Histidine 2.2g, Isoleucine 3.8g, Leucine 5.6g, Lysine (as acetate) 5.0g, Methionine 3.2g,
Phenylalanine 3.8g, Proline 8.4g, Serine 4.9g, Taurine 0.75g, Threonine 3.3g, Tryptophan 1.5g,
Tyrosine 0.30g, Valine 4.6g, Calcium chloride (as dihydrate) 0.42g, Sodium glycerophosphate
(as hydrate) 3.1g, Magnesium sulphate (as heptahydrate) 0.9g, Potassium chloride 3.4g,
Sodium acetate (as trihydrate) 2.6g, Zinc sulphate (as heptahydrate) 0.0097g 986ml bag
Amino acid solution with electrolytes 500ml, Glucose 42% 298ml, Lipid emulsion 188ml corresponding to: Soya-bean oil, refined 11.3g, Medium-chain triglycerides 11.3g, Olive oil,
refined 9.4g, Fish oil, rich in omega-3-acids 5.6g, Glucose (monohydrate) 125g, Alanine
7.0g, Arginine 6.0g, Glycine 5.5g, Histidine 1.5g, Isoleucine 2.5g, Leucine 3.7g, Lysine (as
acetate) 3.3g, Methionine 2.2g, Phenylalanine 2.6g, Proline 5.6g, Serine 3.2g, Taurine 0.50g,
Threonine 2.2g, Tryptophan 1.0g, Tyrosine 0.20g, Valine 3.1g, Calcium chloride (as dihydrate)
0.28g, Sodium glycerophosphate (as hydrate) 2.1g, Magnesium sulphate (as heptahydrate)
0.60g, Potassium chloride 2.2g, Sodium acetate (as trihydrate) 1.7g, Zinc sulphate (as
heptahydrate) 0.0065g 493ml bag Amino acid solution with electrolytes 250ml, Glucose
42% 149ml, Lipid emulsion 94ml – corresponding to: Soya-bean oil, refined 5.6g, Mediumchain triglycerides 5.6g, Olive oil, refined 4.7g, Fish oil, rich in omega-3-acids 2.8g, Glucose
(monohydrate) 63g, Alanine 3.5g, Arginine 3.0g, Glycine 2.8g, Histidine 0.8g, Isoleucine 1.3g,
Leucine 1.9g, Lysine (as acetate) 1.7g, Methionine 1.1g, Phenylalanine 1.3g, Proline 2.8g, Serine
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0.9g, Zinc sulphate (as heptahydrate) 0.0033g. Indications: Parenteral nutrition for adults
and children aged 2 years and above when oral or enteral nutrition is impossible, insufficient
or contraindicated. Dosage and administration: Intravenous infusion into a central vein.
The dose should be individualised to the patient’s clinical condition, body weight (bw) and
nutritional requirements. Adults - The dose range of 13-31 ml/kg bw/day covers the needs of
the majority of patients. In obese patients the dose should be based on the estimated ideal
weight. The recommended maximum daily dose is 35ml/kg bw/day. Infusion rate should not
exceed 2.0ml/kg bw/hour (corresponding to 0.25g glucose, 0.10g amino acids, and 0.08g
lipids /kg bw/hour). The recommended infusion period for adults is 14-24 hours. Children
(2-11 years) - The infusion rate should not exceed 2.4ml/kg bw/hour (corresponding to 0.30g
glucose, 0.12g amino acids and 0.09g lipids /kg bw/hour). At the maximum infusion rate,
do not use an infusion period of longer than 14 hours and 30 minutes. The recommended
infusion period in children aged 2-11 is 12-24 hours. The recommended maximum daily
dose is 35ml/kg bw/day. Adolescents - SmofKabiven Central can be used as in adults.
To provide total parenteral nutrition, trace elements, vitamins and possibly electrolytes
should be added according to the patient’s need. Contraindications: Hypersensitivity
to fish-, egg-, soya- or peanut protein or to any of the active substances or excipients,
severe hyperlipidaemia, severe liver insufficiency, severe blood coagulation disorders,
congenital errors of amino acid metabolism, severe renal insufficiency without access
to hemofiltration or dialysis, acute shock, uncontrolled hyperglycaemia, pathologically
elevated serum levels of any of the included electrolytes, general contraindications to
infusion therapy (acute pulmonary oedema, hyperhydration, decompensated cardiac
insufficiency), hemophagocytotic syndrome, unstable conditions, infants and children
under 2 years of age. Special warnings and precautions for use: See SmPC for further
information. Use with caution in conditions of impaired lipid metabolism, in patients with a
tendency towards electrolyte retention, in lactic acidosis, increased serum osmolarity and
insufficient cellular oxygen supply. Contains soya-bean oil, fish oil and egg phospholipids
which may rarely cause allergic reactions. Cross allergic reaction has been observed
between soya-bean and peanut. Use a continuous and well-controlled infusion. Strict
aseptic precautions should be taken. Electrolyte and fluid balance disturbances should be
corrected prior to infusion. Special clinical monitoring is required at the beginning of any

insufficiency. Monitor triglyceride levels (serum concentration should not exceed 4mmol/l
during infusion), serum glucose, electrolytes, osmolarity, fluid balance, acid-base status
and liver enzyme tests. When lipids are given for a longer period, monitor blood cell count
and coagulation. Lipid content may interfere with certain laboratory measurements if blood
sampled before lipid clearance. Consider trace element dosing as intravenous infusion of
amino acids is accompanied by increased urinary excretion of trace elements, in particular
copper and zinc. Careful and slow initiation is recommended in malnourished patients with
close monitoring and appropriate dose adjustments. Do not administer with blood in the
same infusion set. Exogenous insulin may be necessary in patients with hyperglycaemia. No
clinical experience in children (aged 2 to 16/18 years). Undesirable effects: Common – Slight
increase in body temperature. Uncommon – Lack of appetite, nausea, vomiting, elevated
plasma levels of liver enzymes, chills, dizziness, headache. Rare – Tachycardia, dyspnoea,
hypotension, hypertension, hypersensitivity reactions, heat or cold sensation, paleness,
cyanosis, pain in the neck, back, bones, chest and loins. Other adverse reactions can occur
(including fat overload syndrome), see SmPC for details. Legal Category: POM Marketing
Authorisation Number: UK - PL 08828/0187. IE – PA 2059/058/002 Biofine Bags. Marketing
Authorisation Holder: UK - Fresenius Kabi Limited, Cestrian Court, Eastgate Way, Manor
Park, Runcorn, Cheshire, WA7 1NT, UK. IE – Fresenius Kabi Deutschland GmbH, Else-Kroener
Strasse 1, Bad Homburg v.d.h. 61352, Germany. Package size and cost: 1970ml £67.73, 1477ml
£64.05, 986ml £63.58, 493ml £58.00. Further information: Available from Fresenius Kabi
Limited, Cestrian Court, Eastgate Way, Manor Park, Runcorn, Cheshire, WA7 1NT. Tel +44
(0)1928 533 533. Date of preparation: October 2020 API/SMOFKabiven-02

Adverse events should be reported.
Reporting forms and information can be found at:
yellowcard.mhra.gov.uk
www.hpra.ie/homepage/about-us/report-an-issue
Adverse events should also be reported to Fresenius Kabi Limited,
Cestrian Court, Eastgate Way, Manor Park, Runcorn, Cheshire, WA7 1NT
Tel +44 (0)1928 533 533.
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NEWS
UK RECOGNITION FOR CLINICAL PHYSIOLOGISTS

The Southern Health & Social Care Trust’s Clinical Physiologist Team have been highly commended in the prestigious British Medical Journal (BMJ)
awards.
The team were shortlisted in the Diagnostics Team Category for introducing a new procedure to implant cardiac monitors in patients.
Known as Implantable Loop Recorders, the monitors which are patient-activated and automatic recording devices, are utilised to keep check on people
with increased risk of cardiac irregularities (arrhythmia).
Traditionally conducted by consultant cardiologists in a theatre setting, the procedure to implant recorders could mean a full day in hospital for patients.
However, with recent progress, devices are now much smaller and the procedure can take place outside of a theatre environment. Implantation now only takes
a matter of minutes, offering patients a much easier experience, while freeing up theatre space and consultant time for more complex procedures.
Congratulating the team on their UK-wide recognition, Kay Carroll, Head of Service for Cardiology for the Southern Health & Social Care Trust,
explained, ‘With the support of consultant cardiologists, our physiologists were the first in Northern Ireland to introduce this new technique and as a result
have given their service a very welcome boost.’

PHARMACISTS CELEBRATED ON QUEEN’S BIRTHDAY HONOURS LIST

Dr Mark Timoney, former Chief Pharmaceutical Officer in the Department of Health, has been appointed an Officer of the Order of the British Empire
(OBE) in the 2020 Queen’s Birthday honours list, for services to pharmacy.
Eamon Mullaney, Professional Manager, pharmacy services, has been awarded a Members of the Order of the British Empire (MBE) for services to the
pharmaceutical sector, particularly during COVID-19.
Dr Jim Livingstone, President of the Pharmaceutical Society NI, congratulated Dr Timoney and Mr Mullaney on their achievements, commenting, ‘On
behalf of the Council of Pharmaceutical Society NI I offer my warm congratulations to Dr Timoney and Mr Mullaney on their significant achievement.
‘Dr Timoney’s OBE rightly marks his considerable contribution to pharmacy services in Northern Ireland and beyond. Dr Timoney has worked tirelessly
to develop pharmacy services and healthcare throughout his notable career. At the Pharmaceutical Society NI, we worked closely and productively with him
during his successful period as Chief Pharmaceutical Officer.
‘We are also delighted that he has recently been appointed to sit on the Statutory Committee of the Pharmaceutical Society NI, using his wealth of
experience and knowledge in our important fitness to practise work. His desire to continue to serve the profession and the public is clear to see.
‘I would also like to provide my warm congratulations to Mr Eamon Mullaney on receiving an MBE for services to the pharmaceutical sector, particularly
during COVID-19. It is especially pleasing that the work of Mr Mullaney has been recognised in response to COVID-19, which is not only a mark of his
outstanding contribution, but a reflection of the wider contribution pharmacists have made in Northern Ireland throughout the COVID-19 pandemic.’
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GORD

GORD: A SORE SUBJECT

Left undetected and unmanaged, GORD-related complications can escalate at a
worrying pace – particularly in older individuals. Dr Marion Sloane, a GP and member
of the Primary Care Society for Gastroenterology, provides a glimpse into how we
can help curb these dangers and signpost the symptoms in patients earlier.

Dr Marion Sloane
GORD is a very common, often chronic,
condition experienced by patients of all ages.
Typified by a reflux of stomach acid back into
the oesophagus, it can cause acid regurgitation
and heartburn. If the patient suffers non-erosive
GORD, they will show symptoms, but the
endoscopy will be normal, conversely, GORD
can also present with oesophageal inflammation
and mucosal erosions, which will be seen at
endoscopy.
Caused by a weakening of the oesophageal
sphincter – this muscle opens to allow food to
pass and then closes again to prevent stomach
acid leakage – in cases of GORD the sphincter
is not able to close properly and therefore incurs
reflux. The acid then causes pain, heartburn
and acid regurgitation. While it’s not always
clear why this happens, there are certain risky
behaviours that can encourage the development
of GORD, including smoking, alcohol
consumption and consuming fatty foods, which
are harder to digest. Being overweight can also
place increased pressure on the stomach and
weaken the oesophageal muscles. Stress, anxiety,
pregnancy and family history are all also causes,
as well as hiatus hernia and a slow emptying
stomach.
The main symptoms of this condition are
heartburn and acid reflux, but there are some
others to watch out for, including a sore,
inflamed oesophagus, bad breath, bloating or
belching, the feeling of being sick, difficulty or
pain when swallowing, which may feel like a
piece of food trapped in the throat, sore throat,
a persistent cough and tooth decay. There is also
the concern if the patient has asthma that their
symptoms may be exacerbated by the stomach
acid irritating airways. Not to mention, if a
patient comes in complaining about a sour, bad
taste in their mouth, this too can be a sign of
GORD.

LIFESTYLE CHANGES

A patient can make lifestyle changes to better
manage their GORD symptoms, including
66 | NIHR | Nov 2020

cutting out triggers like fatty foods, smoking
and alcohol. With fatty foods, because the
stomach takes longer to get rid of the acid after a
fatty meal, leftover acid may leak into the gullet.
Being overweight is a trigger, so cutting
out fatty foods should have a two-fold benefit.
Eating smaller and more frequent meals can
also help, and avoiding eating a large meal in
the evening. Finding ways to cope with stress
or anxiety can be beneficial too as these both
trigger GORD and heartburn.

MANAGEMENT OPTIONS

There are medical treatments for GORD,
including the following:
• Antacids – these neutralise the effects of
stomach acid
• Alginates – these produce a coating that
protects the stomach and oesophagus (gullet)
from stomach acid
• PPIs – are a group of medicines that work
on the cells that line the stomach, reducing the
production of acid
Certain patients, who are reluctant to be
on long-term medication, or for whom the
medication hasn’t worked, may elect to have
anti-reflux surgery. This may be performed by
key-hole surgery and would take place under a
general anaesthetic.

RED FLAGS

A major red flag to watch out for when it comes
to GORD and heartburn is a patient who
reports difficulty in swallowing. If a patient
reports this or talks about having symptoms
most days for three weeks or more, you should
direct them to make an appointment with
their GP. Other things to watch out for are
persistent vomiting, vomiting blood, pain or
difficulty when vomiting, any allergic reaction
to medications, including swelling of the throat,
face or neck or tongue. If the patient is over 55,
pregnant or breastfeeding, they should also try
to see a GP.

POTENTIAL COMPLICATIONS

There are complications that can develop as
a result of long-term GORD symptoms and
these can include oesophageal ulcers, scarred
and narrow oesophagus, Barrett’s oesophagus
and finally, oesophageal cancer. Repeated
exposure to stomach acid can cause damage to
the oesophageal lining and consequently, ulcers.
These ulcers may bleed and cause pain when
swallowing. Scarring and narrowing also occur
from over-exposure to stomach acid and may
also inhibit swallowing.
It’s estimated that one-in-10 GORD
sufferers will develop Barrett’s oesophagus.
Repeated episodes of GORD can lead the cells
of the oesophagus to change and while this
does not cause any symptoms beyond those
of GORD, the altered cells may later become
cancerous. Symptoms of oesophageal cancer
include weight loss, difficulty swallowing,
persistent indigestion, a persistent cough or
coughing blood and vomiting.

ABOUT THE AUTHOR

Marion is a GP based in Sheffield with a special
interest in women’s health and gastroenterology.

ELDERLY IN FOCUS

NIHR explores why, for the elderly,
the ageing process may bring added
complexity to establishing a GORD
diagnosis.
As the population ages, despite the fact that
GORD grows in prevalence, determining
the condition can be an increasingly difficult
process; subsequently requiring heightened
caution and care. For many elderly patients,
they have experienced the condition for a long
time without realisation – leading to a greater
risk of complications. Additionally, often the
symptoms aren’t presented in the traditional
form – for example, vomiting and dysphagia
occur, rather than heartburn.

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

s
t

w
T

&

for the ﬁrst licensed liquid omeprazole
Make a happy difference for older
patients with swallowing difﬁculties
Developed to meet the needs of GI patients who may
have swallowing issues, Rosemont’s new omeprazole
powder for oral suspension has an innovative, patented
format that makes constitution easy. It avoids the need
to crush tablets, open capsules or order
specials, is available in 2mg/ml and 4mg/ml
strengths and is licensed for use with
PEG/NG tubes. View our video guide to
Scan to see
constitution via the QR code or for more
constitution
video
information visit www.rosemontpharma.com
Rosemont Pharmaceuticals Ltd. Rosemont House, Yorkdale Industrial Park, Braithwaite Street, Leeds LS11 9XE T +44 (0)113 244 1400 F +44 (0)113 245 3567
E infodesk@rosemontpharma.com Sales/Customer Service: T +44 (0) 113 244 1999 F +44 (0) 113 246 0738 W www.rosemontpharma.com
Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard Adverse events should also be reported to Rosemont Pharmaceuticals Ltd on 0113 244 1400.
DTM144.2 July 2020
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A GROWING SUCCESS
As Lupin Healthcare continues to evolve and make its mark
on the UK healthcare scene, NIHR gets to know the General
Manager at Lupin Healthcare UK Limited, Ben Ellis, who
shares the organisation’s next steps and response to the
challenges of COVID-19.

the transformation from a generics organisation through to a more specialist patient-focused
organisation, it presented a really exciting challenge.
Building an organisation with a start-up mentality has been hugely rewarding and we’ve now got
a great team in the UK who really want to make a difference in all that they do.

HOW HAS LUPIN’S GLOBAL IDENTITY EVOLVED?

Ben Ellis, General Manager

CAN YOU DELVE INTO YOUR
CAREER PATH THUS FAR AND HOW
IT LED YOU TO LUPIN UK?

I spent 12 great years at Abbott / Abbvie
in various leadership roles and in that time
we managed products at all stages of their
life cycle, from pre-launch through to
genericization and beyond, and products from
standard primary care generics through to
complex biologics and rare disease.
Prior to that I worked in the generics
industry, so when the opportunity came
along to rebuild Lupin in the UK and lead
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Lupin Healthcare is at the start of its journey in the UK but globally it is a well-established
healthcare company, offering a wide range of products, including branded and generic formulations,
active pharmaceutical ingredients and biotechnology products and speciality formulations.
Lupin has a global presence in over 100 countries, and is one of the biggest suppliers of meds by
volume in America, offering affordable medicines for some of the most chronic diseases, addressing
unmet needs in many parts of the world.
Lupin has a significant presence in the therapy areas of gynaecology, cardiovascular, diabetes,
asthma, paediatrics, central nervous system, gastrointestinal anti-infective and non-steroidal antiinflammatory drugs, and has over 20,000 employees worldwide, with 15 world-class manufacturing
sites spread across India, America, Mexico and Brazil. Lupin also has seven global research centres
and is one of the top volume medicine manufacturers in America.

WHO ARE LUPIN IN THE UK?

Lupin in the UK are on a journey. We are still a small, growing organisation, and while our recent
product launches have been more complex and specialist in nature, we still recognise that there is
value in delivering quality generic products to UK patients.
We are currently one of the largest providers of HIV medicines into the UK. I was at Abbott
when they launched some of the first HIV medicines that transformed patients’ lives. Almost 20
years later the supply of Lupin ARV product into the UK has helped save hundreds of millions
of pounds and such a saving has made trials like the Prep trial in HIV viable which again is
transforming the lives of HIV patients and helping with the significant advances in reduced HIV
infection rates. We are very proud of this, and not just in the physical medicines supply, but the
fact that Lupin on occasions have had to challenge the originator patents and at times launch at
considerable risk in order to release real savings within the health economy.
More recently, and at the other end of our product spectrum, we have launched the first specialist
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licensed medicine for an ultra-orphan indication in neuromuscular,
providing the first licensed medicine for patients suffering with this rare
condition. This requires a completely different approach, whether it be
health technology appraisals, scientific liason or support offered to HCPs.
The values the UK team live by on a day-to-day basis, combined with
the determination to make a difference, ensure that we deliver positive
contributions to the patients and the health economies we serve, whether
in generics or orphan disease.

WHAT DOES THE FUTURE HOLD?

Lupin will continue to develop and launch more complex generics
and will develop the neurology products further with clinical trials to
ultimately provide licenced medicines in areas of unmet need. Significant
investment is also being made in the area of respiratory and Lupin plan to
release further NHS savings in this area going forward.
As Lupin’s UK portfolio develops, then so do the organisation’s
capabilities and the way in which Lupin works within the health
service. In the past, as a more traditional generic player supplying
medicines in the UK, Lupin’s business has been more transactional in
nature, but now as we move forward, partnership working with various
NHS functions has become more patient and value-centric.
With the anticipated future pipeline and commitment to deliver
value, Lupin are geared up to grow to become a significant contributor to
patients’ wellbeing and the healthcare sector.

WHAT HAVE BEEN THE MAIN CHALLENGES BROUGHT
ON BY COVID-19?

These continue to be very difficult times and the pharma industry
as a whole has done a great job in working in collaboration with the
health service to ensure continuity of product supply. Much of Lupin’s
products are sourced out of India which continues to be hit hard by
COVID. However, COVID itself has had little direct impact on Lupin’s
UK product supply and that reflects the great efforts and contingency
plans put in place in the Lupin plants in India to ensure continuity.
At a local level our day-to-day working has seen huge change. Like
many others, all our staff are pretty much home-based now and our local
business continuity plans, developed to cope with the unforeseen, are
now the norm. Interactions with healthcare professionals, while initially
severely impacted, have returned to a new normal, with many interactions
occurring virtually or by the telephone. We expect this to continue.
We also expect COVID outbreaks to continue and we expect that the
healthcare systems will react and evolve to both deal with the COVID
challenge and to provide the routine standards of care that we are very
proud of the NHS delivering.
Like others, we will continue to evolve our ways of working to
ensure future value opportunities are not missed while we deal with the
challenges COVID presents.

Spend time with anyone from the Lupin Healthcare team and you will
feel the pride in the partnerships we have developed.
Collaboration, teamwork and trust are the key to developing effective partnerships
which stand out from the crowd and are pivotal to the continued success of our
pursuit in delivering quality medicines and value to the patient and the NHS.

Lupin Healthcare (UK) Limited, The Urban Building, 2nd Floor, 3-9 Albert Street, Slough, Berkshire, SL1 2BE, United Kingdom. Tel: +44 (0) 1565 751 378
LUP-CORP-004 Date of preparation: October 2020
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Help them
face life’s
adventures
EleCare® is designed to help
support the immune needs of
formula-fed infants with severe
cow’s milk allergy and/or
multiple food allergies.

EleCare is the ﬁrst amino acid-based formula
to contain 2’-FL*†, a major component of most
mothers’ breast milk:1
Helps support the
immune system in
the gut and beyond 1–3

Supports healthy
growth and symptom
resolution§4–7

Contains 2’-FL* which
has proven benefits on
the gut and systemic
immune responses‡

Trusted by mums
and healthcare
professionals8,9

with

2’-FL*

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. EleCare is a food for
special medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL,
found in most mothers’ breast milk.1
†MIMS. September 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not EleCare), compared to control formula
without 2’-FL.
§Studies conducted in infants fed standard EleCare formula without 2’-FL.
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10). pii: E1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566.
3. Marriage BJ, et al. J Pediatr Gastroenterol Nutr. 2015;61(6):649–658. 4. Borschel MW, et al. Clin Pediatr (Phila).
2013;52(10):910–917. 5. Borschel MW, et al. BMC Pediatr. 2014;14:136. 6. Sicherer SH, et al. J Pediatr. 2001;138:688–693.
7. Borschel MW, et al. SAGE Open Med. 2014;2:2050312114551857. 8. RTI research. Abbott EleCare
No.1 Dr Recommended. Final Results. 2019. 9. Abbott. EleCare Promotional Claims Parent Survey. 2019.
UK—2000065 September 2020
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COPPAFEEL!

KEEPING IN CHECK

CoppaFeel! are dedicated to ensuring that young people are informed and
proactive about breast health – motivated by the knowledge that early
diagnosis saves lives. Here, Clare O’Neill, Healthcare Engagement
Co-Ordinator at the charity, delves into how healthcare professionals
can help facilitate opportunities for enhanced dialogue and subsequent
awareness.
2020 has us all thinking about our health, and at
CoppaFeel! we are very aware that cancer doesn’t
stop for COVID-19. Breast cancer remains the most
common cancer in women in the UK. Early diagnosis
saves lives, and having been diagnosed myself at the age
of 33, I know that all too well. I noticed symptoms, got
diagnosed early, and I’m now in remission, so I know the
importance of breast awareness.

SPREADING THE MESSAGE

During the coronavirus pandemic, our message is more
crucial than ever. We share the concerns of GPs about
patients not presenting with symptoms – and the
consequent dramatic drop in referral rates – particularly
during the peak of the pandemic. The pandemic has
created further barriers to early diagnosis, and it’s
something that the NHS and cancer charities are trying
to rectify.
The relatively high survival rate for breast cancer is
predicated on the fact that 75.4 per cent of breast cancer
patients are diagnosed at stage one or two. The NHS’
10-year plan has set out the ambition to increase that
number to 90 per cent of breast cancers diagnosed early,
by 2028. Since young people are not routinely screened,
self-checking is their first line of defence, so it’s our
mission to ensure they are educated on the signs and
symptoms, encouraged to self-check regularly, and most
importantly, empowered to seek medical advice without
delay if they spot something unusual for them.

ADDRESSING THE OBSTACLES

Our research* consistently shows that young women
in particular feel certain barriers to presenting to
a GP with symptoms of cancer. Their concerns are
around difficulty making appointments, worry about
wasting the doctor’s time, and feeling embarrassed.
The reluctance to contact a GP has only been further
exacerbated by the pandemic. There is a perception that
priorities in the NHS have changed, and with physical
appointments reduced, those barriers seem just as real.
We are working with One Cancer Voice and via our
channels to get the message out that GPs still want to
see patients with symptoms.
As part of our research, young women also told
us that GPs are the most influential healthcare

professionals to encourage them to start regularly
checking their boobs. That’s why CoppaFeel! are keen
to work with healthcare professionals, particularly in
primary care, to support with breast awareness. We
offer bespoke webinars about breast awareness, where
we look at the screening and diagnostics rates in your
locality, and discuss the referral pathways. We also
have online information for healthcare professionals
and resources, such as posters / digital slides, for your
waiting room, and free healthcare packs containing
leaflets, checking cards and badges at www.coppafeel.
org/at-surgeries.
We are always keen to know how we can support
healthcare professionals promote breast awareness
among their patients, so please feel free to get in touch.
In the meantime, here are our main tips for
discussing breast health with patients:
• Consider the opportunities. Sexual health
appointment? Cervical screening? Practice nurse
appointment? All potential opportunities to encourage
checking. We provide handy wallet-sized checking cards
which include signs / symptoms and the text reminder
number, for monthly prompts
• Reassure them by telling them they know their
boobs better than anyone else. The more regularly they
check, the more they get to know their boobs and any
fluctuations
• If young people present with symptoms – consider
each case individually and do not make assumptions
based on age or previous investigations
• When considering a referral – do not delay referral
due to pregnancy (ultrasound can be used to screen
younger breast tissue). Refer to the NICE guidelines,
but if in doubt refer to the breast clinic
For more information, visit www.coppafeel.org. For
questions or resource requests, email
clare@coppafeel.org.
*CoppaFeel! Annual Research, December 2019
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EPILEPSY

EPILEPSY:
ADDRESSING IT HEAD-ON
Deborah Annesley grants NIHR an
insight into her experience dealing
with an epilepsy diagnosis –
including her complex management
journey and thoughts on the
condition’s mental health impact
on patients.
CAN YOU OVERVIEW YOUR EPILEPSY
JOURNEY?

I was first diagnosed with epilepsy when I was 16. I
had a grand mal seizure and was subsequently taken
by ambulance to hospital and referred to neurology
where an ECG and EEG were carried out. I was
diagnosed with teenage onset epilepsy, which was
attributed primarily to the stress of my GCSEs and
hormones.
I was immediately put on a very large dose of
sodium valproate, which caused me to have some
extreme side-effects, including weight gain, mood
swings, headaches, and memory loss. However,
generally the epilepsy was controlled as I didn’t have
any further grand mal seizures but continued to have
petit mal (absence seizures) regularly.
I stayed under the care of neurology for a few
years and the consultant I had wasn’t understanding
to the side-effects at all – the answer always seemed
to be to increase the dosage. At 18 years old I
stopped taking the sodium valproate as I was in
university, and honestly wanted to drink.
I was seizure-free for five years and thought I was
cured when again in 2009 the epilepsy returned (in
the form of petit mal). I tried to disguise the absence
seizures as fainting / blood pressure etc., as I knew
what the treatment plan would involve, but they
were happening too often. I attended my GP who
re-referred me to neurology but at the time I was told
that the waiting list on the NHS would be up to 18
months.
My family were very concerned so we decided to
pay to go privately. Again, the consultant pointed
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towards epilepsy, but this time I was referred for an
MRI where a temporal lobe cavernous haemangioma
was diagnosed. I was put on lamotrigine and
found that I was much more compatible with this
medication. I was then referred to a neurosurgeon,
who explained the clot and what the pros and cons
of surgery were. I elected to have the haemangioma
removed, knowing that it may not improve my
epilepsy. Post-surgery I was kept on lamotrigine,
with the dose gradually being reduced. I have now
been seizure-free for 10 years and medication-free
for eight.

HOW DID YOU FIND THE DIAGNOSIS
PROCESS?

My initial diagnosis was poor. I was told postdiagnosis that my cavernous haemangioma had
probably been present from birth and that the
capillaries bursting were leaving iron rings and
disrupting my brain signals, potentially causing my
epilepsy which was completely different to what I
was told at 16. This would have easily been picked
up with a CT or MRI scan and I would not have
had to endure years of symptoms.
I also felt then that the consultant wasn’t
listening to how debilitating the sodium valproate
and its side-effects were for me and felt I had to take
extreme action by suddenly stopping my medication,
which I know now can actually trigger seizures.
When I was re-referred, the support definitely
improved. I was treated and diagnosed quickly and
the neurosurgeon who saw me under the NHS was
a locum. I was told by my neurologist that not many
surgeons would have operated on me (due to the
issue being so minor i.e. only epilepsy, not a tumour
etc. for a neurosurgeon) but that this surgeon had an
interest in epilepsy. However, for me the surgery was
completely life-changing.

DO YOU FEEL AS THOUGH THERE IS A
STIGMA IN SOCIETY ASSOCIATED WITH
HAVING EPILEPSY?
For me, epilepsy was such a debilitating condition.
The fact that there is no pattern to epileptic seizures

means that they can happen anytime and often
occur in public which is mortifying. This resulted
in me making sure that I was always accompanied
during my diagnosis.
I worked in a customer-facing role and absence
seizures often happened. I found that generally
people were understanding, but scared and unsure
of what to do. I also think that it’s hardest on the
people around you as during a seizure I generally had
no awareness of what was happening, yet my friends
and family had to ensure that I was safe.

DID YOU ENCOUNTER ANY
COMPLIANCE ISSUES? WHY DO YOU
THINK THESE MIGHT EMERGE IN THE
EPILEPSY COMMUNITY?

Initially when diagnosed I felt there was a lack of
communication and a willingness to diagnose as
epilepsy and treat with medication. If the consultant
at that point referred me for further scans, the
treatment plan would have been more successful.
In the epilepsy community it’s important to
remember how individual each case is and ensure
that you have covered everything, as for me,
assuming my epilepsy was without reason resulted
in me having the condition for much longer when it
eventually was resolved with surgery.

DO YOU THINK ENOUGH LIGHT IS SHED
ON THE INVISIBLE SYMPTOMS OF
EPILEPSY, LIKE THE PSYCHOLOGICAL
DISTRESS CAUSED?
No, I found it extremely hard when I was diagnosed
and my symptoms were often dismissed; both
physical and psychological. Even now the constant
fear of having a seizure will never leave me.
However, I count myself extremely lucky as
most people have no reason as to why their epilepsy
has occurred. I am hopeful that my cavernous
haemangioma was the cause, and now it’s been
excised, I hope for an epilepsy-free future.

This information is intended for Healthcare Professionals only.

FAST AND EFFECTIVE
RESOLUTION OF COW’S
MILK ALLERGY SYMPTOMS
WITHIN 3-14 DAYS
1,2

4 Red Flag Indicators
for when to use Neocate LCP3-5

1.

Infants symptomatic on an
Extensively Hydrolysed
Formula

2.

Faltering Growth

3.

Severe Gastrointestinal
Allergies

4.

Anaphylaxis

Suitable

From Birth

Call to order samples

1800 923 404
For more information visit www.nutricia.ie
Email: support.ireland@nutricia.com
Available in pharmacies nationwide.
GMS CODE: 81137
REFERENCES:
1. De Boissieu et al. J. Pediatrics. 1997; 131(5); 744-747. 2. Vanderhoof, J.A. et al. J. Pediatrics. 1997; 131(5) 741-4.
3. Meyer et al. J Allergy Clin Immunol Pract. 2018; 6(2):383-399 4. Fox et al. Clin Transl Allergy. 2019; 9:40
5. Luyt et al. Clin Experimental Allergy. 2014; 44:642-672
Neocate LCP is a Food for Special Medical Purposes for the dietary management of cow’s milk allergy, multiple
food allergies, and for infants who require an amino acid based formula from birth. It must be used under medical
supervision after consideration of all feeding options, including breastfeeding.
Accurate at time of publication: October 2020
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ALL FOR THE BEST
NIHR talks to Emma Evanson, National Sales Manager,
about how Bestway Medhub have provided support during
the pandemic and what they can offer customers as we
look ahead to 2021.

Emma Evanson, National Sales Manager

WHO ARE BESTWAY MEDHUB?

Bestway Medhub are a short-line wholesaler
supplying products and services to the
independent pharmacy and dispensing doctor
sectors, supporting over 2,000 customers
across the UK. As part of the Bestway Group,
the company have the backing of the largest
independent wholesale business in the UK.
Established in 2015, Medhub have grown
significantly, working to the values of being
open and transparent, fair, and simple, with a
dedicated Field and Telesales Team supporting
customers day in and day out.
Medhub are proud to be part of the
Healthcare Distribution Association – a
body that helps shape the wholesaling and
distribution landscape to support the everchanging and challenging world of pharmacy.

DURING THE PANDEMIC WHAT
HAVE BESTWAY MEDHUB DONE TO
MEET CUSTOMER NEEDS?

It is so important for us to work in partnership
with our customers, providing them a
consistent and seamless service with open
and transparent pricing. We strive to offer our
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customers the absolute best service levels so
they can focus on offering the best experience
to their patients.
The pandemic has not changed this, but it
has meant that we have increased our focus on
how we communicate internally and externally,
providing up-to-date and reliable information
on the supply of medicines and the impact
COVID has on the supply chain.
We are doing all we can to offer a high level
of availability and competitive price points
– with free next-day delivery service we can
give customers confidence and clarity on the
delivery timeline for all items ordered. We have
a logistics agreement in place with Alliance
Healthcare, a key benefit to our customers
in times when access to pharmacy is limited.
Reducing the pressures of additional deliveries
and footfall into pharmacy at a time where
social distancing and headcount is a focus to all
in managing the pandemic.

HOW HAVE BESTWAY MEDHUB
ADAPTED THEIR WAYS OF
WORKING TO SUPPORT
COMMUNITY PHARMACY DURING
COVID-19?

We’ve recently launched a web portal that
introduces an additional order method for
customers and has the extra benefits of being
able to access past invoices and orders, creating
a self-service element that supports pharmacies
24 / 7. This has been really well received
by customers, offering a proactive ordering
method which they can use when it’s best for
them.

WHAT CAN YOU OFFER
COMMUNITY PHARMACY THAT
MAKES BESTWAY MEDHUB STAND
OUT?
We know that it is challenging for pharmacies
to manage all the different elements of the

pharmacy contracts, react to the challenge of
the pandemic, prepare for Brexit, and complete
all the operational day-to-day tasks. To best
support our customers, we have no minimum
order values, no targets to hit, or rebates to
keep track of at the end of each month. It’s
really as simple as the price you see is the price
you pay, and we strive to make sure that it’s
as competitive as it can be. On top of this we
have increased the ranges of our products and
pride ourselves on our service levels, offering
an easy, transparent, and fair service to ensure
procurement from us is easy and hassle-free
and this in turn supports their busy day-to-day
operation.

WHAT ARE BESTWAY MEDHUB’S
KEY PRIORITIES MOVING INTO
2021?

As we grow, we are excited to have the
opportunity to continue to develop our
proposition to meet more of our customers’
needs. We are proud to maintain our core
values; building partnerships is important to us
and we have missed seeing customers face-toface over these past months. We look forward
to getting back to this way of working, but in
the meantime we have adapted our engagement
strategy to ensure that we maintain regular
contact with our customers and that they are
fully supported.
As we move into 2021, we are committed
to listening to what our customers need from
us to develop our proposition further to help
them meet the challenges they face, both
nationally and locally. We benefit from having
a strong, skilled Account Management Team,
combined with a network that can both deliver
our core offer, as well as react swiftly to the
changing landscape of pharmacy.
For further information about Bestway
Medhub, or to speak to an Account Manager
to find out more about opening an account or
the new ordering portal, call 0800 050 1055 or
email sales@bestwaymedhub.co.uk.

Discover
the Bestway
for your
business
Bestway Medhub provides bespoke
support for your business:
•

No minimum order quantities

•

Simple, transparent net pricing

•

Comprehensive range of Generics, PI and OTC

•

Dedicated Account and Telesales Managers

•

Range of ordering options, including our expert UKbased telesales team, or via e-mail

•

PMR cascade partners

•

Payment terms of 30 days on statement

•

Payment by Direct Debit, BACS, cheque, all major
credit cards and Amex (with no additional charge)

Talk to us today
Whether you’d like to ﬁnd out more about our
products and services, open an account or
place an order, we’d love to hear from you.
Call us: Free Phone
0800 050 1055
10am – 6:30pm
Email:

sales@bestwaymedhub.co.uk

Web:

bestwaymedhub.co.uk
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MEDICAL DEFENCE UNION

BEING PUT TO THE TEST

A creaking clinical negligence system causes millions to be diverted from
NHS coffers when patient care is under growing pressure, says the Medical
Defence Union’s Dr Michael Devlin.
of damages.
In fact, rampant claims inflation is being
driven by factors outside the control of
clinicians.

OUTDATED CLINICAL NEGLIGENCE
LAW

Dr Michael Devlin
The health service is being tested as never before.
This month, a report by the Health and Social
Care Committee concluded that the coronavirus
pandemic, ‘has placed an unprecedented burden on
the delivery of core NHS and care services.’
According to the latest figures from NHS England,
2.15 million people had to wait 18 weeks or more
to start treatment in July, more than three times the
number in July 2019. More than 83,000 patients had
been waiting for more than 52 weeks. Waiting times
in other UK countries have also risen steeply during
the course of the pandemic.
Clearly the NHS needs to focus its precious
resources on meeting current demand for treatment,
as well as responding to spikes in coronavirus cases.
However, this effort is being compromised by a
clinical negligence system which effectively siphons
money from patient care.
According to NHS Resolution, which handles
clinical negligence claims on behalf of the NHS
in England, £2.32 billion was paid out through
clinical negligence schemes in 2019 / 2020. That’s
more than two-thirds of the £3 billion pledged by
the Prime Minister to help the NHS prepare for a
winter surge in demand. This is only the tip of the
iceberg: NHS Resolution’s balance sheet provisions
for secondary care claims now stand at £82.8 billion,
a staggering amount, even if it is slightly less than the
record £83.4 billion last year.
It’s important to appreciate that the rise in
clinical negligence costs is unrelated to clinical
standards. NHS Resolution notes that the
proportion of hospital episodes which resulted in
claims was actually lower in 2019 / 2020. In 2019,
the Medical Defence Union successfully defended
82 per cent of medical claims cases (on behalf of GPs
and private medical practitioners), without payment
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Section 2(4) of the Law Reform (Personal
Injuries) Act 1948 (pre-dating the NHS)
requires successful personal injury claimants
to be compensated on the basis that their
future care will be provided in the private
sector, disregarding the availability of NHS
care.
Inevitably, this pushes up the cost of
claims, but it also means that millions in
compensation is being diverted from the NHS
where it could be used to treat all patients,
including those with severe injuries that are
not caused by negligence.
Section 2(4) of the 1948 Law Reform Act
should be repealed, enabling defendants to
purchase care packages from the NHS and
local authorities instead. This would ensure
patients damaged through negligence will still
get the care they need while retaining precious
funds for NHS services.
To conclude, the pandemic has reaffirmed
people’s appreciation of the NHS but few
are under any illusion about the service being
under severe strain. There is no quick fix but
addressing the need for reform of the clinical
negligence system will give the health service
much-needed breathing space.

CHANGES TO THE PERSONAL
INJURY DISCOUNT RATE

This is the formula used to calculate the sums
awarded for long-term care, based on the
likely return on investment. The lower the rate
set, the higher the cost of compensation.
When the rate in England and Wales was
cut from 2.5 per cent-to-0.25 per cent (at
one point going as low as -0.75 per cent),
compensation paid in some high value
claims doubled or even trebled in value. In
one typical example, a claim from a teenage
patient for brain injury as an infant was valued
at approximately £4.5 million at the previous
rate; it was settled for £10.6 million on a
discount rate of -0.25 per cent. It was a similar

story in Scotland. When the rate was cut by
3.25 per cent in 2017 (it remains at -0.75 per
cent), provision for claims against Scottish
NHS health boards was increased by £160
million. (1)
Now the Northern Ireland Executive seems
set on a similar act of financial self-harm by
reducing its Personal Injury Discount Rate
(PIDR).
Given the implications, PIDR
decisions should have a clear evidence
base and methodology. We have called for
information to be collected about how
compensation awards are invested; how those
investments perform, how compensation
is spent, and whether claimants are over or
undercompensated.

DISPROPORTIONATELY HIGH
LEGAL COSTS

Claimants’ legal costs exceed compensation
awards, particularly in lower value cases.
In one case settled by the Medical Defence
Union in 2019, for example, the patient was
awarded £6,000 compensation but their
legal team claimed costs of £59,000 (this
was eventually agreed at £34,000). Tellingly,
claimants’ legal costs also dwarf those of
defendants. In 2019 / 2020, NHS Resolution
saw them increase by 12 per cent to £497.5
million while its own legal costs for the year
were £143.5 million (up three per cent).
Fixed costs are an obvious answer to this
persistent problem and have been under
consideration since 2015. In October 2019,
the Medical Defence Union were part of a
working group, which published proposals for
a system of fixed recoverable costs for claims
up to £25,000. These are currently being
considered by the Department for Health and
Social Care.
Find out more about the changes which the
Medical Defence Union want to see at www.
themdu.com/faircomp.
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MENTAL HEALTH

A Mental Note

There has been a lot of talk about the mental
health consequences of the pandemic – but
what are they in the UK, and how can we help
ourselves and others to cope, as the virus
continues to affect all our lives? Dr David
Crepaz-Keay, Head of Applied Learning at the
Mental Health Foundation, investigates.
Since the start of lockdown in March, the Mental Health Foundation have
worked with the universities of Cambridge, Swansea, Strathclyde and Queen’s
in Belfast, to track how the pandemic is affecting UK adults’ mental health. The
study, ‘Coronavirus: Mental Health in the Pandemic’, is ongoing.
Every month or so, we’ve asked representative samples of more than 4,000
people aged 18+ about their experiences. Our questions have enquired about
everything from anxiety, panic and loneliness, to money worries, fears for their
jobs and loved ones, and what has helped them to cope with the stress of the
situation.
What we have seen is that among UK adults generally, anxiety seemed to
peak in April, soon after lockdown. At that point, nearly two-thirds of UK
adults surveyed said that they had felt anxious about the pandemic over the
previous two weeks. Since then, there has been a slow fall in the number of
people saying they’ve felt anxious. Our most recent survey, done at the turn
of July and August, found that just under half of UK adults said they had felt
anxious about the pandemic.
We don’t yet know how this will change in the coming months, in the face
of potential new waves of infection, new restrictions, and more people losing
their jobs. However, it would not be surprising if more of us start feeling anxious
about the pandemic, in the face of uncertainty and fear about our futures.
It’s important to remember that anxiety is our natural response to threats and
danger. What’s more, some anxiety can be good for us, because it should prompt
us to respond to the current threats by, for example, washing our hands, wearing
masks when needed, and maintaining physical distance.
We have also seen that some groups of people are finding the pandemic much
harder than others. The groups who seem to be having an especially hard time
include, but are not limited to: young adults (especially 18-to-24-year-olds),
people who are unemployed, single parents, and people with disabling long-term
health conditions.
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When we ask about experiences, such as hopelessness, panic,
anxiety, money worries and not coping well with the stress of the
pandemic, people in these groups are more likely than other UK
adults to say they are struggling.
We are aware of evidence that there are other groups of
people, too, whose members’ mental health may be especially
badly affected by the pandemic. For example, we are gathering
and analysing data about the experiences of people in BAME
communities – and will publish our findings later this year.
We have also seen the things people do to help cope with the
stress of the pandemic. Some of these are healthy and some less
so; the Mental Health Foundation offer a lot of free information
about how people can look after themselves and loved ones. It’s all
on our website and in addition, we offer a range of short guides to
mental health, that can be ordered from our website.
For more information, visit www.mentalhealth.org.uk.

WORDS OF ADVICE

Here are some of our top tips for coping emotionally during the
pandemic:
• Remember that it is natural and okay to feel vulnerable and
overwhelmed as we read news about the outbreak, especially if we
have experienced trauma or a mental health problem, or if we are
especially vulnerable to the effects of the virus. It's important to
notice how you are feeling
• At times of stress, we work better in company and with support.
Try and keep in touch with your friends and family, by telephone,
email or social media, or contact a helpline for emotional support
• Try to maintain a routine. This may be difficult if you have to
work from home, look after a family or where other circumstances
have changed, but can help give stability and help cope with
uncertainty
• Get your information about the coronavirus situation from
reliable sources, such as the UK government, the NHS and the
BBC. Rumour and speculation can fuel anxiety, whereas good
quality information can help you feel more in control
• If following the news leaves you feeling stressed, then limit
your news intake to once or twice a day – it is important to stay
informed about how best to keep yourself and others healthy
• Regularly notice how your social media use is affecting you. Tune
in with yourself. Are there particular accounts or people that are
increasing your worry or anxiety? Consider muting or unfollowing

accounts or hashtags that cause you to feel anxious
• Looking after your physical health will help. Get enough goodquality sleep for you, get physically active, eat a balanced diet and
watch your drinking – alcohol tends to make us more anxious and
depressed, once the initial effects have worn off
• Spend more time in ‘green’ spaces, like parks, gardens and
countryside, or ‘blue’ spaces, such as by the sea, a pond, river or
lake. There’s growing evidence that being in natural places like
these is really good for our mental health
• Avoid unhealthy responses. like eating too much and drinking
too much alcohol, as these may cause more problems in the longerterm
Many tips about how to maintain good relationships are as
relevant and important now as they were before coronavirus.
For instance, all five of the Mental Health Foundation’s top tips
for nurturing healthy relationships are as important now as before:

Give Time

Put more time aside to connect with your friends and family

Be Present

This means really paying attention to the other people in your life
and trying not to be distracted by your phone or your work or
other interests

Listen

Really listen to what others are saying and try to understand it and
to focus on their needs in that moment

Let Yourself be Listened to

Honestly share how you are feeling, and allow yourself to be heard
and supported by others

Recognise Unhealthy Relationships

Harmful relationships can make us unhappy. Recognising this can
help us to move forward and find solutions
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THE DARK TRUTH

OF VITAMIN D DEFICIENCY
AND COVID-19 LOCKDOWN1,2

Don’t STAY IN THE DARK on the importance of prescribing
Fultium®-D3 for your at-risk patients3

THE UK’S NO. 1 LICENSED VITAMIN D BRAND4 FOR THE TREATMENT OF VITAMIN D DEFICIENCY
Fultium-D3 800 IU, 3,200 IU & 20,000 IU Capsules Abbreviated
Prescribing Information. Please refer to the appropriate Summary of
Product Characteristics (SmPC) before prescribing Fultium-D3. Use care when
prescribing in pregnancy, as high doses of colecalciferol may affect the fetus.
Fultium-D3 capsules: Each Fultium-D3 800 IU capsule contains colecalciferol
800 IU equivalent to 20 micrograms vitamin D3. Each Fultium-D3 3,200 IU
capsule contains colecalciferol 3,200 IU equivalent to 80 micrograms vitamin
D3. Each Fultium-D3 20,000 IU capsule contains colecalciferol 20,000 IU
equivalent to 500 micrograms vitamin D3. Indication: Fultium-D3 800 &
20,000 IU capsules. Prevention and treatment of vitamin D deficiency. As
an adjunct to specific therapy for osteoporosis in patients with vitamin D
deficiency or at risk of vitamin D insufficiency. Fultium-D3 3,200 IU capsules
only. Treatment of vitamin D deficiency. Dosage and administration: Adults
and the elderly Treatment of Vitamin D deficiency (serum levels <25nmol/l
(<10ng/ml)). Depending on the severity of the disease and the patient’s
response to treatment: 1-4 Fultium-D3 800 IU capsules daily for up to 12 weeks
or 1 Fultium-D3 3,200 IU capsule daily for up to 12 weeks or 2 Fultium-D3
20,000 IU capsules per week for 7 weeks. Prevention of vitamin D deficiency
1-2 Fultium-D3 800 IU capsules (800-1600 IU) daily or 1 Fultium-D3 20,000
IU capsule per month. Long term maintenance therapy following deficiency
treatment or vitamin D insufficiency (serum levels 25-50nmol/l (10-20
ng/ml). 1-2 Fultium-D3 800 IU capsules daily. Children over 12 years. Depending
on the severity of the disease and the patient’s response to treatment:
1 Fultium-D3 800 IU capsule daily (for prevention/treatment), or 1 Fultium-D3
3,200 IU capsule daily for up to 12 weeks (treatment), or 1 Fultium-D3 20,000
IU every 6 weeks (prevention), or 1 Fultium-D3 20,000 IU every 2 weeks
to 6 weeks (treatment). Should only be given under medical supervision.
Not recommended for use in children under 12 years. For oral use.
Swallow capsules whole with water. Contraindications: Hypersensitivity
to vitamin D or any of the excipients in the product; hypervitaminosis D;
nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or
hypercalciuria; severe renal impairment. Warnings and Precautions: Use
with caution in patients with impaired renal function or sarcoidosis and
monitor the effect on calcium and phosphate levels. In patients with severe
renal insufficiency, vitamin D in the form of colecalciferol is not metabolised
normally and other forms of vitamin D should be used. In cases of longterm daily doses exceeding 1,000 IU, monitor serum calcium levels. Use
caution in patients receiving treatment for cardiovascular disease. Consider
vitamin D supplementation from other sources. Interactions: Concomitant
treatment with phenytoin, barbiturates and glucocorticoids can decrease the
effect of vitamin D. Effects of digitalis and other cardiac glycosides may be
accentuated. Absorption of vitamin D may be reduced by ion exchange resins

and laxatives. Pregnancy and lactation: Use only under medical supervision.
Studies have shown safe use up to 4,000 IU daily but reproductive toxicity has
been seen in animal studies. The 20,000 IU dose should not be used during
pregnancy. Vitamin D is excreted in breast milk, when prescribing additional
vitamin D to a breast-fed child consider the dose of any additional vitamin
D given to the mother. Undesirable effects: Allergic reactions are possible.
Uncommon adverse reactions include hypercalcaemia and hypercalciuria.
Rare adverse reactions include: pruritus rash and urticaria. Overdose:
Refer to SmPC. Legal Category: POM. Pack size: Fultium-D3 800 IU capsules
x30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS Price £8.85.
Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium-D3 3,200 IU
capsules x90 – NHS Price £39.96. Fultium-D3 20,000 capsules x15 – NHS Price
£17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA Number:
40861/0002 [Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3 3,200
IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules]. MA Holder:
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite,
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information is
available from Internis Pharmaceuticals Ltd. Date of preparation: August
2020. unique ID no. FUL-543.
Fultium-D3 Drops Abbreviated Prescribing Information. Please refer to
the Summary of Product Characteristics (SmPC) before prescribing Fultium-D3
Drops. Use care when prescribing in pregnancy, as high doses of colecalciferol
may affect the fetus. Fultium-D3 Drops: 1ml of oral solution contains 2740
IU (68.5mcg per ml) colecalciferol; 3 drops contains 200 IU colecalciferol.
Indications: Prevention and treatment of vitamin D deficiency in adults and
children, and as an adjunct to specific therapy for osteoporosis in patients
with vitamin D deficiency or at risk of vitamin D insufficiency. Dosage and
administration: For oral use. Can be taken directly or mixed with a small
amount of food. Adults. Treatment of deficiency: 12-60 drops (800-4000 IU)
daily; During pregnancy and breast-feeding: 6-60 drops (400-4000 IU) daily;
Osteoporosis adjunctive therapy: 12 drops (800 IU) daily. Maintenance or
prevention of deficiency: 12-24 drops (800-1600 IU) daily; During pregnancy
and breast-feeding: 6-30 drops (400-2000 IU) daily. Children. Treatment
of deficiency: 0-2 years: 6-15 drops (400-1000 IU) daily; 2-11 years: 6-30
drops (400-2000 IU) daily; 12-18 years: 6-60 drops (400-4000 IU) daily.
Maintenance or prevention of deficiency: 0-2 years: 3-15 drops (200-1000
IU) daily; 2-11 years: 6-15 drops (400-1000 IU) daily; 12-18 years: 6-24 drops
(400-1600 IU) daily. Contraindications: Hypersensitivity to vitamin D or any
of the excipients; hypervitaminosis D; nephrolithiasis; diseases or conditions
resulting in hypercalcaemia and/or hypercalciuria; severe renal impairment.
Warnings and Precautions: Use caution in patients with impaired renal

function or sarcoidosis. Monitor effect on calcium and phosphate levels in
these patients. Consider risk of soft tissue calcification. Use other forms of
vitamin D in cases of severe renal insufficiency. Consider the need for calcium
supplementation in individual patients. Where calcium supplementation
is necessary, close medical supervision is required. Use caution in patients
receiving treatment for cardiovascular disease. Make allowances for vitamin
D supplementation from other sources. Monitor to prevent hypercalcaemia.
Interactions: Concomitant phenytoin, barbiturates and glucocorticoids
can decrease the effect of vitamin D. Ion exchange resins, laxatives,
actinomycin and imidazole may also reduce the effect of vitamin D. Oral
calcium and vitamin D potentiates the effect of digitalis and other cardiac
glycosides. Pregnancy and lactation: Limited clinical data in pregnancy.
Animal studies have shown reproductive toxicity. RDI in pregnancy is 400
IU. Pregnant women who are vitamin D deficient may need a higher dose.
Pregnant women should follow the advice of their GP, as their requirements
may vary depending on disease severity and response to treatment. Vitamin
D and metabolites are excreted in breast milk. Overdose in nursing infants
has not been observed, however, when prescribing additional vitamin D to
a breast-fed child, consider the maternal dose of any additional vitamin D.
Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC
for the full list of side effects. Legal Category: POM. Pack size: Fultium-D3
Drops, 1 x 25ml – NHS Price £10.70. MA Number: 40861/0005. MA
Holder: Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite,
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information
available. Date of preparation: July 2020. unique ID no. FUL-542.
Adverse events should be reported. Reporting forms and
information can be found at: www.mhra.gov.uk/yellowcard or
search for MHRA Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported to 01484 848164.
References: 1. Hyppönen E, Power C. Am J Clin Nutr 2007; 85: 860-868.
https://nutrition.bmj.com/content/bmjnph/early/2020/05/13/bmjnph2020-000089.full.pdf. 2. Lanham-New SA. et al. Vitamin D and SARSCoV-2 virus/COVID-19 disease. BMJ Nutrition, Prevention & Health 2020;0.
doi:10.1136/bmjnph-2020-000089. 3. NICE. Vitamin D: increasing supplement
use among at-risk groups. Public health guidance 56. NICE, 2014. Updated
August 2017. Available at: www.nice.org.uk/guidance/PH56. 4. IQVIA Data
(52 weeks RxA and HPA) November 2019.
FUL-555a Date of preparation: October 2020

HELP GET PATIENTS WITH
ACUTE BACTERIAL SKIN
INFECTIONS HOME
WITH A POTENT, BROADSPECTRUM IV-TO-ORAL
MONOTHERAPY1–5

Quofenix is indicated for the treatment of acute bacterial skin and skin structure infections (ABSSSI) in adults when it
is considered inappropriate to use other antibacterial agents that are commonly recommended for the initial treatment
of these infections. Consideration should be given to ofﬁcial guidance on the appropriate use of antibacterial agents.1,2
ABSSSI includes cellulitis, erysipelas, wound infections (traumatic or post-surgical) and major abscesses.6
IV, intravenous.
Prescribing Information: Quofenix (delafloxacin) 300 mg powder for
concentrate for solution for infusion and Quofenix (delafloxacin) 450
mg tablets
Please consult the Summary of Product Characteristics (SmPC) for full
prescribing information.
Presentation: Powder for concentrate for solution for infusion (powder for
concentrate). Oblong biconvex tablets.
Use: Adults: Treatment of acute bacterial skin and skin structure infections
(ABSSSI) when considered inappropriate to use other antibacterial agents
commonly recommended for initial treatment of these infections.
Dosage and administration: Infusion: 300 mg every 12 hours administered
over 60 minutes by intravenous infusion. Switch to 450 mg tablet orally every
12 hours is possible at the physician’s discretion. Tablets: 450 mg every 12
hours with or without food. Duration of treatment: 5 to 14 days at the physician’s
discretion. No adjustment for age required, nor for hepatic impairment. Renal
impairment: Not recommended in End Stage Renal Disease (ESRD). Infusion:
No dosage adjustment for mild to moderate renal impairment. Severe renal
impairment (CrCl of <30 mL/min) decrease dose to 200 mg every 12 hours;
alternatively give 450 mg delafloxacin orally every 12 hours. Tablets: No dose
adjustment necessary in patients with mild to severe renal impairment.
Contraindications: Hypersensitivity to the active substance, any of the
excipients, or to any fluoroquinolone/quinolone. History of tendon disorders
related to fluoroquinolones. Pregnancy, women of childbearing potential not
using contraception, breast-feeding. Children or adolescents below 18 years of
age.
Warnings and Precautions: Patients who have previously experienced serious
adverse reactions using quinolone/fluoroquinolones: avoid use. Treatment of
these patients should only be initiated in the absence of alternatives and after
careful risk/ benefit assessment. Contraception: effective contraception must
be used during treatment of sexually mature women. Aortic aneurysm and
dissection: epidemiology studies report an increased risk of aortic aneurysm and
dissection after intake of fluoroquinolones, particularly in the older population.
Therefore, fluoroquinolones should only be used after careful benefit-risk
assessment and after consideration of other therapeutic options in patients
with positive family history of aneurysm disease, or in patients diagnosed with
pre-existing aortic aneurysm and/or aortic dissection, or in presence of other
risk factors or conditions predisposing for aortic aneurysm and dissection. In
case of sudden abdominal, chest or back pain, patients should be advised to
immediately consult a physician in an emergency department. Tendinitis and
tendon rupture: this may occur within 48 hours of starting treatment with
quinolones/fluoroquinolones up to several months after discontinuation. Risk
increased in older patients, renal impairment, solid organ transplants, and those
treated concurrently with corticosteroids. Therefore, avoid comcomitant use
with corticosteroids. Discontinue at first sign of tendinitis. Peripheral neuropathy:
sensory or sensimotor polyneuropathy resulting in paraesthesia, hypaesthesia,
dysaesthesia or weakness reported with quinolones/fluoroquinolones. CNS
effects: Fluoroquinolones have been associated with increased risk of central
nervous system (CNS) reactions, including convulsions, increased intracranial
pressure and toxic psychosis. Fluoroquinolones may also cause CNS reactions:
nervousness, agitation, insomnia, anxiety, nightmares, paranoia, dizziness,
confusion, tremors, hallucinations, depression and suicidal thoughts/ acts
which may occur following first dose. If these reactions occur, discontinue

delafloxacin immediately and institute appropriate measures. Myasthenia gravis:
fluoroquinolones may exacerbate muscle weakness in myasthenia gravis.
Clostridioides difficile-associated disease has been reported with systemic
antibacterial medicinal products. Medicinal products inhibiting peristalsis
contraindicated if Clostridioides difficile-associated disease suspected.
Hypersensitivity reactions: serious and occasionally fatal reactions have been
reported with fluoroquinolones. Discontinue immediately if an anaphylactic
reaction occurs and institute appropriate therapy. Renal impairment: Not
recommended in ESRD. Infusion: Dose adjustment needed in patients with
severe renal impairment. Safety and efficacy of dose adjustment guidance in
these patients has not been clinically evaluated and is based on pharmacokinetic
modelling data. Only use in such patients when expected clinical benefit
outweighs potential risk. Clinical response to treatment and renal function
should be closely monitored in these patients. Accumulation of the intravenous
vehicle sulfobutylbetadex sodium occurs in patients with moderate to severe
renal impairment; therefore serum creatinine levels should be monitored closely
in these patients, and, if increases occur, consider switching to tablets, 450
mg every 12 hours. Tablets: Safety and efficacy in patients with severe renal
impairment has not been clinically evaluated and is based on pharmacokinetic
modelling data. Only use in such patients when the expected clinical benefit
outweighs the potential risk. Clinical response to treatment and renal function
should be closely monitored in these patients. Administration in patients with
severe renal impairment and low body weight may lead to increased systemic
exposures. Limitations of clinical data: trials in ABSSSI included cellulitis/
erysipelas, abscesses and wound infections only. Other skin infections not
studied. Prolonged, disabling and potenitally irreversible serious adverse
drug reactions (ADR): very rare cases of such reactions affecting different,
sometimes multiple, body systems reported with quinolones/fluoroquinolones
irrespective of age and pre-existing risk factors. Discontinue immediately
at the first signs of any serious ADRs. Superinfection: fluoroquinoloneinsusceptible microorganisms may result in superinfection. Dysglycaemia:
as with all quinolones, blood glucose disturbances, including hypoglycaemia
and hyperglycaemia have been reported, usually in diabetic patients receiving
concomitant oral hypoglycaemic agent or insulin. Serious bullous skin reactions:
Stevens-Johnson syndrome, toxic epidermal necrolysis, reported with other
fluoroquinolones. Glucose-6-phosphate dehydrogenase deficiency: caution
in patients with history or family history of G6PD deficiency. Sodium content:
powder for infusion and tablets contain sodium.
Interactions: Chelation active substance: antacids, sucralfate, metal cations,
multivitamins, didanosine. Tablets: Take tablets at least 2 hours before or 6
hours after these agents. Infusion: Do not co-administer infusion with any
solution containing multivalent cations, e.g. magnesium, through the same
intravenous line.
Pregnancy and lactation: Contraindicated during pregnancy and in women of
childbearing potential not using contraception. Breast-feeding is contraindicated.
Side-effects: Most common adverse drug reactions reported in ABSSSI Phase
2/3 studies: mild to moderate diarrhoea and nausea. Adverse reactions identified
in four comparative ABSSSI Phase 2/3 studies: Common: fungal infection,
headache, diarrhoea, vomiting, nausea, hypertransaminasaemia, pruritis,
injection/infusion site reaction. Uncommon: Clostridioides difficile infection,
urinary tract infection, sinusitis, thrombocytopenia, haematocrit decreased,
while blood cell count decreased, haemoglobin decreased, red blood cell count

decreased, hypersensitivity, seasonal allergy, hypoglycaemia, hyperglycaemia,
decreased appetite, hallucination auditory, anxiety, insomnia, abnormal
dreams, peripheral neuropathy, dizziness, presyncope, dysgeusia, vision
blurred, dry eye, vertigo, tinnitus, sinus tachycardia, palpitations, bradycardia,
hypertension, hypotension, flushing, phlebitis, dyspnoea, cough, dry throat,
gastritis erosive, stomatitis, abdominal pain, dyspepsia, gastroesophageal
reflux disease, paraesthesia oral, hypoaesthesia oral, glossodynia, dry mouth,
flatulence, constipation, faeces discoloured, blood alkaline phosphatase
increased, blood albumin decreased, allergic dermatitis, urticaria, alopecia
rash, hyperhidrosis, cold sweat, night sweat, reactive arthritis, arthralgia,
myalgia, myositis, tendonitis, musculoskeletal pain, muscle weakness, muscle
spasm, blood creatine phosphokinase increased, renal impairment, haematuria,
crystal urine present, pyrexia, peripheral oedema, local swelling, fatigue, chills,
medical device complication, wound complication. Very rare cases of prolonged,
disabling and potentially irreversible serious drug reactions affecting several,
sometimes multiple, system organ classes and senses reported with use of
quinolones/fluoroquinolones in some cases irrespective of pre-existing risk
factors.
Package quantities and price: 300 mg Powder for concentrate for solution for
infusion: 10 vials £615.00; 450 mg Tablets: 10 tablets £615.00.
Legal category: POM.
Marketing Authorisation Holder: A. Menarini Industrie Farmaceutiche Riunite
s.r.l.
Marketing Authorisation Number: EU/1/19/1393/001-002.
Marketed by: A. Menarini Farmaceutica Internazionale SRL. Menarini House,
Mercury Park, Wycombe Lane, Wooburn Green, Buckinghamshire, HP10 0HH.
Further information is available on request to A. Menarini Farmaceutica
Internazionale SRL, or may be found in the SmPC.
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This medicinal product is subject to additional
monitoring. Adverse events should be reported.
Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard or search for MHRA Yellow
Card in the Google Play or Apple App Store.
Adverse events should also be reported to A. Menarini
Farmaceutica Internazionale SRL. Phone no. 0800 085 8678
or email: menarini@medinformation.co.uk
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